
Abstract

The National Service Framework
for Coronary Heart Disease
(CHD) stated that individuals at

greatest risk of CHD should be identi-
fied. This category included those with
diagnosed peripheral vascular disease.
Despite this, the condition was not
included in the Quality and Outcomes
Framework of the new General
Medical Services contract. This article
looks at the strong evidence to include
peripheral arterial disease in the next
update of the GMS contract, which is
expected in April 2006. It also looks at
what is being done to identify such
patients, and their relative risk com-
pared to other subpopulations at risk
of atherothrombosis. The setting up of
an international register – the REACH
registry is also discussed.
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Introduction
In 2000, the National Service
Framework for Coronary Heart Disease1

highlighted the need for recognition
and management of individuals at
highest risk of cardiovascular events. It
stated: “the first priority is to identify
those at greatest risk i.e. those with
diagnosed coronary heart disease, tran-
sient ischaemic attack, stroke and
peripheral vascular disease.”1 All the
highlighted groups have been targeted

for inclusion in the new General
Medical Services (GMS) contract2 – with
one obvious exception. Peripheral vas-
cular disease alone (or peripheral ar-
terial disease [PAD] as it is now more
commonly known) was lost in the
translation.

As the negotiators prepare to work
towards the first new GMS contract
revision, due for implementation on 1st
April 2006, many GPs, secondary care
physicians and surgeons are hoping
that the wealth of evidence for PAD as
a manifestation of cardiovascular dis-
ease will convince the NHS Confedera-
tion and the GPC to include it in the
revised targets.

So what is the true burden of PAD?

Is it more than just “a pain in the leg”?
The evidence suggests so. Intermittent
claudication, the main manifestation
of PAD, affects about 4% of over 50s3

and 5% of the over 65s,4 but asymp-
tomatic or undiagnosed PAD may
affect up to 20% of over 65s and 30%
of over 85s.4 The most serious local
progression of PAD, critical limb
ischaemia, costs the NHS over £200
million and includes 20,000 new diag-
noses per annum.5

From a population point of view,
perhaps the most important implication
of PAD is that it is a marker for other
manifestations of CVD. Patients with
PAD are at equally high risk of
ischaemic events as those with angina,6

and one survey of patients with PAD
revealed evidence of coronary artery
disease (CAD) in 58% and thrombotic
brain infarction in 34%.7 Patients with
PAD have an accrued mortality rate of
30% within five years, almost 50%
within 10 years and 78% within 15
years (compared with 22% in those
without PAD) – and of these, most
(60%) will die from myocardial infarc-
tion, and a further 12% from stroke.8,9

The REACH registry
Despite all this evidence of cross-risk,
there is still a relative paucity of data on
comparison of risk between subpopula-
tions at risk of atherothrombosis. This,
in turn, hinders a global view and pos-
sibly a truly ‘joined up’ approach to the
underlying disease entity. This lack of
data may be due to a number of factors
including: the tendency for studies to
focus on specific risk factors; the specif-
ic manifestations of the disease; specif-
ic geographical settings (mostly Europe
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and North America); and specific treat-
ment settings (notably high-risk, hospi-
talised patients).

In response to these perceived limi-
tations, the REACH registry has been
set up, and patient recruitment is now
complete. This initiative has been spon-
sored by Sanofi-Synthélabo and Bristol-
Myers Squibb. The registry includes
63,814 patients from 39 countries
(including 622 from the UK), and com-
prises two main populations at high risk
of atherothrombotic events:
● one group with ‘risk factors only’,

defined as patients included in the
global population and presenting
with at least three atherothrombot-
ic risk factors (table 1) but without a
history of an atherothrombotic
event (table 2)

● A second group with a history of a
clinical atherothrombotic event
(table 2).

The primary objectives of the reg-
istry include: 
● evaluating long-term risks (in the

shape of yearly event rate) of
atherothrombotic events in the
global population and in different
subgroups

● comparing outcomes within differ-
ent subject profiles (including evalu-
ation of cross-risk in high-risk indi-
viduals, and defining predictors of
risk for subsequent atherothrom-
botic events).
Secondary objectives include data

collection on:
● treatment strategies used during

the registry follow-up
● data on patient management for

pharmacoeconomic analysis.
It will be interesting to see whether

this exceptionally large registry provides
evidence to expand our knowledge of
the interface between risk factors and
atherothrombotic events. Indeed,
although only preliminary results of the
registry are, as yet, available, they
already suggest that PAD is less well
managed than other manifestations of
atherothrombosis. Jonathan Morrell, a
general practitioner in Hastings, and UK
REACH lead investigator, has comment-
ed: “Baseline results from REACH
already show that UK practitioners pay
less attention to PAD than those from
other countries and they compound
under-recognition with suboptimal lev-
els of intervention to prevent future
vascular events. PAD urgently needs to
be incorporated into the GMS Quality
and Outcomes Framework to fall in line

with established national directives and
guidelines.”

PAD, the GMS contract and
implications for practice 
The issue of cardiovascular disease risk
management in patients with PAD was
discussed at one of our recent practice
meetings, leading to a registrar-led
audit of cholesterol management in
patients with PAD. At the first data set
collection, it was found that while
79.6% of PAD patients had had their
cholesterol checked within the pre-
ceding 15 months, only 33.3% had
a cholesterol measurement below
4.0 mmol/L (chosen as the target for
total cholesterol level for high-risk
patients, in light of the BHS-IV recom-
mendations).10 This was in marked con-
trast to the 72% of patients with CHD
who had total cholesterol levels below
4.0 mmol/L and may reflect the difficul-
ty in implementing stringent targets for
management of CHD risk factors in the
absence of an organised system of care,
despite a commitment to high quality
practice. 

Since this time, computer prompts
have been added to the notes of all
patients with PAD, and a second data
collection will review the outcome.

Conclusion
PAD is an important risk factor for CHD
and there is strong evidence to support
management of patients with PAD as
CHD risk equivalents. However, its
omission from the Quality and Out-
comes Framework of the new GMS

RISK FACTORS

Table 1. Risk factors for atherothrombosis (entry
criteria for the REACH registry)

● Male > 65 years or female > 70 years

● Current smoking > 15 cigarettes/day

● Type 1 or type 2 diabetes

● Diabetic nephropathy

● Hypertension

● Hypercholesterolaemia

● Ankle brachial index < 0.9 in either leg at 
rest

● Asymptomatic carotid stenosis < 70%

● Presence of at least one carotid plaque

Table 2. Atherothrombotic events included in 
the REACH registry

● Documented cerebrovascular disease – 
ischaemic stroke or transient ischaemic 
attack

● Documented coronary disease – angina, 
myocardial infarction, angioplasty/ 
stent/bypass

● Documented historical or current 
intermittent claudication (associated with 
ankle brachial index < 0.9 and/or 
intervention)

Key messages

● Patients with peripheral arterial disease are at equally high risk of ischaemic
events as those with angina

● Patients with PAD have an accrued mortality rate of 30% within five years
and almost 50% within 10 years 

● Baseline results from the REACH registry show that UK general practitioners
pay less attention to PAD than those from other countries

● PAD should be incorporated into the updated Quality and Outcomes
Framework of the new General Medical Services contract
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contract may well reduce the quality of
its recognition and management in pri-
mary care. 

Negotiations over disease areas for
inclusion in the updated Quality and
Outcomes Framework, due to be
implemented on 1st April 2006, are
underway. It is hoped that this omission
can be rectified. In the meantime, there
is a need for better understanding of
the interplay between risk factors for
atherothrombosis. The REACH registry
of more than 63,000 patients world-
wide should go a long way towards fur-
thering our understanding of athero-
thrombosis.
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