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Cardiovascular disease is a major cause of morbidity and mortality in Scotland.  With 
an increasing prevalence of non-communicable disease and available therapeutic 

options, referrals to the Lipid Clinics have increased over time. 

NHS Greater Glasgow and Clyde Clinical Guideline (GG&C) for primary and secondary 
prevention cardiovascular disease (CVD) guidelines advise referral to Cardiovascular 

Risk clinics for a genetic screening for familial hypercholesterolaemia if total cholesterol 
>7.5mmol/L and CVD in 1st degree relative aged <60 years or total cholesterol 

>9mmol/L without family history, similarly to similar to National Institute for Health and 
Care Excellence (NICE) guidance for primary and secondary prevention of 

cardiovascular disease. NICE also advise urgent specialist review for triglycerides 
>20mmol/L that are not due to excess alcohol or poor glycaemic control or routine 

specialist advice if triglycerides are consistently >10mmol/L despite review for potential 
secondary causes(1). NHS GGC advises checking liver function tests, urea and 

electrolytes, thyroid-stimulating hormone and HbA1c before referrals (2). 

The quality improvement project (QIP) looked at all referrals arriving to the WACH Lipid 
clinic, which is held weekly, and is covered by 1.5 consultants. This clinic covers a 

large area of Glasgow, with a varied demographic and socioeconomic groups. 

Ultimately, the aim of the QIP was to evaluate performance, while also assessing how 
to potentially optimise service delivery.
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There were three major aims of this quality improvement project:

1) to assess the main reasons for referral to the lipid clinic 
2) To assess general quality of referrals and how this could be improved 
3) to collect data to for future service delivery planning and optimisation

The aim of this poster is to highlight the preventable causes of 
cardiovascular disease based on the referrals received

Aims:

Methodology:
For a period of 6 months – 1st January 2022 to 31st June 2022, all referrals to a single lipid 

clinic (West Glasgow Ambulatory Care Hospital clinic)  were evaluated prospectively 
according to pre-set criteria. Patient data, referral content, and patient management 

decision was collected primarily from Clinical portal using referral letters, clinic letters and 
blood results.

Exclusion criteria: Repeat referrals, Referred to wrong site, Referral to wrong speciality

Demographic data: Age, Sex, Postcode, BMI

Health status data: This had the most information, and data was collected on:
• Smoking status, (divided into current smoker or non-smoker/ex smokers),  Alcohol 

intake (<14units, 14-21 units, or >21 units weekly).  
• Lipid values: Based on the values at referral
• HbA1c: Divided into <42mmol/molHb (normal), 42-48mmol/molHb (impaired glucose 

tolerance), 48-56mmol/molHb (well controlled diabetes), >56mmol/molHb (uncontrolled 
diabetes potentially effecting lipid profile)

Secondary causes tested for/excluded. Family history, TFTs, Albumin:creatinine (ACR) 
ratio if serum albumin low, HbA1c, BMI

Clinic parameters: Reason for referral were coded into 9 categories: 

Clinic outcome: Recommendations for management was also coded into 9 categories

Similar data was collected from another site, however is not presented in this poster

BMI Range (n) %

15-19.9 1 1.3

20-24.9 17 21.3

25-29.9 34 42.5

30-34.9 20 25.0

35-39.5 8 10.0

Total 80 100.0

Category (n) %

Smokers 12 23

Non-
smokers 40

77

Total 52 100

Category (n) (%)

<14 units 48 77

14-21 units 5 8

>21 units 9 15

Total 62 100

Body mass Index:

Smoking status:

Alcohol intake

77.5% of the patients 
referred had a BMI over 25 

and were classified as 
overweight or obese.

23% of patients were 
classified as smokers

23% of patients drank 
alcohol to the excess of the 

recommendations

Hypercholesterolaemia off treatment 35

Hypercholesterolaemia on treatment 20

Lipid lowering therapy intolerance* 12
Mixed dyslipidaemia off treatment 18

Known Familial 
hypercholesterolaemia

5

Mixed dyslipidaemia on treatment 20

Hypertriglyceridaemia off treatment 0

Hypertriglyceridaemia on treatment 0
Other reason 5

Total 115

Reasons for referral

Recommendations:

Secondary 
cause:

Number of 
patients (n)

% of total

HbA1c 61 53.0
TFTs 71 61.7
Albumin 101 87.8
BMI 74 64.3
Alcohol 
intake

44 38.2

All 
secondary
causes 
assessed

23 20.0

Total 115 100%

Assessment of secondary 
causes

1) Service development should be done in partnership with a primary care working group:
The majority of referrals were from primary care, with a minority from secondary care. This 
suggests that service development should be primarily considered with this group in mind, 
and ideally done in partnership with GPs.

2) A referral sheet is advised to streamline referrals and ensure patients are 
comprehensively assessed:
80% of patients were referred with incomplete data. This results in an inefficient use of 
resources by both the lipid clinic (who then have to write back asking for more 
information), as well as primary care who may have to review the patient again. A referral 
sheet is advised to streamline referrals and ensure patients are comprehensively 
assessed.

3) Weight loss services need to be grossly expanded. 
77.5% of our patients had an increased BMI, which very likely contributed to their 
dyslipidaemia. According to 2017 data, 2/3 of people in England and Scotland are 
overweight and obese. Without drastically increasing access to these services, the 
incidence and prevalent of noncommunicable disease will continue increasing – whether 
diabetes, dyslipidaemia or cardiovascular disease. Managing these diseases in secondary 
care is not feasible.

4) Community dieticians/basic healthy lifestyle advice needs to be accessible.
For a minority of patients, while their BMI was adequate, their diet was still unhealthy and 
did not meet recommended intake of fruit, vegetables, fish etc. While there is an emphasis 
on weight loss, greater access to healthy eating advice is recommended. We were unable 
to access community dieticians through are clinics.

5) Clear guidance on management of statin intolerance should be available, to allow easier 
treatment of patients with cardiovascular disease who may be intolerant to recommended 
statin doses. This would include off label treatment with low dose rosuvastatin, and 
increased use of ezetimibe and other agents.

6) Scotland as a whole may benefit from a single comprehensive plan to tackle non-
communicable disease across hospital specialities and health boards, allowing a more 
upstream approach to tackle the sources of these problem. 
The modern diseases of lifestyle rarely respect a single medical system. General 
practitioners are too busy to have enough time to spend with individual patients to 
overhoal their life. 5% of the healthcare budget of the NHS as a whole is spent on 
prevention, which is insufficient for the modern landscape of disease 
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