
Dr Fraser 

Hamilton
Heart Foundation

16:30 - 17:25 WS #161: Cardiology Case Discussions

17:35 - 18:30  WS #173: Cardiology Case Discussions (Repeated)

Professor Gerry 

Devlin
Clinical Cardiologist and 

Interventional Cardiologist

NZ Heart Foundation

Hamilton



CARDIOLOGY UPDATE

Case Studies

Heart Foundation Perspective

Assoc Prof Gerry Devlin

Medical Director

Fraser Hamilton

GP Liaison



CARDIOLOGY UPDATE

• Still relevant

• Primary prevention
– Who, when, what

– Discussing risk 

• MI but normal coronaries

• How long to stay on BB

• SE Ticagrelor

• Stable angina investigation according to NICE

• Statin SE new trial

• NSAID safety

• AF 

• Treatment targets



Change of Heart — time to end cardiovascular complacency. Baker Institute IDI.
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3.6. Ischemic heart disease mortality, 2013 and change 1990-2013 (or nearest years)
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Density plot of 5-yr CVD risk: PREDICT 
vs. Framingham
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Risk Communication

• visual aids (icon arrays and bar graphs) improved 

patients' understanding and satisfaction. 

• absolute risk reductions were better than relative risk 

reductions for maximizing accuracy and seemed less 

likely to influence decisions to accept therapy.

• The presentation of numbers needed to treat reduced 

understanding.

Zipkin, D. A., et al. (2014). "Evidence-based risk communication: a systematic review." Ann Intern Med 161(4): 270-280.



Raval et al  J PRIM HEALTH CARE 2015;7(1):24–33. 

• For all ethnicities, RR was ranked as the 

most encouraging to take medication and 

most helpful for them to understand their 

risk. 

• Patients preferred positive framing of risk 

(66%). 

• The majority (55%) preferred pictures to 

numbers for explaining risk. 

• Most (68%) preferred doctors to give their 

opinion on taking medication instead of 

explaining risks using numbers and/or 

pictures. 

• Pacific and Indian peoples significantly 

preferred doctors to make decisions on 

treatment compared to NZ 

European/Other and Maori participants



Brian

• 54 

• CVRA 10%

• Wishes to try lifestyle change.



How much benefit ?





Relationship between amount physical 

activity and CV risk

Eijsvogels, T. M., et al. (2016). "Exercise at the Extremes: The Amount of Exercise to Reduce Cardiovascular Events." 

J Am Coll.Cardiology



Standing desks are for wimps



Mary

• 62 

• Non smoker, No DM

• BP 154/86

• TC/HDL ratio 4.8

• No FMH

• NSTEMI

• Angiogram “normal”



Mary

• What is the cause?

• What should my 

approach be?



Bert

• MI 6 years ago

• No further chest pain and well 

since

• LDL 1.9 

• BP 130/80

Wants to stop medication…



Bert

• Aspirin

• Atorvastatin

• Cilazapril

• Metoprolol

• Uncertain when it is safe to 

stop beta blockers



Harold

• 60 

• STEMI –Angiography - Stent

• Discharged on standard 

therapy.

• Comes to see you with SOB.  



Harold

• Ticagrelor blamed 

• SOB tends to be transient , 

early and in trials only led to 

discontinuation in 1%

• Important people don’t stop it 

themselves

• There are other causes

• Switching to Clopidogrel is not 

benign





Nicely Diagnosing Chest Pain

• Exertional chest discomfort 

• Resolves quickly.

• Never lasted more than 30 

mins

• No associated symptoms

NICE 



NICE

• FIRST LINE

– CT coronary angiography if: 

• clinical assessment indicates typical or atypical angina or

• clinical assessment indicates non-anginal chest pain but 

12-lead resting ECG has been done and indicates ST-T 

changes or Q waves. [new 2016]



CTCA



Roderick

• 30

• Mum says he should get 
checked out.

• Father had first heart attack 
aged 42

• Non smoker

• Little overweight

• Exercises but limited by back

• BP 138/70

• TC 6, Trig 4, HDL 1.05, LDL 3.1, 
ratio 5.7



Harold

• 60 

• STEMI –Angiography - Stent

• Discharged on standard 

therapy after 3 days.

• Follow up planned.

• Hasn’t engaged with Cardiac 

rehab



CVD events during follow-up in PREDICT 
population 30-74 years, by clinical history
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1.3mmol/l 1.8mmol/l



Sabatine MS et al. N Engl J Med 2017. DOI: 10.1056/NEJMoa1615664

Cumulative Incidence of Cardiovascular Events.

Outcome trial of PCSK9 inhibitor.

Primary endpoint composite of cardiovascular death, 

myocardial infarction, stroke, hospitalization for 

unstable angina, or coronary revascularization. The 

key secondary efficacy end point was the composite 

of cardiovascular death, myocardial infarction, or 

stroke.

Standard arm had median LDL of around 2.3 

compared with 0.78 in treatment arm.

Primary end point [9.8%] vs.[11.3%]; P<0.001 

Secondary end point [5.9%] vs. [7.4] ;P<0.001

FOURIER trial



TARGETS

CCS 2013 Australia 

2012

AHA 

Stone 

2014

NICE 

2015

VA/DoD 

2014

ESC 2012 JBS 2014 Mosca 2011

Target 

LDL 

(mmol/L)

Low risk 

>50% 

reduction

<2mmol/L No 

target

>40% 

reduction

No target Moderate 

risk 

<3mmol/L

<1.8mmol/L 

(although 

framed as 

<2.5mmol/L 

non HDL-C)

<2.5mmol/L

Intermediate 

risk 

<2 mmol/L or 

>50% 

reduction

High risk 

<2.5mmol/L

Very high 

risk 

<1.8mmol/L

High risk 

<2mmol/L or 

>50% 

reduction

Very High 

Risk 

<1.8mmol/L



From: Systolic Blood Pressure Reduction and Risk of Cardiovascular Disease and MortalityA Systematic Review and 

Network Meta-analysis  JAMA Cardiol. Published online  May 31, 2017. doi:10.1001/jamacardio.2017.1421

MORTALITY CV disease

Systolic BP and risk



NZ 

2013

Australia

2012

ESC/ESH

2013

JBS

2014

JNC 8 

2014

NICE BP 

2011 

VA/DoD 

2014

AHA1 CHEP

2013

BP threshold for 

diagnosis of 

Hypertension & 

management regardless 

of other factors

170/100 160/100 160/100 160/100 150/90 for 

>60y

140/90 for 

<60y

160/100 160/90 180/110

Standard BP target 

(Low Risk)

140/85 140/90 140/90 150/90 140/90 140/90 150/90

Target for Low risk age 

> 80

150/90 150/90 150/90 150/90 150/90 150/90

Target for Low risk age 

60-80

140/90 140/90 150/90 140/90 150/90 140/90

Target for those with 

DM

130/80 140/85 140/90 140/90 135/85 140/85 130/80

Target for those with 

CKD

130/80 140/90 140/90 140/90 140/90 140/90 140/90

Target for those w 

Micro-albuminuria

130/80 130/80 130/90 130/80

Target for those with 

existing CVD

130/80 140/90 140/90 140/90 140/90

Variation across world regarding thresholds and targets for BP



Sebastian

• Should I take fish oil?

• Co Q 10?



Fish Oil

Mozaffarian et al, JAMA 2006; 296:1885-1899. 



Alfred

• Turns up for a Flu shot?

• Should we screen for AF?



Screening for AF?

 In 2012 the European Society of Cardiology recommended 

opportunistic screening for AF in patients 65 and over using 

pulse taking.

 In September 2016 the WHO released its “global roadmap 

to reducing premature cardiovascular disease mortality 

caused by AF” highlighting that the lack of routine pulse 

checks in the >65s is the key gap in care.



Antonio Gómez-Outes et al. JACC 2016;68:2508-2521

American College of Cardiology Foundation



Alfred

• AF diagnosed 

• Importance of lifestyle

• Under-treatment common





Of the 81.9% who 

were at high risk

61%

24%

15%

PROPORTION OF PATIENTS

Anticoagulants Aspirin monotherapy Neither

CHADS2VASC of >/=2

Atrial fibrillation in New Zealand primary care: Prevalence, risk factors for stroke and the management of thromboembolic risk 

Andrew M Tomlin, Hywel S Lloyd, , Murray W Tilyard, European Journal of Preventive Cardiology  October-19-2016



Alfred

• AF diagnosed

• STEMI 1998 and well 

since

• Taking aspirin





Murgatroyd

• MI 2008

• DM, non smoker

• BP 140/80

• Develops arthritis

• Safety of NSAIDs











Draft USPSTF Recommendations due for publishing 2016 



Lancelot

• 50, Non smoker, 

normotensive, No FMH 

of early IHD

• TC 8.3

• HDL 2.24

• LDL 5.7

• Ratio 3.7


