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M
any general practice nurses 
(GPNs) are involved in identifying 
people at risk of cardiovascular 

disease (CVD) and supporting those 
individuals to manage their risk factors.  
Furthermore, people living with established 
cardiovascular disease are usually managed 
in general practice, with GPNs being 
responsible for reviewing them and ensuring 
that best practice is implemented.  GPNs can 
advise on lifestyle interventions such as 
healthy eating, weight loss, physical activity, 
smoking cessation and alcohol intake.  
Whether prescribers or not, GPNs will also be 
able to advise on medication, reviewing and 
optimising pharmacological interventions to 
ensure that research is put into practice in 
order to optimise outcomes.    

In this article we review the evidence for 
secondary prevention of CVD in 
asymptomatic people with established 

coronary artery disease and consider the 
place of blood pressure and lipid 
management, the use of antiplatelet and 
anticoagulant drugs and the role of lifestyle 
interventions to reduce future cardiovascular 
events.   

Particular reference is made to 
recommendations in the European Society 
of Cardiology (ESC) Guidelines for the 
diagnosis and management of chronic 
coronary syndromes.1 These guidelines were 
revised in 2019 to focus on chronic coronary 
syndromes (CCS) instead of on stable 
coronary artery disease (CAD).  The 
guidelines focus on six key presentation of 
CCS: 
i. Patients with suspected CAD and stable 

angina symptoms and/or dyspnoea 
ii. Patients with new onset heart failure or left 

ventricular dysfunction and suspected 
CAD 

iii. Patients with stabilised symptoms less 
than 1 year after an acute coronary 
syndrome or those with recent 
revascularisation  

iv. Patients more than 1-year post-diagnosis 
or revascularisation 

v. Patients with angina and suspected 
vasospastic or microvascular disease  

vi. Asymptomatic patients who are 

In the last issue, we provided an update on primary prevention of cardiovascular 
disease (CVD). In this article, we focus on risk factor management for people 
with established CVD, with the aim of preventing further cardiovascular events 
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diagnosed with CAD via screening  
The focus of this article will be on those 
falling into category iv – those who are 
more than 1-year post diagnosis or 
revascularisation.  

By the end of this article, readers should 
be able to: 
●   Recognise the main causes of CVD 
●   Analyse how risk factor management can 

reduce future risk of CV events  
●   Consider the key drug therapies that may 

be needed for people with established 
CVD 

●   Evaluate the place for lifestyle 
interventions in reducing CVD risk 

●   Implement evidence-based guidelines in 
practice in a tailored and person-centred 
way 

WHAT CAUSES 
CARDIOVASCULAR DISEASE? 
Cardiovascular disease (CVD) is an umbrella 
term covering conditions which result from 
the build-up of atherosclerotic plaque in the 
blood vessels of the body, including the 
large vessels supplying the brain, heart and 
limbs, and the smaller vessels supplying the 
eyes, kidneys and nerves.2 Chronic kidney ➡
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Secondary prevention: an existing diagnosis of CVD means that there is an increased risk of a further cardiovascular event



22   PRACTICE NURSE - APRIL 2021 www.practicenurse.co.uk

PRESCRIBING NURSE

disease (CKD) and erectile dysfunction have 
now been recognised as being predictors of 
cardiovascular events.3 Key contributing 
factors to the development of atheroma 
include hypertension, dyslipidaemia, 
smoking, poor diet, obesity and lack of 
physical activity.2  CVD is the cause of high 
levels of morbidity and mortality in the 
United Kingdom leading to Public Health 
England identifying CVD risk reduction as a 
priority for the NHS, with the publication of 
its 10-year plan in 2019.4  (See A clinical 
priority: cardiovascular disease prevention, 
Practice Nurse February/March 2021.) 
Unfortunately, the COVID-19 pandemic has 
had a significant impact on the prevention, 
detection and management of CVD, which 
will mean that increasing numbers of 
people will be at risk of events which could 
have been avoided.5  The pandemic has also 
caused disruption across the CVD pathway 
and widened regional inequalities. Analysis 
finds 470,000 fewer new prescriptions 
(people commenced on a medication for 
the first time) of preventative cardiovascular 
drugs such as antihypertensives, statins, 
anticoagulants and oral anti diabetics in the 
last year.6 GPNs and others working in 

primary care should therefore be aware of 
opportunities to identify people who have 
not been diagnosed as well as recognising 
the importance of undertaking thorough 
reviews of those people with an established 
diagnosis of CVD.   

PREVENTION OF FURTHER 
CARDIOVASCULAR EVENTS  
People who have been diagnosed with 
cardiovascular disease in one arterial bed 
will be at increased risk of having 
atherosclerotic disease in other areas of the 
body.  An existing diagnosis of CVD also 
means that there is an increased risk of a 
further event.  The ESC guidelines on 
chronic coronary syndromes (CCS) note that 
the risk of further CV events is likely to 
increase if risk factors are poorly managed 
and decrease if they are successfully 
addressed.1 The focus on ‘chronic coronary 

syndromes’ instead of using the previous 
terminology of stable coronary artery 
disease reflects the fact that CVD is a 
dynamic process of plaque development 
and accumulation, which can be addressed 
both pharmacologically and through 
lifestyle measures.  In some patients, 
revascularisation procedures are also 
recommended. The pharmacological and 
lifestyle interventions recommended in this 
article are based on those from the ESC CCS 
guideline, the National Institute for Health 
and Care Excellence (NICE) and the 2016 
European Guidelines on CVD prevention in 
clinical practice.1,7,8  Treatment outcomes are 
based on symptom control and prevention 
of future CV events.   

Managing blood pressure  
High blood pressure (hypertension) is 
suspected if an individual has a clinic blood 
pressure of 140/90 mmHg or more.9 Clinic 
readings should be followed up with 
24 hour ambulatory BP or 7 days’ twice daily 
home BP readings to ensure that there is no 
‘white coat’ effect causing the raised BP that 
has been recorded in the clinical setting. 
Diagnosis can only be confirmed if clinic BP 

of 140/90 mmHg or more and 24 hour ABPM 
or 7 days average HBPM 135/85 mmHg or 
over. The decision to treat an individual’s BP 
will depend on what stage hypertension 
they have (stage one, where home readings 
are between 135/85 – 149/94 mmHg or 
stage two, where home readings are over 
150/95 mmHg), their cardiovascular risk 
score and the presence of pre-existing 
conditions such as cardiovascular disease, 
chronic kidney disease or diabetes.8  The 
NICE hypertension guidelines do not 
differentiate between targets for people 
with and without cardiovascular disease or 
diabetes, advising a generic target of less 
than 140/90 mmHg in clinic or less than 
135/85 mmHg at home in patients 79 years 
and younger or 150/90 mmHg in clinic or 
less than 145/85 mmHg in patients over 80 
years old. The ESC hypertension guidelines 
recommend aiming for less than 140/90 

mmHg initially and then, if treatment is 
tolerated, aiming for 130/80 mmHg or 
lower.10 In people under the age of 65, the 
ESC hypertension and chronic coronary 
syndrome guidelines recommend aiming 
for a systolic BP of 120-129 mmHg, with a 
diastolic of less than 80 mmHg.  Untreated 
hypertension is linked to an increased risk of 
stroke, myocardial infarction, heart failure 
and other conditions. Many people with 
hypertension will need at least two drugs to 
get them to target.11   

Lipid management 
In people with known CVD, lipid 
management should be initiated 
irrespective of their lipid profile, because 
they are at high risk of future events. ESC 
dyslipidaemia guidelines recommend that 
in people with established CVD or at very 
high risk, a minimum 50% reduction in 
LDL-C from baseline and an absolute LDL-C 
treatment goal of <1.4 mmol/L should be 
aimed for. For patients at high risk, an LDL-C 
goal of <1.8 mmol/L is recommended.12   

The ESC guidelines on CCS recommend 
that if target lipid levels are not achieved 
using a high intensity statin, ezetimibe 
should be added. Ezetimibe has been 
shown to reduce LDL-cholesterol and the 
risk of CV events.13 The addition of a PCSK-9 
inhibitors may also be indicated for a small 
number of patients.14   

The role of antithrombotic therapy   
The ESC guidelines on CCS recommend that 
a second antithrombotic drug should be 
considered in addition to aspirin for long-
term secondary prevention in patients who 
are at high risk of future ischaemic events, 
but who are not high risk for bleeding, and 
may be considered for those who are at 
moderate risk of future ischaemic events but 
who are not high risk for a bleed.  

In patients who are on aspirin, dual 
antiplatelet therapy (DAPT), or oral 
anticoagulants, and who are at high risk of 
bleeding, a proton pump inhibitor should 
be initiated.   

Anticoagulants inhibit the formation of 
clots and have been shown to reduce the 
risk of vascular events. The use of low dose 
anticoagulants for secondary prevention of 
CVD along with antiplatelet therapy has 
been identified in the ATLAS ACS 2–TIMI 51 
trial where rivaroxaban 2.5mg bd was 
shown to reduce major adverse 

The risk of further CV events is likely to 
increase if risk factors are poorly managed and 

decrease if they are successfully addressed
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cardiovascular events (MACE) in patients 
with acute coronary syndrome who were 
already treated with aspirin and 
clopidogrel.15 Furthermore, the 
Cardiovascular Outcomes for People Using 
Anticoagulation Strategies (COMPASS) trial 
compared rivaroxaban 5mg bd alone, with 
aspirin 100mg daily alone and with a 
combination of both aspirin 75mg and 
rivaroxaban 2.5mg bd in people with CCS or 
peripheral arterial disease (PAD). The 
combination of aspirin and rivaroxaban led 
to a decrease in ischaemic events and 
although bleeding events were increased, 
they were non-fatal bleeds.  The greatest 
benefits were seen in people with other CV 
risk factors such as diabetes, PAD or 
moderate chronic kidney disease (CKD).16  
Furthermore in patients with a myocardial 
infarction more than 1 year previously, 
treatment with ticagrelor 60mgs twice daily 
significantly reduced the risk of 
cardiovascular death, myocardial infarction, 
or stroke but did increase the risk of major 
bleeding.17  

Post-MI secondary prevention 
Dual antiplatelet therapy (DAPT) is 
recommended post MI, using aspirin plus a 
P2Y12 inhibitor, such as clopidogrel, 
prasugrel or ticagrelor. Not all patients 
respond to clopidogrel, however, and proton 
pump inhibitors, particularly omeprazole 
and esomeprazole, can negatively impact on 
the response too. Prasugrel is more effective 
than clopidogrel but is associated with a 
higher risk of bleeding. Ticagrelor may offer 
the best overall risk: benefit profile but this 
will depend on the individual patient and 
their previous cardiovascular diagnosis and 
management. The duration of DAPT will also 
need to be assessed individually, weighing 
up the benefits of treatment versus the 
increased risk of bleeding. Hospital notes 
should be consulted to ensure that patients 
are treated appropriately and that any 
treatment does not extend beyond the 
recommendations made by the consultant 
on discharge.1  

Lifestyle interventions  
While medication plays an important part in 
reducing blood pressure and lipid levels, the 
impact of lifestyle interventions should not 
be underestimated.  There is currently an 
increased level of interest in low 
carbohydrate diets and further research is 

CASE STUDY

David is 63 years old and has just joined the practice.  He is an ex-smoker and worked as a 
taxi driver before retiring after a medically managed myocardial infarction 2 years ago.  He 
has a history of hypertension.  He is overweight and worries about doing too much physical 
activity in case it puts his heart under pressure.  He also suffers from peripheral arterial 
disease (PAD) which causes intermittent claudication when he walks more than 500 
metres.  He lives alone and tends to exist on ready meals, brought to him each week by his 
son, who lives nearby.  He attends for a review of his coronary heart disease.  He is 
currently symptom-free and takes the following medication:  
 
●     Aspirin 75mg daily 
●     Amlodipine 5mg daily  
●     Bisoprolol 5mg daily 
●     Ramipril 5mg daily 
●     Atorvastatin 20mg daily 
 
Recent bloods showed an eGFR of >90ml/min/1.73m2, normal urea and electrolytes, an 
HbA1c of 40mmol/mol, a total cholesterol of 3.4mmol/L and an HDL-C of 1.1mmol/L.  All 
other results are within normal range.  His BMI is 28.7kg/m2 and his BP is 139/88 mmHg.  His 
pulse rate is 68 bpm and is regular.   

Lifestyle interventions should underpin the management of CVD and David’s lifestyle needs 
some attention. His eating habits and lack of exercise are risk factors for future events, but 
David and his son may not realise this.  A motivational interviewing type of approach may 
help David to identify areas for change and he can be referred to online and face-to-face 
support groups, as appropriate.  He may also benefit from some cognitive behavioural 
therapy to address any false beliefs he may have about his condition and to help him to 
address any anxieties he may have.  A social prescriber may also help him to tackle issues 
such as loneliness, isolation or financial problems which may be holding back his recovery 
and rehabilitation.   

Pharmacological interventions should then be reviewed and optimised. David is currently 
sub-optimally managed with respect to his drugs.  According to NICE, post myocardial 
management should include optimised doses of an ACE inhibitor (ramipril 10mg) and the 
correct secondary prevention dose of his atorvastatin (80mg),6 whereas the ESC CCS 
guidelines focus on lipid targets, rather than on using high intensity statins specifically. In 
reality, high intensity statins are often needed to reach the targets advocated by the ESC.   

With regard to ACE inhibitors, the ESC CCS guidelines point out that the evidence for 
routinely using renin angiotensin aldosterone system (RAAS) blockers in people who are not 
high risk for future CV events and who do not have heart failure, is limited.1 The guidelines 
recommend the use of RAAS inhibition in people who have diabetes, heart failure or 
hypertension as co-morbidities. In David’s case the ACE inhibitor, ramipril, may have been 
initiated to treat his blood pressure, but it is also important to consider whether his high-risk 
status indicates the need to optimise his ACE inhibitor dose.   

The combination of a calcium channel blocker and a beta blocker is an effective anti-
ischaemia strategy, which will also help to control his blood pressure, along with his ramipril.  
According to the ESC CCS guidelines, the beta blocker dose should be titrated to get his 
heart rate to between 55-60 bpm at rest; however, there is limited evidence of benefit of 
using beta blockers for more than a year post-MI and opinion is divided as to whether they 
should be continued after this time or not.  Consideration of long-term therapy with a beta 
blocker is recommended in the guidelines for people with a history of non ST elevation 
myocardial infarction. This underlines the importance of tailoring treatment to each 
individual.   

David is also likely to benefit from the addition of rivaroxaban 2.5mg bd or ticagrelor 60mgs 
bd on the basis of his ongoing CVD risk, particularly in view of his diagnosis of PAD.  A PPI 
should be added to his current repeat prescription list, with an explanation as to why it is 
important.   

➡
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anticipated on this topic.  Low 
carbohydrate diets can help with weight 
loss and also impact on lipid levels.18   

Healthcare workers might consider 
recommending that time-constrained 
individuals consider high intensity interval 
training (HIIT) as a less time-consuming 
but evidence-based way of including 
exercise in their daily routine in order to 
improve health.19   

Smoking cessation is one of the most 
important and cost-effective interventions 
known to improve health and Public 
Health England has expressed concern at 
the reduction in general practice-led quit 
attempts in recent years.18  Smoking 
cessation is not the remit of one service; all 
healthcare providers should offer smoking 
cessation support unless they have a good 
reason not to.   

THE ANNUAL REVIEW 
The annual review provides an 
opportunity to consider how well the 
patient’s symptoms are controlled and 
whether effective secondary prevention 
interventions are in place, based on latest 
evidence and guidelines. These 
interventions should include both 

pharmacological and lifestyle 
management. Adherence to both should 
also be assessed, with the focus on 
motivational interviewing, and taking a 
person-centred approach. Up to date 
bloods including a full blood count (as 
haemoglobin and white cell count have 
been shown to predict prognosis in 
people with CCS),19 renal function, lipid 
profiles and HbA1c (as many people with 
CVD will be high risk for diabetes) should 
be available. An annual ECG is desirable to 
assess heart rate and rhythm, although 
increasing numbers of patients will have 
smart technology (watches or portable 
ECG event recorders) to assess their own 
readings. The ESC guidelines also 
recommend 3-5 yearly echocardiography 
in people with established CVD, although 
this may not be common practice in the 
UK.1  

Primary Care Networks have enormous 
potential to deliver care in a targeted way, 
for the populations they serve.  Their 
challenge is to look at how evidence and 
guidelines are implemented in a person-
focused and cost-effective way and to 
support clinicians and practices in this 
aim.   
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CONCLUSION 
Cardiovascular disease results from a range of 
modifiable and non-modifiable risk factors.  The 
focus for primary care should be to work with 
colleagues in order to  
●   Prevent future events 
●   Implement evidence based care to reduce 

symptoms  
●   Support individuals with lifestyle changes 

via the multi-disciplinary team 
●   Optimise pharmacological interventions to 

reduce future risk  
 

This can only come from an educated and 
empowered multi-disciplinary team.  The 
Primary Care Cardiovascular Society 
https://pccsuk.org/ aims to support clinicians, 
Primary Care Networks and the evolving 
Integrated Care Systems to deliver first class 
care in cardiovascular disease.  It supports the 
idea of a network of CVD champions from 
within GP practices, across PCNs and beyond to 
share knowledge, expertise and best practice 
throughout the health service.  If you would like 
to know more, or would like to be involved, 
please contact us on president@pccsuk.org or 
admin@lcwconsulting.co.uk.  

An educated workforce is a prerequisite to 
optimising cardiovascular outcomes.     ◆  




