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¢ QUE PROBLEMAS TIENEN LAS TABLAS?

1.- Mdltiples tablas y ecuaciones.

2.- Sensibilidad y especificidad no optimas.
3.- Baja concordancia entre las tablas.

4.- Poca utilizacion por los facultativos.

5.- “El riesgo absoluto es relativo.” La edad es el
principal predictor.

6.- Dudosa comprension por el paciente.
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Overall

Results often not helpful for decision making.

Lack of knowledge

No overview over all the prediction rules.
Difference between prediction rule and guideline unknown.

| do not know any prediction rule.

Distrust in validity

Single risk value but situation of patient is complex.

| can estimate global risk without prediction rules.

Important risk factors not incorporated in prediction rules.

| use risk information derived from single risk factors.
| have a special selection of patients.
| do not trust in prediction rules.

Predictive accuracy is not good enough.

Distrust in stakeholders

Prediction rules may lead to (medical) over-treatment.
| do not know the influence of stakeholders.
| am afraid of misuse (external control).

Distrust in concept of prevention

Prevention is of no use (bad compliance of patients).
Prevention will not reduce total health care costs.

Lack of practicability

Application of prediction rules is time consuming.

| do not know whether patients want to know their risk.

| have ethical concerns.

| do not measure specific lipid values for prediction rules.

Figure 3. Barriers to implementation of cardiovascular prediction rules. Adapted with permission from Eichler et a
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DUDOSA COMPRENSION POR EL PACIENTE.

-No esta claro qué entienden los pacientes respecto
al riesgo absoluto, respondiendo mas a las
emociones que a los datos:

TOLERANCIA SEGUN DISTINTAS DIMENSIONES DEL RIESGO
TOLERANCIA

FRECUENTE INFRECUENTE

GRAVE LEVE

INMEDIATO RETRASADO

INVOLUNTARIO VOLUNTARIO
PRESCINDIBLE IMPRESCINDIBLE
NO CONTROLABLE CONTROLABLE
NUEVO FAMILIAR
CATASTROFE DIARIO
HUMANO NATURAL




DUDOSA COMPRENSION P

-“Su riesgo cardiovascular global fatal es del 6%0 y
eso es alto, es mucho” (SCORE).

-7 ¢ Y eso que significa?”

-"Que tiene 6 de 100 posibilidades de morir en los
proximos 10 afios.”

-"Hmmm... O sea, que tengo 94 de 100 de seguir
Vvivo. jFantastico, voy a seguir fumando y
practicando el sillon-ball!”



¢ QUE SOLUCIONES TENEMOS? (1)

-La sensibilidad, la especificidad y la concordancia
entre escalas mejoraran en la medida en que se puedan

desarrollar escalas mas precisas, mediante:

Solucion 1.- Introduccion de nuevas variables

Solucion 2.- Nuevos modelos de calculo



¢ QUE SOLUCIONES TENEMOS? (I1)

-La edad es el principal determinante del riesgo
absoluto.

Estos resultados pueden llevar a infratratar a
los jovenes y sobretratar a los mayores.

Solucion 3.- Se estan buscando alternativas
como el riesgo relativo, los percentiles de riesgo y la
edad vascular, para adaptar el riesgo a las distintas
edades.



¢ QUE SOLUCIONES TENEMOS? (111)

-La interpretacion del riesgo absoluto por parte
del paciente es muy subjetiva. Depende del nivel

cultural del paciente y de su experiencia vital.

Solucion 4.- Se deben presentar los resultados

de forma mas asequible para el paciente.



SOLUCION 1. INCLUSION DE NUEVOS
FACTORES O MARCADORES DE RIESGO.

-Biomarcadores (metabalicos, inflamatorios,
coagulacion...)

-Marcadores genéticos

-Psicosoclales



Biomarcadores
Annals of Internal Medicine REVIEW

Narrative Review: Assessment of C-Reactive Protein in Risk Prediction
for Cardiovascular Disease

Donald M. Lloyd-Jones, MD, ScM; Kiang Liu, PhD; Lu Tian, ScD; and Philip Greenland, MD 2006

JOURNAL of MEDICINE \
ESTABELISHED IN 1812 APRIL 1, 2004 T e 14.2004-

C-Reactive Protein and Other Circulating Markers of Inflammation
in the Prediction ofCoronary Heart Dis The NEW ENGLAND JOURNAL of MEDICINE
John Danesh, M.B., Ch.B., D.Phil., Jeremy G. Wheeler, M.Sc., Gideon M. Hirschfield, M. 2006
Gudny Eiriksdottir, M.Sc., Ann Rumley, Ph.D., Gordon D.O. Lowe, M.D., F.R.C.P., Ma

a ncl\/ Imundur Gudnason, M.D., Ph.D.

ORIGINAL ARTICLE

Multiple Biomarkers for the Prediction of
First Major Cardiovascular Events and Death

Thomas J. Wang M.D., Philimon Gona, Ph D MamnC Larson Sc. D

~__ar.___ 1 vw_0._ ™~ | SHOGIE S B S ™~ ~I1 . a Koa

Annals of Internal Medicine | ARTI( LE

The Effect of Including C-Reactive Protein in Cardiovascular Risk
Prediction Models for Women 2006

MNancy R. Cook, ScD; Julie E. Buring, ScD; and Paul M. Ridker, MD



Epidemiology and Prevention

Contribution of 30 Biomarkers to 10-Year Cardiovascular
Risk Estimation in 2 Population Cohorts

The MONICA, Risk, Genetics, Archiving, and Monograph (MORGAM)
Biomarker Project

Stefan Blankenberg, MD; Tanja Zeller, PhD: Olli Saarela, MSc; Aki S. Havulinna, MSc;
Frank Kee, MD:; Hugh Tunstall-Pedoe, MD: Kari Kuulasmaa, PhD; John Yarnell, MD;
Renate B. Schnabel, MD: Philipp S. Wild, MD: Thomas F. Miinzel, MD: Karl I. Lackner, MD:
Laurence Tiret, PhD; Alun Evans, MD*; Veikko Salomaa, MD#*; for the MORGAM Project

Circulation 2010:121:23353-2397; oniginally puliahf-cl online May 24, 2010:
DOI: 10.1161/CIRCUL ATIONAHA 109901413

Methods and Results—Thirty novel biomarkers from different pathophysiological pathways were evaluated in 7915 men
and women of the FINRISK97 population cohort with 538 incident cardiovascular events at 10 years (fatal or nonfatal
coronary or stroke events), from which a biomarker score was developed and then validated in the 2551 men of the
Belfast Prospective Epidemiological Study of Myocardial Infarction (PRIME) cohort (260 events).




Lipid-related markers

Apolipoprotein A-l, g/L

Apolipoprotein B100, g/L

Apolipoprotein B100/apolipoprotein A-l ratio
Phospholipase A, activity, nmol/min per mL
Phospholipase A, mass, ng/mL
Paraoxonase-1, nmol/min per mL

Markers of vascular function and neurohumoral

activity

BNP, pg/mL

C-terminal pro-vasopressin, pmol/L

C-terminal pro-endothelin-1, pmol/L

Mid regional pro-adrenomedullin, nmol/L

Mid regional pro-atrial natriuretic peptide, pmol/L
NT-proBNP, pg/mL

Tissue inhibitor metalloproteinase-1, ng/mL
Inflammatory markers

C-reactive protein, mg/L

Interleukin-18, pg/mL

Interleukin-1 receptor antagonist, pg/mL
Neopterin, nmol/L

Metabolic markers
Adiponectin, ng/mL
Ferritin, ng/mL
Glucose, mmol/L
Insulin, pl/mL
Leptin, pg/mL

Renal function markers
Creatinine, mg/dL
Cystatin C, mg/L
Markers of oxidative stress and antioxidants
Active vitamin B,,, pmol/L
Homocysteine, pomol/L
Myeloperoxidase, ng/mL
Vitamin B,, pg/mL
Necrosis markers
Creatine kinase—MB, ng/mL
Troponin 1, n (%) =0.032 ng/mL
Angiogenesis marker
Placental growth factor, pg/mL
Coagulation marker
D-dimer, ng/mL
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Table 2. Discrimination Criteria

c-Index

Biomarkers Added
to Baseline Model New Difference P Value

FINRISK 97 men*

C-reactive protein  0.8199  0.0031 0.1123  0.0100 0.0008

NT-proBNP 0.8200 0.0032 0.0716  0.0157 0.0002
Table 3. HRs of Future Cardiovascular Events According to Optimal Cut Points

FINRISK 97 Men

Beffast PRIME M
Data-Derived ¢ &N

Biomarker Optimal Cut Poimt™ Percentile Percentile HR {95% CI)

C-reactive protein 6.81 mg/L a3.1 1.0 1.948 (1.392-2.726)

NT-proBNFP 187 po/mL 845 a7.2 2.289 (1.393—3.759)
Gi 0.008 ng/mlL 81.9 97.6 1.870 (1.017-3.438)

Score: 0.38468 = C-reactive . . . 2.346 (1.564—3.52)
protein® +0.11005 = NT-proBNP' 3
{1 27006 > troponin 1"

*C-Index Dbaseline=0.8168; fc-index baseline=0.8757; jc-index base-
line=0.6658.

. No single biomarker

consistently improved risk estimation in FINRISK97 men and FINRISK97 women and the Belfast PRIME Men cohort

after allowing for confounding factors;



Improved Discrimination of Cardiovascular Risk
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RECLASSIFICATION OF RISK

Fredicted Hisk
Without
Biomarker Score Fredicted FHisk With Biomarker Score
271 With Events =H% A-10% 10-20% = 20%
=5% I I [ [
5-10% 2 2 20 Llp o 43
10-20% I 20 05 Clowen - 27
= 20% I I 37
2280 W0 Events =5% 5-10% 10-20% = 0%
<5% 152 33 1 [
5-10% a{l At 101 Llp: 190
10-20% I 197 702 Clowen - 300
= 20% I I o

Bet reclassification 0,11 (=E: 0,03); p=0,0002

Conclusions—The addition of a biomarker score including N-terminal pro-brain natriuretic peptide, C-reactive protein, and
sensitive troponin | to a conventional risk model improved 10-year nsk estimation for cardiovascular events in 2

middle-aged European populations. Further validation is needed in other populations and age groups. (Circulation.
2010;121:2388-2397.)



Genetic Loci Associated With C-Reactive Protein
Levels and Risk of Coronary Heart Disease

3, NIF N EF B
Paul Elliott, FRCI Context Plasma levels of C-reactive protein (CRP) are independently associated with
risk of coronary heart disease, but whether CRP is causally associated with coronary

John C. Chambers, PhD
heart disease or merely a marker of underlying atherosclerosis is uncertain.

Wethua Zhang, Phl)

Conclusion The lack of concordance between the effect on coronary heart disease
risk of CRP genotypes and CRP levels argues against a causal association of CRP with
coronary heart disease.
JAMA. 2009;302(1):37-48

WY ]-rl M. CoIm




Systolic BP (mm Hg)

C-reactive protein concentration and risk of coronary heart B0 OB O1I0%)
disease, stroke, and mortality: an individual participant e .
1 0 o S
meta-analysis 0 e
o _ Lancet 2010; 375: 132-40 10
The Emerging Risk Factors Collaboration®
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Interpretation CRP concentration has continuous associations with the risk of coronary heart disease, ischaemic
stroke, vascular mortality, and death from several cancers and lung disease that are each of broadly similar size. The

relevance of CRP to such a range of disorders is unclear. Associations with ischaemic vascular disease depend
considerably on conventional risk factors and other markers of inflammation.



Marcadores geneticos

e Estudios clasicos de genes
e GWAS (Genome Wide Association Studies)

http://www.gwascentral.org
http://hapmap.ncbi.nlm.nih.gov/

I'he WNEW ENGLAND JOURNAL of MEDICINE

Genomewilide Assoclation Studies
and Assessment of the Risk of Disease

Teri A. Manolio, M.D., Ph.D.

N Engl ] Med 2010;363:166-76.
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SNP1
Chromosome 9

WLLLLEE PELEET
I

SNP1

Initial discovery study Initial discovery study

P 1108 Controls

Common

ir Het ab Wariant
homozygote Crezygote

homozy gote

7 B 9 10 11 12 13 1415

Position on chromosome 9
Chromosome




Estadisticamente significativo y
clinicamente relevante

SNP+ SNP-

CASOS: Con enfermedad vascular 30 29970

CONTROLES: sin enfermedad vascular 15 29985

p=0,025
OR=2,001 1C95%=1.0764 a 3.7197




Cire Cardiovase Genet. 2010 October 1; 3(5): 475483, doi:10.1161/CTIRCGENETICS. 109 399443

Design of the Coronary ARtery Disease Genome-Wide
Replication And Meta-Analysis (CARDIoGRAM) Study:

A Genome-Wide Association Meta-analysis Involving More Than 22 000 Cases and 60 000

Controls

MVLINKE CEMELICZ2 YDAVHMCE OUATITME BNBIICYLIOWN
published online 6 March 2011; doi:10.1038/ng.784

Large-scale association analysis identifies 13 new
susceptibility loci for coronary artery disease

-Meta-analisis de 14 GWAS. 22.233 casos y 64.762 controles.
-ldentifican 13 nuevos loci.
-3 relacionados con FRCV clasicos.

-5 con posibles efectos pleoitropicos, con fuerte
asociacion con otras enfermedades o condiciones.
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Marcadores psicosociales

An independent and external validation of QRISK2

cardiovascular disease risk score: a prospective open cohort

study Cite this as: BM)J 2010;340:c2442
doi:10.1M36/bmjc2442

Gary S Collins, senior medical statistician,’ Douglas G Altman, director, professor of statistics in medicine’

Conclusions QRISK2 is more accurate in identifying a high
risk population for cardiovascular disease in the United
Kingdom than the NICE version of the Framingham
equation. Differences in performance between QRISK2
and QRISK1 were marginal.




QRISK2

Age (continuous)

Ratio of total serum cholesterol:high density lipoprotein (continuous)

Systolic blood pressure (continuous)

Smoking status (current smoker/non-smoker (including former smoker))

Body mass index (continuous)

Family history of coronary heart disease in first degree relative under 60 years (yes/no)

Townsend deprivation score (output area level 2001 census data evaluated as continuous
variable)

Treated hypertension (diagnosis of hypertension and at least one cumrent prescription of at
least one antihypertensive agent) (yes/no)

Self assigned ethnicity (white (or not recorded)/Indian/Pakistani/Bangladeshi/other
Asian/black African/black Caribbean/other (including mixed))

Type 2 diabetes (yes/no)

Rheumatoid arthritis (yes/no)

Atrial fibrillation (yes/no)

Renal disease (yes/no)

Age x body mass index

Age x Townsend score

Age x systolic blood pressure

Age x family history of cardiovascular disease
Age * smoking current

Age x treated hypertension




Clin Chem Lab Med 2010;48{12):1703-1711 @ 2010 by Walter de Gruyter = Berlin = Mew York. DOl 10.1515CCLM.2010.340

Michael J. Pencina'***, Ralph B. D’ Agostino®4

Review and Ramachandran S. Vasan™>#*

Statistical methods for assessment of added usefulness of
new biomarkers

e Indicadores estadisticos para valorar la
utilidad de nuevos biomarcadores:

— p-valor. HR (OR, RR). AUC (estadistico c).

— Tabla de reclasificacion. Diferencias entre curvas
de prediccion.
— NRI: Net Reclassification Improvement (con
categorias)
e NRI(>0): NRI sin categorias
— IDI: Integrated Discrimination Improvement
e rIDI: relative IDI



Journal of the American College of Cardiology Val. 56, No. 25, 2010
i@ 2010 by the American College of Cardiology Foundation and the American Heart Association, Inc. ISSN 0735-1097/836.00
Published by Elsevier Inc. doiz10.1016/j.jacc.2010.09.001

PRACTICE GUIDELINES

2010 ACCF/AHA Guideline for Assessment

of Cardiovascular Risk in Asymptomatic Adults

A Report of the American College of Cardiology Foundation/American Heart Association
Task Force on Practice Guidelines

Developed in Collaboration With the American Society of Echocardiography, American Society of Nuclear Cardiology,
Society of Atherosclerosis Imaging and Prevention, Society for Cardiovascular Angiography and Interventions,
Soctety of Cardiovascular Computed Tomography, and Society for Cardiovascular Magnetic Resonance

2. Recommendation for Global Risk Scoring

CLASS |

1. Global risk scores (such as the Framingham Risk Score) that use
multiple traditional cardiovascular risk factors should be obtained for
risk assessment In all asymptomatic adults without a clinical history of
CHD. These scores are useful for combining individual risk factor
measurements Into a single quantitative estimate of risk that can be
used to target preventive interventions (12). (Level of Evidence: B)



1.-Global Risk Scoring. Clase I. Evidencia B: Sl
2.-Family History. Clase I. Evidencia B: Sl
3.-Genomic Testing. Clase Ill. Evidencia B:
4.-Lipoprotein and Apolipoprotein.

Clase Ill. Evidencia C:
5.- Natriuretic Peptides Clase Ill. Evidencia B:
6.- C-Reactive Protein

-Clase lla. Evidencia B: SI en varones>=50 o0 mujeres
>=60 con LDL<130 mg/dl, para iniciar estatinas.

-Clase Ilb. Evidencia B: SI en hombres<=50 o
Mujeres<=60 con riesgo intermedio.

-Clasae Il1. Evidencia B: en sujetos de alto riesgo o
en varones<50 o mujeres<60 en bajo riesgo.

7.- Hemoglobin A1C
-Clase Ilb. Evidencia B: Sl en sujetos sin diabetes.
8.- Microalbuminuria

-Clase lla. Evidencia B: Sl en sujetos con diabetes o
hipertension.

-Clase Ilb. Evidencia B: Sl en sujetos sin diabetes ni
hipertension con riesgo intermedio.



9.-Lipoprotein-Associated Phospholipase A2.

Clase Ilb. Evidencia B: Sl en sujetos con riesgo intermedio.
10.-Resting Electrocardiogram.

Clase Ila. Evidencia B: Sl en sujetos con diabetes o hipertension.

Clase Ilb. Evidencia C: Sl es razonable en sujetos sin hipertension
ni diabetes.

11.-Transthoracic Echocardiography.
Clase llb. Evidencia B: Sl en hipertensos.
Clase I1l. Evidencia C: en sujetos sin hipertension.
12.-Measurement of Carotid Intima-Media Thickness.
Clase lla. Evidencia B: Sl en sujetos con riesgo intermedio.
13.-Brachial/Peripheral Flow-Mediated Dilation.
Clase Ill. Evidencia B:
14.-Specific Measures of Arterial Stiffness.
Clase Ill. Evidencia C:
15.- Ankle-Brachial Index.
Clase lla. Evidencia B: Sl en sujetos con riesgo intermedio.



SOLUCION 2. NUEVOS MODELOS DE CALCULO

Prediction of Lifetime Risk for Cardiovascular Disease by
Risk Factor Burden at 50 Years of Age

Donald M. Lloyd-Jones, MD, ScM: Eric P. Leip, PhD:; Martin G. Larson, ScD;
Ralph B. D’Agostino, PhD: Alexa Beiser, PhD; Peter W.F. Wilson, MD:
Philip A. Wolf, MD; Daniel Levy, MD

‘Conclusions—The absence of established risk factors at 50 years of age is associated with very low lifetime risk for CVD
and markedly longer survival. These results should promote efforts aimed at preventing development of risk factors in
young individuals. Given the high lifetime risks and lower survival in those with intermediate or high risk factor burden
at 50 years of age, these data may be useful in communicating risks and supporting intensive preventive therapy.
(Circulation. 2006:113:791-798.)

The Lifetime Risk of Stroke: Estimates From the Framingham Study
Sudha Seshadri, Alexa Beiser, Margaret Kelly-Hayes, Carlos S. Kase, Rhoda Au,
William B. Kannel and Philip A. Wolf
Stroke 2006:37:345-350: originally published online Jan 5, 2006:




Circulation "9

Learn and Live..
JGURNLL OF THE ﬁMEHICAN HEART ASSDC]ATIGH
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- 4 METODOS DE CALCULO DE RIESGO A 30 ANOS:
-Multiplicar por 3 el riesgo a 10 afos.

-Sumar el riesgo a 10 afnos mas el riesgo a 10 anos con 10
anos mas de edad y sumar el riesgo a 10 afios con 20 afios de edad
mas.

-Calcular el riesgo a 30 anos sin considerar la mortalidad
competitiva.

-Calcular el riesgo a 30 anos considerando la mortalidad
competitiva.
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Figure 2. Calibration by decile, adjusted for the competing risk
of noncardiovascular death.

30-year risk score for cardiovascular disease

WITH LIPIDS WITH BMI

PLEASE ENTER PLEASE ENTER
RISK FACTORS UNITS THE VALUES NOTES RISK FACTORS UNITS THE VALUES NOTES
SEX m/f m SEX m/f f
AGE years 36,8 AGE years 28
SBP mmHg 110 SBP mmHg 128
TCL mg/dL 160 SMOKE yin y
HDL mg/dL 60 TRTBP y/in n
SMOKE yin n BMI kg/m?2 21,633
TRTBP y/in n DIAB yin n
DIAB yin n
Your Risk 9% Your Risk 9%
Full CVvD — Optimal 9% Full CVD — Optimal 4%
Normal 9% Normal 5%
Your Risk 5% Your Risk 4%
Hard CVD —> Optimal 5% Hard CVD —> Optimal 2%
Normal 4% Normal 2%

Hard CVD: coronary death, myocardial infarction, fatal or non-fatal stroke
Full CVD: hard CVD or coronary insufficiency, angina pectoris, transient ischemic attack, intermittent claudication or congestive heart failure




SOLUCION 3.- ALTERNATIVAS AL RIESGO
ABSOLUTO.

-Proyectar el riesgo a los 60 anos.
-Calculo del riesgo relativo.
-Utilizacion de percentiles de riesgo.

-Edad vascular.



CVD-2003:

Se puede estimar también el riesgo cardiovascular proyectado a los 60 anos
de edad, lo que puede ser de particular importancia para aconsejar adultos
jovenes con bajo riesgo cuando tienen 20 6 30 afnos de edad pero que tienen un
perfil de riesgo que les elevara mucho el riesgo cuando envejezcan.

.. estimar el riesgo relativo que, conjuntamente con el calculo del riesgo, puede
ser interesante en algunos casos particulares.
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Percentiles de riesgo coronario: una nueva forma

las escalas de riesgo. Estudio ERVPA
¥ REGICOR Riesgo coronario absoluto = FRAMINGHAM
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Table 8. CVD Risk for Men Associatione
Points Risk, % Table 10. Heart Age/Vascular Age for Men
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How to calculate vascular age with the SCORE
project scales: a new method of cardiovascular
risk evaluation

José I. Cuende '*, Natividad Cuende?, and Javier Calaveras-Lagartos?3
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VAlow = 1.496 +0.967 x VAhigh F

r=0.999

80

VAhigh

Figure 7 Correlation between vascular age calculated with the
equations for high-risk countries (VAhigh) and for low-risk
countries (VAlow).
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SOLUCION 4.- PRESENTACION DE
RESULTADOS MAS ASEQUIBLES PARA EL
PACIENTE.

*FORMATOS INTELIGIBLES

*CONCEPTOS INTELIGIBLES



Project RedCar: Cardiovascular Disease Risk
Communication for People With Type 2 Diabetes
Combining the Power of Electronic Health Records and

Computer-Based Multimedia Technology

Paris Roach, MD, Olen: . Y ol MY T
R}fllliilllijl};m:lj MD, C‘ilrlllndan Saha, Diabetes EIJE'G“'UITI Violume 23, Number —j" 2010

PhD, Brenda Hudson, MS, Melissa
Cantrell, and David Marrero, PhD

eMaterial educacional con 10 modulos multimedia.

*En la primera visita se presenta graficamente el
riesgo del paciente diabético (segun UKPDS) junto
con el riesgo de un sujeto sin fdactores de riesgo
(segun Framingham)

eSe adjuntan graficas con los niveles de los factores
de riesgo.

Preliminary analyses indicate that the intervention increases the likelihood

of patients discussing CVD risk with their physicians and makes it easier for
them to participate in these discussions.




Welschen et al. BMC Public Health 2010, 10:457 BM;
http://www.biomedcentral.com/1471-2458/10/457 Public Health

STUDY PROTOCOL Open Access

The @RISK Study: Risk communication for

patients with type 2 diabetes: design of a
randomised controlled trial

Laura MC Welschen', Sandra DM Bot'?, Jacqueline M Dekker®, Daniélle RM Timmermans”,

Trudy van der Weijden®, Giel Nijpels’
Discussion: This innovative risk communication method based on two behavioural theories might improve
patient’s appropriateness of risk perception and attitude concerning lifestyle change. With a better understanding

of their CVD risk, patients will be able to make informed choices concerning diabetes care.
En la rama de intervencion:
«Se explica el riesgo absoluto

«Se presenta un diagrama del riesgo absoluto

«Se explica positivamente como el cambio de estilos de vida
puede mejorar su riesgo

«“Pensar en alto”: Se solicita que el paciente explique su riesgo



Evaluation of a cardiovascular disease risk assessment
tool for the promotion of healthier lifestyles
Anastasia Soureti®, Robert Hurling®, Peter Murray®, Willem van Mechelen
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-“Su riesgo cardiovascular global fatal es del 6%6 y
eso es alto, es mucho” (SCORE).

-7 ¢ Y eso que significa?”

-"Que tiene 6 de 100 posibilidades de morir en los
proximos 10 afios.”

-"Hmmm... O sea, que tengo 94 de 100 de seguir
Vvivo. jFantastico, voy a seguir fumando y
practicando el sillon-ball!”

-No, significa que aunque tenga 50 anos, su
corazon tiene 75 anos. Esta perdiendo 25 ainos por
fumar, no cuidarse y tener la presion arterial y el
colesterol elevados.

-iAh! ¢ Entonces, qué tengo que hacer ahora?...



“Cada uno tiene la edad de su corazén”
(A. D" Houdetot)




