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ACS QLD

Second only to NT for ACS admission rate



ACS Ipswich



























Hospital care and reperfusion

• Whats new?

• Acute STEMI management

• Acute NSTEMI management

• SCAD management

• Management of ACS with shock or 
cardiac arrest

• Management of ACS with mutivessel 
disease

• Antiplatelet regimen

















Recovery and secondary prevention

• Post ACS pharmacoptherapy – 
DAPT, targets, colchicine

• Vaccination

• Patient centred cardiac rehab























LDL-cholesterol Type 2 
diabetes

Hypertension Cigarettes Overweight Triglycerides

<1.4mmol/L A1c  ̴ 7% sBP  ̴ 120mmHg Cessation Aim healthy BMI  ̴ 
21kg/m2

 ̴ 1.7mmol/L

Initial LDL <3 
mmol/L maximally 
tolerated statin

Initial LDL >3 
mmol/L maximally 
tolerated statin and 
ezetimibe

Repeat LDL-C at (3 
months and if not at 
target consider 
PCSK9 Inhibitor
4.Statin Intolerance:
Consider bempedoic 
acid and ezetimibe

If LDL  > than 5 
mmo/L or DLSC 
score >  4  initiate 
family cascade 
screening

Prioritise a 
regimen with 
SGLT-2i 
(especially with 
CKD) and/or 
GLP-1RA 
(especially with 
obesity)

Prioritise a 
regimen with 
ACE/ARB and 
consider 
combination 
therapy early

Encouraging home 
blood pressure 
recording

Consider 
nicotine 
replacement 
Champix or 
Zyban

150mins of 
moderate vigorous 
physical activity per 
week.

Lifestyle 
interventions: time-
restricted eating, 
intermittent fasting 
or meal 
replacements.

Consider use of 
semaglutide to 
reduce adverse CV 
events

If TG>1.7mmol/L 
despite statin use, 
consider use of 
Omega 3 FA such 
as icosapent ethyl 
2g BD





Cardiology services

ED and 

Inpatient 

services

Cardiac 

cath lab

Rapid access 

chest pain clinic

PICS

Cardiology 

outpatients 

Request for 

advice 

service
PICS

Better Cardiac Care

Cardiac Rehab

Heart failure
GP



• 6 bed CCU

• 19 potential beds

• Cardiac cath lab – Mon, Wed, Friday since 2022 – 

• >1500 cases treated closer to home

• Allied health inclusive of specialist pharmacist

• 4.5 FTE Consultant staff, training site for Cardiology advanced 

Trainees

In patient services



• Echo

• Stress testing / stress Echo

• Holters

• CTCA

• CMRI

Diagnostic services – Clinical measurements and 

Medical Imaging



Rapid Access Chest Pain Clinic

• 12 years in Ipswich Hospital

• Intermediate risk patients discharged from ED

• GP referrals for stable but ischaemic sounding chest 

pain triaged by Cardiologist to CPAS

• Nurse lead OP model

• MDT with Cardiologist and Pharmacist to discuss 

optimal testing and management

• Letter to GP

• Referral - GPSR



Better Cardiac Care

CNC, Pharmacist and administrative support

Focussed on coordination of care particularly for 

vulnerable patients

Post discharge 30 day phone calls

Care navigation

Outreach service – Gatton, Boonah, Esk, IUIH 

Goodna

Echo Gatton clinic

Contact for GPs and patients



ED alternatives 



Preventative Integrated Care Service (PICS)

A community service that aims to reduce avoidable admissions and 

re-admissions in patients with chronic diseases, by:

- Confirming diagnosis and providing rapid access to sub-specialists 
(Consultants and NP’s across respiratory, cardiology and endocrinology)

- Rapid assessment and intervention 

- Treating exacerbations (timely intensive follow-up)

- Identifying and treating co-morbidities 
(multidisciplinary approach across specialties)

- Addressing psycho-social issues and optimising function 
(full suite of senior allied health and nursing clinicians)

…in a safe way



How does this work?

- 24-48 hours from triage to first contact

- Adults only (no paeds) – aim maximum 16 day episode of care

- Medical, nursing, allied health team

- Physiotherapist, dietitian, pharmacist, occupational therapist, 

social work, podiatry. 

- Standalone clinic at East Street (50m from Ipswich Hospital)

- Telehealth, remote biometric monitoring, home visiting services

- If referred as inpatient – must be sufficiently stable to be home 

without support for 24-48 hours

- Includes entire West Moreton Health catchment



Confirmed diagnosis of:

• Cardiovascular disease and risk factor management 

• Heart failure – confirmed with one of:

• ECHO with EF <50%, diastolic dysfunction, elevated RVSP >30, 

moderate/severe structural or valvular disease

• Atrial fibrillation/flutter

• Cardiac exclusions

• Breathlessness at rest due to heart failure, or signs/ symptoms of 

pulmonary oedema

• Unstable

Triage – 0409 594 866

Phone 3447 2744

• WM_PICS@health.qld.gov.au

Inclusion

mailto:WM_PICS@health.qld.gov.au
mailto:WM_PICS@health.qld.gov.au


QuickTime™ and a
 decompressor

are needed to see this picture.





• All patients over the age of 16 years with diagnosis of heart failure

• Case management – clinical nurse with access to Nurse 

practitioner and allied health staff, pharmacist, psychology, social 

work

• Gym

• Focus on self-management strategies

• Heart Health Hub

    Referral

» WM_HFS@health.qld.gov.au 

»  3447 2866 or 0439 663 420

Heart Failure service

mailto:WM_HFS@health.qld.gov.au
mailto:WM_HFS@health.qld.gov.au








• Patients who have had a recent MI (i.e. within 6 months)-ACS-

NSTEMI/STEMI. Stable angina.

• Patients who have had a recent Cardiac Intervention e.g., PCI/Stent; 

CABG; Valvular surgery, open heart surgery

• Moderate to Severe CAD for medical management.

• Non obstructive CAD or mild CAD with a definite diagnosis of ACS.

• Focus on returning to pre-morbid activities- work, activity.

• Patients can be supported by Nurse practitioner for medication 

optimisation, risk factor management

CardiacRehabIpswich@health.qld.gov.au

3447 2860

Cardiac rehabilitation

mailto:CardiacRehabIpswich@health.qld.gov.au


• Mūrrūmba Targan Djimbulung Service

• Provides wrap-around health and well-being support to First 

Nations adults who live in West Moreton and experience chronic 

health issues, such as diabetes and ongoing heart and lung issues.

• Improved engagement with outpatients

• Expanding service.  New clinic out of Laidley

• Free exercise sessions at the Deadly Steps Together Gym

• For more information, email WM_MTDS@health.qld.gov.au or 

call 3447 2717.

• Health Pathways

• Referral portal

• https://westmoreton.communityhealthpathways.org/ 

mailto:WM_MTDS@health.qld.gov.au
tel:0734472717
https://westmoreton.communityhealthpathways.org/
https://westmoreton.communityhealthpathways.org/
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• 4.5 FTE Consultant Staff – Imaging, intervention and Heart 

Failure

• 10 outpatient clinics per week (not including 3 PICS clinics)

• Outreach clinics to Gatton, Boonah, Esk, IUIH Goodna

• Specialist multidisciplinary heart failure clinic

• >3500 referrals per year

Outpatient Clinics



• Infrastructure

– 2027 new build

– 14 bed CCU and additional ward and 

recovery beds

– 2 cardiac cath labs 

– Dedicated imaging centre

• Relationships

– Cohesion from hospital      GP     home

• Research and engagement

WMHHS Cardiology future state



Approaches to therapy – Aligning goals



Optimal 

management

GPs, Community 

nurses, nurse 

practitioners, 

exercise 

physiologists, 

pharmacists, 

psychologists, social 

workers, palliative 

care team
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