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EditorialsEditorials
Lost in translation: the gap between what
we know and what we do about
cardiovascular disease

An estimated one million Australians a
t high risk may not have been receiving
recommended preventive treatments
e still seem disappointingly distant from get-
ting it right with disease prevention in
“diagnosis and treatment practices for

hypertension remain similar to those of several

decades ago”
W Australia. An analysis of data from the
2011e12 Australian National Health Measures Survey
reported in this issue of the MJA1 found that most re-
spondents at high risk of cardiovascular disease (CVD)
were not receiving the recommended combination of
bloodpressure-lowering and lipid-loweringmedications.
Applying these estimates to the general population,
almost one million Australians at high risk may not have
been receiving these treatments, although their use has
long been recommendedby the national peak body on the
basis of level A evidence.

Perhaps the data are incorrect? While the response rate
to the survey among those aged 45e74 years (47%) was
lower than desirable, survey respondents would be
expected to have better, not worse, treatment rates than
non-respondents. It is also likely that self-reporting
overestimates treatment levels. Perhaps the data
reflect the prevalence of contraindications to recom-
mended treatment? Again, this is unlikely: definite
contraindications to lipid-lowering and blood
pressure-lowering medications are very rare, and
placebo-controlled trials have shown that only a small
proportion of subjects taking statins experience
symptomatic side effects.2
What is going wrong?

How much of the problem is related to physicians not
prescribingmedications in the first place, and howmuch
is due to patients not continuing to use them in the long
term? For people with an acute coronary syndrome,
prescription rates at discharge have climbed steadily in
recent years; the main challenge seems to be the steady
drop-off in adherence in the months and years following
the acute event.3 Both patient- and prescriber-related
factors contribute to this drop-off. Patient-related
factors include comorbidities, mental health problems,
social context, and their perceptions of their illness; even
those who have a heart attack underestimate their risk,
and misperceptions are associated with the persistence
of risk-elevating behaviours, including smoking and
non-adherence to medication.4 The cost of drugs
may play a bigger role in the Australian context than
is recognised.5 Physicians may fail to recognise
non-adherence or explain the need to continue therapy.
Over-attribution of “side effects” to medication is also a
factor,2 compounded in Australia by biased media
coverage about statins.6
For people at high primary risk of CVD, we suspect the
main problem is under-prescribing of medications that
reduce the risk of CVD. A paradigm change is needed,
and we have only begun to address this need. The
dominant paradigm for many decades has been to pre-
scribe these medications only for people with hyperten-
sion or dyslipidaemia; indeed, many drug labels still
recognise only these indications. The compelling rationale
that use of these drugs should instead be primarily tar-
geted on the basis of high absolute risk of CVD has been
plain for many years. The evidence for the benefits of
blood pressure-lowering medications for people with
non-optimal blood pressure but without hypertension
has become even clearer in the past few months.7

Nevertheless, diagnosis and treatment practices for hy-
pertension remain similar to those of several decades ago,
when it was erroneously thought therewas a threshold of
hypertension below which lowering blood pressure
conferred no benefit.
Do we need to try something new?

We clearly need to improve our strategies for addressing
the evidenceepractice gap inCVDriskmanagement. This
is part of a wider systemic problem in continuingmedical
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education, our ability to translate large amounts of new
research data into practice.

Should we be considering a public health and policy-
driven approach? In the United Kingdom, the Quality
and Outcomes Framework (QOF) annually rewards
practices for their provision of quality care according to
evidence-based indicators.8 For example, the indicators
for the secondary prevention of coronary heart dis-
ease (CHD) include general practices maintaining a
register of CHD patients and of the proportions
prescribed angiotensin-converting enzyme inhibitors or
angiotensin-receptor blockers, aspirin, b-blockers, and
statins.8 A registrywould enable practices to have annual
recall programs for reviewing treatment of CHDpatients.
In Australia, the National Health and Medical Research
Council has recently adopted implementing the absolute
risk approach to primary prevention as a priority for
research translation.9

Technology-based solutions may also help. Hospital
medical records, patient-controlled e-health medical re-
cords, and general practice medical records could incor-
porate red flags for pre-specified indicators of prevention
needs not being met. Electronic decision support studies
support the potential effectiveness of these type of
MJA 204 (8) j 2 May 2016
strategies.10 Other technology-based solutions could
include smart pill boxes, pharmacy support programs,
telehealth support, and automated text reminders.11

These strategies are all ready to roll now, whereas other
innovations, such as polypills, may play a role in the near
future.12 There is evidence that supports the efficacy of all
these strategies, but none has yet been substantively
employed.

CVD is our leading killer and cause of health care
costs, but almost one million Australians at high risk
may not have been receiving the basic recommended
preventive medications. This is the low-hanging fruit
in CVD control. A multifaceted approach is needed:
patient-centred, evidence-based primary care will be
the key.
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