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Preamble

• Deaths for CV reasons are decreasing from
the 70’

• Treatments are strongly contributing to thisTreatments are strongly contributing to this
favorable patient outcomes

• Which are the Italian figures regarding ACS ?
H id b d t t t d i• How are evidence-based treatments used in 
clinical practice ?



Deaths due to CVD
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ACS: in-hospital mortalità in CCU (%)
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IN-ACS Outcome Registry (2006-2009)

n. 38 centersn. 38 centers
n. 6045 patients



IN-ACS Outcome

60456045
patientspatients

2458 (40 7%) 3587 (59 3%)2458 (40.7%)
STEMI

3587 (59.3%)
NSTE-SCA



IN ACS Outcome

In-Hospital Mortality by presentation at entry



ESC Guidelines 2008
Preventive Treatment after STEMIPreventive Treatment after STEMI

Recommendations Class LOE
Beta-blockers
• Oral beta-blockers in all patients who tolerate these medications and 

without contraindications, regardless of blood pressure or LV function
I A

A I d ARBAce-I and ARB
• Ace-I should be considered in all patients without contraindications, 

regardless of blood pressure or LV function
• ARB  in all patients without contraindications who do not tolerate ACE-

IIa

IIa

A

Cp
inhibotors, regardless of blood pressure or LV function

IIa C

Statins
• Statins in all patients, in the absence of contraindications, irrespective of I A

cholesterol levels, initiated as soon as possible to achieve LDLc < 100 
mg/dL (2.5 mmol/L)

• Further reduction of LDLc < 80 mg/dL (mmol/L) should be considered in 
IIa Ahigh risk patients IIa A

N-3 PUFA
• Increased consumption of omega 3 fatty acids IIb B

www.escardio.org

Increased consumption of omega 3 fatty acids
• Supplementation with 1 gram of fish oils

IIb
IIa

B
B



Study design
Discharge date

Accrual
period

01/01/2007 30/06/2007 30/06/200801/01/2006

Prior ACS
(365 days before

discharge)

Follow-up
(365 days after

discharge)discharge) discharge)



Total population: 2 402 968Total population: 2,402,968
From 7 Local Italian Health Authorities

from 4 Regions (North, Center e South Italy)g ( , y)

Patients with Acute Coronary Syndrome (during
the accrual period): 2877 (1.2 ‰)the accrual period): 2877 (1.2 ‰)

ACS treated with
revascularization:

1 092 (38%)

ACS:
1.785 (62%)

1.092 (38%)



Patients with ACS: age and gender



In-Hospital Mortality
254/2877, 8.8%

8.8%

ACS
ACS treated with

l i iACS
219/1785, 12.3%

revascularization
35/1092, 3.2%

12 3% 3 2%12.3% 3.2%



22% of 22% of patientspatients withwith ACS ACS werewere rere--hospitalizedhospitalized
withinwithin 1212 monthsmonths fromfrom dischargedischarge

22% of 22% of patientspatients withwith ACS ACS werewere rere--hospitalizedhospitalized
withinwithin 1212 monthsmonths fromfrom dischargedischargewithinwithin 12 12 monthsmonths fromfrom dischargedischargewithinwithin 12 12 monthsmonths fromfrom dischargedischarge

Patients with ACS
2.877

ACS treated with 
revascularization:

ACS:
1 785 (62%) revascularization:

1.092 (38%)
1.785 (62%)

R d i i R d i iRe-admissions:
418 (14.5%)

Re-admissions::
200 (7.0%)

Total 
21.5%



The The adherenceadherence toto currentcurrent guidelinesguidelinesThe The adherenceadherence toto currentcurrent guidelinesguidelines

 How many patients receive a statin after ACS ? How many patients receive a statin after ACS ? How many patients receive a statin after ACS ? How many patients receive a statin after ACS ?



Total population: 2,402,968
From 7 Local Italian Health Authorities

from 4 Regions (North, Center e South Italy)

Patients with Acute Coronary Syndrome (during the 
accrual period): 2877 (1.2 ‰)

g ( , y)

p ) ( )

Patients, discharged alive, treated with at least one statin :, g ,
2,273/2877 (80.3%)

Atorvastatin:
1,350 (54.6%)

Pravastatin:
249 (10.1%)

Rosuvastatin
363 (14.7%)

Simvastatin:
653 (26.4%)

Fluvastatin:
120* (4.9%)

Simvastatin+Ezetimibe: 
211 (8.5%)

Lovastatin:
15* (0.6%)



The The adherenceadherence toto currentcurrent guidelinesguidelinesThe The adherenceadherence toto currentcurrent guidelinesguidelines

 How many patients receive a statin after ACS ? How many patients receive a statin after ACS ? How many patients receive a statin after ACS ?

 Are statins used at high dosages ?

 How many patients receive a statin after ACS ?

 Are statins used at high dosages ?



Use of statins after ACS:
d dagent and dosage
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 How many patients receive a statin after ACS ? How many patients receive a statin after ACS ? How many patients receive a statin after ACS ?

 Are statins used at high dosages ?

H ti t ti t ti t t t i

 How many patients receive a statin after ACS ?

 Are statins used at high dosages ?

H ti t ti t ti t t t i How many patients continue statin treatment in 
the first year after ACS ?

 How many patients continue statin treatment in 
the first year after ACS ?



Adherence to statin treatment

Total



Independent predictors
of statin adherence

0,63

1,92

of statin adherence
Prior MI

1,18

1,23
Concomitant cancer

Peripheral Artery Disease

Di b lli

1,26

1,40
Diabetes mellitus

Cerebrovascular disease

Arterial hypertension

1,21

0,95
Arterial hypertension

Depression

Age (70 79)

1,28

1,37
Age (70-79)

Age(60-69)

Age(50-59)

1,30

1
Age(50-59)

Male gender

Age (<50)

0,00 0,50 1,00 1,50 2,00 2,50

Male gender
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 Are statins used at high dosages ?

H ti t ti t ti t t t i

 How many patients receive a statin after ACS ?

 Are statins used at high dosages ?

H ti t ti t ti t t t i How many patients continue statin treatment in 
the first year after ACS ?

l l

 How many patients continue statin treatment in 
the first year after ACS ?

l l How many patients receive an antiplatelet
treatment after ACS ?

 How many patients receive an antiplatelet
treatment after ACS ?



About half of the patients receive a dual 
antiplatelet therapyantiplatelet therapy

Patients treated with Dual antiplatelet treatment(53%)Patients treated with 
antiplatelets: 2352 (92%)
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 How many patients receive a statin after ACS ?

 Are statins used at high dosages ?

H ti t ti t ti t t t i How many patients continue statin treatment in 
the first year after ACS ?

l l

 How many patients continue statin treatment in 
the first year after ACS ?

l l How many patients receive an antiplatelet
treatment after ACS ?

 How many patients receive an antiplatelet
treatment after ACS ?

 How many patients continue antiplatelet
treatment in the first year after ACS ?

 How many patients continue antiplatelet
treatment in the first year after ACS ?



AdherenceAdherence toto antiplateletantiplatelet treatment treatment 
ff d i id i i ff ACSACS

AdherenceAdherence toto antiplateletantiplatelet treatment treatment 
ff d i id i i ff ACSACSafterafter anan admissionadmission forfor ACSACSafterafter anan admissionadmission forfor ACSACS

2352
Patients with

complete 
follow-upo o up

66%
adherent at 

6 months

52% 
adherent at adherent at 

12 months



Switch of patients who are prescribed 
ith j st ASPIRINEwith just ASPIRINE

(812 patients)
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Switch of patients who are prescribed 
ith ASPIRINE pl s CLOPIDOGRELwith ASPIRINE plus CLOPIDOGREL

(1070 patients)
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 How many patients receive a statin after ACS ?

 Are statins used at high dosages ?

H ti t ti t ti t t t i How many patients continue statin treatment in 
the first year after ACS ?

l l

 How many patients continue statin treatment in 
the first year after ACS ?

l l How many patients receive an antiplatelet
treatment after ACS ?

 How many patients receive an antiplatelet
treatment after ACS ?

 How many patients continue antiplatelet
treatment in the first year after ACS ?

 How many patients continue antiplatelet
treatment in the first year after ACS ?

 Which are the other concomitant treatments ? Which are the other concomitant treatments ?



Concomitant treatments
(n. 3078 patients)

Statins 2473 (80.3%)
• ACE Is/ARBs 1804 (72 9%)• ACE-Is/ARBs 1804 (72.9%)
• Antiplatelets 2398 (97.0%)
• Betablockers 1900 (76.8%)
• N-3 PUFA 735 (29.7%)( )

Statins, ACE-Is/ARBs, antiplatelets, 
betablockers 950 (30 8%)betablockers 950 (30.8%)
Statins, ACE-Is/ARBs, antiplatelets, 
betablockers N 3 PUFA 449 (14 6%)betablockers, N-3 PUFA 449 (14.6%)



LimitationsLimitations

A i ll d t t f d i i t ti d t t• As in all datasets of administrative data, type 
and number of clinical variables are limited

• Information regarding bio-humoral measures, 
useful to evaluate the pharmacological effectsuseful to evaluate the pharmacological effects 
of drugs, are lacking



Conclusions: 
f t d tifacts vs recommendations

I it tti th t f i ti f• In a community setting, the rate of prescription of 
recommended treatments seems to be satisfactory, 

hil th id li d ti twhile the guideline recommendations to use more 
intensive treatments were not followed (infrequent 
d l ti l t l t th l d f t ti )dual antiplatelet therapy, low dosages of statins)

• Further, the continuity of treatment over time is 
confirmed to be suboptimal (67%)

• These findings show that there is still a gap between g g p
evidence based recommendations and what actually 
happens in routine clinical practice



The useful role of administrative dataThe useful role of administrative data

• For the management, planning and, if needed, 
containement of health expensesp

• For measuring the adherence to 
recommendations of current Internationalrecommendations of current, International 
guidelines

• As a tool, in continuous dynamic evolution, 
useful for doctors who have the responsability p y
to write and implement  clinical guidelines
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