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. How to calculate the lifetime risk of developing
coronary heart disease.

. How low should cholesterol
risk categoriesP

. The ABCDE for secondary
heart disease.

levels be for different

prevention of coronary

' H<r om die leefo'dsrisiko vir- koron€re vasiekte te bercken.
. Hoe laag moet cholesterolvlakke wees vir sekere

risikogroepei)
' Die ABCDE vir sekond€re voorkomingvan koron€re

vaLsiekte.
(SA Fam Pract 2003;45(l):22-26)

INTRODUCTION:

The lifetime risk is a useful concept to
estimate an individual's cumulative risk
of developing a disease during that
indiv idual 's  remain ing l i fespan.
Although mortality from coronary heart
disease remains the single leading cause
of death for adults worldwide, it was
only recently that the lifetime risk for
coronary heart disease was calculated
from the Framingham Heart Study.
Lifetime risk to develop coronary heart
disease at the age of 40 years is One in
Two for males and One in Three for
females.

This knowledge may promote efforts
to screen for and treat patients at high
risk of developing coronary heart
disease.

RISK MANAGEMENT

Risk Assessment:
An absolute risk estimate should be
calculated for every individual.
Absolute risk of an individual is the risk
of developing coronary heart disease
(CHD) over a given time frame (short-
term : l0 years; long-term : 20 years).

T-lte ruaior indept:ndent (caa.ra/) i.rk factor::
. Hypertension (any elevation or on

antihypertensive therapy)
. Smoking (any amount)
. Elevated T Cholesterol; elevated

LDL Cholesterol and low HDL
Cholesterol.

Diabetes mellitus is not considered a
major risk factor, but it is now regarded
as CHD equivalent, implying that it
contributes to the patient's risk profile,
the same risk as ifthe patient had already
had a cardiovascular event (MI etc.).

These major factors are currently
being used in the calculation of absolute
risk - for that we use a risk chart (e.g.
Framingham, Sheffield, European).

Before the elevated cholesterol can
be used as an indication for cholesterol-
lowering therapy, secondary causes of
e levated cholestero l  should be
excluded: diabetes, hypothyroidism,
obstructive liver disease, chronic renal
disease, nephrotic syndrome, drugs (e.g.
anabolic steroids).

Risk categories of patients:
The use of the risk cateqories moves

away from the old concept of primary
and secondary prevention.

I. Highest risk
A. Patients with previous coronary

heart disease events (CHD).
B. Patients with CHD equivalents:

i. Other clinical forms of athero-
sclerosis (peripheral arterial
d isease,  aor ta aneurysm,
symptomat ic  carot id  ar tery
disease).

i i. Multiple cardiovascular risk
factors (2 or more risk factors):
a. Cigarette smoking.
b. Hypertension or anti-hyper-

tensive therapy.
c. Low HDL.
d. High LDL / total cholesterol.
e. Family history of premature

disease: father before 55
years age and mother before
65 years age.

iii. Diabetes mellitus.

This highest risk category implies that
patients have a higher than 20% risk of
having a recurrent event in the next l0
years (20 out of every 100 people).
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Cholesterol
Mg/dL
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0
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0
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0
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0
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0
I

0
I

HDL,mg/dL Points

>60
50-59
40-49
<40

- l

0
I
2

Systolic BP, mmHg If Untreated If Treated

<120
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I 30-139
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>160

0
0
I
I

0
I
z
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J

Point Total 10-Year Risk.To
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8
o
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l l
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< l
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5
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Agc
70-79r

reated

Thcrapy should lowcr LDL-cholcstcro l
lo < 2.6 rnmol/L as a goal.

l l .  i l i :

This group has a lcss than 209'o risl< to
dcvclop a card iovascr . r lar  (CV) cr . 'cnt
ovcr  the next  l0  vcars.  Thev arc 1hc
groLrp 

"vit l iout 
any prior problerris but

havc 2 or morc risk laclors prcscrrt on
tcsting. Thc ultinratc goal for LDL on
thcrapy should bc < .1.4 rnmol,1L.

Thci r  absolutc r isk is  less than l0 ' l .u
ovcr tlre next I 0 ycars to develop [ ' l  I D.
'Ihcy 

are the peoplc rvith 0 - 1 risk lhctor.
l 'hc LDL goal lbr therapy shoulcl bc

< 4.0 rnmol /L.

Thcsc risk catcgorics scrvc 3 puryloscs:
I. Dellne thc sclcction of paticnts lbr

aggressive thcrapy. The intensity ol-
risk-rcduction thcrapy is adjustcd to
a pcrson's absolutc risk.

I l .  The i r  goa l  l n ' c l s  t b r  t he rapy  o f
chole sterol arc dit lcrcnt. The highcr
t h c  r i s k ,  t h c  l o w c r  t h e  L D L
cholcstcrol to aim fbr.

I I L These risk catcgolics can bc usccl to
rnot ivate the prr t icr r t  to  par t ic iprr tc  i r r
risk n-ranagemcnt and lnove t() a
lower risk i l '  possiblc.

'j:.:,!::;'

' I ' l r e r t  
r i r .

c t I i ) :

l (

Thcy are associatcc l  rv i th  incrcascd
CHD r isk,  but  thc i l  c \ac l  associc t i ( )n.
cspccially their qLrantitative cor.rtribu-
tions are not wcll ciocunrented. Thcsc
a r c  c l e v a t c d  T g S  ( t r i g l y c c r i d c s ) .
c lcvatcd smal l  densc LDL cholestcro l .
c l c v a t c d  h o m o c y s t c i n c .  e l e v a l c c l
l ipoprotcin (a), elcvalcd prothronrbolic
f i rc tors (e.g.  f  ibr inogcn.  PAI- I )  ancl
clcvatecl infl amnratory markers (CI{ P).

Thcse factors. u,hcn prcsent, worscn thc
indcpcndent major risl< lactors. Thcy

are:  obcsi ty .  abdominal  obcsi ty  (uais t
> 102 cnr in u ornen. rvaist >88 cm uren).
physical  inact iv i ty ,  lanr i ly  h is tory o1 '
preulaturc [ 'AD, ethnic characteristics
a n d  p s y c h o s o c i a l  l t r c t o r s  ( e . g .
deprcss i on ).

This  syncl romc is  being inc lcasingly
lecogniscd firr its contribution to CV
R isk .

Thc  r c l a t i ve  r i sk  i s  t hc  ra t i o  o f  t hc
indiviclual's absolutc risl< divided by thc
basel ine r isk of  the populat ion.  Using
th i s  r i sk  l r r cd i c t i on  i s  hc lp fu l  i n  2
g roups :  t hc  voung  pa t i cn t  and  the
elderly. A high relatir, 'e risk in a .voung
adult lvi l l  cvcntually translatc inb a high
absolr"rtc risk in thc long tcrnr.

No provis ion in  oI - l lc ia l  char ts  is
g i ren to rc lat ive r isk calculat ions.  We
should a lso bear th is  in  nr ind in  c l in ica l
n-rcdicinc when deii l in-rt rvith patients.
Eth ical  issucs wi l l  no doubt  ar ise when
only absolutc risks ale uscd to defend
tunding issucs fbr trealnrcnt. There is
st i l l  a  ncccl  a lso fbr  c l in ica l . juc lgment  in
some pat icnts.

So r r c  pa t i u r t s  u rav  no t  c l ua l i f y  f b r
a g g r c s s i v c  I n a n a g e n r c l r t  b a s e d  o n
absolr-rtc risk or relativc risl<. br-rt need
then to bc tc-slcd for thc presence of

Clrolcsterol levcl risk

categories:

T"t'rt .h"t.rt"r"lt
Desirablc: < 5.2 u'rrnol/L
Border l inc h igh:  5.2-6.2 nrrnol /L
Hieh:  > 6.2 mmol /L

LDL cholesterol:
Opt imal :  < 2. ( r  nrmol /L
Near or abovc
opt inra l :  2 .6-3.3 mrro l l l
Border l inc h igh:  3.4- .+.  I  nrmol /L
High:  4.1-4.9 rnnro l i l
Very l i igh: > 4.c.) mmol/L

s L r b c l i n i c a l  a t h c r o s c l e r o s i s  u s i n g
cxcrc ise tcst ing.  ankle-brachia l  rndex.
mcasurernerll of Calotid Intinra-Mcdia
thickness and Il l l( 'T-dcrived (E,lcctron
Bcam Con.rputcd)  coronary calc iurn
scores.

Once sr- rbc l in ica l  atheroscleros is  is
clia-rtnosed. thc prcsence of subclinical
alhcrosclerosis prcdicts futurc CAD and
thcse patients should be treated as CHD
cqr-rivalents.

The sirnplistic but in.rporlant advicc fbr
thc h ighcst  r isk category,  CHD and
CHD equira lent  (prev ionslv  know'n as
\ cc ( )nda rJ  p t c \  cn t i ( ) n  ) .  i s  l  n t t t c t t t r r t t i c
which is  constnrc lcd as:  ABCDE

Asp i r i n ;  A (  l - - l r r l r i b i t o r : .
Be ta  B lockc rs :  B lood  p rcssu re
reduction.
Cholesterol rcduction.
Dict  and don' t  smoke.
Exerc ise.D
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