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Cardiovascular disease (CVD) 

• Leading cause of death in New Zealand, accounting for 35% of deaths 
annually. 

• One in 20 adults have been diagnosed with CVD –280,000 people.

• IHD death and hospitalisation rates continue to decline in all ethnic groups 
in New Zealand, but the decline in mortality was slowest in Pacific people, 
particularly Pacific women. Māori and Pacific people also have 
disproportionately high rates of IHD mortality compared to hospitalisations, 
suggesting poor access to care. 

• More effective strategies are required to improve both access to CVD 
prevention and to acute care for these population groups.

Grey et al (2018) Trends in ischaemic heart disease: patterns of 
hospitalisation and mortality rates differ by ethnicity (ANZACS-QI 21)



CVD

Much of the CVD burden and mortality can be traced back to four adverse health behaviours:

• smoking, 
• poor diet, 
• elevated body mass index, 
• sedentary lifestyle 

and three major risk factors 

• hypercholesterolemia,
• hypertension, 
• diabetes

• Ideal cardiovascular health defined as having all seven factors at goal is very rare among US 
adults. 

• ~87% of middle-aged US adults and ~ 95% ≥60 years old meet ≤4 of these health metrics.



Its more than that, of course

We need to also….

• Reduce socioeconomic inequities and mitigate the effects of poverty

• Address CVD risk factors & the obesogenic environment

• Improve access & quality of care along entire CVD pathway

• Encourage regular monitoring of progress through up-to-date reporting of 
trends by ethnicity

• Take advantage of the strengths of communities



90 % of New Zealanders who are in the NZ Guidelines target group 
have had a CVD risk assessment. 

The relationship between the New Zealand-adjusted Framingham CVD risk score and statin dispensing in the six months after the 
CVD risk assessment. Statin use increases with estimated CVD risk, however, but even among the highest risk patients the majority 
are not treated. There is no apparent sudden stepwise increase initiation of a statin at either 15% or 20% CVD risk thresholds, as 
might be expected from guideline recommendations.

Robinson et al 2017, NZMJ.  An observational study of how clinicians use 
cardiovascular risk assessment to inform statin prescribing decisions



39% of people with prior CVD 
hospitalisations were not recorded as such 

• 39% of people with prior publicly-funded CVD hospitalisations were not recorded as such (ie, had discordant recording) at the time of 
their first CVD risk assessment in general practice. This discordance worsened over time and was associated with markedly lower 
dispensing of evidence-based medications. People aged less than 55 years, women and those of non-European ethnicities were more 
likely to have discordant recording whereas smokers and people with diabetes were more likely to have their prior CVD hospitalisations 
accurately recorded in the primary care risk assessment

Wells et al (2017) NZMJ. Is general practice identification of prior cardiovascular disease at the time of CVD 
risk assessment accurate and does it matter? 



Not short on guidance



New CVD Guidelines 

• Identify high, intermediate and low-risk individuals. 

• Encouraging a healthy lifestyle (smoking cessation, healthy diet, regular physical 
activity, optimal weight) remains a key foundation to the management of everyone
regardless of CVD risk.

• Communicating risk to individuals as part of shared decision making and CVD risk 
management is recommended.

• Start screening earlier for high-risk people (i.e. Māori, Pacific and South-Asian 
individuals, and individuals with severe mental illness)

• Annual reviews are recommended for high-risk people

• There are some new clinical high-risk groups who require intensive management 
(individuals with Heart Failure, an eGFR less than 30 ml/min, diagnosis of 
asymptomatic carotid disease or coronary disease)

• Treatment to target of elevated cholesterol and BP is recommended for high risk 
groups

• The benefits of the use of aspirin need to be carefully weighed up against the risks 
of bleeding.





Hypertension

BPAC



Key practice points: BP

• Lifestyle interventions are recommended for every patient with a blood pressure ≥ 130/80 mmHg

• Calculate the patient’s five-year cardiovascular risk to inform decisions about blood pressure-lowering 
medicines: 

◦Blood pressure-lowering medicines are not recommended in patients with a risk < 5%

◦Discussions with patients about the benefits and harms of blood pressure-lowering 

medicines are appropriate in those with a risk 5% - 15% and a blood pressure ≥ 140/90 

mmHg

◦Blood pressure-lowering medicines are strongly recommended for patients with a risk ≥ 

15% and blood pressure ≥ 130/80 mmHg

◦Blood pressure-lowering medicines are recommended for patients with a blood pressure ≥ 

160/100 mmHg regardless of cardiovascular risk

• If blood pressure-lowering medicines are initiated, a target ≤ 130/80 mmHg is recommended, however, this 
target should be approached with caution in older frail patients

• Angiotensin converting enzyme (ACE) inhibitors, angiotensin II receptor blockers (ARBs), calcium channel 
blockers and thiazide diuretics are all first-line blood pressure-lowering medicines



Dyslipidaemia



Key practice points:

• A healthy lifestyle focusing on smoking cessation, a balanced diet, regular physical activity and 
maintenance of an optimal weight should be encouraged for everyone

• For the majority of people, the estimated five-year CVD risk should be used to inform decisions 
about the use of lipid-lowering medicines

• Lipid-lowering medicines are recommended regardless of predicted risk in all patients with prior 
CVD or those with a five-year risk ≥ 15% and for people who have a total cholesterol to HDL-
cholesterol (TC/HDL-C) ratio ≥ 8

• The benefits and harms associated with lipid-lowering medicines should be discussed to allow 
an individualised decision in people with intermediate risk (5–15%)

• Once lipid-lowering treatment is started, a new LDL-C target of ≤ 1.8 mmol/L is recommended 
for people at high risk and a 40% or greater reduction in LDL-C is recommended for 
intermediate risk groups

• Statins remain the first-line pharmacological treatment to lower lipids



Aspirin



Key practice points: Aspirin

• Aspirin is not recommended in patients aged ≥ 70 years for 
primary prevention, regardless of their CVD risk level

• In patients aged < 70 years, aspirin should only be 
considered for primary prevention when their five-year 
CVD risk is ≥ 15%

• Aspirin is recommended in all patients with established 
CVD for secondary prevention

• The benefits and risks associated with aspirin use should be 
carefully discussed with patients to facilitate an 
individualised decision on treatment



Key practice points: Diabetes

• Healthy lifestyle measures (smoking cessation, healthy diet, regular physical 
activity, optimal weight) should be strongly encouraged for people with diabetes.

• All people with diabetes, especially the newly diagnosed, should be offered 
training in self- management.

• Optimise glycaemic control to an appropriate level in consultation with the 
individual patient.

• The target range agreed will generally be more stringent in younger and fitter 
patients (eg, 50–55 mmol/mol or lower) than older, co-morbid or frail patients and 
those prone to hypoglycaemia (eg, 55–64 mmol/mol or higher).

• Remember the risk of hypoglycaemia from sulphonylureas and insulin (including 
combination therapy), especially in older people.



Calculating CVD risk

The NZ Primary Prevention 
equations are not yet available 
for clinicians to use in practice, 
but the recommendations in 
the 2018 CVD risk assessment 
consensus statement based on 
these equations can be applied 
now.

It is no longer possible to use 
paper charts to estimate CVD 
risk due to the increased 
number of predictors in the 
new equations. Risk 
assessment and 
communication will now 
require access to an electronic 
decision support system that 
should be integrated within 
primary care patient 
management systems.



http://chd.bestsciencemedicine.com/calc2.html

http://chd.bestsciencemedicine.com/calc2.html


• https://staging11.predict.co.nz/enigma_cvddm/

https://staging11.predict.co.nz/enigma_cvddm/




















“To salvage the acutely ischemic 
myocardium without addressing the 

underlying causes of the disease is futile; 

we need to invest in prevention”

Kotseva K, Wood D, De Backer G, et al. On behalf of EUROASPIRE study Group Cardiovascular prevention 

guidelines - the clinical reality: a comparison of EUROASPIRE I, II and III surveys in 8 European countries. 

Lancet 2009; 372:929–940.
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