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Primary Care the Keystone to 

Heart Health Improvement 
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The Heart Health Continuum 

also The Lifecourse Journey  

Public Health Providers  - - - - - Primary Health Organisations  - - -   Hospital Services 
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Atherosclerotic plaque progression 
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Severe coronary artery narrowing 



Magnified cross section of  
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The Past 
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Explaining the fall in coronary heart disease 
deaths in England & Wales 1981-2000  
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Risk Factors worse +13% 
 Obesity (increase)      +3.5% 

 Diabetes (increase)     +4.8% 

 Physical activity (less)  +4.4% 

Risk Factors better -71% 
Smoking       -41% 
Cholesterol         -9% 
Population BP fall   -9% 
Deprivation          -3% 

Other factors    -8% 

  Treatments       -42% 
AMI treatments         -8% 
Secondary prevention  -11% 
Heart failure          -12% 
Angina:CABG & PTCA    -4% 
Angina: Aspirin etc      -5% 
Hypertension therapies -3%  
 2000 1981   Unal, Critchley & Capewell   

Circulation 2004  109(9)  1101  

IMPACT-CHD MODEL 



Trends in adult obesity prevalence 
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NZ Health Survey series, Ministry of Health 



Diabetes & prediabetes increasing in NZ 



The Present 



Rates for Selected Causes 2009 
Age standardised death rates per 100,000  

 



Death Rates by Ethnicity 
Age Standardised Death Rates per 100,000 for Selected Causes 





The Future 



IHD Mortality in NZ Trends and Projections 

 

Tobias et al NZMedJ April 2006 

Total population age-standardised IHD mortality projections  

ages 35-74 yrs, 5 year periods 1956-2015 
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Mortality: 

•Increasing obesity rates will slow life 

expectancy gains  

•But life expectancy will still increase despite 

obesity. 

Morbidity:  

•Increasing obesity will increase the amount of 

life lived in less than perfect health (i.e. 

expansion of morbidity) 

Sources: van Baal et al (2006; 2008); Stewart et al (2009); Preston et al 

(2012) 



An increasing burden for Māori  
Annualised CHD mortality count for Māori  

men and women, 35 – 74 years, 1981 – 2015 
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For Māori, an actual increase in the absolute number of deaths is 

projected for males and a relatively stable number for females 
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•Smokefree NZ 2025 

•Food environment 
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Communities and 
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•Quality and equity standards 
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•Self management 

Secondary prevention 

•Post discharge care  
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CV risk management 

in primary care 

            MISSION 

Stop New Zealanders 

dying prematurely from 

heart disease     



Why bother about CVD in primary care? 
 

In a population of 10,000 primary care patients, 
every year there are about: 

 

• 10 coronary & stroke deaths 

•  1 diabetic death 

•  1 breast cancer death 

•  1 prostate cancer death 

•  1 suicide every year 

•  1 road traffic death 

•  (1 cervical cancer death every 5 years)  

     
NZHIS annual mortality statistics 



Assessment of absolute CV risk 

What to measure and record 

• Age and sex 

• Ethnicity 

• Smoking history 

• Family history 

• Fasting lipid profile and fasting glucose 

• Average of two sitting BPs 

• BMI and waist circumference 

 Assessment of absolute risk is  

the starting point for discussion 



 

 

 

What does a Risk  Assessment Involve? 

 

 

 

Smoking 

Age 

Gender 
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Weight Blood 

Pressure 

Cholesterol 

Levels Family 

History 

Diabetes 
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APCSC: blood pressure, cholesterol and body 

mass index 

and the risk of coronary heart disease 
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APCSC: glucose and the risks of stroke, 
CHD, CV death 
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1mmol/l reduction in UFG relates 

to 23% reduced risk IHD 

238,257 participants and 1.2M person years of follow up 

Diabetes Care  

27: 2836, 2004 



Clinically High Risk 

Adjusted 

CVD Risk  

Reduce risk  
CVD Risk 

goal  

Treatment 

Intensity  

                                     

30 25 15 20 5 10 0 

 General advice  Intensive individual advice   Specific advice Lifestyle change 
Healthy eating & physical activity  

  Clinical CVD  or High risk diabetes 

  Some genetic lipid disorders 

Drug  

interventions 

Reduce 5-year CVD risk to < 15%  

Consider specialist referral  

Urgent + intense multifactor treatment  

Drug intervention directed at all risk factors 



Intervention for high absolute risk 

>15% 5 year CV risk 

Vigorous lifestyle measures and --- 

Simultaneous drug treatment of all modifiable risk 

factors  

• Aspirin (low dose) 

• BP lowering (combinations of thiazide, ACE inhibitor, 

beta-blocker ) 

• Lipid modification (statin usually) 

• Glycaemic control if diabetic 
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A New National Health Target 
 

•In 2012, heart health and diabetes checks 

became a new national health target 

mandated in primary care 

•Linkage of population and individual health 

care – a keystone initiative and step change  

•Discuss screening vs risk assessment  

•An entry point for effective life-long 

management 

•Focus on the disadvantaged – an immediate 

opportunity to reduce inequalities 



Health Target Performance Q3 2012-13 





National Health 

Target:  

More heart and 

diabetes  

checks  

Q3 Jan-Mar 2013 
 





PHO results   

Quarter three  

Jan-Mar 2013 



Leaders in Cardiovascular Risk Assessment 
Factors Determining Success 

High 
Assessment 

Rates 

Leadership/ 
Workforce 

Access 

Quality 
Improvement 










