record of the number and origin of the surgical grafts (see
Table). We propose that this code, which requires no new
technology or technique, be adopted routinely in CABG
surgery.

INCREASED RISK OF ACUTE ST-SEGMENT
MYOCARDIAL INFARCTION IN FEMALE SMOKERS —
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Background Studies have shown that smoking increases the
risk of acute ST-segment elevation myocardial infarction
(STEMI). However, the impact of gender on this risk is
unknown.

Methods This retrospective ecological cohort study examined
all patients presenting with acute STEMI undergoing primary
percutaneous coronary intervention at the South Yorkshire
Cardiothoracic Centre (UK) between 2009-14. Index cases
were compared to population data from the UK Office for
National Statistics for smoking status, gender and age. Inci-
dence rates of STEMI for current and non-smokers were cal-
culated by gender and their associated 95% confidence
intervals (CI) determined from the Poisson distribution. Age-
standardised incidence rate ratios (IRR) comparing STEMI
rates between smokers and non-smokers were calculated
between genders in three age groups (18-49, 50-64,>65).
Results There were 2,996 STEMI patients. 27.1% were
female, who were significantly older than male patients (mean
age: 66.3 vs 60.9, p=0.03). Risk factor prevalence was similar
between genders, although hypertension was more common in
females (44.9% vs 36.7%, p<0.001). In current smokers, the
peak STEMI rate in females was in the 70-79 age range
(233/100,000 pt/yrs) and the 50-59 (458/100,000 pt/yrs) in
males. Across all ages, smokers had a significantly higher acute
STEMI risk with an IRR of 5.11 (CI: 4.83-5.40). Compared
to their non-smoking gender counterparts, females had a sig-
nificantly higher IRR than males (6.62 (CI: 5.91-7.38) vs
4.46 (CI: 4.18-4.76)), and this difference was significant in all
three age groups. The highest IRR was in female smokers in
the 18-49 group at 12.67 (CI: 9.69-16.28), vs 8.47 (CI:
7.50-9.53) in males. The most striking difference between
genders was in the 50-64 group (IRR 11.03 (CI: 9.33-12.96)
vs 4.63 (CI: 4.21-5.08)).

Conclusion Smoking status had a significantly differential effect
between genders, with female smokers at increased risk of
acute STEMI over male smokers by a factor of 1.48. Young
female smokers (18-49) had the highest IRR and were over
12 times more likely to suffer an acute STEMI than their
non-smoking peers. The largest IRR gender difference, by a
factor of 2.38, was in the 50-64 age group.

OLDER (HIGHER RISK) PATIENTS WITH NON-ST-
ELEVATION ACUTE CORONARY SYNDROME (NSTEACS)
HAVE THE MOST TO GAIN FROM INVASIVE THERAPY: A
POPULATION STUDY IN SOUTH WALES 2004-2014

"Maijd Protty*, “Dave Smith, >Arron Lacey, *Phillip Freeman. Cardiff University; *Morriston
Hospital: *Swansea University; *Aalborg University Hospital

10.1136/heartjnl-2017-311726.63

Background and aim Cardiovascular disease is the biggest killer
in Wales, with non-ST-elevation acute coronary syndrome
(NSTEACS) forming the commonest diagnosis. NSTEACS
patients are at risk of death, reinfarction and ischaemia, a risk
that increases as cardiovascular risk (GRACE) increases. Stand-
ard initial medical therapy followed by the consideration of
invasive therapy depending on risk is a proven cost-effective
therapy. However, data from national registries suggest that at
least 60,000 NSTEACS patients per year do not undergo
revascularisation, despite being at high risk. The majority of
these patients are elderly and thus high risk (in terms of
GRACE score), very few of the trials that shape our guidelines
include elderly high risk patients. The aim of our study is to
identify factors that influence selection for invasive therapy,
and to investigate the consequences on net adverse cardiac
outcomes (NACE): adjusted mortality, reinfarction, stroke and
significant bleeding.

Methods Using the Secure Anonymized Information Linkage
(SAIL) databank, we linked hospital data for all patients
admitted to hospitals in South Wales (UK) with a first diagno-
sis of NSTEACS between 2004-2014. Cohorts of patients
undergoing medical versus invasive therapy were identified
and validated by a combination of ICD-10 codes, operation
codes, and linkage to coronary angiography data. Multivariate
analysis was performed to investigate the influence of baseline
characteristics on treatment decisions. Propensity matching —
for a wide variety of baseline characteristics — was carried out
with subsequent Cox regression analysis to show the adjusted
effects of invasive therapy versus medical therapy only.

Results There were a total of 57,964 NSTEACS patients in
the study period. Of these, 20 421 received invasive therapy
and 37 543 received medical therapy only. Medical therapy
patients were older (mean age* standard deviation 74.9
+13.2 vs 65.0=11.7) and more likely to have cancer, anae-
mia, dementia, heart failure, chronic lung, liver and kidney
disease (p<0.05). Likelihood of undergoing invasive therapy
was significantly reduced in patients over the age of 70 (OR
0.62 in 70-80, 0.18 in 80-90, 0.03 in 90+, p<0.05). After
propensity matching between cohorts, net adverse cardiac
events (mortality, stroke, reinfarction, significant bleeding)
were significantly improved for the invasively managed
patients in all age groups. Reduction in NACE were much
larger in the elderly high risk groups that received invasive
therapy.

Conclusion Our study suggests that older higher risk patients
have very low rates of invasive therapy but appear to have
more to gain from this approach (than younger, lower risk
patients), in terms of mortality and morbidity. In the older
higher risk population these results suggest that increased fre-
quency of invasive therapy will lead to reduced short (1 year)
and long (5 year) term mortality and net adverse cardiac
events (NACE).
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QUALITY IMPROVEMENT AND COST SAVINGS
ASSOCIATED WITH AN UPDATE TO THE ACUTE CHEST
PAIN PATHWAY AND INTRODUCTION OF 3 HOUR RULE-
OUT TROPONIN ASSAY IN A BUSY DISTRICT GENERAL
HOSPITAL SETTING
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Introduction Management of acute chest pain involves the
urgent and careful clinical assessement of a patient, to ensure
timely treatment of a potentially life-threatening heart attack
and the identification of other, non-cardiac causes of chest
pain. Troponin measurement is a useful resource in the man-
agement and risk stratification of new onset chest pain. At
Mid Cheshire NHS Hospitals Trust (MCHT) we use the

AccuTnI+3 high-sensitivity ~ Troponin assay by Beckman
Coulter. In line with current European Cardiology Society
(ESC) recommendations, we changed from a 0 and 12 hour
Troponin protocol to a 0 and 3 hour protocol (see figure 1).
We audited this process to determine the effects of safety,
quality and cost to the trust.

Methods We identified all patients coded to have presented to
A and E with chest pain in March 2016 (assessed using the
12 hour protocol) and September 2016 following introduction
of the new 3 hour protocol in April 2016. Clinical records
were then retrospectively analysed and potential cost and bed
savings to the trust calculated.

Results In March (see table 1), 135 patients were assessed for
chest pain in A and E. 5§ patients had positive Troponin on
admission, of which 2 were diagnosed with NSTEMI. 42
patients were admitted overnight in order to assess 12 hour
troponin. All of which were subsequently discharged home on

Algorithm for patients presenting to MCHT with

acute chest pain

Abstract 65 Figure 1

History, ob:d‘:s I)ECG (within 5 ECG monitor, 02, Aspirin
: y 300mg, Prasugreliclopidogrel,
Is this a STEMI? 5 argipsia
= Call CAN nurseicardiology SpR
Grom o s ot 1 RSt Py 2
v No
Review history, 2 ECG within Non-cardiac chest pain.
20 min. No Consider: gastric, pneumonia,
. A A musculoskeletal, PE, dissection
Is this cardiac chest pain? etc.
v Yes/maybe
Are there high risk features? Refer to cardiology: SpR,
Dynamic ECG changes (ST depression | __ 185 spocialist iurse
=1mm, new t wave changes) history of Check Troponin and treat as
crescendo f ACS
i No
Normal ECG or fixed changes
Check 1%t Troponin Yes Treat as ACS
Check 2" Troponin after 3h Monitor
Are they raised? No but ’ Refer Cardiology
At least one must be Trop >40ngA GRACE
i 23%
1snTrop<W:tsig%mease2"Trop o it 5 ”’“‘“,,,‘ im'-
suspbbn reconsider =4
1#1Trop 240ngd and changein 28 Trop | ——— > diagnosis and perfarm 6 hour
»20% up or down troponin assay
If very high result »200ngA and clinical
presentation consistent with M
v No, GRACE <3% and pain free
Home
Consider referral to RACPC or for
functional testing
If first troponin taken =6 hours after
onset of pain and <40ngd, with GRACE
<3% and pain free, considered negative
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