Oppor tunistic interventions
in primary care can reduce
stoke risk
Particularly for M ä ori and Pacific peoples and women

Stroke is the third leading cause of death in New Zealand, after ischaemic
heart disease and all cancers combined, and is the most important cause of
adult disability. Clearly a concerted effort is required across all population
groups but there are specific issues for Mäori, Pacific people and women.

Trends in stroke rate show ethnic disparities

Downward stroke trends linked
to improved primary and
secondary prevention

There has been a modest decline in the rates for both lifetime
incidence of stroke and stroke attacks in Auckland over the last two
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Figure 1: Trends in
ethnic-specific stroke
attack rates by study
period
Rates were age-standardised
to the WHO world population
and shown with 95% CI.
Ethnic groups defined as:
E = NZ/European,
M = Maori,
P = Pacific peoples, and
O = Asian and other

Annual Stroke Attack Rates
(per 100,000 age adjusted to the WHO World population
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Favourable NZ trends for some risk factors
counterbalanced by obesity and smoking
The trends in some cardiovascular risk factors in New Zealand Europeans
in Auckland were studied between 1982 and 2003.4 Trends in systolic
blood pressure, raised blood pressure, serum cholesterol, HDL-cholesterol
levels and use of antihypertensive and cholesterol lowering drugs have
generally been favourable. Unfortunately however these favourable trends
were counterbalanced by less favourable trends in body mass index,
obesity and cigarette smoking.

Impor tant risk factors for stroke
The important modifiable risk factors for stroke are:
-

Hypertension

-

Atrial fibrillation

-

Diabetes

-

Smoking

-

Adverse lipid profile     

Conclusions for primary care
The most cost-effective approaches for the
primary prevention of stroke and other chronic
diseases such as coronary heart disease are
population-based strategies to modify risk
factors. However interventions during dayto-day consultations also make a difference.
Useful opportunistic strategies to add to any
population-based strategies are:
-

Opportunistic screening for risk factors
during the consultation

-

Starting this 10–15 years earlier for
Mäori, Pacific people and people from the
Indian subcontinent

-

Managing hypertension aggressively

-

Checking for AF and managing it
appropriately for both men and women

Hyper tension most impor tant risk factor for
stroke
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