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MOH targets

• What is the target?

– 90 percent of the eligible population will have had 
their cardiovascular risk assessed in the last five 
years

– to be achieved in stages by 1 July 2014

• Stage 1: to achieve 60 percent by July 2012

• Stage 2: to achieve 75 percent by July 2013



Why Targets?

• Long term conditions comprises the major health burden for New Zealand 
now and into the foreseeable future

• These conditions are the leading cause of morbidity in New Zealand, and 
disproportionately affect Māori, Pacific and South Asian peoples. As the 
population ages, and lifestyles change, these conditions are likely to 
increase significantly.

• Cardiovascular disease (CVD) includes heart attacks and strokes – which 
are both substantially preventable with lifestyle advice and treatment for 
those at moderate or higher risk. The indicator monitors the proportion of 
the eligible population who have had the blood tests for CVD risk 
assessment (including the blood tests to screen for diabetes) in the 
preceding five year period.

• Diabetes is important as a major and increasing cause of disability and 
premature death, and it is also a good indicator of the responsiveness of a 
health service for people in most need. Diabetes tests are included as 
part of the overall CVD risk assessment. These tests are different from a 
diabetes annual review, which takes place when a patient, who has been 
previously diagnosed with diabetes, is seen by their health professional to 
review the management of their disease. 



Practical considerations

• Those at the highest level of risk gain most 
from risk factor management

• Most deaths in a community occur in those at 
lower levels of risk (there are more of them)

• Strategies for those at highest risk must be 
combined with public health measures to 
reduce cardiovascular risk and encourage a 
healthy lifestyle



CVD in primary care

• For every 10,000 primary care patients, each year 
there are about
– 10 deaths from coronary heart disease 

(CHD) and stroke

– 1 death from diabetes

– 1 death from breast cancer

– 1 death from prostate cancer

– 1 death from suicide

– 1 death from road traffic accidents

– (1 death from cervical cancer every 5 years)



Who and when to assess
Group Men Women

Asymptomatic people without known risk 
factors

Age 45 Age 55

Maori, Pacific, Indian ethnicity Age 35 Age 45

People with other high risk features
•Diabetes in a first degree relative
•Premature CHD or ischaemic stroke in first 
degree relative (father or brother <55, mother 
or sister <65)
•Smokers (or quit <12 months ago)
•Gestational diabetes, polycystic ovary 
syndrome
•Previous BP≥160/95 or TC:HDL ratio≥7
•Known impaired glucose tolerence or impaired 
fasting glucose
•BMI≥30 or truncal obesity (waist circumference 
≥100cm M/≥90cm W)
•eGFR <60ml/min/1.73m2

Age 35 Age 45

People with diabetes Annually from diagnosis
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CV risk factor management
CV risk Lifestyle advice Drug therapy

>20%
(clinical)

Intensive Post MI: aspirin, β-blocker, ACE inhibitor, statin
Post-stroke: aspirin, statin, new BP-lowering agent

Smoking cessation therapy

>20% 
(calculated)

Intensive Drug treatment of all modifiable risk factors
Smoking cessation therapy

15–20% Specific individualised
3–6 months before 

drug therapy 
Given by PHC team

Drug treatment of all modifiable risk factors
Smoking cessation therapy

[Drug therapy at same time as lifestyle advice 
when isolated high risk factor levels] 

10–15% Specific individualised
Given by PHC team

Nonpharmacological intervention for risk factors
Smoking cessation therapy

<10% General Nonpharmacological intervention for risk factors
Smoking cessation therapy



Metabolic syndrome

• Presence of the metabolic 
syndrome increases the risk 
of diabetes and CVD

• If one factor is present, look 
for the rest

• Physical activity and weight 
control can reduce the risk 
of developing diabetes in 
those with the metabolic 
syndrome

• Definition

– Central obesity 
(WC>102cm/88cm)

– High TG (>1.7)

– Low HDL (<1.03/1.29)

– High BP (>130/85)

– Impaired fasting glucose 
(>6.1) or previously 
diagnosed T2DM



Smoking Cessation

• Clear evidence that smoking is harmful
• Many reports of the benefits of quitting
• Stopping smoking after an MI possibly the 

most effective of all preventative measures

• Smokers now risk-assessed 10 years earlier 

(aged 35+)

• ABC approach should be adopted:

 Ask all people if they smoke

 Brief advice about stopping

 Cessation support to all wishing to stop

• NRT approximately doubles chances of 

quitting

• Oral NRT recommended if serious CV event 

in past 2 weeks



Diet

• All patients with CVD and 
those at high risk should be 
given professional dietary 
advice
– Wide variety of foods

– Energy intake adjusted to 
avoid overweight

– Encourage fruit, veges, 
wholegrains, fish, lean meat, 
low fat dairy

– Repace saturated fats with 
mono/poly unsaturated, fat 
<30% of energy

– Reduce salt



Body weight and exercise

• Body weight and 
distribution of fat important
– Waist circumference >102cm 

(m) or 88cm (w) advise 
weight reduction

• Almost any increase in 
physical activity will have 
benefits
– 30 mins/day of moderately 

vigorous exercise



Targets for pharmacotherapy

• Lipids

• Blood pressure

• Diabetes

• ?Aspirin
– of definite and substantial benefit for people with 

clinically manifest cardiovascular disease 

– not clearly justified, for prevention of disease, 
especially if patients are already receiving statin 
therapy (Lancet 2009; 373: 1849-60)



Lipid management

• Statin therapy
– Known CVD or 5-year CV risk >20%

• Simvastatin or Atorvastatin 40 mg/day

– 5-year CV risk 15–20%
• Simvastatin or atorvastatin 20 mg/day after 3 months 

lifestyle modification

– Titrate upwards if needed
• Primary prevention TC < 5, LDL < 3

• Secondary prevention LDL < 1.8

• Very high risk LDL <2.5



Hypertension

• Treat with medication
– All grade 3 patients
– Grade 1 and 2 patients at high 

CVD risk

• Initial lifestyle intervention in 
– Grade 1 and 2 at moderate risk 

(weeks)
– Grade 1 without other risk 

factors (months)

• A delay in BP control in high 
risk patients leads to worse 
outcomes

• Treat before end organ 
damage occurs



Prevention of CVD works

• Various studies in the 1980’s and 1990’s 
demonstrated that primary prevention and 
treatment of cardiovascular events influenced 
CVD mortality

• Beneficial reductions in major risk factors 
(especially smoking, BP and lipids) accounts for 
>50% of the decrease in CHD deaths

• Declines in CHD mortality can occur rapidly after 
individual or population wide changes in diet or 
smoking



46 year old man

• Usually well, no symptoms (and does exercise)

• Concerned about cardiac risk

• Known hyperlipidaemia for last several years

– TC 6.4, LDL 4.0, ratio 5.7

• Family history of concern (Father MI at 55)

• Non smoker, BP 110/70









43 year old man

• Usually well but relatively sedentary

• Cook Islander

• Obese (134kg)

• Type 2 diabetes

• Hyperlipiaemia (TC 7.1, HDL 0.9, ratio 7.8, TG 
too high to calculate LDL)














