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With more people surviving acute coronary
syndrome, the need for sustainable secondary

prevention of coronary heart disease is increasing.

Secondary prevention starts with guideline-
recommended care before discharge from
hospital, followed by an effective transition back
into primary care and then evidence-based
interventions, underpinned by regular clinical
review and patient self-management.

KEY POINTS

o Evidence-based lifestyle changes and drug therapies are
known to reduce the risk of further cardiovascular events
in patients who have survived an acute coronary syndrome.

e Secondary prevention strategies should be implemented
before the patient is discharged from hospital and
continued by GPs in the community.

o Establishing a strong therapeutic alliance with the patient
can help GPs promote a lifelong approach to secondary
prevention measures.

« Patient education about coronary heart disease,
personalised interventions and strategies such as referral
to a cardiac rehabilitation program can improve
adherence to secondary prevention measures.

¢ Increased use of Medicare chronic disease management
items might support more systematic care for people
living with cardiovascular disease.

mproving secondary prevention in patients who survive an acute

coronary syndrome (ACS) is an urgent priority for Australia.

The most recent Australian Burden of Disease Study identified

cardiovascular disease as responsible for the second highest
disease burden (15%) after cancer (19%)."! Importantly, the large
group of people with nonfatal cardiovascular disease — mainly
composed of those living with coronary heart disease (CHD) —
demands our attention. Population data for Western Australia
found that 35% of patients hospitalised for CHD are readmitted
within two years.> However, patients with CHD who engage in
evidence-based preventive lifestyle and drug therapies are known
to reduce their risk of nonfatal and fatal cardiovascular events by
4 to 20% within at least the first year after ACS.?

With more people surviving ACS (the main manifestation of
CHD), the need for sustainable secondary prevention is increasing
and is a national health priority.* Secondary prevention starts with
the provision of guideline-recommended care before discharge
from hospital, followed by effective transition back into primary
careand then evidence-based intervention, underpinned by regular
clinical review and patient self-management.>® Barriers to pre-
venting new cardiovascular events involve patients, healthcare
providers and the health system. Central to delivering a sustainable
platform for lifelong prevention of a new myocardial infarction
or stroke is establishing a strong therapeutic alliance between the
patient and their primary care provider, typically their GP”
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SECONDARY PREVENTION AFTER ACS continued

In this article, we provide guidance on
secondary prevention from the perspective
of both the health system and healthcare
providers. This guidance is consistent with
recently released guidelines on managing
patients with ACS from the National Heart
Foundation of Australia and Cardiac Soci-
ety of Australia and New Zealand and also
with the global call to intensify preventive
evidence-based treatment.®®

Components of effective
secondary prevention after ACS
Strategies to improve secondary preven-
tion after ACS are summarised in the Box.

Implementation of guideline
recommendations before hospital
discharge

Before discharge of patients diagnosed

with ACS from hospital, the treating team

should focus on behavioural and clinical
recommendations for secondary preven-
tion. These include:

« encouraging patients to adopt healthy
behaviours (e.g. quit smoking,
undertake regular physical activity,
eat nutritiously from all five food
groups daily)

« initiating intensive risk factor
management (e.g. lowering blood
pressure and cholesterol levels and
optimising management of any
diabetes mellitus)

« promoting adherence to prescribed
cardioprotective medications
(e.g. aspirin, another antiplatelet
medication, a statin, beta-blockers
and ACE inhibitors/angiotensin
receptor blockers) by ensuring they
are initiated in hospital and listed in
the discharge summaries sent to GPs

« actively supporting patients to be
managed by their local primary care
providers as soon as possible after
discharge (this is crucial to facilitate
effective transition back into primary
care and avoid their loss to follow-up)

o referring patients to effective secondary
prevention or rehabilitation services
(e.g. general practice or centre-based
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rehabilitation programs, telephone
coaching or the Heart Manual
home program, either singly or in
combination)

o providing a chest pain management
plan (this is integral to establishing the
basis for prevention in patients recover-
ing from ACS and transitioning to
long-term self-management of CHD).®

Therapeutic alliance between the
patient and GP

The patient’s GP is the linchpin to imple-
menting, strengthening and sustaining the
preventive effort, including self- management.
This relies on a collaborative relationship
(therapeutic alliance) between patients and
their GP, which ideally already exists.

It is imperative that GPs devise a course
of action that promotes a lifelong approach
to preventing new cardiovascular events.
Typically thisincludes task- and goal-setting,
measurement, evaluation and building
trust.” For example, setting a target fasting
low-density lipoprotein (LDL) cholesterol
level of 1.8 mmol/L, repeat measurements
of the level and, when necessary, intensifi-
cation of lipid-lowering therapy as tolerated
can help patients lower their LDL choles-
terol level. Assessment of smoking status
in patients who declared they were quitting
at the time of the ACS allows the goal and
quit method to be revised in patients who
are still smoking. Finding the right balance
between support from healthcare profes-
sionals and self-management of the under-
lying CHD is likely to facilitate a more
systematic, sustained and collaborative
approach to prevention of new cardio-
vascular events.

Education about CHD from the
treating doctor

There is reliable evidence of the treating
doctor’s influence on a patient’s decision
to actand adopt preventive measures after
a myocardial infarction. For example, a
patient’s decision to attend cardiac rehabil-
itation is heavily influenced by whether
their doctor directly recommends their
attendance.” Further, a cigarette smoker
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STRATEGIES TO IMPROVE
SECONDARY PREVENTION AFTER
ACUTE CORONARY SYNDROME

» Before a patient with a diagnosis of
acute coronary syndrome is discharged
from hospital, the treating team should
implement guideline recommendations
for secondary prevention.

* Developing a collaborative
relationship (therapeutic alliance)
with patients can help GPs to promote
lifelong secondary prevention.

¢ Information and education about

coronary heart disease from the

treating specialist and GP increases
the likelihood that patients will adopt
preventive measures.

Individualisation of prevention

strategies according to the patient’s

clinical and personal situation and
priorities is essential if they are to be
effective and sustained.

Secondary prevention programs, either

hospital-based or delivered in primary

care, the local community or the home,
can support adherence with lifestyle
changes and prescribed therapy.

Psychological support may be

important to help role resumption, with

additional provision for social and
emotional peer support.

» Use of chronic disease management
Medicare items may support more
systematic care of patients living with
coronary heart disease.

is more likely to quit smoking if told by
their doctor to do so." It is also important
that patients understand that CHD is not
‘fixed’ by cardiac procedures such as
stenting and coronary artery bypass graft
surgery or by prescribed medications, but
is rather a chronic condition that requires
a multifaceted approach, including the
adoption of a healthylifestyle and, in some
patients, psychosocial support.

Individualisation of care

Survivors of ACS have different rates of
recovery and role resumption, in part
because of differences in their disease
severity, clinical course, past medical history
and lifestyle, beliefs, family support and
financial need. Personalising CHD
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prevention strategies is therefore imperative
if they are to be effective and sustained."
GPsare ideally positioned, in collaboration
with patients, to implement strategies to
lower the risk of new cardiovascular events
while facilitating recovery and balancing
other personal priorities. Some patients will
require reassurance and periodic monitor-
ing, according to best practice, from their
GP, whereas those with a complex clinical
course and longer in-hospital stay will likely
benefit from more intensive interventions,
such as comprehensive cardiac rehabilita-
tion programs to progress their physical,
mental and social wellbeing. Interventions
will likely include goal setting that is
specific, achievable and individualised to
support personalised behaviour change.

Interventions to support adherence
to lifestyle changes and medications
Strategies for GPs to promote adherence of
patients to lifestyle changes and medications
after ACS include referring them toa cardiac
rehabilitation program, establishing a recall
and reminder system and use of Medicare
chronic disease management items for
team-based care.

A wide variety of face-to-face or remote
prevention programs improve health
outcomes in patients surviving ACS.’
Following discharge from hospital, patients
with ACS should participate in an effective
secondary prevention program according
to personal preference, values and the
available local resources. Services can be
hospital-based or delivered in primary care,
the local community or the home. The
major components of a quality secondary
prevention program include:

« equity and access to services

« assessment and monitoring

o recovery and maintenance

« reinforcement of lifestyle modification
and medication adherence

o evaluation and quality improvement.

Psychological support

Psychological support may be important
to help patients resume their role after ACS
and adhere to secondary prevention
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SECONDARY PREVENTION AFTER ACS continued

measures. One in three survivors experi-
ences symptoms of depression within 12
months of an acute myocardial infarction.”
Depression and social isolation are associ-
ated with poor adherence to secondary
prevention, which adversely affects progno-
sis and quality of life.”* ACS patients receiv-
inga psychosocial intervention comprising
cognitive behavioural therapy and counsel-
ling have less depression and better levels of
perceived social support, but show no reduc-
tion in mortality.” Although there is no
evidence that treating depression improves
survival after ACS, guidelines recommend
that physicians should consider comprehen-
sive evaluation and treatment of severe or
persistent depression." GPs can also encour-
age those who are socially isolated to seek
social and emotional peer support.

Use of Medicare chronic disease
management items
The MBS includes several item numbers
intended to support ongoing management
of people with chronic medical conditions.”®
These include the suite of chronic disease
management (CDM) items that support the
health care of patients who require multi-
disciplinary team-based care from a GPand
at least two other health professionals.”®
Although no specific randomised controlled
trial has compared outcomes between
patients with and without a CDM plan, the
conceptisbased ona well-developed ‘chronic
care model’ that has been associated with
improved health outcomes and lower health
care costs.'*"® It is likely that the implemen-
tation of these plans provides a more system-
atic approach to care that enables primary
care providers to provide good quality of care
with adequate specialist and ancillary sup-
port based on individual patient needs.”
Additional MBS items support access to
allied health and mental health services.
These include services from individual allied
health providers, including physiotherapists,
Indigenous health workers, occupational
therapists and psychologists.> Specific MBS
items also support access to psychological
care. All these items and opportunities for
funded health service delivery are potentially
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valuable for people living with CHD.

However, only a minority of patients
with cardiovascular disease have been
givena CDM plan, and secondary preven-
tion of CHD is not specifically incentivised
in the way that management of conditions
such as diabetes and asthma is. Increasing
utilisation of CDM Medicare items would
support more systematic care for people
living with cardiovascular disease. Primary
care practices can proactively use software
and database data extraction for initiation
and ongoing review of CDM plans (e.g.
HealthTracker software provides point of
care decision support for cardiovascular
disease prevention and management, and
a graphical patient counselling tool).?

Conclusion

Major gains can be made in reducing the
burden of CHD through preventing new
cardiovascular events in patients who have
survived ACS. Everyone, including patients,
GPs, the ACS team and the health system,
has a role to play in secondary prevention
after ACS. It starts with the diagnosis of CHD
and involvesa lifelong approach, with adher-
ence to evidence-based treatment. M
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