
244 British Journal of Healthcare Management | 2020 | https://doi.org/10.12968/bjhc.2020.0140

COMMENT

©
 2

02
0 

M
A

 H
ea

lth
ca

re
 L

td

Introduction
Cardiovascular disease is an umbrella term covering conditions that affect the blood 
vessels. Risk factors for cardiovascular disease are divided into those that are fixed or 
non-modifiable, such as age, sex and family history, and those that are modifiable, such as 
smoking and body mass index. Cardiovascular disease results in high levels of morbidity 
and mortality in the UK (World Heart Federation, 2017).

Improvements in health and social care, as well as increasing evidence for preventative 
methods, has led to a decline in cardiovascular disease prevalence (Bhatnagar et al, 2016). 
Improved treatment is also available for individuals who have experienced a cardiovascular 
event, such as a heart attack or stroke, both in the short- and longer-term. However, the 
resulting increase in the number of survivors adds extra responsibilities to the NHS, as such 
individuals require long-term care, including annual reviews and medication to prevent 
further events. In cases involving disabling stroke or heart failure, significant resources are 
needed to support the patient, who may also experience psychological effects from their 
cardiovascular event. All of these factors will influence the individual’s quality of life, and 
that of their family. The NHS and social care providers must therefore be able to support 
survivors both physically and psychologically.

This article considers methods of identifying and supporting individuals at high risk 
of cardiovascular disease through behavioural and pharmacological interventions. The 
importance of appropriate, multidisciplinary management of patients who have experienced 
a cardiovascular event is also evaluated and the key cardiovascular conditions identified as 
top priorities by Public Health England (Waterall, 2020) are reviewed.

Assessing risk
Risk assessment for an individual’s likelihood of developing cardiovascular disease can be 
completed using the GP computer system or the QRisk website (www.qrisk.org/three). This 
assessment is based on data gathered from GP practices across the UK regarding risk factors 
for cardiovascular disease, such as age, sex, family history of cardiovascular disease, smoking 
history, the presence of atrial fibrillation or chronic kidney disease, body mass index, blood 
pressure and lipid levels. The latest version (QRisk 3) has been updated to include additional 
factors such as erectile dysfunction, migraine and severe mental illness. Individuals with a 
score of 10% or over are deemed high risk and will be offered pharmacological therapies to 
reduce blood pressure and/or lipid levels, as well as lifestyle advice.

Some risk factors may seem surprising. There is a known association between dental 
health and cardiovascular disease; individuals with poor oral hygiene have been shown to 
have a 70% greater risk compared to those who brushed their teeth twice daily (de Oliveira 
et al, 2010). People with heart valve replacements and those taking anticoagulants may also 
be at increased risk when visiting the dentist. For example, dental work can increase the 
risk of an infective endocarditis, while bleeding may be prolonged and harder to control 
in people on anticoagulants (Chaudhry et al, 2016).

As well as mental health problems themselves, psychiatric medication can increase the 
risk of cardiovascular disease, as such medications can contribute to obesity and type 2 
diabetes, both of which are known risk factors (NHS England, 2019). Meanwhile, a 
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significant proportion of men who experienced a cardiovascular event reported the onset 
of erectile dysfunction 4–5 years beforehand (Jackson et al, 2010). Deprivation is also an 
important multi-factorial risk factor. Risk assessment tools recognise this by requesting 
that a post code is entered as part of the risk calculation (Lang et al, 2016).

Treatment priorities and the multidisciplinary team
There are several multidisciplinary services available to support individuals with, or at high 
risk of, cardiovascular disease. These include dieticians, exercise classes with referral systems 
set up via the NHS, smoking cessation advisors, alcohol advisory groups and physical activity 
champions. For people who have already been diagnosed with cardiovascular disease, cardiac 
rehabilitation classes are invaluable. Such individuals may also benefit from counselling, as 
depression is common after a cardiovascular event and may hinder the patient’s ability to 
engage with lifestyle changes and medication adherence (Smolderen et al, 2017).

Public Health England has highlighted the role of the wider healthcare team in addressing 
its key priorities for cardiovascular disease care. These are: atrial fibrillation, high blood 
pressure and high cholesterol (Waterall, 2020).

Atrial fibrillation
It is often assumed that atrial fibrillation presents with palpitations; in reality, it may not 
cause any symptoms, presenting for the first time as a stroke (National Institute for Health 
and Care Excellence (NICE), 2014). Regular pulse checks and swift assessment of any 
abnormal rhythm with an electrocardiogram is the basic requisite of care for individuals 
with suspected atrial fibrillation. If diagnosed, stroke risk should be assessed and those at 
increased risk should be treated with anticoagulants. The mantra ‘Detect, Protect, Perfect’ 
reflects the importance of identifying individuals who have atrial fibrillation, protecting 
them from a possible stroke and perfecting treatment to optimise the benefits for each 
individual (London Clinical Networks, 2017).

High blood pressure
High blood pressure (hypertension) is diagnosed if an individual has a clinical blood 
pressure of 140/90 mmHg or more (NICE, 2019a). The decision to treat an individual’s 
blood pressure will depend on any other conditions they might have. For example, diabetes 
and chronic kidney disease both have better outcomes if blood pressure is lower than 
130–140/80 mmHg. Treatment may also depend on the individual’s cardiovascular disease 
risk score. Hypertension rarely causes any symptoms, so it is important to ensure that all 
eligible individuals are tested and, where indicated, treated. Untreated hypertension is linked 
to an increased risk of stroke, myocardial infarction, heart failure and other conditions. 
Many people with hypertension will need at least two drugs to sufficiently lower their 
blood pressure (Mancia et al, 2019).

High cholesterol
A cholesterol test measures total cholesterol, essential high-density lipoprotein cholesterol 
and triglyceride (another type of blood fat) levels in the blood. These three components can 
be used to calculate low-density lipoprotein cholesterol levels, which cause degeneration 
of artery walls (atheroma) when too high.

When assessing cardiovascular disease risk, the ratio of total cholesterol to high-density 
lipoprotein cholesterol is calculated. If an individual’s risk score is 10% or over, statin 
therapy will be recommended. European guidelines recommend that in individuals diagnosed 
with cardiovascular disease, or with a very high risk score, a 50% minimum reduction in 
low-density lipoprotein cholesterol and an absolute treatment goal of <1.4 mmol/L should 
be aimed for. For patients at high risk, a low-density lipoprotein cholesterol level goal of 
<1.8 mmol/L is recommended (European Society of Cardiology, 2019).

Some families have a genetic tendency towards higher cholesterol levels (familial 
hypercholesterolaemia), which causes atheroma from an early age and can result in premature 
cardiovascular death. Any patient with suspected familial hypercholesterolaemia should 
therefore be referred to hospital promptly for diagnosis and intervention (NICE, 2019b).
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Diabetes and cardiovascular disease
Type 2 diabetes is recognised as being a risk factor for cardiovascular disease (NICE, 2019c), 
with many such patients experiencing and even dying from cardiovascular complications, 
which can affect both the large and small blood vessels. Diabetes can also increase the 
risk of heart attacks and stroke. This is partly because individuals with type 2 diabetes are 
often insulin resistant, which is linked to inflammation, a known catalyst for cardiovascular 
disease. Insulin resistance can also lead to raised blood pressure, higher cholesterol, 
hormonal effects (such as polycystic ovarian syndrome and testosterone deficiency) and 
increased tendency to form clots, all of which can contribute to cardiovascular disease 
(Samad and Ruf, 2013).

Diabetes UK (2018) has produced guidance regarding the care that should be offered to all 
patients with diabetes to reduce the risk of cardiovascular complications. This essential guide 
should be required reading for all health and social care professionals involved in diabetes care.

Lifestyle interventions and COVID-19
While medication plays an important part in reducing blood pressure and lipid levels, the 
impact of lifestyle interventions, such as nutritional support and exercise, should not be 
underestimated. To support individuals in making these changes, healthcare professionals 
might consider recommending high-intensity interval training as a less time-consuming but 
evidence-based method of working exercise into the patient’s weekly routine. High intensity 
interval training also has the advantage of being freely accessible online, although the patient’s 
disability status should be considered before recommending this type of exercise (Kuehn, 2019).

Smoking cessation is also a vital and cost-effective intervention for improved health, 
yet GP-led programmes have decreased in recent years (Public Health England, 2019). 
Smoking cessation is not the remit of one service; all healthcare providers should offer 
smoking cessation support if possible.

Peer support may be a particularly useful tool for individuals with cardiovascular disease, 
especially as the COVID-19 pandemic unfolds and many are advised to limit socialisation 
because of their higher mortality risk from the virus. The development of group video calls 
has offered an excellent opportunity for people with cardiovascular diseases to share their 
experiences with others in a similar position. However, these networks should not be seen 
as alternatives to professional input. There has been an increase in non-COVID-19 related 
excess deaths during the pandemic, thought to be partially the result of reluctance to attend 
hospital, even during severe cardiac events or stroke (Office for National Statistics, 2020). 
Consequently, some individuals who could have recovered from their cardiovascular event 
have died because they did not get emergency help when they needed it. Healthcare workers 
must remind patients of the importance of seeking medical aid and provide guidance 
regarding symptoms of stroke and heart attacks.

Conclusions
It is vital that healthcare and related services focus on early identification of risk factors 
for cardiovascular disease, expert management of acute events, evidence-based long-term 
care and adequate support for lifestyle change. The psychological consequences of stroke 
or cardiac event on individual and their families must also be recognised.

This can only come from an educated and empowered multidisciplinary team, supported 
by effective management, that works collaboratively to ensure the best outcomes for 
individuals with, or at high risk of, cardiovascular disease.
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