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Introduction

Coronary heart disease in the form of myocardial infarction first came to attention to the medical profession early in the 20th century. Mortality from CHD increased dramatically after the First World War and had assumed epidemic proportions in Western populations during the 60s and 70s being responsible for almost a third of deaths in those populations. Although its mortality rate has being gradually falling in the last 20 years in certain populations, it still remains the leading cause of death in developed countries.1
In the year 2000, the Department of Health presented the National Service Framework (NSF) for Coronary Heart Disease, which set out the standards and services that should be available in the country for the prevention, diagnosis and treatment of CHD. The NSF describes service models that can enable the efficient delivery of those standards and explains how the standards can be delivered. The objective is to reduce premature deaths from CHD and promote faster and equal access to high quality services.2
Based on the NSF standards of preventing CHD in primary care, the new GP contract is giving incentives to GPs to identify people with established CHD and offer them comprehensive advice and appropriate treatment to reduce their risks. GPs are encouraged to provide special clinics (nurse run and doctor supported) to implement secondary prevention2 with two objectives: modify the factors that affect the risk of CHD: exercise, diet, smoking, blood pressure, cholesterol and provide appropriate and evidence based treatment (aspirin, statins, ACE inhibitors, B-Blockers).

Size of the problem

Prevalence. In UK the prevalence of CHD is increasing and there are around 2.65 million of people with CHD (angina or myocardial infarction), of those 1.5 million are men and 1.15 million are women. There are geographical and ethnic differences in the prevalence of CHD; the prevalence is higher in the North of England and Wales than in the South of England and is higher in Indian, Pakistani and Bangladeshi men living in UK but lower amongst Black Caribbean and Chinese men.3-5
Mortality. CHD is the most common cause of death in the UK, it is estimated that CHD caused over 117,000 deaths in the UK in 2001. More than one in five men and one in six women die from the CHD every year. Despite death rates from CHD has fallen significantly in the last recent years (over 3,000 in the past year), UK is still among the countries with higher death rates (only Finland and Ireland have higher death rates) and rates have not been falling as fast as in some other countries. There are important socio-economic differences in mortality and 1 in 3 of all deaths under 65 years caused by social class inequalities are due to CHD.3
Economic burden. It is estimated that CHD cost the UK economy 7 billion a year, of those 1.7 are direct cost to the healthcare system and the rest are costs in form of productivity losses and informal care of people with CHD. Less that 1% of the cost to the NHS is spent in prevention.3
Aim of Audit
· To audit standards and assess the quality of care the practice is delivering to CHD patients.

· To use the results as a baseline from which to improve the standards of care delivered to CHD patients.

Identifying the population
Penygraig surgery, located in the Rhondda Valley, serves a population of about 6,600 individuals. To identify the population with existing CHD I used the practice existing CHD register. 278 patients were identified and invited to the clinic; this represents a prevalence of 4.2%. Of those invited 121 (43.5%) attended and 157 (56.5%) did not attend to the clinic.

Using a representative sample of 40 patients who attended the CHD Clinics I extracted baseline data, which I am presenting in this document.
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Analysis of data
Smoking. 5 patients of the 40 selected (12.5%) were smokers, of those, 4 received smoking advice.

Cholesterol. Despite the gross variation the mean of the total cholesterol: 5.3 mmol/l was close to the NSF recommended value of a total cholesterol below 5 mmol/l. The total cholesterol mean was higher in women than in men in this sample. The mean of LDL cholesterol was 3.07 mmol, compared with the value of less than 3 mmol recommended in the NSF.

Body Mass Index. The mean for the BMI was 30.5 and very similar between men and women.

Blood pressure. Mean blood pressure was 131.85 for systolic and 75.55 for diastolic. NSF recommendations are BP< 140/85 and 150/90 for audit level.

Use of medication. 75% of the patients were taking Aspirin or another anticoagulant. 35% were using a B-blocker. 32.5% were taking an ACE inhibitor or similar and 47.5% of the patients selected had statins prescribed.

Action and recommendations
From the baseline data presented in this document I infer the following recommendations:

· The remaining patients with CHD who still smoke should be targeted and offered specialist help and support.

· It is important to give appropriate lifestyle advice regarding physical activity, weight and diet. This could help to further reduce cholesterol levels. It is remarkable that patients selected in this sample had a high BMI with a mean above 30 (obesity).

· Despite mean of BP is below NSF targets, patients with high BP should be individually targeted. In the sample 7 patients had systolic BP above 150. A special appointment with a doctor could be sent to this patient and if BP fails to decrease, an appointment with a specialist may be adequate.

· The NSF requires 12 monthly audits and a re-audit is needed to look whether the CHD Clinic has had an effect on the improvement of the care provided.

· It is remarkable that 56.5% of the patients invited to the clinic did not attend; it may be necessary to explore the reasons for this low attendance. 

The audit shows a good baseline from which to continue improving the quality of care provided to patients who have CHD.
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