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Summary
  Despite guidelines advocating routine engagement with 

proven secondary prevention strategies, current uptake 
and access remain suboptimal.

  Australian registries of acute coronary syndrome have 
predominantly focused on inpatient care and have 
highlighted under-referral to cardiac rehabilitation, gaps 
in medication prescription and limited commencement 
of lifestyle change before discharge from hospital.

  Opportunities to improve equity, access and uptake 
of secondary prevention include better transition 
between acute and primary care, systematic delivery of 
prevention in primary care, workforce strengthening and 
embracing new technologies.

  Adopting a structured framework for delivery of 
secondary prevention in primary care will enhance 
continuity of care and improve coordination of services 
after acute coronary syndrome.

The transition from hospital to primary 
care for patients with acute coronary 
syndrome: insights from registry data

I
n Australia, acute coronary syndrome (ACS) accounts 
for about 75 000 hospital separations annually, and in 
2010 cost more than $8 billion.1 Those who survive 

are at high risk of recurrent events; in 2010, more than 
25 000 Australian hospital separations were associated 
with repeat ACS2,3 at a cost of more than $600 million 
(direct costs only).1 Between 2000–01 and 2008–09, the 
largest expenditure increase, by health care sector, was 
for hospital-admitted patient services, where cardiovas-
cular disease expenditure increased by 55%, from $2907 
million to $4518 million.4 A recent report projected that 
by 2020 there will be around 102 363 separations associ-
ated with ACS in Australia, and about half of these will 
be due to repeat events.1 These statistics highlight the 
growing importance of secondary prevention as more 
people survive initial events. Further, it underscores the 
need for a health system that has an inbuilt process for 
commencing prevention during acute admissions, and 
the need to ensure an effective transition from hospital 
to primary care.

Favourable modification of coronary risk factors is 
responsible for at least a 50% reduction in mortality 
from cardiovascular disease.5,6 Further, participation 
in secondary prevention programs leads to improved 
clinical, behavioural and health service outcomes, in-
cluding fewer hospital readmissions, better adherence to 
pharmacotherapy, enhanced functional status, improved 
risk profile, less depression, and better quality of life.7-9 
However, only a minority participate,10 systematic follow-
up is fragmented,11 and questions remain about how well 
the health system facilitates transition from hospital to 
primary care. Overall, with ACS dominating expenditure 
and gaps in secondary prevention widely documented, 
addressing the delivery of care at the point of hospital 
discharge is a priority. 

Modern cardiology has seen significant advancements 
in diagnosis, revascularisation, pharmacotherapy and 
overall more successful treatment of acute illness.12 This 
ultimately means that more people are surviving their 
initial ACS event and are having shorter hospital stays, 
which has resulted in more people returning to the com-
munity and resuming their everyday lives.13 However, 
one-quarter of survivors will be readmitted to hospital 
within 1 year of the index event, and a significant number 
of readmissions will end in death.2,3 Consequently, the 
demand for effective, continuing post-hospital prevent-
ive care is intensifying; the foundations of this are built 
during the acute episode.14 

The purpose of this article is to provide insights from 
registries, and their implications for secondary preven-
tion in Australia.

Gaps in secondary prevention: data from 
Australian ACS registries 

Three large-scale Australian ACS registries — namely, 
SNAPSHOT ACS, the Cooperative National Registry of 
Acute Coronary care, Guideline Adherence and Clinical 
Events (CONCORDANCE) and the Acute Coronary 
Syndrome Prospective Audit (ACACIA) registry — have 
provided contemporary data about secondary prevention 
and resource gaps. 

The SNAPSHOT ACS audit provides recent data per-
taining to pre- and inhospital ACS care in Australia 
and New Zealand.12 The audit involved the collection 
of detailed information about 4398 consecutive patients 
admitted to 483 public and private hospitals across the 
two countries over 2 weeks in May 2012.12 The ACACIA 
registry enrolled 3402 ACS patients from 39 hospi-
tals across Australia (25% rural, 75% metropolitan).3 
CONCORDANCE is an ongoing (prospective) clinical 
initiative that provides continuous real-time reporting on 
the clinical characteristics, management and outcomes of 
hospitalised ACS patients to clinicians, hospital admin-
istrators, sponsors, interested stakeholders and govern-
ment.15 CONCORDANCE currently includes about 5200 
patients from more than 40 hospitals.

As a group, the Australian ACS registries provide 
detailed and contemporary information about inhos-
pital care. All three registries show suboptimal rates 
of pharmacotherapy and cardiac rehabilitation referral. 
The proportion of patients prescribed at least four of the 
five indicated pharmacotherapies at discharge was 68% 
in CONCORDANCE16 and 65% in SNAPSHOT ACS.12 
In terms of cardiac rehabilitation, 58% were referred in 
CONCORDANCE17 and 46% in SNAPSHOT ACS.12 
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A recent article resulting from SNAPSHOT ACS re-
ported that only 27% (628/2299) of Australian and New 
Zealand patients admitted to hospital for ACS received 
a combination of guideline-recommended medications, 
referral to rehabilitation and basic lifestyle advice before 
hospital discharge.11 The authors suggested that a greater 
focus on inhospital delivery of preventive care is needed 
to provide the essential foundation for lifelong secondary 
prevention.11 

However, it should also be noted that registries have 
limitations, such as the reliance on inhospital documenta-
tion, and they may not be able to determine individual 
contraindications.

The challenges in implementation of 
secondary prevention

There are well known limitations in the implementation of 
secondary prevention after ACS. Despite proven effective-
ness and clear recommendations in best-practice guide-
lines,18 there is poor use of effective medications, cardiac 
rehabilitation and adherence to lifestyle recommenda-
tions.19 In the recent AusHEART survey of more than 5000 
Australian general practice patients, 1548 had clinically 
expressed cardiovascular disease, and only half of these 
were following recommended treatments.20 Valid national 
data on participation in cardiac rehabilitation and exercise 
therapy are not available, but estimates from local and 
international reports indicate that less than 30% of eligible 
patients participate in such programs.10,21 Compliance 
with lifestyle change is no better. It was recently reported 
that among 18 809 patients from 41 countries who had 
experienced ACS, only 30% of patients adhered to diet 
and exercise recommendations, and about two-thirds of 
smokers had quit smoking 6 months after their event.22

Overall, it is difficult for a coherent strategy to emerge 
when the volume of evidence describing and reporting 
disparate models of delivery continues to expand.13 In 
reality, about 70% of Australian secondary prevention 
programs continue to follow the traditional cardiac rehab-
ilitation model of structured and group-based exercise 
with education sessions.19 These programs are associated 
with well documented barriers, including the need for 
transport, poor health provider support, limited time 
frames and minimal individualisation. Thus, policymak-
ers, health professionals and researchers are confronted 
by the need for increased services to improve access and 
equity, but often with significant challenges coupled with 
finite and declining resources.13

 Opportunities for improved access to and 
uptake of secondary prevention

A recent blueprint for reform summarises the outcomes 
of a national summit that aimed to improve implementa-
tion of secondary prevention in Australia.23 The report 
identifies stakeholder consensus for an approach where 
each patient’s acute episode of care, particularly at dis-
charge and follow-up, is patient-centred. The report also 
highlights the current challenges associated with the ex-
istence of a divide between hospital and general practice 
care. That divide is apparent in terms of a definition of 

prevention and rehabilitation, patient communication, 
service provision, funding and data collection. The sum-
mit report also summarises opportunities for improved 
implementation of secondary prevention.23 Although not 
exhaustive, the published opportunities present practical 
suggestions that cover a range of issues, including public 
health support, better coordination and use of existing 
strategies, workforce, quality assurance and technology, 
as follows: 
• Increased delivery of comprehensive secondary pre-

vention in primary care

  Provision of connected care through a case-man-
agement approach, improved communication, and 
greater provider education relating to secondary 
prevention, behaviour change techniques and self-
management strategies.

  This model of care should be coupled with specific 
incentive programs similar to those already avail-
able for diabetes and asthma management.

  Possible development of a role for cardiac care co-
ordinators, who would ideally be recognised by 
Medicare. These coordinators could collaborate 
with the person with ACS and other members of 
the care team to achieve mutually agreed clinical 
targets, good health and wellbeing.

• Increased focus on and awareness of the need for 
lifelong secondary prevention

  Potential for widespread media and public aware-
ness campaigns to raise the profile and understand-
ing of ACS as a chronic condition requiring lifelong 
management.

  Requires linking with and engagement of state and 
federal governments, Medicare Locals, consumers 
and private health funds to facilitate sustainability.

• Better integration and use of existing services

  Better use of existing initiatives, such as cardiac 
rehabilitation, chronic disease management plans, 
private health insurance programs, and other ini-
tiatives including the Home Medicines Review, 
Heart Foundation programs (eg, Heartmoves) and 
Quitline.

  Better use and awareness of these existing pro-
grams may require development of a comprehen-
sive inventory, database or website, and could be 
the domain of a national preventive agency, ideally 
in collaboration with state governments, Medicare 
Locals and non-government organisations, but 
could otherwise be housed by an established non-
government organisation such as the National 
Heart Foundation.

• Data monitoring and quality assurance

  Identification of performance measures to enable 
cross-national comparison is needed for post-hos-
pital care. This should incorporate measures of 
service delivery as well as health outcomes, in-
cluding hospital readmissions and coronary heart 
disease deaths.

  This could occur via an online registry and/or elec-
tronic medical records and data linkage.
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• Embracing new technologies

  New technological developments have seen a rapid 
rise in devices and trials aimed at managing cardio-
vascular disease risk factors, medication adherence 
and providing coordinated care.

  Ongoing development and testing of technological 
advances may facilitate greater access to secondary 
prevention.

  Examples of e-health approaches include the use of 
text messaging, telephone-delivered care, develop-
ment of websites and smartphone apps and remote 
monitoring and remote delivery of programs.

The increasing role of primary care in ACS 
management

ACS requires lifelong management, and primary care 
is ideally positioned to provide this care to patients.23 
There is a need to go beyond giving patients a discharge 
summary and advising them to make an appointment. In 
one study, about 20% of patients did not have a discharge 
summary forwarded to their general practitioner, and 
68% of GPs rated the information in the summaries they 
received as “very good” to “excellent”.24 

In Australia, there has been a substantial shift in the 
payment system for GPs towards incentives that en-
courage evidence-based care of patients with chronic 
diseases in line with a disease management framework 
that emphasises systematic, coordinated care and self-
management. The Australian Government’s commitment 
to a National Primary Health Care Strategic Framework 
provides an opportunity to establish primary care sys-
tems and funding models to enable people who are at 
high risk of a cardiovascular event to be identified early 
for preventive care.25 The National Heart Foundation 
maintains that a well developed primary care framework 
for secondary prevention will increase referral and access 
rates to secondary prevention services, enhance continu-
ity of care and improve coordination of services between 
hospitals and the community.26

Conclusion

Despite guideline advocacy, uptake of proven second-
ary prevention strategies for heart disease is subopti-
mal. Australian registries provide contemporary data 
that reinforce the evidence–practice gaps in secondary 
prevention. Trial and cohort data highlight the need to 
commence prevention early if we are to narrow the divide 
between hospital and the community, thereby achieving 
better individual, provider and system-level outcomes. 
Patients often leave hospital without systematic follow-
up and with an unclear picture of how and if they will 
be managed and supported on the next phase of their 
chronic disease journey. Potential opportunities to bridge 
the divide include development of an incentive scheme in 
primary care, development of a cardiac care coordinator 
role to work in concert with treating doctors and patients, 
better use of existing services, effective data monitoring 
and embracing new technologies.
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