Ischaemic Heart Disease (Read Code G3)

· 25% of us die of coronary heart disease and 40% from cardiovascular disease (MI, CVA and CCF).

· Of those that have an MI, 1/3 die within the first month, half of these deaths before they reach hospital – underlining the need for primary prevention.

· Patients with chronic stable angina have twice the mortality of patients without, hence the need for secondary prevention.

· ECGs are normal in half of patients with chronic stable angina.

· An exercise stress test is only abnormal in 85% of patients with angina and is no longer the investigation of choice (NICE 2010).
· Patients with typical angina i.e. classical history in a higher risk group do not need referral for investigation simply to establish the diagnosis (NICE 2010) but be aware of the QOF implications!
Investigation and treatment of suspected non acute angina

1. Don’t forget to do a cardiovascular examination, as referring anaemia or aortic stenosis to a rapid access chest pain clinic is embarrassing!
2. Refer to the rapid access chest pain clinic using the unified referral form for formal assessment of CAD risk and possible need for investigation.

3. FBC, TSH (if abnormal then do T3 and T4), Cr and LFTs (most will need a statin), fasting blood sugar and fasting lipids (cholesterol & LDL).
4. ECG.

5. NB CXR is of little use and should not be routinely requested.

QOF rules – only code angina once (G3) and then only if confirmed by specialist assessment (Note this conflicts with NICE 2010!).
What happens at chest pain clinic?
They use the NICE 2010 Coronary Artery Disease (CAD) risk calculation tool (see appendix) to calculate the probability of the patient having coronary artery disease.
· Risk of CAD calculated as 61% to 90% are referred for angiography.

· Risk of CAD calculated as 30% to 60% are referred for functional imaging e.g. myoperfusion scan.

· Risk of CAD calculated as 10% to 29% are offered CT calcium scoring as the first line investigation

NB Exercise ECGs should no longer used to diagnose or exclude stable angina for people without known CAD. 

 Treatment – symptomatic and secondary prevention

Symptomatic Rx

1. All patients should have a GTN spray and know how and when to use it.

2. All patients and their relatives should know when to call an ambulance (1 puff of GTN every 5 minutes and if still in pain >10 mins ring 999). Provide the 999 rules patient information leaflet.
3. Betablockers or calcium antagonists are first line treatment and are prescribed in addition to GTN spray e.g. bisoprolol (symptomatic relief and secondary prevention benefits) or Amlodipine (symptomatic relief).

4. Long acting nitrates, Nicorandil, Ranolazine or Ivabradine if still symptomatic (symptomatic relief alone).

5. Consider referral for Angioplasty or CABG if symptom control fails with GTN prn and two anti-anginal agents (NICE 2011).
Secondary Prevention of CAD
(NICE May 2007)

Non drug therapy 

Smoking cessation, lifestyle advice, increased dietary oily fish to > 3x per week. Pneumovac. Annual flu vaccination irrespective of age.

Drug therapy 
· Ace inhibitors - (post MI or history of LVD, DM, HT etc) and continue indefinitely.
· Aspirin  75mg - for ‘all’and continue indefinitely.
· Additional Clopidogrel 75mg a day - for 12/12 post NSTEMI or post eluting stent  insertion and thereafter continue with  aspirin 75mg alone but in STEMI or post non-eluting stent use Clopidogrel for 2/52 ands 4/52 respectively.  (Long term use of Clopidogrel alone is only used in patients allergic to Aspirin).

· Betablockers - for all <12/12 post MI, titrate up to max tolerated dose. 
Indefinite treatment is indicated, however, if the patient presents >12/12 post MI and is not on a betablocker arrange an echo, as betablockers are not indicated in asymptomatic patients with preserved LV function, unless high risk or other compelling reasons for beta-blocker. (If unable to tolerate don’t forget to QOF exempt the patient).
· Statins – Most patients post ACS are discharged on Atovastatin 80mg a day for 3 months and then stepped down to Simvastatin 40mg a day with a ‘treat to target approach’. Whereas those without a history of ACS but with established CVD simply start Simvastatin 40mg a day with a ‘treat to target approach’. If that fails to achieve target try titrating to target using Atorvastatin 20mg, then Atorvastatin 40mg, then Atorvastatin 80mg). Once at target they only need annual review. The mimimum audit target = Cholesterol < 5.0 and LDL <2.5 but an aspirational target of Cholesterol < 4.0 and LDL < 2.0
· Aldosterone antagonists e.g. Eplerenone or Spironolactone are indicated if symptoms/signs of CCF & LVSD and should be started within 3-14 days of MI, preferably after the ACE.
· Monitor Cr&E’s as per CCF protocol. Halve dose or stop them if hyperkalaemia is a problem.

· Be aware that CABG offers survival advantages over PCI in patients with multivessel disease and are diabetic or  patients > 65 years of age (NICE 2011)

Rx of suspected acute coronary syndromes

1. Arrange immediate admission to CCU (MAU if they don’t have a bed).
2. High flow oxygen ONLY if sats below 94%  in non COPD patients BUT in those with COPD and low sats you provide oxygen to achieve sats of 88-92% (NICE 2010)
3. iv Tramadol 50mg over 3 mins or 2.5 to 5mg of diamorphine (diluted in 10mls of water for injection and given slowly)) and iv Maxolon 10mg.

4. Oral aspirin 300mg – decreases mortality by 25% (ISIS II study).
5. Beta blockade within 24hrs (ISIS 1 study & NICE 2007).

6. Early angioplasty (if available) is replacing thrombolysis. Please note the new rules with respect to the duration of clopidogrel use in combination with aspirin vary depending upon the type of MI and the type of stent used.
BHF guidance on delayed presentation of suspected ACS
 New onset suspected cardiac chest pain, unstable angina, chest pain within 12 hours with abnormal ECG or ECG unavailable = emergency admission.
 

Suspected cardiac chest pain within 12 hours with normal ECG. Chest pain with abnormal ECG between 12 and 72 hours ago = assessment within 24 hours (usually requires admission).
 

Suspected cardiac chest pain more than 72 hours ago and no complications = rapid access chest pain clinic referral.
 
Indications for advanced investigations in CVD.

CT calcium scoring

1. This is used in those patients who are at lower risk of CAD (<29% using the NICE risk calculator) to determine if and what type of further investigation is warranted. It is based on the fact that the level of calcium in the coronary arteries is proportional to the risk of CVD.

ECHO

1. All patients post MI to assess ventricular function re ? adding in Eplerenone (all should be on a betablocker and ACE post MI).

2. All patients with suspected CCF/LVF/heart murmur.

Exercise Stress test – No longer indicated for the diagnosis of IHD
1. Evaluation of residual ischaemia post MI.

Myoperfusion scanning

1. Patient unable to exercise.

2. CAD calculated risk 30%-60% (more sensitive and specific than stress testing).

Angiography

1. CAD calculated risk > 60%.

2. Strongly positive stress test.

3. Acute coronary syndrome.

4. Angina poorly controlled with medical treatment.

5. Assessment for further Rx – angioplasty & stent or CABG.

6. Angina after further Rx.

7. Prior to valvular surgery. 
Annual review & the patient pathway
Patients, as a result of remembering their annual review date or having a reminder on their prescription will ring to book their annual review. The reception team will book a fasting bloods & BP appointment with one of the HCAs. 

The HCA will review the patients co-morbidities using the SystmOne chronic disease icons page (checking for DM, HT, COPD, Asthma, CKD etc) to decide the tests they have to perform. Also the HCA will document the patient’s BMI, check their BP and screen for depression using two questions. They will also arrange a 20 minute review with a Practice Nurse if they have CAD but a 30 minute appointment if they also have asthma, COPD or diabetes.

Key questions the Practice Nurse must ask

Has there been any increase in frequency of your angina or does your angina develop sooner when exertion yourself compared to how things were going at your last review?

1. Do you ever get angina at rest?

2. What do you do if you develop angina? 
3. How do you use your GTN spray? (Check 999 rules) http://www.pennine-gp-training.co.uk/999advice.doc 
4. Are you more breathless since your last review?

5. What tablets are you taking, when do you take them and do you know what they are for?

6. Have you experienced any side effects.

7. Do you take any ‘over the counter’ medication? (Read code OTC aspirin, if they obtain it that way rather than repeat issues)

8. Are you under hospital review? When were you last seen and when are you due to be reviewed?

9. Review of medication, lipids, BP, BMI, smoking cessation, importance of flu vac etc to ensure treated to target and appropriate health promotion.
PLEASE NOTE THAT ANY DETERIORATION IN ANGINA CONTROL OR INCRESED BREATHLESSNESS WARRANTS GP REVIEW.

The Practice nurse on completing the annual review, where no action is deemed to be necessary, will also document and inform the patient of their next planned review date and task the appropriate GP to code the medication review and reauthorise the prescriptions. Patients requiring further assessment or a change in medication will be referred to the GP.

Table to show investigations and actions at annual IHD review 

	
	IHD and CKD +/- HT
	IHD + HYPO T4
	IHD/CVA/TIA
	IHD + ASTHMA 
Or COPD
	IHD + DM/IFG/IGT

	Creat + electrolytes
	☺
	☺
	☺
	☺
	☺

	FBS
	☺
	☺
	☺
	☺
	HBA1c not FBS

	FLP
	☺
	☺
	☺
	☺
	☺

	ALT
	**
	**
	**
	**
	**

	FBC
	***
	
	
	
	

	ACR
	☺
	
	
	
	☺

	TSH
	
	☺
	
	
	☺

	PN review to arrange
	☺
	☺
	☺
	☺Xtime
	☺Xtime


**
ALT only if started statin within last one year 
***
If e-GFR <45
 PN/GP assessment
1. The actions for the annual review include; BMI, smoking status/cessation advice, alcohol intake, exercise status & advice, fasting lipids (cholesterol & LDL), fasting blood sugar, LFTs and BP. Screen for depression using two questions (use the ‘mothership’ template).

2. All patients should be reviewed with respect to; symptom control, secondary prevention (appropriate immunisations & timing, drugs at appropriate doses, drug understanding, identifying potential drug side effects, compliance and evidence based drug review).  

The Practice nurse on completing the annual review, where no action is deemed to be necessary, will also document and inform the patient of their next planned review date and task the appropriate GP to code the medication review and reauthorise the prescriptions. Patients requiring further assessment or a change in medication will be referred to the GP.

Targets at a glance

BP

Aspiration 
BP<140/<80     Audit/QOF
BP<150/<90 
Cholesterol
Aspirational
Cholesterol < 4.0mmol/l and LDL <2.0

Audit/QOF
Cholesterol <5.0mmol/l  and LDL < 2.5  

Appendix
NICE 2010 recommend the tool below be used to assess the risk of CAD. 
	
	
	
	Non-anginal chest pain
	
	Atypical angina
	
	Typical angina

	
	
	
	Men
	
	Women
	
	Men
	
	Women
	
	Men
	
	Women

	Age (years)
	
	
	Lo
	Hi
	
	Lo
	Hi
	
	Lo
	Hi
	
	Lo
	Hi
	
	Lo
	Hi
	
	Lo
	Hi

	35
	
	
	3
	35
	
	1
	19
	
	8
	59
	
	2
	39
	
	30
	88
	
	10
	78

	45
	
	
	9
	47
	
	2
	22
	
	21
	70
	
	5
	43
	
	51
	92
	
	20
	79

	55
	
	
	23
	59
	
	4
	25
	
	45
	79
	
	10
	47
	
	80
	95
	
	38
	82

	65
	
	
	49
	69
	
	9
	29
	
	71
	86
	
	20
	51
	
	93
	97
	
	56
	84

	For men older than 70 with atypical or typical symptoms, assume an estimate > 90%.

For women older than 70, assume an estimate of 61–90% EXCEPT women at high risk AND with typical symptoms where a risk of > 90% should be assumed.

	Values are per cent of people at each mid-decade age with significant coronary artery disease (CAD)
. 

Hi = High risk = diabetes, smoking and hyperlipidaemia (total cholesterol > 6.47 mmol/litre).

Lo = Low risk = none of these three. 

The shaded area represents people with symptoms of non-anginal chest pain, who would not be investigated for stable angina routinely.

Note: 

If there are resting ECG ST-T changes or Q waves, the likelihood of CAD is higher in each cell of the table.  


In people without confirmed CAD, in whom stable angina cannot be diagnosed or excluded based on clinical assessment alone, estimate the likelihood of CAD. 
· Risk of CAD calculated as 61% to 90% refer for angiography.

· Risk of CAD calculated as 30% to 60% refer for functional imaging e.g. myoperfusion scan.

· Risk of CAD calculated as 10% to 29% offer CT calcium scoring as the first line investigation

NB Do not use exercise ECG to diagnose or exclude stable angina for people without known CAD. 
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