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BHH programme  

The aim of the BHH programme is to reduce CVD deaths by a min10% and prevent 140 strokes and 340 
heart attacks by 2020. 
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BHH programme update  

1. Launched work stream 2a and 2b. Aim to reduced Total Cholesterol 

(TC) and BP amongst patients with CVD and risk of CVD.  

2. Today launch of work stream 1.  Aim to reduce TC amongst  patients 

currently on Simvastatin 

3. “oft ope i g  of AF“P joi tly ith APODI  

4. Clinical assembly 10th Oct 2014 



AFSP -APODI 

1. APODI- is a company that BHH programme board agreed 

to work with to provide additional support to practices 

2. APODI does clinics for patients with AF that are run by 

local GPSIs in cardiology and specialist nurses  

3. A minimum burden on practices and positive feedback 

from patients 



Feedback/updated  

Kavita Oberoi  



Optimize cholesterol for patients on statin  

Lipid management -baseline and population impact  

Greg Fell  



 
 

In Bradford Districts CCG (BDCCG) CVD mortality is the 
main cause of death. CVD mortality under 75 is 
significantly higher as compared to the national average 
and to 10 similar CCGs -NHS England, 2014 



CVD mortality has fallen in the last year however the 
rate of decrease was lower than in other areas  

  



Need - BDCCG 
 Coronary Heart Disease- 12,000 

 Cerebrovascular Disease- 6,000 

 Heart Failure- 2,500 

 Atrial Fibrillation- 4,500 

 Peripheral Arterial Disease- 3,000 

 Diabetes Mellitus- 20,000 

 Hypertension- 40,000+ 



Cholesterol  

•Globally,  one  third  of  ischaemic  heart  
disease is attributable to high cholesterol  

•In 2008, the prevalence of raised total 
cholesterol  among adults – defined as total 
holesterol .  mmol/l (240 mg/dl) – was 9.7% 

(8.5% for males and 10.7% for females) (WHO, 
2007) 

•In  2008,  the  global  prevalence  of  raised  total  
cholesterol  among  adults  was  39% ! 



Raised blood cholesterol –
global view   



Total Cholesterol and 
reduction in CVD  



Log linear relations between 
Cholesterol and CVD event  



  

1. To date the studies that researched very intense lowering 
therapy of statin report benefits  for LDL =1.03mmol/l  

2. The lower the LDL further outcomes benefits have been 
observed without increase in side effects  

3. PROVE IT-TIMI study 2005 

 

 

  

  

  

  



BHH baseline (primary  
prevention ) 

  

  

  

  

  

  

  

  

 Caveat : very specific exclusion criteria!!! Not all pts included   



BHH baseline (secondary prevention ) 
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reduced by 0.5mmol/l) 2nd prevention  
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Populatio  shifti g ea  approach (if 
reduced by 0.5mmol/l) prim. prevention  

  



Patient numbers x treatment uptake x relative mortality reduction x one-
year case fatality  

 

0.5mmol/ reduction =  1097x 70% x 11% X 5.4% = potential 5 deaths 
prevented or postponed.  

 

0.5mmol/ reduction =6000x70%x 11%x 3% = potential 14 deaths 
prevented or postponed.  

  

So what it means for the 
population  



Bradford s Healthy Hearts 
Approach to Lipids 

Chris Harris 



 
 

Optimising cholesterol management 
in currently treated individuals 



Aim of this session 

1. Understand current lipid 
recommendations 

2. U dersta d Bradford s Healthy Hearts 
approach 

3. Explore how we can go further, faster 

4. Capture the issues to be addressed 

5. Agree next steps 

  



Lipids and Statins 
Generally accepted now 

 Lipid lowering with statins confers similar CV risk reduction 
across all ranges of baseline dyslipidaemia. 

 Clinical benefit is related to the absolute reduction in LDL-C. 

 For secondary prevention intensive therapy is safe and 
arrests atherosclerosis and provides further clinical benefit 
with CV risk reduction and hospitalisations for heart failure. 

 In acute coronary syndromes high-dose statins provide a 
rapid early reduction in clinical events which may be related 
to non-LDL-C dependent anti-inflammatory effects. 



 
 
Cholesterol Treatment Trialist s (CTT) collaborators -
meta-analyses of mortality and morbidity from all 
relevant large-scale randomised trials of statin 
therapy 

 Data on 90,056 individuals from 14 trials were combined, mean follow-up of 5 years 

 Almost a half-million person years of observation 

 A significant 12% reduction in all-cause mortality per 1mmol/l reduction in LDL-C, 

 A 19% reduction in coronary mortality, 

 A 24% reduction in the need for revascularisation  

 A 17% reduction in stroke and  

 A 21% reduction in any major vascular event.  

 Importantly, a similar proportional benefit was observed in different age groups, 
across genders, at different levels of baseline lipids [including triglycerides (TG) and 
high-density lipoprotein cholesterol (HDL-C)] and equally among those with prior 
CAD and cardiovascular (CV) risk factors as in those without. 



CTT Safety data 
 The safety data presented in CTT come from randomised control trials 
some of which (e.g. HPS) have a run-in period and consider only 
patients who are able to tolerate statin therapy 

 Risk of rhabdomyolysis was 3/100,000 person years, 

 Myopathy was 11/100,000 person years, 

 Peripheral neuropathy 12/100,000 person years 

 Liver disease even rarer.  

 The authors conclude that side effects are rare and likely to be more 
common when drugs which block the CYP3A4 pathway are co-
administered. 



 
CTT 2009 
 

  

 The magnitude of clinical benefit 
in the CTT meta-analysis appeared 
related to the magnitude of LDL-C 
reduction and is independent of 
the initial lipid profile or other 
baseline characteristics. 



 
The effects of lowering LDL cholesterol with statin 
therapy in people at low risk of vascular disease: meta-
analysis of individual data from 27 randomised trials  
 

  

 Statin reduced the risk of major vascular events (RR 
0·79, 95% CI 0·77—0·81, per 1·0 mmol/L reduction), 
largely irrespective of age, sex, baseline LDL cholesterol 
or previous vascular disease, and of vascular and all-
cause mortality. 

  

 There was no evidence that reduction of LDL 
cholesterol with a statin increased cancer incidence (RR 
per 1·0 mmol/L LDL cholesterol reduction 1·00, 95% CI 
0·96—1·04), cancer mortality (RR 0·99, 95% CI 0·93—
1·06), or other non-vascular mortality. 

  



 
The effects of lowering LDL cholesterol with statin 
therapy in people at low risk of vascular disease: meta-
analysis of individual data from 27 randomised trials  
 

In individuals with 5-year risk of major vascular events 
lower than 10%, each 1 mmol/L reduction in LDL 
cholesterol produced an absolute reduction in major 
vascular events of about 11 per 1000 over 5 years.  

This benefit greatly exceeds any known hazards of 
statin therapy. Under present guidelines, such 
individuals would not typically be regarded as suitable 
for LDL-lowering statin therapy. The present report 
suggests, therefore, that these guidelines might need 
to be reconsidered. 



Cochrane Collaboration and CTT collaboration 
2013 

  

 E ide e o  justified the use of stati s i  people of lo  ardia  risk  

 Problems with size and length of studies in low risk groups to show 
outcome benefit 

 Cochrane figures for NNT over 5yrs; 

 NNT Low risk [<1% annually]- 167 

 NNT Intermediate risk [1-2% annually]-67 

  



CTT reviews of side effects 
BMJ non-cardiovascular effects of statins 2014 

 CTT ‘CT s Rhabdomyolysis 0.5 per 1000 person years, 
0.1 per 1000 person years [80mg atorvastatin vs 20mg 
atorvastatin] 

 35 statin trials Alternative systematic review- no 
significant increase in rhabdomyolysis vs placebo- 60% 
of cases of rhabdomyolysis occurred in patients using 
drugs which interact eg fibrates 

 Influenced by high dose simvastatin now no longer 
recommended 

 CK rises reported both in statins and placebo 

  
  



CTT reviews of side effects 
BMJ non-cardiovascular effects of statins 2014 

 Myalgia [muscle pain without CK rise]- 21 studies no 
increased risk but broken down atorvastatin higher risk 
of myalgia [5% vs 1% approx] 

 Recent studies show no effect on muscle performance 
of myalgia 

 Finally meta-analysis of primary prevention- no 
increased risk of myalgia or myositis 

  

 2 recent studies found 80% and 90% of patients able to 
tolerate statins when re-challenged 

  



Current views 

 O ser atio al study % of users had stati -related clinical events that 
ay e i terpreted as ad erse rea tio s y patie ts or li i ia s  

 Basis of the anti-statin lobby 

  

 vs the pro-statin lobby 

 i  li i al trials just as a y people taki g pla e o had us le a d 
joi t pai s as taki g stati s  



Risk of Diabetes 

 13trials reviewed 

 4yr follow up 4.9 vs 4.5% developed DM 

 NNH 250 over 4yrs 

 Mainly confined to those already at high risk 

 Some evidence of higher intensity Statins more likely 

  

But overall benefit greatly outweighed the risk 



Liver 
 Meta-analysis 75,317 pts 

 Increased transaminases 

 Per 100,000 pt years high vs intermediate vs low dose 

 271 vs 195 vs 114 

 No cases of liver failure 

 Estimation at one case per million [same as in US population from this 
report] 

 ALT levels tend to normalise ?resolving steatosis 

 ?high levels due to liver adaptation and not toxicity 

 NB US guidelines – LFT s i itially the  o further o itori g 

 



Cataracts 

 ?prevent proper epithelial cell development in the lens 

 ?avascular so relies on endogenous cholesterol synthesis to meet 
cholesterol demands 

 No robust evidence 

 No support from small trials 

 Observational suggestion only 



 
Risks/side effects  
Intensive Statin Therapy trial  
A PROVE IT-TIMI (n=4,162) 



Others 
 

 Dementia- suggestion of benefit in preventing alzheimers, no definite 
evidence 

 VTE- no clear association 

 Pancreatitis- suggestion of reduced incidence [decreased risk of 
gallstones] 

 ED- ?redu ed sy thesis of testostero e s as ular prote tio - no 
definite evidence 

 Fatigue- no evidence [assessed in one large trial] 

 Cancer- for those who can remember! No evidence 

 COPD- statins reduce inflammatory markers therefore worsening COPD 
and PH- no definite evidence 



NICE Guidance 

 Lipid Modification and CV Risk assessment for the primary and 
secondary prevention of CVD 
NICE guidance June 2014 



NICE Guidance- do t forget lifestyle 
advice 



Recommendations 
Key Points 

 Qrisk 2 [up to 84yrs!] and highlights a few caveats 

 Communication re risk assessment 

 Cardio-protective diet [avoid marlin, shark and swordfish]- do t 
recommend plant stanols 

 Lipids measurement- full lipid profile, risk assess, pick out FH then see 
spe ialist if TG s really high >  [o  rpt fasti g le el] a d TG s . -9.9 put 
risk up a bit 



Statins 
Atorvastatin 20mg for; 

Primary prevention [over 10% risk] 

Type 1 DM [over 40yrs, DM 10yrs , other CVD risk factors] 

Type 2 DM over 10% CV Risk 

CKD but increase dose if 40% chol reduction not achieved [specialist input if 

severe CKD 4/5] 

Atorvastatin 80mg for; 

Secondary prevention 

Lower if interaction, very elderly [lower muscle mass], impaired renal function, 

pt preference 

Cost effective at £20,000 QALY gained 
 



Follow up 

 Measure at 3/12 and increase dose if 40% reduction not achieved 

 Review, emphasise lifestyle, compliance, consider atorvastatin 80mg 

 Discuss with pts on low intensity switch to high intensity 

 Annual med review- consider an annual non-fasting blood test to inform 
discussion 



CVD programme board issues 

 High intensity statin? [UK atorvastatin 20mg vs US atorvastatin 40mg] 

 Emphasis on one to one discussions ?practical 

 Need for uptitration based on percentage reduction again [all pts 
started on statin!] ?practical 

 FU measurements 3/12 and after 1 year [US no longer recommended] 

  



American College of 
Cardiology 

 High-intensity statin therapy is defined as a daily dose that lowers LDL-C 
y % a d oderate-intensity by 30% to <50%. All patients with CVD 
ho are age  years, as ell as patie ts >  years, should re ei e 

high-intensity statin therapy; or if not a candidate for high-intensity, 
should receive moderate-intensity statin therapy. 





NICE 2014 



NICE Guidance p174! 



9 pages of evidence statements 
comparing Statin trials 

 For range of outcomes and side effects 

 Statin vs placebo by intensity and risk strata 

 Statin vs statin, high vs low intensity, high vs medium intensity, medium 
vs low, highor medium vs low [!], low intensity vs low intensity, high vs 
high…… 



Upshot 
 Take your pick! 

 No solid evidence for dose effectiveness [no studies comparing 
atorvastatin 40mg eg] 

 Trends and some support for non-fatal MI 

  

 More yalgia a d a or al LFT s ith higher dose 

 NICE seem to have come down to the view of an effective dose of statin 
ie high intensity,  

 40% reduction in cholesterol  

 <4mmol/l  in mind with secondary prevention 



JBS 3 Recommendations 2014 
 Statins are recommended as they are highly effective at reducing CVD 
events with evidence of benefit to LDL-  le els <  mmol/L which, 
justifies intensive lowering. 

 Statins are safe- There is a small increase in risk of developing 
diabetes but the benefits of cholesterol lowering greatly exceed any 
risk associated with diabetes.  

 Despite low HDL-c values contributing to CVD risk, drug therapy to 
raise HDL-c has not been shown to reduce CVD risk and is not 
currently indicated. 

 Statins should e pres ri ed ith a lo er is etter  approa h to 
a hie e alues of at least < .5 mmol/L for non-HDL-c (equivalent to 
< .8 mmol/L for LDL-c). 

  



The Challenge! 



Gaining Consensus 



BHH Recommendation 
 Primary prevention pts already identified at risk- 40mg Atorvastatin 

 [Approach to Healthchecks and 10% CV Risk planned]  

  

 Secondary prevention patients- 80mg Atorvastatin 

  

 Irrespective of Cholesterol level 

 FU [cholesterol] and ALT at 3 months- no further monitoring 



Lipid management for patients 
with CVD and risks of CVD 



• More ambitious than NICE but in line with 
ACC and JBS3 

• CV disease key morbidity in BDCCG and 
BCCCG populations 

• In line with direction of travel  

• Effective dose first and stop monitoring 

• Planning event re NICE risk assessment/ 
health checks/ 10% risk approach 

 



 
What about 10% CV Risk over 10yrs?!  
 
 



Thank You! 



Population level implementation 

& support available 

Youssef Beaini & Maciek  



Primary prevention  
Non- CVD patients on simvastatin and TC 
above 4 
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Target 4136 



Secondary prevention  
CVD patients on simvastatin and TC 
above 4 

887 
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Target 621 
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BHH approach to statin –
implementation  

S1 searches developed for Atorvastatin 40mg and 80mg (including 
exclusion criteria)  

The searches suggests  

 887 would benefit from atorvastatin 80mg  

 5908 would benefits from atorvastatin 40mg  

  

  



How  
1. Review all patients on individual basis and switch them 

to appropriate statins 

 

Or 
 

2. Use population level approach and switch the next 
prescription to appropriate statins using bulk operations- in 
S1 

??? 
 

  



Secondary prevention 
Atorvastatin 80mg   

 The search includes the following patients: 

  

Patients on a repeat prescription of Simvastatin  
and  

CHD or Stroke  or PAD QOF register and  

Latest total cholesterol greater than 4 mmol/l  
(timeframe ever ).  

  



Exclusion criteria  

oAge 84+ 

oALT >120 

oeGFR <15 or  

oStage 5 CKD or 

oBMI <18 or  

oPalliative care QOF register or 

oAtorvastatin prescribed ever before or  

oStatin contraindication codes or  

oAtorvastatin contraindication codes or  

oNursing homes and house bound patients codes  

oWarfarin  

oLiver and Kidney transplant codes  

  



Primary prevention 
Atorvastatin 40mg  

 The search includes the following patients: 

  

opatients on a repeat prescription of any 
Simvastatin and 

olatest total cholesterol greater than 4 
mmol/l  (timeframe ever ).  

  



 
 
Exclusion criteria 
 
oAge 84+ 
oALT >120 
oeGFR < 15 or  
oStage 5 CKD or 
oBMI < 18 or  
oPalliative care QOF register or 
oCHD register or 
oPAD register or 
oStroke and TIA or  
oAtorvastatin prescribed ever before or  
oStatin contraindication codes or  
oAtorvastatin contraindication codes or  
oNursing homes or 
oWarfarin 
oLiver and Kidney transplant codes   

  



Bulk operations-repeat 
template replacement 



  























Patient letter  



 How to guide  

 Outreach visits  

 SystmOne searches  

 Patient letter  

 Feedback reports 

 Monthly newsletters 

 DQ support  

 Bespoke support  

 Press realise  

 Other ?? 

  

  

Support available  

Primary contacts for this project: 

Maciek  

M: 07852550274 

E:  mac.gwo@nhs.net  

Youssef Beaini 

E: Youssef.Beaini@bradford.nhs.uk  

Programme manager: 

Kath.Helliwell@Bradford.nhs.uk  

 

mailto:mac.gwo@nhs.net
mailto:Youssef.Beaini@bradford.nhs.uk
mailto:Kath.Helliwell@Bradford.nhs.uk


•Numerous meetings with clinicians to disseminate 
info about Lipids management used in BHH. 

•Meeting with practice nurses. 

•Information for pharmacists. 

•Please give us a call if you need any assistance and 
we will be happy to help.  

Next Steps  


