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Risk management in patients
with atherosclerosis: the
toothbrush or the drill

Few topics in medicine are supported by so much clinical evidence as the
prevention of new atherosclerotic events in patients who have ex-
perienced a complication of the disease.

With optimal correction of the classic risk factors, including hyper-
tension, smoking, diabetes, obesity, a sedentary lifestyle and dyslipidaemia,
the risk of recurrences can be reduced by 75 to 80%.!2 This may be the most
optimistic estimation, but even if not all risk can be eliminated the reductions
in mortality and morbidity are likely to be significant. The implementation
of these established interventions into practice is likely to be much more
effective at the level of the population than the development of new, better
but costly drug therapies. There is broad consensus among healthcare
professionals regarding the effectiveness of prevention, and there are
guidelines on this subject from American and European professional societies.

Still, secondary prevention is not given a great deal of priority. In ob-
servational studies in several Western European countries, including the
Netherlands, a large proportion of patients who are eligible for preventive
measures were found not to be receiving adequate counselling or medi-
cation from their specialist.* The problem extends across all medical and
surgical specialities that treat patients with atherosclerotic disease, including
neurology, vascular surgery, internal medicine and cardiology. In a wider
perspective, the problem includes primary prevention. Preventive measures
in high-risk subgroups, including the modification of unhealthy lifestyles,
are highly effective investments in the future health of these individuals,
and these interventions are more cost-effective than the high-cost treat-
ments that we are currently offering patients in the late stages of established
atherosclerotic disease. As these high-risk individuals frequently have
subclinical but detectable arterial disease, it has been argued that the terms
‘primary’ and ‘secondary’ prevention are in fact inappropriate. Thus, the
term ‘risk management’ may be preferable.

The reasons why clinicians perform better in curative medicine than in
prevention remain largely unknown. Explanations that are suggested in the
literature include lack of time, lack of discipline, lack of interest and lack
of incentive.* In contrast to the care that is directed at the chief complaint
of the patient, preventive actions receive less appreciation from patients and
little or no remuneration from those who pay us for our services. The situation
may be compared with the field of dentistry. Filling cavities is rewarding,
counselling on oral hygiene is not. But here too, the drill is an unfortunate
necessity that may be avoided by a healthy lifestyle and daily preventive
measures. Similar to brushing your teeth, which is now widely accepted,
the notion of daily care of one’s arteries would be quite appropriate.

Given the general focus on curative interventions it may be more effective
to start, at an institutional level, structural and uniform programmes of
guideline implementation which are less dependent on the individual
physician’s initiative. Randomised studies have shown such programmes
to be feasible, and they can be effective even in elderly patients.® In type 2
diabetic patients randomised to a structured programme of coaching and
secondary prevention, the incidence of acute myocardial infarction, stroke
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and mortality was reduced by no less than 50% in eight years compared
with a group receiving regular clinical care.® The extent of the intervention
in these studies may be difficult to copy in daily practice; however these
figures do demonstrate that structured prevention can lead to significant
reductions in clinically relevant ‘endpoints’.

In addition to randomised trials, observational data are also available.
In the western United States, around 30 medical centres are associated with
the financial structure of the Kaiser Permanente Health Maintenance
Organisation. This HMO boasts an ambitious programme of standardised
care and preventive medicine, which includes reminders (prompts on the
computer screen) about preventive treatments each time a patient is seen
by a physician from one of these institutions. Adherence to the guidelines
is rewarded, underperformance may lead to reduced financial compensation.
Compared with other institutions in California, heart disease mortality is
30% lower in Kaiser Permanente institutions.”

An alternative approach is to create nurse-led clinics for atherosclerotic
risk management. Nurse practitioners have been successfully introduced
in the care of diabetics, HIV patients and heart failure patients. Legally,
these nurses act under the responsibility of the physicians who have
authored the protocols. Recently, a randomised study demonstrated a
mortality benefit within one year from a nurse-led heart failure clinic
compared with regular care.®

In the Netherlands, nurse-led risk management programmes have been
started in several hospitals. They may be part of the department of cardiology
or they may be based on a multispeciality collaboration. All programmes are
currently dependent on grants and sponsoring. In this country, there is no
fee for patient visits to nurse practitioners. Consequently, long-term continuity
is as yet insecure. As in many other examples, the financial structure of our
medical system lags behind the innovations that are introduced into practice.

In every medical institution, the issue of preventive management of patients
with atherosclerotic disease should be addressed. The Netherlands Heart
Foundation supports the development of standardised care of patients with
atherosclerosis, and is preparing a conference on the subject for the second
quarter of 2004. Some centres may prefer to combine a risk management
clinic with a ‘vascular clinic” which offers streamlined curative care for vascular
patients in general. Other centres may decide to create a dedicated risk
management clinic, led by nurses, physicians or both. These choices will
depend on local circumstances and preferences. Most importantly, however,
risk management should be given appropriate priority. m

R.J.G. Peters.
Department of Cardiology, Academic Medical Centre, Amsterdam.
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