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LEARNING OBJECTIVES

On completion of this presentation, participants should be able to:

1. Report the known gaps and barriers to evidence-based post-acute 
coronary syndrome (ACS) care in Canada.

2. Describe the CCS Secondary Prevention Pathway (SPP) for post-
ACS care.

3. Determine if there is a need for the SPP in their practice setting as 
well as any challenges or barriers to its introduction.



AGENDA

Topic Duration Speakers

Welcome & Introduction 3 mins Shaun Goodman
Case Study 3 mins Shaun Goodman

Barriers to Implementation & 
Perspectives of People with Lived 

Experience

7 mins Jacob Crawshaw

Development of the CCS Secondary 
Prevention Pathway

7 mins JD Schwalm

Phase 1: At Discharge 5 mins Palki Bhatt
Phase 2: Early After Discharge 5 mins Claudia Bucci

Phase 3: Longer-Term Follow-Up 5 mins Noah Ivers
Q &A 10 mins All
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Meet James*

• James is a 62-year-old smoker, who lives in a semi-rural town. 
He is married with a modest income and no private 
medication coverage.

• James had a STEMI with a stent placed. 

He is stable and going to be discharged.

*James is a fictional patient but represents what many patients

face, including our patient partner



James has a lot on his plate …

A short hospital stay 
with limited time for 

education

Often Discharged 
within 48 hours

A new chronic 

disease with many 

questions

Where does he 

reliably get info? 

At least 5 new 
medications:

-Side effects

-Refills

-Benefits/risks

Access to:

-Family physician (if 
he has one)

-Specialist

-Cardiac rehab

Adjusting to life 

post-MI:

-Confidence

-Mental Health

-Back to life, driving, 
work, etc



Is James’ Situation Unique?
• Burden of Heart Disease in Canada

In 2015/16

≈2.4 M 
had ischemic heart disease

≈800 K 

were living with the effects of a stroke1

CVD is the #1 cause 
of premature mortality and healthcare utilization 

among women3

In 2016

1 in 3 
deaths was due to heart conditions, stroke

or vascular cognitive impairment2

1 person dies every 5 minutes
from heart conditions, stroke

or vascular cognitive impairment2

1. CCDI Steering Committee. Health Promot Chronic Dis Prev Can. 2018; 38: 385–390. 

2. Heart & Stroke Foundation of Canada. (Dis)connected: How unseen links are putting us at risk.                                
https://www.heartandstroke.ca/-/media/pdf-files/canada/2019-report/heartandstrokereport2019.ashx.

3. Jaffer S et al. Can J Cardiol Open. 2021; 3:1-11. 

CVD=Cardiovascular Disease 

CVD is the 2nd leading cause of death, after cancer1



Barriers to Implementation & 

Perspectives of People with Lived 

Experience

Jacob Crawshaw

Ottawa Hospital Research Institute



• Study design:
• Qualitative study using semi-structured interviews

• Participants (n=26):
• 14 patients (post-STEMI, discharged within 3 months); 8 healthcare providers

(cardiologists, internists, nurse, pharmacists); 4 system leaders (administrative &
clinical); regional cardiac network in Ontario

• Frameworks:
• Theoretical Domains Framework (TDF) – patient & HCP behaviours;

Consolidated Framework for Implementation Research (CFIR) – organizational &
system-level barriers

• Analysis:
• Directed content analysis, compared perspectives across groups



Results

"I had to drive 40 

minutes to attend 

rehab, which made 

it harder to commit 

weekly." (Patient 

#12)

"Good ideas always 

come up. We also 

do implementation 

projects, but then 

what happens is 

somehow it doesn't 

translate to 

necessarily 

sustained, funded 

activity." (Leader #4)

"We don’t have a 

pharmacist in our 

secondary 

prevention clinic, 

which I think is a 

disservice to 

patients." (Provider 

#2)

"We need a more 

structured process to 

ensure that patients aren’t 

lost to follow-up after 

discharge." (Leader #1)

"If we had more structured 

follow-up post-discharge, 

our goal could be to 

reduce readmissions, but 

there’s no clear strategy 

on how to implement 

that." (Leader #3)



Opportunities to Rethink the Patient Journey…



Development of the CCS Secondary 

Prevention Pathway

JD Schwalm

McMaster University & Hamilton Health Sciences Centre



What proportion of patients, like James, will be taking their 
class-I indicated secondary prevention medications at 18 
months post-myocardial Infarction?
1. <40%
2. 41-60%
3. 61-80%
4. 81-100%

Polling Question



Evidence-Practice Gap-Provincial:

18000 patients

>65 yo

=Free Meds



• Use of CV medications for secondary prevention by country economic status1

An International Evidence-Practice Gap:



What proportion of eligible Canadian patients 
participate in Cardiac Rehabilitation Programs post-MI?

A. < 20%

B. 21-40%

C. 41-60%

D. > 60%

Polling Question

As few as 34% of eligible Canadian 

cardiac patients participate in a CR 

program (Grace et al. 2014)



McAvoy JW et al. 
European Heart Journal 

(2024) 00, 1–13

Secondary prevention is sub-optimal as a whole…



Guidelines

James is about to encounter many challenges…

Clinical practice 

Only 50% of 

patients are 

referred to cardiac 

rehab1 and less 

attend

Only 40% used 

antiplatelet drugs4 

Only 66% of 

people used 

statins post 

discharge4 

Less than 30% of 

patients are taking a 

statin at recommended 

intensity3

Early discharge (48 hrs)-little 

time for education and 

medical optimization

21

More than 30% of patients 

are off their cholesterol and 

blood pressure medications 

by one year2

1 in 4 Ontarians 

without family 

doctor by 2026

Fragmentation of communication between 

Hospital to Outpatient

1. Peterson ED et al. JAMA 2006;295:1912-20.

2. Noah M. Ivers, J.-D. Schwalm et al. CJC 2013

3. Pearson, G.J et al .CJC 2021
4. Yusuf S et al. Lancet 2011

5. Hess et al. Circulation 2013

Hospital Readmission up 

to 18% at 30 days5



EVIDENCE

CCS Secondary Prevention Pathway

PRACTICE



• Initiated in 2023 to support implementation of:

• CCS Guidelines and CPUs (Dyslipidemia, Antiplatelet, Fitness to Drive, Smoking
Cessation etc.)

• Other relevant guidance documents (e.g., Canadian Association of
Cardiovascular Prevention and Rehabilitation Guidelines, and other society
guidelines).

• Led by a multidisciplinary working group of researchers, clinical experts, people with
lived experience, and representatives from Ontario Health and industry to:

• Refine and finalize the pathway

• Support implementation of the pathway at two sites in Ontario

CCS Secondary Prevention Pathway (SPP)



Working Group Members 



• Improve guideline-directed medical therapy post-heart attack

• Improve equitable access to care post-heart attack

• Improve guideline recommended follow-up post-heart attack by:

• Collaborating with Ontario Health to increase cardiac rehab

referral, attendance and completion

• Optimizing transitional care from Hospital to Home

• Considering the patient journey and fostering patient education

Objectives



SPP Development and Implementation Process 



27



SPP Resources



Patient Pathway
Goal: Create a Secondary Prevention Patient-Facing Tool

1. Foundation & Synthesis

Input from:
▪CCS Pathway (HCP

focus)
▪Literature Review
▪Inventory Database

Output:
▪Initial Draft Tool

2. Iterative Refinement

3 Rounds of Feedback:
1. Health & Research

Professionals
2. 10 ASCVD Patients
3. CCS Working Group

Graphic Designer version 
developed.

3. Finalizing & Launch
Worked with PIVOT using 

User-centred and Life-
centred Design to 
improve the tool.

Further ASCVD Patient 
Review, Revision, then 
Launch!



Phase 1: At Discharge

Palki Bhatt

McMaster University



Getting James Ready for Discharge

He is given a prescription 
for DAPT, statin for 3 

months. 

His blood pressure is too 
low to start an ACE or BB 

He is given a paper with 
discharge instructions and 

told about driving 
restrictions

He was told to stop 
smoking

His wife is unable to attend 
discharge teaching

He is asked to follow up 
with his primary care 
clinician in 2 weeks 

He is referred to Cardiac 
Rehab



GETTING JAMES READY FOR DISCHARGE

“The stent fixed my 
problem. I don’t think I’ll 
need all these pills in the 

long term”

“ I feel like I’m in 

the dark about 

what happened” 
“We don’t have medication 

coverage, but will figure 

something out”

“We just don’t have 

time to talk about diet, 

smoking, activity with 

every patient”

“ He’s looking really 

down, how am I 

going to help him?”
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Limited access to 
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Provide information to patients and carers about the care plan and recommended interventions 

Most Responsible Clinician 

Foundational Practice 

I. Review importance of
medication adherence

Goals 

• Provide clear instructions on the
importance of taking medications
as prescribed

2. Review prescriptions • Explain indication, current and
goal dosage, timing and potential
side effects of each medication
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3. Discuss risk of • Discuss the importance of not discontinuing medications before consultinf

medication discontinuation a healthcare provider

I I . Social and mental health • Screen for depression, anxiety, and other psychosocial issues, and refer to
if appropriate (ResourceJ)
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Foundational Practice 

8. Assess patient's ability to

access medications

9. Ensure adequate duration

of prescription

Goals 

• Assess patient's ability to pay for medications and identify barriers to patient accessing medications,. including

nicotine replacement therapy (Rilsoun:ei F) 

• Refer to social work for assistance as needed
Mos1: Responsible Clinician 

• Provide initial prescription of

3 months with repeats for

12 months to ensure con ti nuou s

access and improve adherence
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Ensure clear communication, documentation, as well as patient and carer engagement 

Foundational Practice 

I . Use clear verbal and 

written communication 
to provide information 

and instructions 

4. Evaluate the patient's

understanding of their

condition and management

5. Engage family members

and carers

Goals 

• Use verbal and written

communication for discharge
instructions, prescribed

medications, follow-up

appointments, and indications

to return to hospital

• Assess patients

understanding of their discharge

instructions and their readiness

for self-management before
discharge (Resource K) 

• Allow sufficient time for patient

and carers to ask questions

• Include family members and

carers in discharge instruction

Most Responsible Clinician 
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What if this patient did not have a primary 
care clinician (PCC)?

For patients without a PCC: 

Pathway care planning, interventions, and follow-up should be provided 
by an alternative clinician such as a cardiologist/internist 

OR 

Hospital-based clinic (nurse practitioner, pharmacist or physician-led 
clinic), 

OR 

Cardiac rehabilitation program.



Phase 2: Early After Discharge (1-4 weeks)

Claudia Bucci

Pharmacist

Sunnybrook Health Sciences Centre



62-year-old Patient with STEMI

• At 1-2 weeks after discharge:

-He is tolerating medications but has questions

-There is a need for dose titration or drug initiation ie. BB, ACEI

- He has not seen his family doctor yet

-There is no scheduled appointment with a cardiologist or internist

- He has started smoking again



Undertreatment and Outcome Data

Ho M, Spertus J, Masoudi, F.  Arch Intern 
Med 2006

• Stopping meds is independently
correlated with higher mortality at one
year

Jackevicius C, Mamdani M, Tu J. JAMA 
2002;288:462-467

• Two-year adherence rates were 40.1% for
ACS, 26.1% for chronic CAD and 25.4% for
primary prevention



Early After Discharge - Goals

1. Patients are discharged after a short hospital stay on several new medications.

Goal: New medications should be reviewed early after discharge

2. Some patients don’t have a primary care clinician
Goal: Ensure primary care follow-up is arranged

3. Initial follow-up with a cardiologist or cardiac rehab can be delayed

Goal: Ensure cardiologist follow-up arranged and cardiac rehab referral made

4. There is a need to titrate some medications, assess adherence and side effects
Goal: Ongoing medication recommendations and relevant laboratory and BP monitoring 



The Role of Pharmacists

• Improved medication optimization
• Adherence
• Dose titration

• Tolerability
• Patient education

• Improved access to healthcare providers

• Improved outcomes



1-4 Weeks After Discharge: Tasks

1) Follow up with PCC or alternative at 2 weeks post discharge  (assess for and

educate about symptoms)

2) Encourage Rehab referral is made and reinforce the importance of attending

the program

3) Ensure referral to cardiology/internal medicine is made for follow-up after 1

month post discharge

4) Assess for and educate about symptoms

5) Repeat labs as indicated

6) Titrate meds to target and assess adherence and side effects
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Context: The Primary Care Crisis

6.5M
Canadians Without 

Primary Care

Approximately 6.5 million Canadians 

lack consistent access to a regular 

provider.

↑
Growing Complexity

Patients present with multiple chronic 

conditions, overlapping social needs,  

and growing expectations.

Provider Burnout

Increasing administrative tasks detract 

from direct care and contribute to rising 

burnout.

↑



62-year-old Patient with STEMI

• It’s now 75 days after discharge:

 -He needs refills of his medications. His BP isn’t at target today.

AND

 -He has muscle aches and is worried it’s from the statin. 

AND

 -His daughter is having a mental health crisis which means he has to 
help with his grandkids, AND his knee hurts, AND he really needs to get back to 
work as finances are tight. These things are making it difficult for him to do rehab 
and are really stressing him out AND he hasn’t been able to quit smoking yet.







Moving Forward

BUILDING TRUST CLARITY ON ROLES 
AND TASKS

OPEN LINES OF 
COMMUNICATION



Pathway Scale and Spread

JD Schwalm

McMaster University & Hamilton Health 
Sciences Centre



Visit https://ccs.ca/guidelines/ccs-

secondary-prevention-pathway  to 

access: 

CCS Secondary Prevention Pathway

Bhatt, P., Wright, M.K., Gall Casey, C., Bucci, C., Ivers, N., 

Schwalm, J.D. on behalf of the Canadian Cardiovascular 
Society Secondary Prevention Pathway Working Group 

(2025). Closing the Practice Gap in Secondary Prevention 

after Acute Coronary Syndromes: A Provincial 
Implementation Pathway.  Canadian Journal of 
Cardiology. https://doi.org/10.1016/j.cjca.2025.10.016 

https://ccs.ca/guidelines/ccs-secondary-prevention-pathway
https://ccs.ca/guidelines/ccs-secondary-prevention-pathway
https://ccs.ca/guidelines/ccs-secondary-prevention-pathway
https://ccs.ca/guidelines/ccs-secondary-prevention-pathway
https://ccs.ca/guidelines/ccs-secondary-prevention-pathway
https://ccs.ca/guidelines/ccs-secondary-prevention-pathway
https://ccs.ca/guidelines/ccs-secondary-prevention-pathway
https://doi.org/10.1016/j.cjca.2025.10.016
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