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1. Describe and discuss the assessment of CVD risk and the Heart 
Health Check.

2. Develop strategies for the management of lipid disorders and 
risk factors in asymptomatic patients with intermediate CVD 
risk.

3. Risk enhancers – a new concept in cardiovascular risk.
4. Discuss the role of calcium scoring in primary care.
5. Understand and discuss chest pain management protocols and 

the role of the Chest Pain Assessment Service (CPAS).

Learning outcomes



1. Assessing CVD risk and the Heart Health Check.
2. The role of calcium scoring in primary care.
3. Principles of cholesterol management.
4. An orientation to chest pain protocols at The 

Prince Charles Hospital and the role of the CPAS

Preliminary Program
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CSANZ position statement on Coronary Calcium Scoring 

1. Patient groups to consider Coronary Calcium Scoring CAC is of 
most value in intermediate risk patients (absolute 10-year 
cardiovascular risk of 10-20%) who are asymptomatic, do not 
have known coronary artery disease and aged 45 – 75 years, 
where it has the ability to reclassify patients into lower or 
higher risk groups. 

2. It may also be considered for lower risk patients (absolute 10-
year cardiovascular risk 6-10%) particularly in those where 
traditionally risk scores under estimate risk e.g. especially in 
context of family history of premature CVD and possibly in 
patients with diabetes aged 40 to 60 years old. 



CSANZ position statement on Coronary Calcium Scoring 

CAC is not recommended for patients who are: 

1. At very low risk (<5% absolute 10 year risk); or, 

2. High risk (>20% absolute 10 year risk) - as testing is unlikely to alter the 
recommended management. This includes some patients who are 
automatically considered to be high risk (eg. diabetics over 60 years old or 
diabetics with albuminuria, chronic kidney disease (eGFR < 45 mL/min), BP > 
180/110, familial hypercholesterolaemia and cholesterol > 7.5 mmol/L) and 
therefore should be managed aggressively with optimal medical therapy; or 

3. Symptomatic or previously documented coronary artery disease 



Recommendation: Asymptomatic patients suitable for CAC 

• Aged 45-75 years with intermediate cardiovascular risk (10-20%) 
• There is a possible role for CAC in those aged 45-75 years with lower cardiovascular 
risk (6-10%) as defined by FRS in: 
o Those with a strong family history of premature CHD 
o Diabetics aged 40 – 60 years old. 
o Indigenous patients (Aboriginals, Maori and Pacific Island patients) >40 years old. 

CSANZ position statement on Coronary Calcium Scoring 



Coronary artery calcium (CAC) scores improve prognostic
accuracy for atherosclerotic cardiovascular disease 
(ASCVD) outcomes
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Increasing CAC predicts mortality

(Budoff et al, JACC 2007)
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Mitchell, J.D. et al. J Am Coll Cardiol. 2018;72(25):3233–42.

Coronary artery calcium (CAC) scores improve prognostic
accuracy for atherosclerotic cardiovascular disease (ASCVD) outcomes 
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Coronary artery calcium (CAC) scores improve prognostic
accuracy for atherosclerotic cardiovascular disease (ASCVD) outcomes 



Landmark Statin Trials Had Different Criteria for Statin Eligibility











NNT with ‘tailored’ approach

Mitchell, J.D. et al. J Am Coll Cardiol. 2018;72(25):3233–42.



2019 ACC/AHA Guideline on the Primary Prevention 
of Cardiovascular Disease 



2019 ACC/AHA Guideline on the Primary Prevention 
of Cardiovascular Disease 



Grundy SM, et al. 2018 Cholesterol Clinical Practice Guidelines Circulation. 2018



Arnett et al. 2019 ACC/AHA Guideline on the Primary Prevention of Cardiovascular Disease: Executive Summary 

2019 ACC/AHA Guideline on the Primary Prevention 
of Cardiovascular Disease 
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Aspirin in primary prevention – A 
quick Reminder!



2019 ACC/AHA Guideline on the Primary Prevention 
of Cardiovascular Disease 



Asymptomatic. Lifelong ballroom dancer

Coeliac, iron deficiency.

No traditional CV risk factors

Mother had ? Coronary disease in late 60s..

What would you do?

68 F

Day/Month/Year

29

Footnote to go here
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2018 Prevention Guidelines Tool CV Risk Calculator       AHA/ACC  
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2018 Prevention Guidelines Tool CV Risk Calculator       AHA/ACC  



Asymptomatic. Lifelong ballroom dancer

Coeliac, iron deficiency.

No traditional CV risk factors

Mother had ? Coronary disease in late 60s..

Coronary calcium score : 200! 

What would you do?

68 F

Day/Month/Year
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Footnote to go here
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• 2447 consecutive non-diabetic asymptomatic females 
(55± 10 years). 

• Based upon FRE, 90% were classified as low-risk (FRE ≤9% 
10-year risk of hard CHD events), 10% intermediate-risk 
(10–20%), and none were considered as high-risk (>20%).

• Coronary artery calcium was present in 33%. CAC ≥100 –
10% ,and CAC ≥400 - 3% 

• Overall, 20% of women had age-gender derived ≥75th 
percentile CAC. 

• According to FRE, the majority (84%) of women with 
significant CAC ≥75th percentile were classified as low-risk. 
Approximately half (45%) of low-risk women with ≥2 CHD 
risk factors and a family history of premature CHD had 
significant CAC.

https://doi.org/10.1016/j.atherosclerosis.2005.04.004
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• 687 Aboriginal people aged 20–74 years were followed up 

from a baseline examination in 1992–1995 through to 31 

Dec 2003.

• The predicted CHD incidence using the Framingham 

function was 4.4 per 1000 person-years, while the 

observed incidence was 11.0 (95% CI, 8.7–13.9) per 

1000 person-years. 

• The observed number of CHD events (68) was 2.5 times the 

number predicted (27) using the Framingham function. 

• The Framingham function was a particularly unreliable 

predictor for women, especially younger women, in whom 

the observed CHD rate was 30 times the predicted rate.



Grundy SM, et al. 2018 Cholesterol Clinical Practice Guidelines Circulation. 2018
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Footnote to go here
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Symptomatic Patients
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V[XX] Effective: [MM/YYYY] Review: [MM/YYYY]



Management of Patients at 
High Risk of ACS
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Management of Patients at 
low risk of ACS
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Definitions of Cardiac Risk 
factors
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Intermediate Risk of ACS
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CPAS TPCH
Day/Month/Year
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Some interesting cases

Do we always get it 
right?



Asymptomatic. High Calcium Score

• HTN

• Previous stroke

• OA

• Left hepatic artery aneurysm

• Mild emphysema

• Dyslipidaemia

• Gout

71 Female: THR 
workup

Day/Month/Year
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71 Female: THR 
workup

Day/Month/Year
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71 Female: THR 
workup

Day/Month/Year
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DSE

Day/Month/Year
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ACS Post THR (!)

Day/Month/Year
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ACS Post THR (!)
Day/Month/Year
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Footnote to go here



JACC Cardiovasc Imaging. 2012 Oct;5(10):990-9
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