5
o
~
>
T
=
o
~N
B

MJA 220 (9)

\
482 |

/
N

2023 Australian guideline for assessing and managing

cardiovascular disease risk

Mark R Nelson', Emily Banks?, Alex Brown?, Clara K Chow"*
Natalie Raffoul’

morbidity and premature mortality in Australia. In 2020,
ischaemic heart disease and cerebrovascular disease were
two of the top three most common causes of death nationally."”

Cardiovascular disease (CVD) accounts for significant

A person’s risk of developing CVD depends on the combined
effect of multiple factors influencing risk, including a broad
range of social and environmental determinants within and
across populations. Risk assessment integrating multiple factors
is fundamental to the primary prevention of CVD and superior in
predicting risk compared with assessment of single risk factors
in isolation.” It supports shared decision making with patients
about their cardiovascular risk, helps target pharmacotherapy
to those who will benefit most, and informs clinical decision
making.

It has been more than a decade since the guideline for the
assessment of absolute CVD risk was released in 2012. It used
a Framingham-based risk equation,” which now overestimates
risk in the general population and underestimates risk in First
Nations populations.” Although use of country-specific CVD
risk equations is increasingly favoured globally, Australia does
not have a contemporary representative dataset with linkage
to outcomes of sufficient scale and detail for developing an
Australian-specific risk equation.’

The Australian Government Department of Health and Aged
Care contracted the National Heart Foundation of Australia on
behalf of the Australian Chronic Disease Prevention Alliance
(represented in this project by the National Heart Foundation
of Australia, Diabetes Australia, Kidney Health Australia,
and the Stroke Foundation) in June 2020 to develop the new
guideline, including a contemporary CVD risk prediction
equation.

The new Australian guideline for assessing and managing CVD
risk, together with the Aus CVD Risk Calculator, provides:

» recommendations for when and how to assess CVD risk;

e guidance and tools for using the new Aus CVD Risk
Calculator;

e practical advice on how to apply the recommendations;
¢ tools to support communicating CVD risk;
» recommendations on how to manage CVD risk;

e a summary of the available evidence supporting the
recommended approaches to risk assessment and
management, together with the rationale for how evidence has
been interpreted for the Australian setting; and

* specific recommendations, resources and practice points for
assessing and managing CVD risk in First Nations people.

, David P Peiris®
, Lisa Kalman®, Emily Bradburn®, Garry Jennings’

, Nigel P Stocks’, Rebecca Davies AQ®”?,

Abstract

Introduction: The 2023 Australian guideline for assessing

and managing cardiovascular disease risk provides updated
evidence-based recommendations for the clinical assessment
and management of cardiovascular disease (CVD) risk for primary
prevention. It includes the new Australian CVD risk calculator
(Aus CVD Risk Calculator), based on an equation developed from
a large New Zealand cohort study, customised and recalibrated
for the Australian population. The new guideline replaces the
2012 guideline that recommended CVD risk assessment using the
Framingham risk equation.

Main recommendations: The new guideline recommends CVD risk
assessment in people without known CVD: all people aged 45-79
years, people with diabetes from 35 years, and First Nations people
from 30 years. The new Aus CVD Risk Calculator should be used to
estimate and categorise CVD risk into low (< 5% risk over five years),
intermediate (5% to <10% risk over five years) or high risk (= 10%
over five years). The following reclassification factors may be applied
to recategorise calculated risk to improve accuracy of risk prediction,
particularly in individuals close to a risk threshold: Indigenous status/
ethnicity, estimated glomerular filtration rate, urine albumin to
creatinine ratio measurements, severe mental illness, coronary artery
calcium score and family history of premature CVD.

A variety of communication formats is available to

communicate CVD risk to help enable shared decision making.
Healthy lifestyle modification, including smoking cessation,
nutrition, physical activity and limiting alcohol, is encouraged

for all individuals. Blood pressure-lowering and lipid-modifying
pharmacotherapies should be prescribed for high risk and
considered for intermediate risk individuals, unless contraindicated
or clinically inappropriate.

Reassessment of CVD risk should be considered within five years
for individuals at low risk and within two years for those with
intermediate risk. Reassessment of CVD risk is not recommended for
individuals at high risk.

Changes in assessment and management as a result of the
guideline: The updated guideline recommends assessment over

a broader age range and uses the Aus CVD Risk Calculator, which
replaces the previous Framingham-based equation. It incorporates
new variables: social disadvantage, diabetes-specific risk markers,
diagnosis of atrial fibrillation and use of blood pressure-lowering
and lipid-modifying therapies. Reclassification factors are also a new
addition.

Updated risk categories and thresholds are based on the new
Aus CVD Risk Calculator. The proportion of the population in the
high risk category (= 10% over five years) is likely to be broadly
comparable to more than 15% risk from the Framingham-based
equation.

The full guideline and Aus CVD Risk Calculator can be accessed at
\vww.cvdcheck.org.au.
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Methods

The guideline development was informed by the 2016 National
Health and Medical Research Council (NHMRC) Standards for
Guidelines.® This does not imply NHMRC's formal approval of
this guideline. The project was overseen by a Guideline Expert
Steering Group with direct content expertise via six Expert
Subgroups, and additional input from a Consumer Advisory
Panel (Box 1). Expertise was sourced across the disciplines
of cardiology, general practice, primary care, nephrology,
neurology, endocrinology, stroke care, epidemiology, Indigenous
health, nutrition, behavioural science, communication, nursing
and pharmacy. Special attention was given to First Nation
people’s health, with both advice and oversight from the
Indigenous Health Expert Subgroup and from First Nations
representation on the Consumer Advisory Panel, who advised
on every aspect of the guideline content development. Specific
recommendations, resources and practice points for First
Nations people are embedded throughout the guideline.

The Guideline Expert Steering Group determined the clinical
scope of the project — primarily atherosclerotic CVD and
associated consequences — and formulated the evidence review
questions in the PICO (population, intervention, comparator and
outcomes) framework, addressing areas of relevance to primary
care in Australia, greatest uncertainties, value to current practice
and significant developments in research since the publication
of the previous guideline (the list of PICO questions can be
accessed in the Appendix at www.cvdcheck.org.au). Teams from
the Sax Institute and Bond University conducted independent
clinical evidence reviews of all PICO questions, and evidence
summaries were presented, reviewed and then approved by the
Expert Subgroups.

Guideline recommendations were based on Grading of
Recommendations Assessment, Development and Evaluation
(GRADE) methodology and the evidence generated by the clinical
evidence review. Strength of a recommendation for or against
an intervention was determined by considering the quality of
evidence, balance between benefits and harms, trade-offs between
improving survival and quality of life, uncertainty or variability
in patient values and preferences, and resource considerations.®

Recommendations were assigned to the GRADE -categories
“high”, “moderate”, “low” or “very low” for certainty of

evidence depending on the research quality and certain
factors for downgrading or upgrading a GRADE category, or
to the “consensus” category where supporting evidence was
insufficient or of low quality and the recommendation was based
on consensus and opinion of the Expert Subgroups.

The GRADE method also considered the importance of the
recommendation. This allowed for a strong recommendation to
be made even if the certainty of the evidence was low.® More
information about the process for developing the guideline and
the recommendations is available at www.cvdcheck.org.au.

Public consultation

A public consultation process was conducted over four weeks,
from 29 August to 28 September 2022. The purpose was to
improve the guideline’s quality, legitimacy and acceptability
to end users and the public. A combination of both open and
targeted consultation methods was used. Over 260 pieces of
feedback were received from key health stakeholders as well as
individuals. These were influential in changes made to the draft
guideline.

Adapting the New Zealand PREDICT-1° equation for
Australia

Assessing and managing CVD risk using a validated risk
equation is international best practice. Because of the population-
level changes in risk factors and behaviours leading to lower age-
specific incidence and prevalence of CVD, the Framingham risk
equation used in the 2012 guideline’s CVD risk calculator tended
over time to overestimate CVD risk in the general fopulation
and underestimate CVD risk in First Nations people.

Although it would be ideal to develop a validated risk equation
derived from Australian data, there is currently a lack of large-
scale representative data on risk factors and CVD outcomes
and empirical data as bases for recalibration. Consequently, we
undertook a scoping of international risk prediction equations,
generated data to recalibrate the selected equation, gathered
evidence to guide decisions on appropriate risk treatment
thresholds, and generated data for recalibrating the new risk
prediction equation.’

A 2023 review used a systematic approach to evaluate the
appropriateness of existing international

and managing cardiovascular disease risk

Department of
Health and Aged Care

Guideline Advisory Group

Guideline Expert Steering

Consumer Advisory Panel

1 Governance structure for the development of the Australian guideline for assessing

Australian Chronic Disease

committee endorsement by

CVD risk equations for use in Australia.’
CVD risk equations recommended in
international guidelines were assessed
against the following selection criteria to
identif;l those that best meet Australia’s
needs:

e use of contemporary data sources;

Prevention Alliance °

(ACDPA) incorporation of established CVD

risk factors such as cholesterol, blood

pressure, diabetes and smoking;

Board and/or clinical . . - .
e a2 + consideration of ethnicity and social

Groy| . . .
° each ACDPA member deprivation measures (to improve
health equity);
* use of global CVD events and deaths
Algorithm Expert Novel Risk Reclassification Management of Indigenous Communication as outcomes;
Subgroup Assessment of Risk Expert CVD Risk Expert Health Expert of Risk Expert
Expert Subgroup Subgroup Subgroup Subgroup Subgroup . population representativeness, either

of the general population or the

CVD = cardiovascular disease. Source: Department of Health and Aged Care, Commonwealth of Australia.” ¢

primary care population;
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2 Summary of guideline recommendations

Certainty of

Recommendation Strength* evidence*
Approach to assessing CVD risk
Age ranges for For all people without known CVD, assess CVD risk at age 45-79 years Conditional T
assessing CVD risk o . . .
For people with diabetes without known CVD, assess CVD risk from age 35 years Conditional T
For First Nations people without known CVD: Consensus
¢ assess individual CVD risk factors at age 18-29 years
e assess CVD risk using the Aus CVD Risk Calculator at age 30-79 years
Identify people at Assess CVD risk as high for people with moderate to severe CKD meeting any of these criteria: Consensus
clinically determined * people with sustained eGFR <45 mL/min/1.73 m? or
high risk * men with persistent UACR > 25 mg/mmol; or
* women with persistent uACR >35mg/mmol
Assess CVD risk as high for people with a confirmed diagnosis of familial hypercholesterolaemia Consensus
CVD risk assessment Intervals between reassessments of CVD risk using the Aus CVD Risk Calculator should be Conditional Moderate
frequency and intervals  determined from the most recent estimated risk level
using the Aus CVD Risk o ) o ) . .
Calculator For people receiving pharmacological treatment to manage CVD risk, including those previously Conditional Very low
assessed as being at high risk (= 10%) of a cardiovascular event within 5 years, formal
reassessment of CVD risk is not generally recommended, and management should be guided by
the clinical context
In people with an intermediate risk (5% to <10%) of a cardiovascular event within 5 years who Conditional Very low
are not receiving pharmacological treatment to reduce CVD risk, reassess after 2 years. Reassess
earlier if any of the following apply:
e the most recent risk assessment was close to the threshold for high risk (= 10%)
e risk factors worsen
e new CVD risk factors are identified
In people with a low risk (< 5%) of a cardiovascular event within 5 years who are not receiving Conditional Low
pharmacological treatment to reduce CVD risk, reassess after 5 years. Reassess earlier if any of
the following apply:
¢ the last risk assessment was close to the threshold for intermediate risk (5% to <10%)
e risk factors worsen
e new CVD risk factors are identified
For First Nations people, reassess every year as part of an annual health check Consensus
(or opportunistically), or at least every 2 years
Consider reclassification
factors
Ethnicity For First Nations people, consider reclassifying estimated CVD risk to a higherrisk category Conditional Moderate
after assessing the person’s clinical, psychological and socio-economic circumstances and
community CVD prevalence
In people whose estimated CVD risk is close to the threshold for a higherrisk category, consider Conditional Moderate
reclassifying estimated CVD risk to a higher risk category for the following groups:
e Maori people
e Pacific Islander people
¢ people of South Asian ethnicity (Indian, Pakistani, Bangladeshi, Sri Lankan, Nepali, Bhutanese
or Maldivian ethnicities)
For people whose estimated CVD risk is close to the threshold for a lower risk category, consider ~ Conditional Moderate
reclassifying estimated CVD risk to a lower risk for people of East Asian ethnicity (Chinese,
Japanese, Korean, Taiwanese or Mongolian ethnicities)
Family history of For people with a family history of premature CVD, consider reclassifying estimated CVD risk to Conditional Moderate
premature CVD a higher risk category, particularly if calculated risk is close to a higher risk threshold*
CKD People with moderate to severe CKD, defined as sustained eGFR < 45mL/min/1.73m?) or a Consensus
persistent uACR > 25 mg/mmol (men) or > 35 mg/mmol (women), are at clinically determined high
risk and the Aus CVD Risk Calculator should not be used. Manage as high CVD risk
For people who do not have diabetes® with sustained eGFR 45-59 mL/min/1.73 m? and/or Strong High
persistent uACR >2.5-25 mg/mmol (men) or > 3.5-35 mg/mmol (women), strongly consider
reclassifying estimated CVD risk to a higher risk category, particularly if calculated risk is close to
a threshold
Severe mental illness For people living with severe mental illness, consider reclassifying estimated CVD risk to a Conditional Moderate

higher risk category, particularly if calculated risk is close to a higher risk threshold®

Continues



Certainty of
Recommendation Strength* evidence*
CACscore CAC score is not recommended for generalised population screening for CVD risk Strong Moderate
Do not consider measuring CAC if: Conditional Moderate
¢ the person has a history of myocardial infarction or revascularisation or known CHD
¢ the personis already known to be at high CVD risk
Treatment to reduce risk is indicated in these people, regardless of the CAC result
When assessing CVD risk, reclassifying risk level due to CAC score can be considered when Conditional Moderate
treatment decisions are uncertain, for example:
¢ when risk of cardiovascular events is assessed as low or intermediate using the Aus CVD Risk
Calculator and other risk concerns are present that are not accounted for by the calculator
¢ when further information is required to inform discussions between practitioner and the
person on whether to modify therapy
Other risk The ankle-brachial index should not be measured as part of a CVD risk assessment as it provides ~ Conditional Moderate
considerations very little discrimination value beyond that of traditional CVD risk calculators
The high sensitivity C-reactive protein test should not be routinely performed as part of a CVD Conditional Moderate
risk assessment as it provides very little discrimination value beyond that of traditional CVD risk
calculators
Do not reclassify CVD risk solely due to the presence of rheumatoid arthritis Conditional Moderate
Communicate risk
Use a relevant decision aid to support effective risk communication and enable informed Strong Moderate
decisions about reducing CVD risk
Combine risk communication tools with behavioural strategies (eg, motivational interviewing, Conditional Low
personalised goal setting and health coaching), repeated over time, to reduce overall CVD risk
Communicate CVD risk using a variety of formats (eg, percentages, 100-person charts) to enable  Consensus
people with varying health literacy needs and learning styles to understand their risk
Manage CVD risk
Lifestyle** modification
Smoking cessation Encourage, support and advise people who smoke to quit, and refer them to a behavioural Strong Moderate
intervention (such as a smoking cessation counselling program) combined with a TGA-approved
pharmacotherapy, where clinically indicated
Nutrition Advise people to follow a healthy eating pattern that is low in saturated and trans fats and Consensus
incorporates plenty of vegetables, fruit and wholegrains; a variety of healthy protein-rich foods
from animal and/or plant sources; unflavoured milk, yoghurt and cheese; foods that contain
healthy fats and oils (eg, olive oil, nuts, seeds and fish)
Consider recommending restriction of salt intake to reduce blood pressure Conditional Moderate
Consider recommending the Dietary Approaches to Stop Hypertension (DASH) diet to reduce Conditional Moderate
blood pressure
Consider recommending a Mediterranean-style diet to reduce risk of CVD or stroke Conditional Low/
moderate'"
Recommend regular consumption of oily fish to reduce risk of CHD and death due to CHD Strong Low
Physical activity Encourage, support and advise people to do regular sustainable physical activity, such as Conditional Low
exercise programs, to reduce their risk of CVD
Healthy weight Encourage, support and advise people to achieve and maintain a healthy weight Consensus
Alcohol reduction Encourage, support and advise people who consume alcohol to reduce their consumption where Conditional Low
necessary, in line with national guidelines, to reduce health risks from drinking alcohol
Pharmacotherapy
Managing risk For people at high CVD risk (estimated 5-year risk = 10% determined using the Aus CVD Risk Conditional Ft
according to Calculator), encourage, support and advise a healthy lifestyle**
treatment thresholds . . . . .
After discussing the benefits and harms of treatment, prescribe blood pressure-lowering and
lipid-modifying pharmacotherapy, unless contraindicated or clinically inappropriate
For people at intermediate CVD risk (estimated 5-year CVD risk 5% to <10% determined using Conditional +*
the Aus CVD Risk Calculator), encourage, support and advise a healthy lifestyle**
After discussing the benefits and harms of treatment, consider blood pressure-lowering and
lipid-modifying pharmacotherapy, unless contraindicated or clinically inappropriate
Continues |
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2 Continued

Recommendation

Strength*

Certainty of
evidence*

Blood pressure-
lowering treatment

Lipid-modifying
treatment

For people at low CVD risk (estimated 5-year CVD risk < 5% determined using the Aus CVD Risk
Calculator), encourage, support and advise a healthy lifestyle**

Pharmacological treatment is not routinely recommended

Some clinical situations may warrant initiation of pharmacotherapy based on individual risk
factors. Very high blood pressure (ie, blood pressure >160/100 mmHg) or very high cholesterol
(ie, total cholesterol > 7.5 mmol/L) warrant initiation of blood pressure-lowering and lipid-
modifying pharmacotherapy respectively. Refer to specific hypertension and lipid guidelines for
management guidance

For people at high risk of CVD (estimated 5-year risk = 10% determined using the Aus CVD
Risk Calculator), prescribe blood pressure-lowering medicines to reduce CVD risk, unless
contraindicated or clinically inappropriate

Explain the potential benefits and harms of treatment to the person and encourage shared
decision making

Encourage, support and advise a healthy lifestyle**

For people at intermediate risk of CVD (estimated 5-year CVD risk 5% to <10% determined using
the Aus CVD Risk Calculator), consider prescribing blood pressure-lowering medicines, unless
contraindicated or clinically inappropriate, to reduce CVD risk

Explain the potential benefits and harms of treatment to the person and encourage shared
decision making

Encourage, support and advise a healthy lifestyle**

For people at high risk of CVD (estimated 5-year risk = 10% determined using the Aus CVD Risk
Calculator), prescribe lipid-modifying medicines to reduce CVD risk, unless contraindicated or
clinically inappropriate

Explain the potential benefits and harms of treatment to the person and encourage shared
decision making

Encourage, support and advise a healthy lifestyle**

For people at intermediate risk of CVD (estimated 5-year CVD risk 5% to <10% determined using
the Aus CVD Risk Calculator), consider prescribing lipid-modifying medicines to reduce CVD risk,

Conditional

Consensus

Strong

Strong

Strong

Strong

p

Moderate

Moderate

Moderate

Moderate

unless contraindicated or clinically inappropriate

decision making

Explain the potential benefits and harms of treatment to the person and encourage shared

Encourage, support and advise a healthy lifestyle**

CAC = coronary artery calcium; CHD = coronary heart disease; CKD = chronic kidney disease; CVD = cardiovascular disease; eGFR = estimated glomerular filtration rate; TGA = Therapeutic Goods
Administration; UACR = urine albumin to creatinine ratio. * See Appendices at www.cvdcheck.org.au for Grading of Recommendations Assessment, Development and Evaluation (GRADE)
definitions for strength and certainty of evidence. T Due to a lack of studies specifically addressing starting age, a linked evidence approach was used.  Family history of premature CVD: CHD or
stroke in a first degree female relative aged < 65 years or a first degree male relative aged < 55 years. § For people with diabetes, eGFR and uACR are included in the Aus CVD Risk Calculator.
Suitable data were not available to include eGFR and uACR in the calculation for people without diabetes. § Severe mentalillness: a current or recent mental health condition requiring specialist
treatment, whether received or not, in the five years prior to the CVD risk assessment. Derived from PREDICT cohort.” ** This guideline refers to certain modifiable risk factors as “lifestyle”
factors. However, it is recognised that these behaviours are not necessarily an individual’s choice, but reflect the complex interplay of social, cultural and environmental factors, which may be
further influenced by clinical conditions. Use of the term “lifestyle” does not attribute blame to a person. t1 Low for CVD and moderate for stroke. ¥ The literature review found no randomised
trials comparing outcomes according to different risk thresholds. Therefore, a linked evidence approach was used to answer proxy PICO questions (see Report 1: Evidence synthesis to support
the development of the guidelines for absolute cardiovascular disease risk; https://d35rj4ptypp2hd.cloudfront.net/pdf/7.-Report-1-Evidence-Synthesis-Report-Bond-University.pdf). 4

9,10

* excellent model performance;
* external validation in populations similar to Australia; and

e the ability to be recalibrated and modified based on Australian
disease incidence and risk factor prevalence.

Of the ten risk equations reviewed based on the criteria listed
above, the New Zealand (NZ) PREDICT-1° equationg’10 was
found to be the most suitable equation for assessing CVD risk in
Australia.’

Recalibration of the NZ PREDICT-1° equation for the Australian
CVD risk calculator used CVD mortality data for Australia
and New Zealand that were compared on age- and sex-specific
differences. The mortality data were defined as death due to

486 | myocardial infarction, unstable angina, other coronary artery
. disease, ischaemic stroke, haemorrhagic stroke, transient
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ischaemic attack, peripheral vascular disease, congestive heart
failure, and other ischaemic CVD-related deaths.’

Refer to Evidence supporting the choice of a new CVD risk
equation® and Appendix 4 of the guideline’ for details of
evidence and processes for selecting and adapting the NZ
PREDICT-1° equation for Australia.

Recommendations

The guideline recommendations are summarised in Box 2. The
full Australian guideline for assessing and managing
cardiovascular disease risk and the Aus CVD Risk Calculator
are available at www.cvdcheck.org.au. Significant updates since
the 2012 guidelines for the management of absolute CVD risk are
listed in Box 3.


http://www.cvdcheck.org.au
http://www.cvdcheck.org.au
https://d35rj4ptypp2hd.cloudfront.net/pdf/7.-Report-1-Evidence-Synthesis-Report-Bond-University.pdf

3 Summary of what is new in the 2023 Australian guideline for assessing and managing cardiovascular disease risk

What is new in the
2023 guideline?

Details

What the new recommendations mean for clinical practice?

Different age
groups for risk
assessment

New Australian CVD
risk calculator (Aus
CVD Risk Calculator)

Redefined risk
categories and
reassessment
periods

Reclassification
factors

Communicating risk

e A broader age range of people aged 45-79 years without
known CVD is recommended to undergo CVD risk
assessment using the Aus CVD Risk Calculator. Target age
ranges for risk assessment have also been tailored according
to diabetes and First Nations status (for people without
known CVD):

» people with diabetes should have their CVD risk assessed
using the Aus CVD Risk Calculator from age 35 to 79 years.

» First Nations people should have their CVD risk assessed
using the Aus CVD Risk Calculator from age 30 to 79 years

» First Nations people aged 18-29 years should have their
individual CVD risk factors assessed

e The new Aus CVD Risk Calculator is based on the PREDICT-1°
equation, which was developed from a large New Zealand
population cohort study. The calculator has been modified
and recalibrated for the Australian population and health
setting

e The Aus CVD Risk Calculator includes optional risk factors
not included in the previous Framingham-based equation,
including area markers of social disadvantage (using postcodes
as markers of area-level deprivation), a diagnosis of atrial
fibrillation and use of blood pressure-lowering, lipid-modifying
and antithrombotic medicines

e The Aus CVD Risk Calculator allows for improved CVD risk
estimation in people with type 2 diabetes using an optional
subequation, factoring in HbA, , time since diagnosis of
diabetes (measured in years), uUACR, eGFR, BMI and the use of
insulin in the previous 6 months

* Risk estimates represent the chance of dying or experiencing
a cardiovascular event in the next 5 years. New risk categories
have been defined according to the new Aus CVD Risk
Calculator

* The new categories are not directly interchangeable with
previous 2012 guidelines for the management of absolute
CVD risk equation categories. This has resulted in different
risk percentile ranges for high, intermediate and low risk
classifications

« The new CVD risk categories are:

> high (210% risk over 5 years)
» intermediate (5 to <10% risk over 5 years)
> low (< 5% risk over 5 years)

e A systematic review was undertaken to identify which
categories would benefit most from pharmacotherapy. For
evidence and rationale, see CVD risk categories and managing
risk according to treatment thresholds’

* New guidance has been provided on factors that may help
clinicians refine and reclassify risk estimates after using the
Aus CVD Risk Calculator; this is particularly relevant for people
whose calculated risk is close to the threshold of another risk
category. Reclassification factors include:

» ethnicity

eGFR and uACR measurements

severe mental illness*

CACscore

family history of premature CVD'

>
>
>
>

* Thereis a new emphasis on communicating CVD risk
effectively, with recommendations to use relevant patient
decision aids to support effective risk communication and
informed decision making, and combine risk communication
tools with behavioural strategies to reduce CVD risk

e Targeting CVD risk assessment to recommended age groups

enables more people at high risk of CVD to be identified early
before they develop overt disease

This approach helps direct pharmacological strategies for
intensive CVD risk factor management to people at high risk and
diverts unnecessary interventions away from people at lower
risk

The Aus CVD Risk Calculator can now be used for people being
treated with blood pressure-lowering, lipid-modifying and/or
antithrombotic pharmacotherapy, as it includes a variable that
accounts for treatment

The Aus CVD Risk Calculator has a separate equation for people
with diabetes. The diabetes equation enables greater accuracy
of 5-year risk prediction for people with type 2 diabetes as not all
people with diabetes are necessarily at high CVD risk

Note that the calculator is not validated for people with type 1
diabetes

The Aus CVD Risk Calculator also considers socio-economic
status, which may help improve risk prediction for people from
socio-economic disadvantaged communities or people living with
socio-economic disadvantage

Intervals between reassessment of CVD risk should be
determined using the most recent estimated risk category.

For individuals at low risk, reassessment of CVD risk should

be considered within 5 years; within 2 years for those at
intermediate risk. Reassessment of CVD risk by this methodology
is not recommended for individuals at high risk

Due to better calibration with the new equation, the proportion
of the population with a high CVD risk (=10% over 5 years) using
the Aus CVD Risk Calculator is expected to be broadly similar to
that at > 15% risk group using the old Framingham equation

In addition to the variables included in the Aus CVD Risk
Calculator, “reclassification factors” can help refine the patient’s
CVD risk categorisation. For example, clinicians can consider
reclassifying estimated risk to a higher category in First Nations
people and people with Maori, Pacific Islander and South Asian
ethnicities or to a lower category for people of East Asian
ethnicity whose risks are close to the threshold

In people with CKD, assessing both eGFR and uACR levels
provides greater accuracy in predicting 5-year CVD risk. These
measures independently improve prediction of cardiovascular
events beyond traditional risk factors alone™

Reclassifying risk level due to CAC score can be considered when
treatment decisions are uncertain; for example, when risk is
assessed by the Aus CVD Risk Calculator as low or intermediate
and other risk concerns are present that are not accounted for by
the Calculator. This does not imply that CAC should be tested in
all subjects

Effectively communicating CVD risk may lead to behavioural
changes that result in an improvement in predicted CVD risk
assessed after 12 months"
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3 Continued

What is new in the

2023 guideline? Details

What the new recommendations mean for clinical practice?

Considerations for
First Nations people

¢ Specific recommendations, resources and practice points for
First Nations people have been embedded throughout the

e CVD risk assessment should be completed as part of a holistic
health assessment for First Nations people, with appropriate

complications

CVD risk and pregnancy complications such as hypertensive
disorders of pregnancy (including pre-eclampsia) and
gestational diabetes

guideline follow-up and management.™ All care should be taken to ensure
cultural safety, shared decision making, informed consent
and ownership of information in alignment with the National
Agreement on Closing the Gap™
Pregnancy e New information is provided about the association between e Because hypertensive disorders of pregnancy are associated with

increased risk of CVD and may triple a woman’s risk of developing
CVD in the following 10 years,'®" a thorough pregnancy history
should be taken when performing a CVD risk assessment

BMI =body massindex; CAC= coronary artery calcium; CKD = chronic kidney disease; CVD = cardiovascular disease; eGFR = estimated glomerular filtration rate; HbA, = glycated haemoglobin;
UACR = urinary albumin to creatinine ratio. * Severe mental illness: current or recent mental health condition requiring specialist treatment, whether received or not, in the five years prior
to the CVD risk assessment. Derived from PREDICT cohort." T Family history of premature CVD: coronary heart disease or stroke in a first degree female relative aged < 65 years or a first
degree male relative aged <55 years. @

https://cvdcheck.org.au/for-health-professionals) and for the
general population (https://cvdcheck.org.au/for-the-general-
public) to help them understand what the new guideline means
for them and how their medical consultations might change as
a result.

Implementation

There are infographics available for health care professionals
(an overview of CVD risk assessment and management is
presented in Box 4, and a guideline summary is available at

4 Overview of cardiovascular disease (CVD) risk assessment and management
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« Family history 1

N

Communicate
CVD risk

Use calculator to
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Identify CVD risk
category
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CVD risk

2 | use calculator to assess
CVD risk

Use new Australian CVD risk calculator
with the following variables:

Do not use calculator in those
already known to be at high risk:

Moderate-to-severe CKD and FH

‘ Communicate CVD risk
+ Communicate CVD risk using a
variety of formats

« Use a decision aid to support
effective risk communication

* Age, sex For people with + Combine risk communication
+ Smoking status ~ diabetes: tools with behavioural strategies,
« Systolic BP « HbAlc repeated over time
+ TC:HDL-Cratio . Time since diagnosis
« Diabetes status of diabetes
+ CVD medicines + UACR
« Postcode « eGFR
« History of AF « BMI
« Insulin

Care, Commonwealth of Australia.” ®

AF = atrial fibrillation; BMI = body mass index; BP = blood pressure; CAC = coronary artery calcium; CKD = chronic kidney disease; eGFR = estimated glomerular filtration rate; FH = familial
hypercholesterolaemia; HbA,. = glycated haemoglobin; HDL-C = high-density lipoprotein cholesterol; TC = total cholesterol; UACR = urine albumin to creatinine ratio. Family history:
coronary heart disease or stroke in a first degree female relative aged < 65 years or a first degree male relative aged <55 years. Severe mental illness: a current or recent mental health
condition requiring specialist treatment, whether received or not, in the five years prior to the CVD risk assessment. Derived from PREDICT cohort." This guideline refers to certain
modifiable risk factors as “lifestyle” factors. However, it is recognised that these behaviours are not necessarily an individual’s choice, but reflect the complex interplay of social, cultural
and environmental factors, which may be further influenced by clinical conditions. Use of the term “lifestyle” does not attribute blame to a person. Source: Department of Health and Aged
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Continuing professional development activities to increase
knowledge and awareness (eg, webinars for health professionals,
including live demonstration of how to use the Aus CVD Risk
Calculator, www.cvdcheck.org.au/calculator) have been, and
will continue to be, offered to primary care providers in the
months following the publication of the guideline (eg, the on-
demand webinar “CVD risk redefined: unveiling Australia’s
new CVD risk guideline and calculator” produced by the Heart
Foundation: www.youtube.com/watch?v=1QW83BTdvfMé&list=
PLhrygLMDO0EseWGm1t9vGgSaepKaOkdoOt).

Conclusion

CVDis highly preventable with appropriate measures targeted to
individuals most likely to benefit. The 2023 Australian guideline
for assessing and managing cardiovascular disease risk
marks a major milestone in CVD prevention in the Australian
population. It represents a more accurate pathway for the early
detection, clinical assessment and management of CVD risk in
the Australian population. The new Aus CVD Risk Calculator
and consideration of reclassification factors captures a broader
range of risk factors representative of the growing evidence for
personalised and effective risk prediction.

The recommendations contained in the new guideline establish
an evidence-based standard for assessing, communicating and
managing CVD risk in Australia and, properly implemented,
will save lives and prevent significant suffering caused by CVD.

The full the guideline and the Aus CVD Risk Calculator are
available at www.cvdcheck.org.au.
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