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CONTROVERSIES IN 

CARDIOLOGY
Risk Assessment

Risk management

Secondary prevention



Will

• TC 5 

• LDL 3.1 

• HDL 1.7

• TC/HDL 4.4



Predicted 5 year benefits of  LDL reductions with statin at different levels of  risk

Cholesterol 

Treatment 

Triallists’ 

Collaboration 2012

R AT I O N A L E  F O R  U S I N G  C O M B I N E D  R I S K



Will

• 52

• No FMH

• Non smoker

• II DM

• BP 136/80

• WC 100

• BMI 30

• GFR >60

• ACR 0.6

• TC 5 LDL 3.1 HDL 1.7

• TC/HDL 4.4

• HbA1c 44



Will

• CVRA 14%

• SDM conversation

• Elects to make 

lifestyle changes



• Coronary calcium scores

• hs CRP

• Fibrinogen

• Homocysteine

• lpA2

• Genetic markers

• Carotid USS

• ABI

• Arterial stiffness (PWV)

Piepoli, M. F., et al. (2016). "2016 

European Guidelines on cardiovascular 

disease prevention in clinical practice." 

Board, J. B. S. (2014). "Joint British 

Societies' consensus recommendations 

for the prevention of cardiovascular 

disease (JBS3)." Heart 100 Suppl 2: ii1-

ii67.
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Density plot of 5-yr CVD risk: PREDICT vs. 
Framingham
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Numbers and age-standardised mortality rates from ischaemic heart 

disease, by sex, 1950–2012 

Sat fat >40% cals

Cardiac Care Revolution

Tobacco peak 1963
Prevalence >50% 

Coronary peak 1968 Heart disease death 

rates 

reduced by more than 

two-thirds since 1968



Changes to Risk Assessment

• Gradually overestimating

• Opportunity to ‘use NZ made’

• Everybody is at slightly lower risk 
because rates have fallen

• This does not mean ‘job done’



Japan
France
Korea

Netherlands
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Belgium
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Denmark
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Sw itzerland
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Canada

United Kingdom
Australia
Sw eden
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Germany
OECD (34)

United States
Iceland
Ireland

New  Zealand
Austria
Mexico
Turkey
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Estonia

Czech Rep.
Hungary

Slovak Rep.

Source: OECD Health Statistics 2015 , http://dx.doi.org/10.1787/health-data-en (extracted from WHO).

3.6. Ischemic heart disease mortality, 2013 and change 1990-2013 (or nearest years)
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Will

• CVRA 8%

• Does this change 

how we approach 

Will?



Cochrane 2013

“benefits from statins at low levels of 
CVD risk “

<5 and 5-10 % 5 yr risk levels have 
NNTs “well within the range 

considered worthwhile in primary 
prevention”.

S TAT I N S  F O R  T H O S E  AT  L O W E R  R I S K

Taylor, F., et al. (2013) Statins 

for the primary prevention of 

cardiovascular disease. 
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Will

• Develops chest 

pain



55 year old man with heart attack

Artery opened and stented

Home Day 3Will 



Heart Attack Awareness

St Johns Chest Pain Responses



Heart Attack Awareness



Back to Will

• Ticagrelor

• Atorvastatin

• Bisoprolol

• Cilazapril

• Aspirin

• GTN Spray

• Referred Cardiac Rehab
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Regardless of How ACS Presents, 

Post-discharge Mortality Remains High

Post-discharge mortality (GRACE registry). 

Fox KAA, et al. Nat Clin Pract Cardiovasc Med. 2008;5:580–589. 

Tang EW, et al. Am Heart J. 2007;153:29–35. 
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GRACE REGISTRY

≈ 15% Overall mortality at 1 year



CVD events during follow-up in PREDICT 
population 30-74 years, by clinical history
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Proportion of new cardiac 

events

No Prior 

History

Prior 

History



Potential Cumulative Impact of 4 Simple 

Secondary Prevention Treatments

RRR Event rate

None 8%

ASA 25% 6%

-Blockers 25% 4.5%

Lipid lowering 30% 3.0%

ACE-inhibitors 25% 2.3%

CUMULATIVE BENEFITS ARE LIKELY TO BE IN EXCESS OF

75% RRR, WHICH IS SUBSTANTIAL 





Grey, C., et al. (2014). "Maintenance of statin use over 3 years 

following acute coronary syndromes: a national data linkage 

study (ANZACS-QI-2)." Heart 100(10): 770-774.



• Patients with symptoms consistent with angina regardless 
of CV risk

• Patients with uncertain symptoms and increased 
cardiovascular risk

1. Ensure that referred patients where appropriate have 
been adequately assessed with either non-invasive 
testing to a level that can satisfactorily rule out 
prognostic coronary artery disease or referred for 
invasive angiography

2. Perform above within an audited clinical governance 
structure that includes an accredited cardiologist.

1. Primary  percutaneous intervention if it can be reliably 
delivered within 120 minutes from first medical contact

2. In patients who cannot receive timely primary  
percutaneous intervention thrombolysis as soon as 
possible unless contraindicated

3. When rescue percutaneous intervention would be 
considered in the event of failed thrombolysis  the 
patient should be  transferred immediately to a PCI 
centre

Non Acute Chest Pain 

Acute Chest Pain

1. Assess with an accelerated chest pain pathway
2. 70% of appropriate patients admitted with acute 

coronary syndrome receive angiography within 3 days

• Symptoms consistent with sustained tachycardia
• Syncope consistent with cardiac cause 
• Exercise induced pre syncope/palpitations
Access to cardiology assessment , appropriate investigation 
and treatment  within an appropriate time frame

Palpitations /syncope/arrhythmia

Atrial Fibrillation 

Access to cardiology assessment, appropriate investigation 
and evidence based treatment within an appropriate time 
frame

Suspected Heart Failure

• Timely assessment including early echocardiography
• A clinical governance structure that includes a multi-

disciplinary heart failure service 

Confirmed ST elevation myocardial infarction

NZ Cardiac Network recommendations for referral and access to secondary care for common cardiac 
conditions

All patients presenting with possible acute coronary syndrome

Patients with low cardiovascular risk and atypical symptoms

Patients with infrequent symptoms  non-limiting symptoms 
and low probability of cardiac disease

• Rhythm control or cardioversion is considered
• Heart rate not adequately controlled, ongoing symptoms, 

or  treatment intolerance
• Abnormal resting ECG (other than AF) or significant 

finding on echocardiogram 

• Patients with uncomplicated AF and clearly defined 
embolic risk

Patients with  non-limiting symptoms  and normal  cardiac 
biomarkers  (when not  on treatment), normal ECG and normal 
chest X-ray• Symptomatic patients with elevated  cardiac biomarkers, 

abnormal  Chest X-ray or ECG

If LV function not known to assess left ventricular function in 
all patients with ACS. To occur before discharge in all patients 
at higher risk

• A persistent heart murmur which 
• Cannot be explained by fever, anaemia, high 

output, pregnancy.
• Is associated with new or changing symptoms
• Is associated with a raised BNP, abnormal ECG 

or Chest X-ray

• Screening of first-degree relatives for inherited 
cardiomyopathy

• Monitoring for potential treatment related cardiotoxicity 

Echocardiography for suspected valve/ structural /inherited/ 
heart disease 

Echocardiography appropriate for 
1. New diagnosis of atrial fibrillation
2. Change in clinical status
3. Suspected underlying structural heart disease 

or LV dysfunction 

Follow-up Echocardiography for known heart valve  disease

Valve pathology Mild Moderate Severe

Aortic/Mitral 
regurgitation

Not necessary 1-2 years 6/12-1 y

Aortic Stenosis
Vmax 2.0-2.9 m/s
3-5 years

Vmax 3.0-3.9 m/s
1-2 years

Vmax > 4.0 m/s
6/12-1 y

Mitral Stenosis
MVA > 1.5 cm2
3-5 years

1.0 – 1.5 cm2
1-2 years

< 1.0 cm2
1y

Follow up echocardiography for prosthetic valves

Bioprosthetic < 2y not necessary 2-3y for first 10y then annually

Mechanical <3y not necessary 3-5y

Repaired <5y not necessary 5y

Cardiology referral not necessarily appropriate, consider declining referral.  
Cardiology referral appropriate
Auditable standard. All patients should have an assessment, initial  investigation and management 
plan within 4 months of referral. Priority  for more urgent assessment is  expected. 
Indication  for echocardiography

Optimisation of Heart Failure medication phase: 
• at the end of (approx. 3 months)  the titration phase, post 

revascularisation and or post MI when initial EF suspected 
to be <35% in order to determine future management 
including device implantation.

Follow up:
• if change in clinical status or cardiac exam
• Baseline and serial re-evaluation in a patient undergoing 

therapy with cardiotoxic agents 

Secondary Prevention for IHD

Primary and Secondary Care are expected to work together to 
provide a community and evidence based prevention 
programme tailored to individual needs and geographic 
location for patients with ACS

Log of echocardiographic activity collected line with these 
standards 



The Importance of Secondary Prevention in 

New Zealand

NZ STEMI Guidelines: NZMJ 13 December 2013, Vol 126 No 1387; ISSN 1175 8716



Will

• Visits Dentist

• Sent to see you 

with note saying 

that pulse felt 

irregular



Will

• CHADS 2 VASC

• HAS BLED



Atrial Fibrillation 
• Assess Thromboembolic Risk with CHADS2VASC score

• Assess Bleeding Risk (HAS-BLED)

• In only truly low risk (CHADS 2 VASC=0) should Anti 
thrombotic agents not be considered

• Individualise Treatment following Risk  Assessment



Atrial Fibrillation

1000 people 
with AF

Undiagnosed 

200

Anticoagulated

500

Adequate 
anticoagulation

300

Inadequate 
anticoagulation

200

Not 
anticoagulated

300





Stroke Prevention in AF

Take Home Message
• Aspirin exposes to risk with minimal benefit 

• Dabigatran ( v Warfarin)

– 150 mg BID has superior efficacy with similar bleeding

– 110 mg BID has significantly less bleedings with 

similar efficacy

• Warfarin still has a role (ACS,mechanical valves etc)

• Medical staff tend to over estimate risk of anticoagulation 



AF

• Increasingly common

• Causes worse strokes

• Underdiagnosed

• Undertreated

• Poor TTR is worse than not taking warfarin at all

• Default position should be anti-coagulation unless there is a good 
reason not to

• NOACS as good as warfarin and safer

• Exercise and weight loss will halt progression and improve 
symptoms



Take Home Messages

• CV Outcomes have improved significantly over many years but continue to lag behind 
OECD countries which we should not accept with 1 in 3 Kiwis dying a CV death

• CVD health target has focused attention on risk assessment  

• Patients with established heart disease and high CVD risk are responsible for the 
majority of admissions with ACS 

• CVD management performance indicators across the Health continuum are 
warranted to improve outcomes

• More New Zealanders than ever living with Heart disease with expectation of quality 
of life



Our Mission

STOP New Zealanders dying early from 
heart disease and HELP people with heart 

disease to live full and productive lives.

Through better support/care, 

research and prevention



Disparities in CVD prevalence: comparison of 

least/most deprived* Māori & non Māori

Chan et al. NZMJ 2008. 121:1285/3341* socioeconomic deprivation based on NZdep



Ischaemic Heart Disease Mortality

 

 Mortality and Demographic Data 2010 41 

Figure 24 compares the age-standardised mortality rates, by ethnicity and sex, of acute 

myocardial infarction and chronic ischaemic heart disease in 2010. 

 

Figure 24: Age-standardised mortality rates from acute myocardial infarction (ICD I21) 

and chronic ischaemic heart disease (ICD I25), by sex and ethnicity, 2010 

 
Note: Rates per 100,000 population, age-standardised to WHO World Standard Population; 95% confidence 
intervals. 

 

Figure 24 suggests the pattern of mortality incidence for these two conditions is generally 

similar. Males had a higher age-standardised mortality rate (within the ethnic groups) for both 

conditions. 

 

Figure 25 shows age-standardised mortality rates for ischaemic heart disease by DHB region of 

residence for the total population, 2010. 

 

Figure 25: Age-standardised mortality rates from ischaemic heart disease, by DHB region, 

total population, 2010 

 
Note: Rates per 100,000 population, age-standardised to WHO World Standard Population; 95% confidence 
intervals. 
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Draft USPSTF Recommendations due for publishing 2016 


