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Conclusion Our study suggests that loss of SMAD3 could pos-
sibly present a key event in the pathophysiology in PAH and
restoring this pathway may provide therapeutic intervention.
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Introduction The Rapid Access Chest Pain Clinic (RACPC) tar-
gets rapid investigation, symptom relief and improved out-
comes for patients with potential coronary artery disease
(CAD). NICE recommends CT coronary angiography (CTCA)
first line for all new onset chest pain patients without known
CAD, unless pain is non-anginal with a normal ECG.

Getting It Right First Time reviews variations in service
delivery to improve care, outcomes and efficiency. The
RACPC pathway may be compared with 2 week wait cancer
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services, where investigation follows GP assessment prior to
considering secondary care review.

In an era of assessing existing pathways to improve the
patient journey, treatment and efficiency, this study aimed to
test the hypothesis that an upfront CTCA strategy is feasible
and safe for GP referrals to RACPC.

Methods A single-centre retrospective review of consecutive
RACPC GP referrals September-October 2019, excluding
known CAD or unavailable notes. An upfront CTCA follow-
ing ‘referral based triage’ strategy (figure 1) was compared to
existing face-to-face review and decision making. An analysis
of referral content was made to facilitate safe central triage
and cross-referenced with RACPC review and management.
Time to diagnosis and hospital encounters were compared.
Results 107/172 patients met review criteria: median age 60
(IQR 22); 52 (49%) male. GP Referral vs RACPC: Table 1
compares GP referral and RACPC findings. Of referrals with-
out CAD history, no prior CAD was identified at RACPC
review. All murmurs at referral were confirmed at RACPC. 17
(16%) patients had murmurs newly identified at RACPC
though none had =moderate disease.

Actual management vs hypothetical pathway: 74 CTCAs
were requested via RACPC vs 61 via a hypothetical pathway,
the difference relating to requests outside of NICE guidance.
This would extrapolate to a reduction of 78 CTCAs annually.
Upfront CTCA cuts the time from referral to RACPC (median
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Abstract 187 Table 1

Characteristics of GP referral documentation vs RACPC review

Characteristic GP Referral (%) RACPC (%)
Demographics 100 n/a
CAD history documented 93 100
Risk factors documented 92 100
Presence/absence of murmur 100 100
commented on

Chest pain category:

Typical 35 24
Atypical 85 45
Non-anginal 30 25
ECG present 100 n/a

27 days [IQR 16.5]). Actual median time from referral to
diagnosis combining all investigation pathways was 77 days
(IQR 28), or 81 days (IQR 25) for obstructive CAD. This
reduced by a median 22 days with the hypothetical pathway.
23 (21%) patients with actual RACPC management had no
CAD identified, representing pathways where 1 encounter
(CTCA) may have been sufficient, which extrapolates to 138
less RACPC appointments annually (£21,666 in current NHS
tariffs). 32 (30%) patients had non-obstructive CAD and were
discharged via letter.

Conclusion A novel pathway with a referral-based triage to
upfront CTCA = subsequent RACPC would have been safe
and efficient. The modelled reduction in hospital encounters
would be cost effective and, importantly, enable the RACPC
to review risk factors after identification of non-obstructive
CAD. This improves treatment for a key group at risk of
future events, particularly in those with aggressive CAD phe-
notypes on CTCA, whilst streamlining patients with obstruc-
tive CAD.
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Introduction Familial hypercholesterolaemia (FH) is an under-
diagnosed inherited disorder which confers substantial risk of
premature cardiovascular disease. Over 90% of those with FH
in the UK remain undiagnosed. Its importance was acknowl-
edged in the 2019 NHS long term plan with an aim to iden-
tify 25% of FH patients by 2025. Patients with FH may
present with an early acute coronary syndrome (ACS) which
may represent the first opportunity for diagnosis. Identification
of possible FH in this cohort enables specialist follow up, mit-
igation of risk and investigation of family members via cascade
testing. We evaluated local disease burden, assessment of dysli-
pidaemia and identification of possible FH in a retrospective
single centre review.

Methods A retrospective review was conducted of patients pre-
senting with premature ACS to Royal United Hospitals Bath
over a l-year period.

Results We identified 96/573 (17%) patients who presented
with ACS under age 60. Although 77/96 (80%) patients had
cholesterol measured within 24 hours, only 13/96 (14%)
patients had a full lipid profile checked. 14/77 (18%) had a
total cholesterol >6.0, of whom 4/14 (29%), 4/14 (29%) and
7/14 (50%) had investigation for hypothyroidism, diabetes or
alcohol excess respectively, as secondary causes for hypercho-
lesterolaemia. 5/14 (36%) patients with total cholesterol >6.0
had a family history taken with ages of relatives at onset of
CVD; 4/5 (80%) of those asked had a family history of pre-
mature CVD. Upon review of high risk cases, 8 were deemed
appropriate for referral to lipid clinic, while a further §
patients may have warranted referral in the presence of a sig-
nificant family history, but this information was absent in the
medical notes. A decision to refer to lipid clinic was docu-
mented in 4 patients’ notes, although only 2 referrals were
received.

Conclusion We identified missed opportunities in the identifi-
cation of genetic dyslipidaemia (including FH) within a high-
risk population. Further investigation through referral to lipid
clinic was limited by a number of factors. Limited details of
family history, particularly in patients with significant dyslipi-
daemia, is likely to contribute to under-identification of FH.
We identified variable risk stratification and reduced clarity on
the accepted threshold for referral to lipid clinic as key bar-
riers to appropriate diagnosis. We propose the introduction of
a degree of protocolisation through an ‘ACS proforma’ and
‘lipid clinic referral decision aid’ to facilitate appropriate iden-
tification, assessment and management of patients with possi-
ble FH.
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Introduction Chest pain is a common presentation in primary
care with many patients recorded with non-cardiac chest pain
(NCCP), i.e. chest pain either unattributed to a cause or
recorded with a non-cardiac reason. The relative prevalence of
potential causes of NCCP in these patients and how these are
related to risk of future cardiovascular disease (CVD) remains
unclear. The aims of this study were to: (i) identify the
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