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AN AUDIT OF PATIENTS OVER 75 YEARS STARTING TREATMENT WITH ACE INHIBITORS.
BACKGROUND

Angiotensin converting enzyme (ACE) inhibitors are increasingly used in the elderly. They are one of the most frequently used drugs to treat hypertension but beyond this, their use has been extended to the long-term management of patients with all grades of heart failure and the management of patients after myocardial infarction 1, 2.

Recently, the HOPE (Heart Outcomes Prevention Evaluation) study has demonstrated that an ACE inhibitor (Ramipril) has effects on reducing stroke risk (and other cardiovascular events) additional to its effects on blood pressure lowering 3, 4. However, this study did not compare one drug class with another.

The ACE inhibitors are effective and generally well tolerated but may cause renal failure and hyperkalemia in patients with renovascular disease (including bilateral renal artery stenosis or unilateral stenosis to the artery of a single functioning kidney). This form of acute renal failure most commonly develops shortly after initiation of ACE inhibitor therapy but can be observed after months or years of therapy, even in the absence of prior ill effects 5, 6.

Patients "at risk" are those with hypovolaemia (for example those receiving diuretics), peripheral vascular disease, other major atheromatous disease and those over 75 years or on NSAIDs 7, 8. 

For all these reasons patients receiving ACE inhibitors should be monitored regularly.  It is advised that renal function and electrolytes should be checked before and shortly after starting treatment 1, 9. The monitoring should be continued during treatment at least every 18 months (more frequent if risk factors are present) and after any dosage increase.

In 1999 a survey of current practice showed that 85% of GPs who replied to a survey checked renal function before, but only 34% did so after starting treatment with ACE inhibitors and 15% never checked renal function. The researchers said that ACE inhibitors could be implicated in 9 (7%) of the 135 admissions for uraemia they found. None of the patients who were admitted had had their renal function checked after starting treatment 10.

This audit is relevant to our practice as the practice has 1141 patients over 75 years of age. There have been two previous audits by partners in the practice looking at the use of ACE inhibitors, one was in diabetics and the other in young patients.

CRITERIA CHOSEN

Every patient over 75 years of age started on ACE inhibitors should have:

· Creatinine and electrolytes checked before starting treatment (up to 1 month beforehand).

· Creatinine and electrolytes checked within 1 month of commencement of treatment.

· Creatinine and electrolytes monitored at least every 18 months.

STANDARDS

I set the time of monitoring at 1 month beforehand and 1 month after starting treatment because of the complexity in organising blood test in elderly patients in General Practice. 18 months for the regular monitoring is also a feasible target.

Because of the potentially fatal complications with the use of ACE inhibitors I set at 100% the absolute standard of monitored patients. 

I was aware of the problems that this age group could have regarding access and lack of compliance in returning for blood tests at the appropriate time. Another potential problem I identified was with the newly registered patients and the time needed to organise their monitoring. For all this reasons I set at 90% the achievable standard.

PREPARATION AND PLANNING 

In preparation for this audit I held discussions with my trainer and other partners about monitoring ACE inhibitors within the practice. I realised that although they were all aware of the need for monitoring creatinine and electrolytes in patients on this medication they did not have an agreed protocol to do so. 

I also contacted Dr W. who is a Care of the Elderly Consultant Physician at the local District Hospital to discuss his monitoring of patients on ACE inhibitors.

I decided to use Perindopril and Lisinopril for my audit, as they are the most commonly prescribed ACE inhibitors in my practice.

The helpful IT manager of the practice searched the computer database and compiled a list of all patients over 75 on ACE inhibitors. This process became very difficult during the second cycle of the Audit due a complete change in the computer system in the practice. We became a paperless practice and I was the first one to use the new system for an audit. This process was stressful but teamwork made it successful. The kind reception staff efficiently sorted the notes for me.

I obtained a small sample of notes to assess the best way to evaluate the aims before I started the formal audit. I decided to collect the information from consultation notes, hospital letters, laboratory result sheets and the new computer database.

FIRST DATA COLLECTION : 3rd December 2001

My surgery had 78 patients over 75 years who had Lisinopril and 59 who had Perindopril issued in the last 3 months. 

I took a random sample of 20 patients, 12 on Lisinopril and 8 on Perindopril.

The two major indications for treatment were left ventricular failure and hypertension.
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CRITERION 1

Creatinine and electrolytes checked before starting treatment (up to 1 month beforehand)
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Only 45% of the patients had their urea and electrolytes checked up to 1 month beforehand although it increased to 70% if I extended the search to up to 3 months. 

The results were poor when compared to the 85% of GPs who checked renal function before starting ACE inhibitors in the 1999 survey 10 and even poorer when compared to the standards I set for the audit.

CRITERION 2

Creatinine and electrolytes checked within 1 month of commencement of treatment.
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Only 45% of the patients had U&Es checked within 1 month of commencement of treatment with ACE inhibitors. Obviously the result was very poor when compared to my standards.

CRITERION 3

Creatinine and electrolytes monitored at least every 18 months
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if on treatment for less than 18 months = not applicable (N/A)

I did not use 6 of the patients as they were on treatment for less than 18 months. Of the remaining 14 patients over 75 years started on ACE inhibitors: 86% of the patients had their U&Es checked at least every 18 months. 14% did not have the U&Es checked since started treatment. 

These results were quite close to my 90% achievable standard.

ACTION TAKEN

On the 14th December 2001 I presented the Audit to the partners in the practice during one of our periodic Clinical Meetings.

During the meeting we evaluated the changes that could be implemented. They delegated one of the partners to explore with me the possibilities of including a reminder to check U&Es in any patient started on ACE inhibitors. We decided to wait until the new computer system was in place and running.

The meeting was very positive, as the partners were made aware that there was room for an important improvement and accepted the need for change.

SECOND DATA COLLECTION : 15th April 2002

The computer identified 12 patients over 75 year started on Perindopril or Lisinopril since I presented my audit 4 months previously. I did not use 2 of the patients as they were newly registered patients who were using this medication previously (not newly started). Of the remaining 10 patients these results are as follows:

CRITERION 1

Creatinine and electrolytes checked before starting treatment (up to 1 month beforehand)
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80% of the patients had U&Es checked up to 1 month beforehand. 20% did not have U&Es checked 1 month beforehand but had them checked within 3 months beforehand.

CRITERION 2

Creatinine and electrolytes checked within 1 month of commencement of treatment.
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If on treatment for less than 1 month = not applicable (N/A)

I did not use 1 of the patients as on treatment for less than 1 month. Of the remaining 9 patients newly started on ACE inhibitors: 67% had U&Es checked within 1 month of commencement of treatment. 33% did not have them checked although 2 of those patients had the test done within 2 months.
CRITERION 3

Creatinine and electrolytes monitored at least every 18 months

This criterion was not possible to audit as re-audit occurred just 4 months after the first data collection.

CONCLUSIONS

This audit set out to look at the monitoring of U&Es in patients over 75 who are started on Lisinopril or Perindopril. Since the potential side effects of these drugs are very serious it is important that patients have adequate monitoring.

The first data collection made clear that there was need for improvement and more importantly, made GPs in the practice raise their awareness of that need. 

In the fist data collection just 45% of the patients had their U&Es checked 1 month beforehand and the same figure was applicable 1 month after starting treatment. At 18 months 86% of the patients had the correct monitoring.

During the Clinical Meeting in the practice it was agreed to explore the possibilities that the new computer system could offer a reminder to check U&Es when prescribing ACE inhibitors. This was not possible by the end of the audit, but we have placed a developmental request to the administrators of the system asking them to develop software which will prompt doctors to check U&Es every time an ACE inhibitor is prescribed.

The second data collection showed a huge improvement in the monitoring of U&Es. 

80% of patients had U&Es checked 1 month beforehand and of the remaining 20% they all had this test done 3 months prior to starting treatment with ACE inhibitors. An interesting aspect was that some doctors wrote on the notes the reason why they did not check U&Es stating that was because they were checked just 3 months earlier. 

These results were quite close to the standards I set before starting the audit.
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67% had U&Es checked within 1month of starting treatment. Of the remaining 3 patients 2 had them checked within 2 months and just 1 did not have them checked within the framework of the study. 

The results showed improvement but still far from my standards.
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When collecting the data and revising notes I noticed that some patients had ACE inhibitors and nonesteroidal anti-inflammatories (NDAIDs)  prescribed together. NSAIDs are a group of drugs commonly used in the elderly. Since cardiac failure and hypertension often coincide with chronic pain in the elderly, co-prescription of ACE inhibitors and NSAIDs is quite common. 

A recent observational study (October 2001) has assessed the frequency of renal insufficiency in patients taking ACE inhibitors and NSAIDs in combination. They reached the conclusion that this drug combination is commonly nephrotoxic in the elderly and should be avoided, especially in those taking diuretics 11. 

I have recommended that every patient over 75 years of age started on ACE inhibitors should be checked for the concomitant use of NSAIDs. This will be easier as the new computer system does have a warming alerting doctors of the increased risk of renal impairment using this combination.

Although there is still room for improvement it is very encouraging that in just 4 months there has been such an important improvement. I have recommended performing a re-audit in 12 to 18 months. I believe the standards I set can be achieved by them.

My advice to other doctors doing audit is to try to complete an audit cycle before a computer system is changed ….

I thank to my wife, my trainers and the staff in the Surgery for all their support.
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