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Impact of ACS in Australia

* Each year in Australia, there are over
57,000 acute coronary events among
people aged 25 and over.

* This is equivalent to nearly 160 people
every day, or one person every nine
minutes.

* The impact of ACS varies across
different populafion groups - women,
First Nations peoples, people living in
regional and remote areas, older
people.
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Acute coronary syndrome
Admissions @

Home Instructions by Stare/Terrrrory Information Menu

ASR per 10,000 persons

National
0 10 20 30 40

ASR per 10,000 persons

(<19.3) [19.319.8) [19.820.5) [20.5.24.1)

“# View on Tableau Public 9 “(c: Share

Second only to NT for ACS admission rate




Acute coronary syndrome
Admissions @
by Region (SA4)

Home Instructions Information Menu

ASR per 10,000 persons

Region: Ipswich

Indicator type: Admissions

Indicator: Acute coronary syndrome
Sex: Both

ASR:  30.9 per 10,000 persons
Rank: 9 out of 88 (1 = worst)

Rate:  28.8 per 10,000 persons
Rank: 29 out of 88 (1 = worst)

SR: 1.46

National Source: National Hospital Morbidity Database, AIHW
20
Click on current area and follow the link below for a Heart Health Area Profile

(>26.9)

'Bi’:‘ View on Tableau Public Hv O o Share
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Assessment & Diagnosis

What’s new?
* New terminology

* |nitial ECG assessment
* Biomarkers

* Risk assessment and clinical decision pathways for
suspected ACS

* Further diagnostic testing for people with suspected
ACS

* Role of rapid access chest pain clinics

* Primary care and regional and remote presentations

© 2025 National Heart Foundation of Australia ABN 98 008 419 761 V

2



Classifications of conditions associated with ACS

Acute coronary syndromes
Unstable anglna Acute myocardlal infarction (AMI)
NSTEACS STEACS®
(Non-ST-segment elevation acute coronary syndromes) s o
coronary syndromes)
Unstabl i NSTEMI STEMI
NENENG aNgAa (Non-ST-segment elevation myocardial infarction) (ST-segment elevation myocardial infarction)
ACOMI*

(AMI due to significant epicardial coronary occlusion)

AMI due to acute coronary occlusion
« Plaque rupture/erosion with thrombus
« SCAD
« Coronary embolism
« Vasospasm or microvascular dysfunction

AMI due to oxygen supply/demand
mismatch without
acute coronary occlusion

| | >

Non-elevated troponin Increasing troponin

*Not all people with STE will have elevated cardiac troponin values. ’
© 2025 National Heart Foundation of Australia ABN 98 008 419 761 “The term ACOMI incorporates both STEMI and STEMI equivalents.



Revised classification of Ml

Acute myocardial injury with signs and/or symptoms of ischaemia

MI with acute MI due to oxygen supply/demand

coronary occlusion mismatch without
acute coronary occlusion

! ! ! ! ! !

Plaque rupture/erosion Spontaneous coronary Coronary Vasospasm or With fixed Without fixed
with thrombus artery dissection embolism microvascular dysfunction obstructive CAD obstructive CAD

POPOO® DD

Note: Both types of MI may present with ECG changes of STEMI or NSTEMI.

© 2025 National Heart Foundation of Australia ABN 98 008 419 761 V



ECG findings of acute coronary
occlusion Ml (ACOMI)

* |If ACOMI is not initially identified, the ECG
should be further examined for features
associated with higher likelihood of evolving to
ACOMI or signs of myocardial ischaemia.

* Various ECG patterns of ACOMI beyond the
traditional STE.

* Recognition of these patterns should prompt
consideration of emergency reperfusion.

* Validated Modified Sgarbossa criteria improves
diagnosis of STE in people with left bundle
branch block (LBBB) or right ventricular pacing
with 99% specificity and 80% sensitivity.

© 2025 National Heart Foundation of Australia ABN 98 008 419 761

and lllustration

for clinical action

A. Reglonal STE with | STE 21 mm at the J-polint in two Activate
reciprocal STD contiguous leads In all leads Normal ST-gepression ST-slevation reperfusion
other than vV2-4. pathway
P-R segment |
V2-4 STE criterla: l ;"’"‘ J-point 3«
21.5 mm In women / J-point
22 mm in men 240 years TP segment ST segment
assessment point
22.5 mm in men <40 years
B. High lateral MI STE I, QVL, V2 Activate
STD Ill (+/- II, QVF) Sedndnte uas e RVAIRTSTEYE " |repertusion
Subfle STE VS, V6 and reclprocal | I paitay
changes In aVF may be seen. li_“_w W)
C. Posterior MI Precordial STD 20.5 mm V1-3 Vv7,8,9 \ Activate
Confirm with posterior leads f;‘::“’g‘g;“’:“;“ :f;:“""m
(V7,89) with findings of STE: P = ay
* 20.5 mm In women and men
240 years
« 21 mm In men <40 years
D. Right ventricular | STE 20.5 mm In any right-sided Right precordial Activate
MI chest lead (V3R-VéR), but supplementary reperfusion
particularly V4R. lead placement pathway
STE 21 mm In men <30 years
E. De Winter Jpoint depression with P T ] | |Activate
T waves up-sloping ST segments and tall, | reperfusion
prominent, symmetric T waves In pathway
precordial leads, with STE (20.5
mm) In aVR and an absence of
STE In precordial leads.
F. Modified Any of the following: Activate
Sgarbossacriteria | 4y concordant STE>1 mm In m"w‘::;m
A ccpacea leads with positive QRS complex
rhythm) B) Concordant STD 21 mm V1-3

C) STE 21 mm In one or more
leads at the J-point which Is
proportionally discordant to the
preceding $ wave by >25%.




Interpreting high-sensitivity cTn results

Clinical interpretation of high-sensitivity cardiac froponin
Serial testing for suspected ACS

step 1: Identity significant change in serial testing?

I o "
Step 2: Identify evidence of acute myocardial ischaemia?
‘ ‘Myocardial infarction ‘ ¢ Yes NO —
Evidence of acule
coronary occlusion
\ 4 . 4
MI with acute coronary MI due to oxygen supply/ Acute myocardial injury Chronic myocardial
occlusion demand mismatch Examples In]ury
Examples Wihoul acile corancey + Acute heart failure Examples
« Plaque rupture/erosion occlusion « Myocarditis « Structural heart disease
+ SCAD Examples « Chronic kidney disease
+ Coronary embolism « With fixed obstructive
« Vasospasm/ CAD
microvascular « Without fixed obstructive
dysfunction CAD

Assessment & Diagnosis

Ability to detect very low troponin
values with accuracy (€10% CV at 99t
percentile).

When evaluating changes (deltas) in
troponin values, serial results from a
single assay must be used.

Identify if there is a stable or changing
pattern associated with an elevated cTn.

Comparable diagnostic accuracy
between hs-cTnl and hs-cTnT.

© 2025 National Heart Foundation of Australia ABN 98 008 419 761



Assessment process for suspected ACS

Presentation consistent with suspected ACS

. 4
Perform 12-lead ECG

. 4
ECG findings of ACOMI or &S ]| Monage acceing o
3 % S P| Section 2 Hospital care and
high-risk ECG findings
reperfusion
No

Low risk for AMI and
Use CDP 30-day MACE

High-sensitivity troponin-based CDP

Intermediate risk for AMI
and 30-day MACE

or
Clinical risk score-based CDP

h 4

High risk for AMI and
30-day MACE

3
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Assessment & Diagnosis

High-sensitivity troponin-based CDP

A high-sensitivity troponin-based clinical
decision pathway is recommended, using:
(Consensus)

* 0/1-hour or 0/2-hour strategy, or

* High-sensitivity troponin in the evaluation of
patients with acute coronary syndrome (High-
STEACS) algorithm.

7|\ >

2
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High-sensitivity troponin-based CDP:

0/2-hour testing

Presentation consistent with suspected ACS

and

Normal ECG or absence of ECG patterns associated with ACO or high-risk ECG features

+

0-hour <A*

or
0-hour <B* and A 0/2-hour <C*
*Onset of symptoms 22 hours

|

Discharge

Further evaluation of long-
term risk as per Ausfralian
CVD Risk Guideline

4

Other results 0-hour >D*

l

A 0/2-hour >E*
INTERMEDIATE risk HIGH risk

Both values
< sex-speclfic
99 percentlle

1

Admit for further evaluation

/

H © 2025 National Heart Foundation of Australia ABN 98 008 419 761

and treatment

Further testing
as outpatient
recommended

Footnote: Adaptation for serial sampling needed for 0/1-hour strategy.

*All people with symptom onset <2 hours need serial testing.
People with ongoing symptoms should be assessed according to high-risk criteria.

Assessment & Diagnosis



High-sensitivity troponin-based CDP:

High-STEACS algorithm

Presentation consistent with suspected ACS
and

Normal ECG or absence of ECG patterns associated with ACO or high-risk ECG features

0-hour result

Discharge
Outpatient follow-up

)

v

hscTnl 25 ng/L - 99" percentile
or
hs-cTnT 26 ng/L - 99" percentile ‘

!

Retest at 3 hours

H © 2025 National Heart Foundation of Australia ABN 98 008 419 761

Assessment & Diagnosis

Additional evaluation
and testing




Assessment & Diagnbsis ‘ ’7’ ’ ‘\ Further diagnostic tESting for
> people with suspected ACS

In people at low risk who remain symptom-free,
further cardiac testing for CAD is not routinely
required. (Consensus)

In people at intermediate risk (as defined by a validated
CDP) with elevated troponin concentrations (>99t
percentile), inpatient investigation is recommended.
(GRADE SOR: Strong; COE: Moderate)

* Invasive cardiac testing is now an option to further
stratify and assess risk beyond 30 days.

In people at intermediate risk without elevated
troponin concentrations, consider outpatient
investigation with non-invasive testing. (Consensus)

2
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Role of rapid access chest pain
clinics (RACPC)

* RACPCs may assist with choice of further investigations
including non-invasive testing or management in

selected people discharged following an ACS. (Cho, French
et al. 2023)

* Benefits of RACPCs: (Black, Cheng et al. 2019, Yu, Brazete et al.
2021, Kozor, Mooney et al. 2022)

» more efficient access to testing and diagnosis
» cost savings compared to hospital admission

» greater patient satisfaction
>

equal or improved safety compared to traditional
hospital-based care

A\

reduced invasive investigations

» lower rates of ED re-presentation.

* Access to these clinics should be prioritised for selected
intermediate-risk people with cTn levels <99t
percentile where protocolised assessment guidelines
are not available.

?

ﬁ © 2025 National Heart Foundation of Australia ABN 98 008 419 761



Primary care and regional and N Assessment & Diagnosis
remote presentations

Metropolitan health services should establish
centralised support systems for regional and
remote health services to facilitate: (GRADE SOR:
Strong; COE: Low)

* prompt assistance with ECG interpretation and
access to troponin results when on-site access is
not available

* provision of clinical advice to healthcare
professionals

* access to cardiac investigations if required.

8rsr;

i’ill
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Hospital care and reperfusion

e Whats newe

e Acute STEMI management
e Acute NSTEMI management
e SCAD management

e Management of ACS with shock or
cardiac arrest

e Management of ACS with mutivessel
disease

o Antiplatelet regimen




Acute management of STEMI:
Choice & timing of reperfusion strategy

)
| :
]
1 PCl centre
|
i i
) !
1
! OR
1
) )
decisions in : :
|
: EMS or Can PClbe
1 nonPCl pe R
- centre
: 120 mins?
i !
i - NO
i \ fibrinolysis
| |
: : |
1
1 : Aim FMCHo-needie
: : time <30 mins
i i
1 1
: : If cardiogenic shock, immediate ransfer fo PCI centre where possible
I 1 .
| | 1 1
]
!inoh | | : i
delays I ] ] 1
Patient
reperfusion | Gl a2 & =i
I I N L ) L)
: System delay 1 :
|4 2l Y
1N L4 vi

Total ischaemic time



Acute management of NSTEACS:
Timing of invasive management

NSTEACS

Hospital Care & Reperfusion

Very high risk based on High risk on hs-cTn algorithms
haemodynamic Instabllity/shock:

Life-threatening arrhythmias

Dynamic ST segment or
T wave changes
Translent ST elevation
GRACE score >140

Mechanical complications of Mi
Ongoing symptoms with ECG changes
Recurment ST elevation

Non-high risk people In

whom Invasive strategy Is chosen

Immediate Early invasive strategy
invasive strategy within 24 hrs

Invasive strategy
with intent to perform
revascularisation before
hospital discharge

© 2025 National Heart Foundation of Australia ABN 98 008 419 761



Hospital Care & Reperfusion

© 2025 National Heart Foundation of Australia ABN 98 008419 761

Acute management of NSTEACS:
Considerations for priority populations

Women

* Use radial-first approach and consider routine invasive
strategy.

*»* Observational data show women less likely to receive an

invasive strategy or radial access. (Stehli et al. 2021, Elgendy et
al. 2016)

Older adults

* Consider invasive strategy over initial conservative
approach if no frailty, multimorbidity or cognitive
dysfunction based on objective assessment.

* Individualise treatment decisions, balancing the potential
for improved outcomes with the risks of complications,
especially bleeding.

First Nations peoples

* Provide information about transfers or invasive
management with assistance from First Nations health
practitioners or Aboriginal liaison officers.

* Recognise barriers to equitable care.



Managing ACS with multivessel disease (MVD)

People with ACS with successful PCI of the IRA
with anglographic stenosis In at least one non-IRA
(vessel 22.25 mm)

Cardiogenic shock

Do not perform routine PCI of the Consider complete
non-IRA at the index procedure Perform complele revascularisation, either at

revascularisation. Early (at time index procedure or staged.
ol bk achins or willlili Consider functional invasive
19 days) PCl of the non-IRA is ’ :eshn.%(;g(;;ig:;\%)
perior to later staged PCI OISO
Staged complete " p angiographic lesions

revascularisation

© 2025 National Heart Foundation of Australia ABN 98 008 419 761 V
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Pharmacotherapy in the acute phase ‘% i

In people with STEMI undergoing primary PCl and people with NSTEACS undergoing a routine invasive strategy, give dual antiplatelet
therapy with aspirin and a potent P2Y,, inhibitor (ticagrelor or prasugrel). (GRADE SOR: Strong; COE: High)
* Preferred P2Y,, inhibitors ticagrelor or prasugrel: more rapid onset of action, greater potency than clopidogrel.

Practice points for timing of P2Y,, inhibitor administration:
* STEMI: Consider pretreatment with a P2Y,, inhibitor.
< P2Y,, inhibitor given before angiography, compared to during or immediately after PCI did not reduce mortality or major bleeding.

Subgroup analysis found pretreatment in the pre-hospital setting associated with reduced Ml (RR 0.73, 95% Cl 0.56-0.91, p < 0.01).
(meta-analysis Gewehr, Carvalho et al. 2023)

* NSTEACS: P2Y,, inhibitors can be withheld until the coronary anatomy is known if coronary angiography can be performed within the
time recommendations based on risk.
%+ RCTs found pretreatment increased bleeding but not ischaemia — but trials were with prasugrel. (ACCOAST trial)
“» Observational evidence suggests similar results with ticagrelor and clopidogrel. (SWEDEHEART registry)

* STEMI and NSTEMI: Administration of P2Y,, inhibitor after the coronary anatomy is known is reasonable when clinical suspicion of need
for urgent cardiothoracic surgery e.g. left main ischaemia pattern on ECG.

© 2025 National Heart Foundation of Australia ABN 98 008 419 761 V
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Pharmacotherapy in the acute phase ‘% Moot

In people with ACS with concomitant non-valvular atrial fibrillation and CHA2DS2VA score >1, give aspirin and clopidogrel, together with

a non-vitamin K oral anticoagulant. (GRADE SOR: Strong; COE: High)

* After an initial period (1-4 weeks) of triple therapy (aspirin + P2Y,, antagonist + OAC), lower bleeding rates seen with direct oral
anticoagulants (DOACs) and clopidogrel compared to warfarin with continued DAPT. (PIONEER AF-PCI, RE-DUAL PCI, AUGUSTUS)

© 2025 National Heart Foundation of Australia ABN 98 008 419 761 V



i Q ecove econda
Antiplatelet therapy: %CDE‘;

DAPT duration

Commence all people with ACS on DAPT regardiess of revascularisation stralegy
Aspirin + potent P2Y; inhibitor
(ticagrelor or prasugrel*)

Duration of 1-3 months OR
DAPT de-escalation’ 6-12 months >12 months

after 1 month

Long term single antiplatelet therapy
Ticagrelor* or clopidogrel prefermed over aspirin

*Prasugrel is not currently available in Australia. ?
¥Refers to the de-escalation of DAPT to aspirin and a less potent P2Y12 inhibitor (clopidogrel).
© 2025 National Heart Foundation of Australia ABN 98 008 419 761 #Current Pharmaceutical Benefits Scheme criteria preclude the prescription of ticagrelor as single therapy.



Recovery and secondary prevention

e Post ACS pharmacoptherapy —
DAPT, targets, colchicine

e Vaccination

e Patient centred cardiac rehab



O ecove econda
Antiplatelet therapy: %’0507

Long-term anticoagulation

Time from ACS Default antiplatelet Anfiplatelet sirategy for people
strategy at high Ischaemic risk
DOAC + DAPT*

Up to 1 week

Up to 1 month

6 months

12 months

Beyond 12 months DOAC alone

v
o " ?
#DAPT: aspirin + clopidogrel preferred.

© 2025 National Heart Foundation of Australia ABN 98 008 419 761 *SAPT: clopidogrel preferred.
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Lipid-modifying therapy @ Ko

In people with ACS, an initial target LDL-C level of <1.4 mmol/L and a reduction of at least 50% from baseline is recommended, with
further benefit gained from treating to the lowest achievable level. (Consensus)

In people with ACS with a suboptimal LDL-C level despite maximally tolerated statin therapy and ezetimibe, give PCSK9 inhibitors.
(GRADE SOR: Strong, COE: High)
* Reduced composite CV endpoint over a median follow-up of 2.8 years (HR 0.85 95% Cl 0.78-0.93). (ODYSSEY trial)

Practice points:

* Initiate or continue high-potency statin therapy (e.g. atorvastatin or rosuvastatin) as early as possible during the ACS admission,
irrespective of baseline LDL-C level.

* If already on lipid-lowering therapy prior to index ACS admission, consider intensifying existing lipid-lowering therapy.

* Re-assess total cholesterol and LDL-C levels approximately 4-6 weeks after initiating or intensifying treatment.

*  For men <55 years and women <60 years with ACS, the Dutch Lipid Clinic Network score can guide the need for diagnostic genetic

testing. If genetic predisposition confirmed, consider cascade testing, genetic counselling, and initiating statins in family members. (watts
et al. 2021)

* If TG level 1.5-5.6 mmol/L and LDL-C 1.0-2.6 mmol/L despite statin therapy, consider adding icosapent ethyl. (Bhatt et al. 2019) Current PBS
criteria TG 1.7 mmol/L.

© 2025 National Heart Foundation of Australia ABN 98 008 419 761 V



g
. ] ry&Secondary
Other post-ACS pharmacotherapies J AL

Renin-angiotensin antagonist therapies / ) ﬁ

In people with ACS, use of an angiotensin receptor—neprilysin
inhibitor is not recommended. (GRADE SOR: Strong; COE: High) ' %

* PARADISE-MI trial (majority post-acute M| with LVEF <40%) / V \-J
assigned people to angiotensin receptor-neprilysin inhibitor
or ACE inhibitor, showed no difference in CV death or ' j

incident heart failure at 22 months.

Colchicine therapy J

In people with ACS, consider initiating colchicine (0.5 mg daily) /

and continuing long-term unless contraindicated or colchicine- J

intolerant. (GRADE SOR: Weak; COE: Moderate) / ’

* Lower risk of coronary revascularisation and stroke, and no ’ U
significant difference in mortality or MI. (meta-analysis Bao, Gu et al. J

2022)

* No benefit on composite CV endpoint. (CLEAR trial)

/
V © 2025 National Heart Foundation of Australia ABN 98 008 419 761



Recovery & Secondary Vaccination against influenza and

Prevention

other respiratory pathogens

In people with ACS, vaccinations for influenza and other
respiratory pathogens are recommended. (Consensus)

* International RCT (n=2,571 people with STEMI or NSTEMI)
found reduced primary composite outcome of all-cause
death, MI, or stent thrombosis (HR 0.72, 95% Cl 0.52-0.99)
at 1 year follow-up. (Frobert, Gotberg et al. 2021)

* Meta-analysis of randomised trials and observational
studies (n=240,000 people with CVD, median follow-up 19.5
months) found reduced risk of all-cause and cardiovascular
mortality but not MI. (vedlapati, Khan et al. 2021)

Practice points:

* People with CAD should receive influenza and
pneumococcal vaccinations as per recommended schedules.

¢ Influenza vaccine can be safely administered within 72
hours of hospitalisation for AMI, including for an invasive
coronary procedure. (Frobert, Gotberg et al. 2021)




Recovery & Secondary Person-centred seconda ry

Prevention

prevention

For all people with ACS, provide advice on lifestyle changes such as
healthy eating, regular physical activity, not smoking, limiting
alcohol intake, and caring for mental health. (Consensus)

Practice points:

* Screen people with ACS for depression and other mental health
conditions using validated tools and refer for appropriate mental
health support as required.

For all people with ACS, implement strategies to optimise
adherence to preventive medicines. (Consensus)

Practice points:

* Provide effective medicines education during hospital admission
and at time of discharge.

* Implement practical strategies e.g. daily alerts/reminders,
combining medicines where possible (fixed combination
medicines), pharmacy-provided medicine packs.

* Consider post-discharge comprehensive medicine review.

jonal Heart Foundation of Australia ABN 98 008 419 761 ”



Recovery & Secondary [ Person-centred secondary

Prevention

prevention

For all people with ACS, refer to a multi-disciplinary exercise-based
cardiac rehabilitation program prior to discharge. (GRADE SOR:
Strong; COE: Moderate)

* Exercise-based CR associated with reductions in MI (RR 0.82,
95% Cl 0.70-0.96) and all-cause hospital admission (RR 0.77,
95% Cl 0.67—0.89). (meta-analysis Dibben, Faulkner et al. 2023)

* Key components of CR programs: cardiovascular risk factor
management, exercise training and physical activity, nutritional
advice, medicines education, mental health support.

Practice points:

* CRcan be delivered in-person, remotely (e.g. telehealth) or via
flexible CV risk management programs.

* Tailor CR programs, where possible, to meet the unique needs
of groups with low attendance rates, including women, First
Nations peoples and people from culturally and linguistically
diverse communities.

* Consider use of digital health interventions e.g. reminders, SMS,
d ! . mHealth apps, wearable devices.

. y &
v N O e ...fAustia\BN98008419761 v




&< O () https://www.heartonline.org.au/patient-information#lifestyle-management

HEART M@@

Heart Educauon Assessment Rehabilitation Toolkit

- TOPICS RESOURCES

CALCULATORS

A ¢ JNEHISSE

&
53]

CONTRIBUTORS CONTACT US

E.G. HEART FAILURE m

PATIENT INFORMATION

Patient Information

PATIENT INFORMATION

Introduction to patient information
Calculators
Cardiac rehabilitation

Cardiac surgery

Q Patient Information A

¥ Introduction to patient
information

® Calculators
@ Cardiac rehabilitation
@ Cardiac surgery

@ Heart failure disease
management

¥ Investigations, devices and
procedures

® Lifestyle management
® Psychological help

® Support services within
Australia



About the MyHeart MyLife patient support program

A free, tailored 12-week digital program that delivers reliable heart health information, expert tips and
practical tools to support people living with coronary heart disease to live healthier and happier lives.

Online dashboard with bite-sized articles
and videos

SMS and emails with practical tips

Downloadable resources

Access to the MyHeart MyLife online peer
support community

Returning to everyday life Support services in rural
and work and remote Ausiralia

Carers need care too

© 2025 National Heart Foundation of Australia ABN 98 008 419 761 V



Quick reference guides for healthcare professionals

2 »
me FeNCSANZ. % vu-af SYNCSANZ,
S & it R
Clinical interpretation of . :

. bt : Decision-making and
high-sensitivity cardiac organisation of reperfusion
troponin results strategies within first 12 hours
of medical contact
Msss | émm #SNCSANZ. - - Q”m PN CSANZ. @
-—l Assessment process for ‘ Recommended antiplatelet ‘
people with suspected ACS 1reotmeni_ strategies 19(
= people with ACS requiring
long-term direct oral anticoagulant
for atrial fibrillation

Low sk for AMI and
30.day MACE

Intermedicte risk 1t AMI and
30.day MACE

@

heartfoundation.org.au/for-professionals/acs-guideline-resources © 2025 National Heart Foundation of Australia ABN 98 008 419 761 V




Implementing the new ACS guideline ga

* For patients/carers PR
* MyHeart MyLife - a support and education program g Tv| S
for people living with heart disease and their carers,

healthcare professionals

helping healthcare professionals to implement the
‘Recovery and secondary prevention’
recommendations for their patients.

Healthcare professionals

Clinical education and more practical tools and
resources in development.

* Health system

Support and advocacy for system-level

) . . ) . . Refer your patients to
implementation activities and alignment with national MyHeart MyLife
Acute Coronary Syndromes Clinical Care Standards.

© 2025 National Heart Foundation of Australia ABN 98 008 419 761

Implementation



LDL-cholesterol Type 2 Hypertension Cigarettes  Overweight Triglycerides

diabetes
Initial LDL <3 Prioritise a Prioritise a Consider 150mins of If TG>1.7mmol/L
mmol/L maximally ~ regimen with  regimen with nicotine moderate vigorous  despite statin use,
tolerated statin SGLT-2i ACE/ARB and replacement physical activity per consider use of
(especially with  consider Champix or  week. Omega 3 FA such
Initial LDL >3 CKD) and/or ~ combination Zyban as icosapent ethyl
mmol/L maximally ~ GLP-1RA therapy early Lifestyle 29 BD
tolerated statinand  (especially with interventions: time-
ezetimibe obesity) Encouraging home restricted eating,
blood pressure intermittent fasting
Repeat LDL-C at (3 recording or meal
months and if not at replacements.
target consider
PCSKQ Inhibitor Consider use of
4 Statin Intolerance: semaglutide to
Consider bempedoic reduce adverse CV
acid and ezetimibe events

If LDL >than 5
mmo/L or DLSC
score > 4 initiate
family cascade
screening
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ANGINA ACTION PLAN oo P
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» If you are having » If you still have symptoms » If you still have
angina symptoms, after 5 mins, take 1 more symptoms after
stop what you are puff of your GTN spray another 5 minutes,
doing and rest now treat it as a heart
attack - dial 111 and
» Tell someone how you ask for an ambulance
are feeling
» Chew an aspirin
» Take 1 puff of your if advised by a
GTN spray paramedic

If your symptoms go away, you can resume your activities gently
IMPORTANT - if your angina becomes more frequent, severe, lasts longer or happens when you are doing

very little or resting, see your doctor in the next 24 hours

CS5-PO-AN-ENG-20-V1




West MoretonHealth

Cardiology services

« .
o0

AR

PICS

Better Cardiac Care
Cardiac Rehab
Heart failure

éi % Caring Better Together




West MoretonHealth

In patient services

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

« 45 FTE Consultant staff, training site for Cardiology advanced
Trainees

= Caring Better Together &




Diagnostic services — Clinical measurements and
Medical Imaging ),

e Echo

Stress testing / stress Echo

 Holters
« CTCA
« CMRI




West MoretonHealth

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

o Letter to GP

 Referral - GPSR

Caring Better Together




West MoretonHealth

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

Caring Better Together




West MoretonHealth

ED alternatives

West MoretonHealth
Emergency Department alternative refg

Medical Rapid Access Clinic Preventative Integrated = = = = Hospital in the Home
[MRAC) Care Service (PICS) Minor In;u;y and ||HE:5 Climic {HITH)
Monday to Friday Monday to Friday 8 am - 10 pm 7 days a week
720 am — 3.30 pm 7.30 am — 3.30 pm Tam—T pm
About this service = Refer patients who would nomally PICS provides rapid access (review | The Minor Injury and [Bness Clinic at |~ HITH provides acute care for patients with
be sent to the ED with medical within 24-48 hours) to ntensive Ripley Satellite Hospital prowides conditions requiring care equivalent to or a
pathology who would benafit from multi-disciplinary management urgent care. component of an acute hospital admission.
rapid specialist physician review but | delivered by a team of medical, )
are otherwise stable to be managed | nursing, and allied health clinicians. | .- o o i | HITH care includes home-based IV therapy
in the community. with 3 specific foeus on supporting rgency Lepantment. | o infestions and fluid overload, warfarin and
people with diabetes, cardiology., " e recui other medication 'ﬂmﬂF zu:? maonitoring of
atients [ — and respiratory chronic conditionsf| If your patient requires an urgent | bloods or observations (including biood
Enur‘s- aﬂ:ritl':::al is miﬂn to avoid Fa potential hospital ultrasound, CT or formal glucose), delirium monitoring and
: presentation or admission. pathology, please refer them to management, post-acute albed health
the Emergency Department. intervention, post-acute wound care

and long-term [V antibiotics.

Patients will be admitted as inpatients
during their care period with HITH and
contacted daily and therefore Medicare
billing is not permitted.

Eligibility Phone to discuss patient before Phone to discuss patient before Phone to discuss patient before Phone to discuss patient before making
making referral making referral making referral referral
Telephone 3413 bBgE CHC triage line: 0400 504 BGE Triage nurse: 3436 3785 Intake line: 0418 177 831
Fax 3810 1253 3447 2803
Exclusions = LUnstable and undifierentiated = Clinically unstable requiring = Chest pain = Patient too unwel to stay home
patients best seen in the emergentimmediate = Difficulty breathing = Patient not consenting o HITH care
Emergency Department assessment and management = Decreased cCONSGOUSNESS = Patient requiring therapy not amenable
= Apge =18 = All residential aged care = Sudden severe headache to HITH (interventions = 12 hours per
= Aggressive and agitated patients residents « Severe abdominal pain day, complex wound care, chronic
= Pan =  Apge <16 years for patients + Severe bums wiound care)
= Infections requiring isolation « Late . = Age=15
(Influenza, covid, TB) : sﬁeﬁr}“ﬂ;ﬁ;"‘mm «  Patient must reside in HITH catchment

area (approc. 30 mins from Ipswich
Haospital) or willing to attend HITH clinic
in |pswich Hospital

n

Carir E‘f ' Caring Better Togethier ¥ Queansland

BT Government Queensland
Government




West MoretonHealth

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)

- ldentifying 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

Caring Better Together

Queensland
Government



West MoretonHealth

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

Caring Better Together




West MoretonHealth

Inclusion
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
w= " Caring Better Together WM PICS@health.ald.qov.au
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Inferactive Ausiralian Heart Maps

Compare heart health indicators across Australia

Geography Indicator Type Metric
I—v—l Region Admissions Age-standardised rate (ASR)

Home Instructions
ASR per 10,000 perg

State/Territory Indicator

(based on above choice)

Heart failure Ranking
Show

Queensland

Region: Ipswich
Indicator type: Admissions
Indicator: Heart failure
Sex: Both

ASR:  25.5 per 10,000 persons
Rank: 7 out of 88 (1 = worst)

Rate: 22.3 per 10,000 persons
Rank: 45 out of 88 (1 = worst)

SR: 1.34
Source: National Hospital Morbidity Database, AIHW

Click on current area and follow the link below for a Heart Health Area Profile

'

National




HEART FAILURE
SERVICE

Exercise
Program

Stay active. Stay healthy.
Strengthen your heart.

When:

Tuesdays & Thursdays
11:00 AM Session
12:45 PM Session

Where:
37 South Street,
Ipswich

Join our supervised 12-week
exercise program designed
to improve heart health,

boost energy, and enhance
our well-being

Ipswich Heart Failure Service



Heart Failure service
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.ald.gov.au
» 3447 2866 or 0439 663 420

‘f/:t Caring Better Together
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Heart Failure (HF) Medication
Optimisation Plan

Facility

(Affix identification label here)
URN:
Family name
Given name(s).
Address

Date of birth

Dear

Please optimise this rt fallure medications al

nd call the number below if there are an

Recent

results

Monitoring recommendations (se r guidan

Check blood pressure (BP) including postural drop ar
ACENARB/ARNI/MRA": check serum pof um (K*),
f K" is high eck in 48 hours). For MR

nd b

renal func mmencing or titrating

The 4 drug classes that reduce
heart fallure mortality & morbidity | dose BUT avoi

Combination therapy Is more effective than a single medication at a higher

d simultaneous up titration

Class* Medication name 2
dose/ frequency

ACEI mg

Beta-
blocker

other heart fallure

that provide symptom relief

| Furosemide | ] Bumetanide
Diuretic
| Patient has a diuretic action plan

Iron
Infusion

al If unable

Notes

Censultant's name:

Authorised by (DrNP)

\ature

Heart Eallure Service Name

Phone.

NV1d NOILVSIWILJO NOLLYDIQ3IW (4H) 3¥NTIvL J.HVBH

Page

Queensland
Gowemment

Heart Failure (HF) Medication
Optimisation Plan

Facility:

{ iz idhenlifi cation kabel here )
URM
Family name:
Given rame{s)
Address

Dabe of birth:

Medications that may cause or worsan HF

Mon-steroidal anti-inflammatories, cyclooxygenasse-2
nhibitors; cantrally acting calcium channel blockers
{verapami, diltiazem), corticosteroids, tricyclic
antidepressants, saxagliptin, moxonidine
thiazolidinediones (glitazones)

Hypotension

Asymptomatic hypatension wsually requires no change in

therapy (unless systoic BP is consistently less thay
mmHg).

Symplomatic hypeotensio

Siop or re
othe

ACEL ARE, ARMI or
measures do mot work
abrupt cessation of beta blockers unless
patient is in shock®

V. Rev En’-’ patient within & wesk and specialist
abowe measures oo n work

ere hypotensson or shock, refer to hospital
emergency departmer 3).

Worsening renal function
Cautions for renal function
« Caution with ARMI if R is lesa than 30mLimin.
2FR does not accurately reflec
body weight is vary low
eatimate] or when .-::ulur'- "ange is rapid.
* Where there is severe dehydration, 5, or
ccation inducad nephrotoxicity refer to ED.
ithhokding MRA first, then SGLT2
ARE or ARNI untll patient is
rev ewed.
After commencing or titrating therapy:
* Expect a rise in creatinine

(K} for ACEI, ARB. ARNI
eGFR up to .il.l"-v 5 8

= about safety of :Jnlmumg therapy .

Congestion or peripheral oedema

g aDrupl cassall

e with the heart fallure service and review the
y or weakly (as appropriate)

alist advice if symptoms do not improve.
If deterioration is severa, refar patient to ED.

Bradycardia

r ACEl ARE, ARNI and MRA. L
ne and urea for dehydration or sepsis.

sarum K+ is

5.0-5.5 mmolL ca of withhold K+
supplements and check diet
55,9 mmolL perform ECG and withhold K+
nts and reduce K+ rataining agen:a
MRAs (less so for ARMI. ACE] & ARB)
& mmolL or more, ungently seek specialist advice
= Recurrently high, seek specialist ad
Volume depletion
vaL T2, MRA and ARNI have a mikd diuretc
Te COmMmEncin
of lnop di
if required.

= Exclude pulmonary cadema or reflux as a causse if
cough i mew of worsaning.

Only stop implicated d g if cough k= not tolerable
consider substituting ACEl with ARE or ARNI

Angicedema (rare)

ACEI ARE, or ARNI immedial

d ARMI if angivedema is due 1o ACEl or ARE.
Euglycemic ketoacidosis (rare)

risk of keloacidesis in
i eview is advised before
pal—'1= with type 1 es. The risk
n atie missed or reduced
ulin doses, is rashng perioperative. on & ketogenic
rated, or has vomiting or diarrhoea

Thizs guide iz not intendad to replace clinical judgmeant

2of2




fication label here)
n kabel here)
URN:

. Family name
Heart Failure Heart Failure

Fluid Action Plan ) Fluid Action Plan

Diate of birth:

Fluid Watchers not Weight Watchers!

2N your heart d 't pump pr our bodyg p fluid. This

(flict tablet) ou to put on flui ght. Remes id = 1 kilogram

Daily fluid limit
chd

4n

h yourself - ~ Wite down )

Diuretics (fluid tablets)

edicines that help da lled diure
fluid table pills or b brand name. The tablets tak minutes to

p urine for about & hours.

ng your diuretics (fluid tablets) at th me time ‘ou can
metimes delay or skip a o fit in with an ouling but try not to do this too

often.

While fluid tal help to manat ur breathless and swelling,
not improve it € > Ne luid
tablet all the time. Fluid ta ased, de or even stopped

our weight or other sympto

I
m
=
A
_|
_n
e
=
c
A
m
o
m
c
[
>
]
d
o}
=
e
p=

Other instructions:

Call 000 if your symptoms are severe




Queensland Health
2 Sodium-glucose co-transporter-2 (SGLT2)

Heart sl .
Foundation inhibitors for heart failure

Patient information

Living well with e

Prevent infection* but if
appear cont: U €

vomitin
sere dehydrat
STOP (temporarily) your SGLT2 inh

diarrhoea

urine than usual and
2 symptoms.




West MoretonHealth

Cardiac rehabilitation

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., PCl/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

CardiacRehablpswich@health.gld.gov.au
3447 2860

= Caring Better Together
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West MoretonHealth

MdrrGmba 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.qgld.gov.au or
call 3447 2717.

Health Pathways
Referral portal

https://westmoreton.communityhealthpathways.org/

‘f/:t Caring Better Together
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West MoretonHealth

LDL-cholesterol |ype . Hyperfension El'gareﬁes Uverwel'gﬁf I|'r|'g|ycer|'aes
diabetes

(especially with

Initial LDL <3 Prioritise a
mmol/L maximally ~ regimen with
tolerated statin SGLT-2i
Initial LDL >3 CKD) and/or

mmol/lL maximally ~ GLP-1RA
tolerated statinand  (especially with
ezetimibe obesity)

Repeat LDL-C at (3
months and if not at
target consider
PCSKQ9 Inhibitor

4 .Statin Intolerance:
Consider bempedoic
acid and ezetimibe

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

Carinn Rotfor Tnnothor
"g BN LU 'vybL"\.—'

Prioritise a
regimen with

ACE/ARB and

consider
combination

therapy early

Encouraging home

blood pressure
recording

Consider

replacement
Champix or

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
29 BD

Queensland
Government




West MoretonHealth

Outpatient Clinics

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

é& Caring Better Together




West MoretonHealth

WMHHS Cardiology future state
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

Caring Better Together




Approaches to therapy — Aligning goals
| P




GPs, Community
nurses, nurse
practitioners,
exercise
physiologists,
pharmacists,
psychologists, social
workers, palliative

management g
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