Secondary Preventlon of CVD
The Clinical Blueprlnt for Post Ev 2nt Pharmacotherapy
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[Evidence-Based] [Australian PBS Guidelines] [Clinical Reference]
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The Stakes The Evidence-to-
CVD is the leading cause of death In PraCtice Ga p

Australia (42,900 deaths/year; 25% of
all deaths).

Only 30-40%
Secondary prevention reduces l"- ’ of Australians with
recurrent events by 25-50% and | | ——.. — :
mortality by 20-30%. |- ) PeT— EStE.IbIISheFI CYD
- achieve guideline-
Highly cost-effective: Every $1 spent on W recomme"d_e‘_j
optimal post-ACS pharmacotherapy saves targets for lipid

$4-$7 in downstream hospitalisation. control, BP, and
glycaemia.

Annual health system cost: $8.8 billion.
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The challenge is no Iongermglét':k of evidence,
but a failure of systematic clinical execution.



The Four Pillars of Cardiovascular Protection
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i@@ | Quadrant 1: Lipid Management

Target: LDL-C <1.8 mmol/L
(or <1.4 for very high risk).

Focus: Aggressive descent.
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Quadrant 3: Diabetes

Target: HbA1c <53 mmol/mol (7.0%).

Focus: Organ protection
(SGLT2i/ GLP-1 RA).
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| (;" | Quadrant 2: Blood Pressure

Target: <130/80 mmHg.
Focus: Foundational combinations.

Focus: Balancing ischaemic vs.
bleeding risk (Extended DAPT).




Stepwise Staircase of Lipid Management

.

<1.8 mmol/L

<1.4 mmol/L

<1.0 mmol/L
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Step 1: High Risk (<1.8 mmol/L)

Criteria: Established ASCVD (prior M, ischaemic stroke, PAD).

Intervention: High-Intensity Statin (Atorvastatin 80 mg or
Rosuvastatin 40 mg). Check at 6—8 weeks.
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Step 2: Very High Risk (<1.4 mmol/L)

| Criteria: ACS <12 months, polyvascular disease, |—
DM + target organ damage.

Intervention: Statin + Ezetimibe 10 mg.
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Step 3: Extreme Risk (Consider <1.0 mmol/L)

-
Alternative Path: True Statin

Intolerance (~5-10% of patients).

klntervention: Bempedoic Acid.

| || Criteria: Recurrent ACS within 2 years on max
therapy, or ACS + multi-vessel disease + DM.
Intervention: Statin + Ezetimibe + PCSK9
Inhibitor. Apply for PBS Authority.




Pillar 1 | Lipids

Lipid-Lowering Therapies: A Comparative Specification

il . 4 ©
High-Intensity Statins  Dosiiione 1oy oo st 2|
- B - : . ui u
(Ator V&Stat'll'l / AL Rosuva 20-40mg 39-63%. L uenerdl Beneii (max 10mg) in severe
Rosuvastatin) daily. CKD. |
(7 o0y
\ 0 LDL-C Drop: w  Note: IMPROVE-IT trial | [
Ezetimibe _~¥  Dose:10mgdaily. 15-25% A ?:;irzii?:}efnt] proven:; first add-on
ﬂq:_':ﬂ:‘u -
N (add-on). choice.
\ERE o . el T __f'l
7 )
PCSK9 Inhibitors Q2 Dose: Evo 140mg  LDL-C Drop: Note: FOURIER/ODYSSEY
(Evolocumab / %ﬂ( SC Q2W / Aliro 50-70% OUTCOMES proven B\
4 Alirocumab) 75mg SC Q2W. (add-on). MACE reduction.
\ Y
p N
] _ o LDL-C Drop: Note: CLEAR Outcomes
- Bempedoic Acid ©)LDH Dose: 180mg daily. 15-25% proven; caution for uric |
=) (monotherapy). acid/gout.
|.\_ J
b I 5 _‘/’




Pillar 2 | Blood Pressure

Target:

<130/80
mmHg

(Consider 120-129 mmHg if
high risk/tolerated, per SPRINT).

e
Post-MI Foundation: ACEi + Beta-blocker is
mandatory; add CCB/diuretic if above target.

Adherence Tip: Single-Pill Combinations (SPCs)
_ improve adherence by 20-30%.

First-Line: ACEi (or ARB) +
Dihydropyridine CCB.
Preferred in CAD.

Second-Line: Add Thiazide-
like diuretic for resistant HT.

Third-Line / Resistant: Add
Spironolactone 25 mg.

A\ Diastolic Threshold Caution:
7/ Avoid reducing DBP <60 mmHg in patients
= with significant coronary stenosis.
sssmm Paradoxical increase in ischaemic risk due

% !

to compromised coronary perfusion.
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(Pillar 2 | Blood Pressure)

Antihypertensive Agents in CVD: A Comparative Specification
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Key Considerations |
{

% ACE Inhibitor

Ramipril, Perindopril

'
Drug Class Preferred Agents Indications in CVD
E

Indications: Post-MI &, HFrEF 22,
DM, CKD &%

Considerations: Monitor K*/eGFR
at 1-2 weeks.

(Spironolactone)

;r”%

.

Spironolactone

HT, post-MI with LVSD %

LN A
- i
| Indications: ACEi intolerance, Considerations: Do NOT combine
% ARB Candesartan, Valsartan HFTEF 2@ with ACEi.
A A
y !
:H" Beta-Blocker Metoprolol succinate, Indications: Post-MI (12+ months)  Considerations: Prefer evidence-
Bisoprolol P, HFrEF ¥ based agents for HFrEF.
A
! - e Considerations: Amlodipine is 3
Calcium Channel  Amlodipine, Indications: Add-on therapy, safe in HErEE: avoid non-
3 Blocker (CCB) Lercanidipine angina ¢ dihydropyridines in HFFEF. i
4
MRA Indications: HFrEF 92, resistant Considerations: Avoid if eGFR

<30 or K* >5.0.




The Cardiovascular Paradigm Shift
T2DM increases CVD event risk 2—4x. Target: HbA1c <53 mmol/mol (7.0%).

The Old Paradigm The New Paradigm
!
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(SGLT2i/ GLP-1 RA)
Lower HbA1c

@ General Health

Cardiovascular protection is now the primary goal. SGLT2 inhibitors and GLP-1 RAs

HbA1c
Reduction
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must be prioritized for their independent cardiovascular benefits, even in patients with
well-controlled HbA1c on metformin. Glycaemic control is a secondary byproduct.




Pillar 3 | Diabetes

SGLT2 Inhibitors
(Empagliflozin / Dapagliflozin)

Mechanism Benefit: Reduces CV death and
Heart Failure hospitalisation.

Key Evidence: EMPA-REG (38% reduction CV
death); DAPA-HF/EMPEROR (efficacy
regardless of DM status); DAPA-CKD (39%
reduction in eGFR decline).

Clinical Notes: Initiate if eGFR >20. Hold
peri-operatively.

[Restricted: ASCVD, HF, or CKD]

-

GLP-1 Receptor Agonists
(Semaglutide / Liraglutide)

Mechanism Benefit: Reduces MACE (Major
Adverse Cardiovascular Events) in ASCVD.

Key Evidence: SUSTAIN-6/LEADER (MACE
reduction); SELECT (20% MACE reduction in
non-diabetic obesity).

Clinical Notes: Significant weight loss. Gl
side effects. Contraindicated in MTC/MEN2.

QRestricted: T2DM + established ASCVD]

N
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Footer Tip: SGLT2i and GLP-1 RA have complementary mechanisms and can be safely combined.



&’ Pillar 4 | Antiplatelets

The Foundation: Low-dose Aspirin (75-100 mg daily) is indeft (lifelong). Reduces vascular events by 25%.

* P2Y12 Inhibitors (The DAPT Partners):
» Clopidogrel (75mg): Standard choice. Caution: CYP2C19 poor metabolisers have reduced efficacy.
» Ticagrelor (90mg BD): Superior in ACS (PLATO). Caution: Dyspnoea common; higher bleeding risk.

Month 0 Month 12
Standar d® ® Lifelong Aspirin Monotherapy
T
DAPT Aspirin + P2Y12
e —— .-
Month 0 6 12 18 24

Extended
DAPT % Aspirin + Extended P2Y12
Pathway

Post-Stroke Pathway: Following ischaemic
stroke/TIA, DAPT for 21 days, then Clopidogrel

75mg monotherapy lifelong (CAPRIE trial).




Extended DAPT:

The Ischaemic vs. Bleeding Balance

" DAPT Score >2 HAS-BLED Score 23
‘DM + multi-vessel disease / " PRECISE-DAPT 225

~ Prior MI (1-3 years ago)

Complex PCI =

Ischaemic
Drivers

Bleeding
Drivers

High Ischaemic / Low Bleeding

Stop DAPT at 3—6 months. Consider extending Ticagrelor 60mg
Monotherapy thereafter. BD + Aspirin up to 36 months. Extend DAPT for 36+ months.



Synthesis: The Organ Protection Blueprint

Brain:

BP Control (Stroke prevention)

Clopidogrel (Post-Stroke monotherapy) r

>

f Systemic/Metabolic: ]

(=

Heart (Pump):
Beta-blockers (Post-MI/HFrEF)
Spironolactone (LVSD) y

GLP-1 RAs (Weight loss, MACE
4 Lredur:tinn}
| ’ . ’—;

P

Arteries (Vessels): 9
High-Intensity Statins + Ezetimibe
+ PCSK9i (Plaque stabilization)
Aspirin + Ticagrelor

Al | t ‘_/—’ __ ‘—w L_(Thrnmbusis priv_entiun) |
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Heart & Kidneys (Cardiorenal Axis):
SGLT2 inhibitors (HF protection, eGFR preservation)
ACEi or ARBs (Cardiorenal shielding)
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Takeaway: Secondary prevention is no longer about treating isolated numbers; it is about
ploying overlapping pharmacological shields across the cardiorenal and vascular systems._J
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Baseline
(Post Initiation)

Investigations & Monitoring Timeline

Fasting lipid panel
[MBS 66549]

Serum Cr, eGFR, Na*, K+
[MBS 66500]

L————-

Lp(a) (Once in lifetime |
for premature ASCVD)
[MBS 66811]

“J
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Echocardiogram

(Assess LVEF post-MI)

[MBS 55118]

F'

6-8 Weeks

L

Recheck eGFR and K* 1

after starting/titrating
ACEi, ARB, or MRA.

Accept up to 30%
eGFR rise.

Recheck Fasting
Lipid Panel to assess
Statin/Ezetimibe

efficacy. Titrate if

LDL-C not at target. J

4

3-6 Months

HbA1c monitoring
[MBS 66551]

Regular Clinic &
Home BP Monitoring.

Consider 24hr ABPM
[MBS 11606]




Clinical Dashboard

Pregnancy

Paediatrics

Elderly (275)

Renal

Hepatic

Immunocompromised

Special Populations Matrix

Statins ACEi/ARB SGLT2i/GLP-1
. Statins (Cat X). f‘;;'g ’;‘E‘E)(C“D . SGLT2i.
Statins (FH only
>10yrs).

: S BP Targets
Reduce intensity if o {F'ragn?atic <140/90
frail.

to avoid falls).
. Atorvastatin (No adj).

Rosuvastatin (Max
10mg if eGFR <30).

ACEi/ARB (Essential,
monitor K+).

SGLT2i (Initiate if
eGFR 220).

Statins (Avoid in active
disease/Child-Pugh B-C).

Ezetimibe (Avoid in
mod-severe).

Statins (Interact with
HIV Pls and
Cyclosporin).

Antiplatelets
. Aspirin 100mg
(Safe/Pre-eclampsia).

Aspirin (Post-
Kawasaki).

High bleeding
risk/add PPI.

Colchicine (0.5mg for
. rheumatic disease

CVD risk).

Clinical White



Clinical Dashhoard

The Mortality Gap: Aboriginal and Torres Strait Islander Health

1.7X

Aboriginal and Torres Strait Islander Australians experience CVD mortality at 1.7 times
the rate of non-Indigenous Australians, accounting for ~25% of the life expectancy gap.

Driver 1: | Driver 2: Driver 3;

Compounding Geographic & i The Care Gap

Risk Factors Access Barriers | |
Indigenous patients are

Smoking rates are Severe lack of specialists 30-40% less likely to
2.5x higher (39%). in remote NT, WA, QLD receive statins post-ACS
Diabetes prevalence (>500km travel). and have significantly lower
is 3.5x higher. Pharmacy stockout cycles cardiac rehab participation.

disrupt adherence.

Clinical White



Clinical Dashhoard

Bridging the Gap: Structural and Cultural Interventions

Block 1: PBS Remote Block 2: Telehealth & Block 3: Culturally
Area Access Care Coordination Safe Rehab
Utilize PBS Remote Area Proactively use video telehealth
Aboriginal Health Services for [MBS 99202]. Co-develop GP e
zero co-payment medication Management Plans [MBS 721] r =
supply to bypass access and Team Care Arrangements : . ey
barriers. [MBS 723]. ) 1

Block 3: Block 4:

pF Culturally Safe Rehab Yarning & Partnership
Prioritize cardiac rehab Shift from didactic compliance to

programs led by Aboriginal Yarning-based consultations.
health workers through Acknowledge kinship obligations
AMS/ACCHS [MBS 699]. and sorry business in scheduling.

Avoid shame-based language.

Clinical White



Clinical Dashhoard

Quick Reference: The Secondary Prevention Master Blueprint

Panel 1: Lipids Panel 2: Blood Pressure

Target: <1.8 (High) or <1.4 (Very High). Target: <130/80 mmHg (Avoid DBP <60).
Pathway: High-Intensity Statin — +Ezetimibe Pathway: ACEi/ARB + CCB * Thiazide +
— +PCSK9i/Bempedoic. Spironolactone.

Recheck: 6-8 weeks. Post-MI: ACEi + Beta-blocker foundation.

Panel 3: Diabetes Panel 4: Antiplatelets

Target: HbA1c <53 mmol/mol (7.0%). Foundation: Aspirin 100mg lifelong.

Paradigm: CV benefit first. Early initiation of DAPT: 12 months post-ACS (Aspirin +

SGLT2i + GLP-1 RA alongside Metformin Ticagrelor/Clopidogrel).

regardless of baseline HbA1c. Extended DAPT: Up to 36mo if DAPT score 22
and HAS-BLED <3.

Data derived from Med2Date Australian Clinical Guidelines (Updated May 2026).

Ciinical White



