CVD Risk Management and Lipids.
1. CVD Primary Prevention < 75yrs
Primary prevention - This guideline applies to patients age 40-74 with no history of CVD. 
NICE guidelines suggest that primary prevention strategies should be targeted at known ‘high risk’ patient groups and form part of the schedule of care (e.g. annual medication review) for patients with hypertension or dyslipidaemia. 
Note: if > 75 years, consider at increased risk of CVD and likely to benefit from statin (esp. if smoker, hypertensive).
QOF also requires us to assess and record CVD risk and lifestyle advice (Read code short cut = /life) at the time of a new diagnosis of hypertension.
Remember we are now using the QRISK2 tool to calculate 10 year CVD risk.
Note: consider other conditions that increase risk eg. CKD, RA or SLE.

The primary prevention assessment should include:

· Height, weight, BMI, BP, premature FH (1st deg male <60), ethnicity, smoking status/cessation advice, alcohol consumption, fasting blood sugar, fasting lipid profile.

Repeat 5 yearly if the CVD risk is between 10 to19 percent with an emphasis on promoting CVD risk reducing life style changes – refer them to the Practice Nurse for ongoing life style/risk lowering support and advice (Read code /life). 

· Any patient with a CVD risk of = to or > 20% (or Chol:HDL > 6.0) should see the Practice Nurse for CVD risk coding, ongoing life style/risk lowering support and advice (Read code short cut  /life). Three months later they should have a BP check and the following bloods; fasting lipids, TSH, ALT and Cr&Es to enable CVD risk re-calculation.
·  If the CVD risk remains = to or > 20% (or Chol:HDL ratio >6.0) the patient should see a GP to discuss a statin (using a Patient Decision Aid) and & other interventions to help reduce risk (BP Rx, smoking cessation, etc).  There is no evidence that aspirin is of any benefit. NICE guidelines 2010 recommend a ‘fire and forget’ policy in which the patient is commenced on Simvastatin 40mg with check ALT in 4 to 6 weeks  and at 12 months BUT no need for any further lipid blood tests.

http://www.npc.nhs.uk/therpueutics/cardio/cd_lipids/resources/pda_lipids.pdf  

Stop the statin if ALT x3 upper limit of normal or if has suspected myopathy with CK> 5 x normal. If they have myalgia with a normal CK then try switching to Simvastatin 20mg or Pravastatin 40mg as an alternative. If that fails and they have a particularly high CVD risk consider Ezetimibe, Ciprofibrate or an anion exchange resin.

· Any patient with a Cholesterol > 7.5 or LDL >4.9 with xanthomata or a family history of premature heart disease (<50 yrs in a 2nd degree relative and < 60 in a 1st degree relative) should be referred re ? familial hyperlipidaemia (see NICE 2008).

Note: CVD risk tools not to be used. Already at high risk of CVD.

QOF (year 2011/12)

CVD PP01 : Record CVS risk assessment /Qrisk at outset in patients with new diagnosis of hypertension (unless pre-existing CHD, DM, CVD).

Target 70%.

CVD PP02 : Hypertensives diagnosed post 1/4/09 need annula record of lifestyle advice. Shortcut code /life.

Target 70%.
.

.

Diabetes - Type 1 – Lipid Management in the absence of a history of CVD


The risk should be assessed using clinical judgement, not risk tables, equations, or computerized calculators — all of these tools underestimate risk.

Highest risk which =  Lifestyle changes and  statin Rx  with Rx to target approach 

If they have:

· Micro albuminuria.
Or  Two or more of: 

· Average blood pressure higher than 135/80 mmHg (women and men). 

· Waist circumference greater than 90 cm in women and 100 cm in men; for people of South Asian heritage, use thresholds 10 cm less. 

· Serum high-density lipoprotein cholesterol level (before treatment) less than 1.2 mmol/L for women and 1.0 mmol/L for men. 

· Serum triglyceride level (before treatment) greater than 1.8 mmol/L for women and men.

Moderately high risk = Lifestyle changes and starting statin Rx. 

People with type 1 diabetes should be regarded as having moderately high risk for cardiovascular disease if they are not in the highest risk category, and have other arterial risk factors: 

· Older than 35 years of age. 

· Family history of premature heart disease (before 50 years of age in a second-degree relative or before 60 years of age in a first-degree relative). 

· Ethnicity with high risk (for example South Asian ancestry). 

· More severe abnormalities of blood lipids or blood pressure.

Lower risk = Lifestyle changes

Nice 2004 Type 1 diabetes (adults). CG15 (reviewed April 2010).
Diabetes - Type 2 – Lipid Management in the absence of a history of CVD 

‘All’ Type 2 diabetics > 40 years should be considered for a statin as the Heart Protection Study showed a statin (simvastatin 40mg) reduces the risk of infarct in diabetics (40 – 80 years of age) by 30% irrespective of their starting cholesterol level. 

However, the value of statins is limited in those with a low absolute risk!

(Low risk NICE 2010 = not overweight, non smoker, normotensive, no FH of premature CVD disease, no PMH of CVD disease, no microalbuminuria AND no high risk lipid profile!). 

If you are unsure then you can use the UKPDS CVD risk calculator which can be downloaded from http://www.dtu.ox.ac.uk/riskengine/download.php . Treat if risk > 20%/10 years.
If < 40 years with poor CV risk profile, ‘consider’ statin.
Use ‘treat to target’ approach once decision to use a statin has been made.

Target adult cholesterol = minimum audit/QOF standard < 5.0 and LDL < 2.5 and an aspirational target of <4.0 and LDL <2.0.
Note: if hypertriglyceridaemia, poor glycaemic control may be a cause. If TG remain > 4.5 mmol/litre despite optimizing control, consider fibrate =/- statin.
2. CVD Secondary Prevention
Secondary prevention 
This applies to any patient with a Hx of IHD, PVD, TIA, CVA or adults with diabetes. The minimum audit target is Cholesterol <5.0 and LDL < 2.5 with an aspirational target of Cholesterol < 4.0 and LDL < 2.0.
Using Statins

NICE recommend a ‘treat to target’ approach. Start with an adequate dose e.g. Simvastatin 40mg and warn the patient about common side or serious side effects e.g. myalgia.

Check fasting lipids and ALT at 4 weeks. Uptitrate the dose if not at target (e.g. Simvastatin 80 and repeat lipids in another 4 weeks. If that fails to achieve target try titrating to target using Atorvastatin 40mg, then Atorvastatin 80mg). Once at target they only need annual review.

Stop the statin if ALT x3 upper limit of normal or if has suspected myopathy with CK> 5 x normal. If they have myalgia with a normal CK then try switching to Simvastatin 20mg or Pravastatin 40mg as an alternative. If that fails consider Ezetimibe, Ciprofibrate, nicotinic acid or an anion exchange resin BUT attempting to treat to target is inappropriate.
No lipids should ever be taken without a recent BP measurement and smoking history.

Triglycerides – little evidence base for active medical management.
Medication re-authorisation

GPs should always make a simple check at the time of repeat medication re-authorisation. 

Does the patient have?

· A hx of CVD or DM and are those annual reviews in date?

· Have they been screened for depression?

· The minimum data set within the last 12 months = BMI, alcohol intake, fasting Chol & LDL, fasting blood sugar, BP and smoking history/cessation advice, ALT if statin start < 12m ago. /Life if hypertension.
· Does the patient need additional aspirin (secondary prevention) or statin prophylaxis (primary & secondary prevention) or an ACE?

If at the time of issuing repeats the minimum data set is incomplete just issue one months supply and staple the ‘Please make an appointment’ form to the script.
The patient pathway (CVD prevention)

1. Primary prevention. (No history of IHD, TIA, CVA, PVD)

Patient seen at a well person check or referred by GP for CVD risk assessment;

The receptionist will book an appointment with the HCA for fasting bloods and BP.

HCA checks bloods according to the guideline(see table at end); also to record BP.

Patient asked to see a Practice Nurse (PN) in one week for the results; 20 minute appointment.
GP will action the pathology results in their pathology in-box by ticking patient to see nurse.
The Practice Nurse calculates CVD risk using Q risk 2 calculator in Clinical Tools with prior recording of BMI, smoking status and FH of CVD if not recently recorded.
CVD risk value is then saved to the patient’s record.

Further action as follows:

CVD risk <10%; reassure, lifestyle advice, no further action needed. /Life.
CVD risk 10-19%; lifestyle advice and offer 5 yearly checks ./Life.
CVD risk 20% or greater; to see the PN for lifestyle advice and arrange repeat fasting lipids and CVD risk assessment in 3 months. /Life. If then = or >20% then ask the patient to make an appointment with a GP having discussed statins using the PDA (on S1 or npc website). Also refer the patient to a GP if the repeated total cholesterol is >7.5 or LDL>4.9 to assess the possibility of familial hyperlipidaemia.
Follow hypertension protocol if BP is raised.
2. Secondary prevention (includes patients on registers for IHD, CVA,TIA, PVD, diabetes)

Patient aware they’re due annual review or receives message on prescription from GP that this is due; the receptionist will book an appointment with an HCA for fasting bloods and BP.

The HCA checks which register patient is on using Systm 1 disease icons/patient plan and checks bloods according to table (see below).
Patient will book an appointment the PN to discuss the results.

Practice nurse discusses results with the patient and records BMI and smoking status.

She will ensure lipid levels treated to target; if not refer to GP.

i.e. total cholesterol must be <5.0 and LDL<2.5 
Return to have BP if not at target (QOF standard <150/<90 for CVD, TIA or CVA)

Refer to GP if BP on second occasion not at target.
Practice nurse to give lifestyle advice and record using appropriate code.

Refer for smoking cessation advice or weight management if appropriate.

If no problems; send task to GP to re-authorise medication and code the medication review.

If any problems identified from above, or patient has concerns, refer to GP.
Table to show secondary prevention investigations and actions at annual review 

	
	HT only 
	HT + CKD
	HT + HYPO T4
	HT + IHD/CVA/TIA
	HT + ASTHMA 
	HT + COPD

	Creat + electrolytes
	☺
	☺
	☺
	☺
	☺
	☺

	FBS
	☺
	☺
	☺
	☺
	☺
	☺

	FLP
	*
	*
	*
	☺
	*
	*

	ALT
	**
	**
	**
	**
	**
	**

	ACR
	
	☺
	
	
	
	

	FBC
	
	***
	
	
	
	

	TSH
	
	
	☺
	
	
	

	PN Clinical review to do or arrange
	☺
	☺
	☺
	☺
	☺Xtime
	☺Xtime


*
FLP only if not already on statin 

**
ALT only if started statin within last one year 
***  
FBC if e-GFR <45
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