A case study of vascular risk
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Presentation Outline Out with diagnosis

OUT: CVD ‘disease’ diagnoses

IN: CVD risk prediction —‘
BARRIERS: complexity - understanding risk,

communicating risk, accuracy of risk, and
time to do it

SOLUTIONS: three-way electronic decision

support systems
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Hazard ratio & 95% CI
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CVD risk depends on the
combination of risk factors
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What is the clinical relevance of
a diagnosis of:

¥ hypertension x

¥ hypercholesterolaemia x
¥ type-2 diabetes ?

¥ obesity x

¥ metabolic syndrome x

¥ MI (hypertropinaemia) ?

In with risk prediction




Calculate risk rather than
diagnose disease
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Treat with polypills: no more dose titration
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Between-patient change in cholesterol 6 months

after starting statins is mainly random error!
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MONITOR:
treatment compliance not risk factors




Barriers
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Estimating treatment benéefits:
Number Needed to Treat

T Benefits: NNT for 5 years to prevent one event
s evel:
5-year O sk (CVD events prevented per 100 people ireated for 5 years)
(fatal and non- 1 infervention 2 interventions 3 inferventions
fatal) (25% risk reduction) (45% risk reduction) (55% risk reduction)
W >30% 13 (7.5 per 100) 7 (14 per 100) 6 (16 per 100)
I 25-30%
20-25% 20 (5 per 100) 11 (9 per 100) 9 (11 per 100)
15-20% 27 (4 per 100) 15 (7 per 100) 12 (8 per 100)
I 015 40 (2.5 per 100) 22 (4.5 per 100) 18 (5.5 per 100)
M s 0%
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Based on the conservative estimate that each intervention: aspirin, blood pressure treatment
(lowering systolic blood pressure by 10 mmHg) or lipid modification (lowering LDL-C by 20%) reduces
cardiovascular risk by about 25% over 5 years.

2003 NZ CVD risk guidelines (www.nzgg.org)

Framingham observed vs. predicted: European vs.
Maori, Pacific & South Asian ethnic groups 35-74 yrs
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Unpublished Tania Riddell 2009

“Whoa - way too much information!”

Accuracy of risk prediction
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The workload required to
assess CVD risk in NZ

* One assessment per GP every other day
for 46 weeks/year = 115 per year

» Typical GPs could assess all their eligible
patients in less than 5 year:
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How often do you use the CVD risk charts?
NZ GPs: (n = 500, response rate = 83%)
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Arroll et al. NZ Family Physician 2002:29:177-83

Proportions of adult population who under-use

& over-use drugs for CVD risk management:
PREDICT baseline data
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3-way electronic decision support systems
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Percentages of risk categories who under-use

& over-use drugs for CVD risk management:
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1-way EDS: getting evidence
into practice




Introduction

www.yourheartforecast.org.nz
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Your Heart Forecast

‘Showing your sk of a heart attack, stroke or other major
problems with your arteries as you get older..
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CVD Risk Factors Step 2
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2- way EDS: getting evidence
into and out of practice

X 3-way: Develop NZ-specific
CVD risk prediction tools
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Risk of a heart attack or stroke
Within the next 5 years

Medication starts here
Your arteries are as old
as a healthy 57 year old.
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The next revolution in
healthcare will be electronic
not genomic




