Editorial

Ensuring access to invasive care for all patients
with acute coronary syndromes: beyond
our reach?
Ian A Scott1,2

We need to ensure that those who need care most
receive it

C

oronary artery disease (CAD) remains the leading cause of
death and disability in Australia, with suspected acute coronary syndromes (ACS) being the most common reason for
acute presentation to hospital.1 A substantial body of evidence supports the early use of invasive care — coronary angiography and, if
appropriate, revascularisation (either by percutaneous coronary
intervention [PCI] or coronary artery bypass grafting [CABG]) — in
patients presenting with ST-elevation myocardial infarction to
reduce mortality and re-infarction rates.2 Evidence and expert
opinion also favour invasive management of patients with high risk,
troponin-positive non-ST-elevation ACS (NSTEACS).3,4 In patients
with stable CAD, there is no evidence for any beneﬁt from invasive
care if optimal medical therapy is administered.5 Access to invasive
care should be in accordance with clinical need, and this is likely to be
greater in populations with a higher prevalence of CAD, CADrelated deaths, and coronary risk factors.
In this issue of the MJA, a large ecological study encompassing the
entire population of 61 (former) Medicare Locals and using information from several databases identiﬁed associations between
socio-economic, geographic and chronic cardiovascular disease
factors and ACS incidence and mortality rates.6 Chew and colleagues also examined whether rates of invasive care (coronary
angiography being the key measure) were correlated with indicators of disease burden, access to care, and clinician practice.
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The study had some limitations. Data were analysed and associations
between different variables (presumed to be linear) deﬁned at the
population rather than at the individual level; data on private hospital
admissions were missing for three of eight state or territory jurisdictions; rates of ACS, invasive care and CAD-related deaths were only
adjusted for age and sex, not for other risk factors or measures of
disease severity; the likelihood of a patient with suspected ACS
receiving coronary angiography was based on a relatively small national snapshot audit (n ¼ 4398) from 8 years ago;7 the timing of
invasive care after the ACS event was not provided; and rates of noninvasive co-interventions for ACS were not included in the analysis.
Despite these limitations, some of the key ﬁndings are interesting.
Rates of angiography and of ACS were only weakly correlated, with
no correlation between ACS and PCI rates; these trends were most
evident in non-metropolitan areas where CAD mortality was
highest. While ACS rates varied 3.7-fold between Medicare Locals,
angiography rates varied 5.3-fold. The strongest predictor of angiography being undertaken was admission as a cardiac patient to a
private hospital (71 additional angiograms per 1000 admissions),
despite lower rates of ACS among private patients, suggesting that
many procedures were for non-ACS indications. Coronary revascularisation rates as a proportion of angiography rates varied

between 17% and 61%; higher angiograms rates were associated
with reduced likelihood that revascularisation followed. There was
a reasonably strong positive association between rates of ACS and
CABG, suggesting that less invasive PCI is more vulnerable to unwarranted use. Depressingly, the study also reconﬁrmed the higher
ACS rates in non-metropolitan locations where the prevalence of
smoking, obesity and chronic cardiovascular disease is higher.
The disparity between rates of invasive care and those of ACS and
overall CAD burden probably means that some patients are
receiving interventions they do not need, while, more worryingly,
patients who have real need for them are missing out. Without data
on clinical indications and criteria of appropriateness for individual patients, overuse cannot be distinguished from underuse.
Nevertheless, such variations in invasive care, seemingly unexplained by variations in clinical indications, are of concern, especially as they have been documented since 2005.7-11
So why is universal access to invasive care according to need
seemingly beyond our reach? It is not for want of trying on the part
of national professional bodies that develop, disseminate and
promote evidence-based recommendations and implementation
frameworks.12 The answer lies with front line health care delivery
systems. Cardiology service networks at the state level should
collect data on ACS incidence and rates of invasive care in public
and private facilities, identify locations where the mismatch is
greatest, and seek to understand and mitigate the relevant factors.
Networked, hub-and-spoke support systems of rapid diagnostic,
referral and transfer procedures are needed, whereby patients with
ACS presenting to any emergency centre have rapid access to
invasive care in angiography-capable facilities, in accordance with
clinical indications and socio-cultural context, and without logistical barriers.13,14 Hospitals should report on their provision of
appropriate ACS care according to agreed care standards and data
collection methods, for benchmarking against peers and sharing
improvement strategies.15
Invasive care prevents about 10% of all CAD-related deaths,
whereas medical treatments and reducing risk factors account for
at least 80% of saved lives.16 As Chew and colleagues report, a
higher probability of undergoing coronary angiography was
associated with only a modest reduction in ACS mortality rates
(three fewer deaths per 100 000 population for each 10 percentage
point increase in likelihood of angiography). The maximal gain in
lives saved after ACS onset will require optimisation of all care
modalities along the entire patient trajectory. However, while noninvasive care is not consistently employed across Australia,7-10
differences in the use of invasive care are more marked and
cannot be allowed to persist into the next decade.
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