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Cardiovascular (CV) prevention strategies in individuals without established
atherosclerotic disease are based on risk assessment using easy-to-scrutinize
clinical indicators that constitute risk scores. After the release of the Framingham
Risk Score in 1998, several other scores were developed, including the SCORE
(Systemic Coronary Risk Estimation) in 2003 and the recent SCORE2 and
SCORE2-OP, incorporated into the 2021 CV Prevention Guidelines of the
European Society of Cardiology.?3

These guidelines recommend that, in the opportunistic or systematic assessment
of apparently healthy asymptomatic individuals, these scores be used to clarify
CV risk, particularly in primary health care.® The availability online of calculators
for these scores enables immediate risk stratification of individuals, facilitates
doctor-patient communication and guides the most appropriate therapeutic
decisions.

However, a word of caution is appropriate because although these tools, robustly
validated, standardize procedures, they are not infallible, therefore justifying the
exercise of clinical reasoning in many day-to-day situations.*

In this issue of the Journal, Pereira Santos et al.’ present the results of a study
carried out in the field of primary care in which they compared the performance
of SCORE and SCOREZ2 in assessing CV risk in a population of individuals with
uncomplicated arterial hypertension. This initiative, due to the information it
details and the challenges it projects, deserves careful reading and our praise.

The population eligible for the study is from the database of a family health unit
and includes 1212 individuals with uncomplicated hypertension and aged
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between 40-69 years, of whom 558 (46%) were excluded. Some caution is
required when generalizing the results, as the authors, in fact, make clear.

As already reported by others®’, the use of SCORE2 promoted a significant
transfer of individuals to higher risk classes. In the present work, it meant the
reallocation of 381 of the 636 (60%) low/moderate risk individuals in the SCORE
to the high or very high-risk class in the SCOREZ2. As a natural consequence of
this transition, the desirable LDL-C target values according to the standard of
care have fallen, and have become more demanding, revealing, for example, that
only 21 [of 378 individuals (8.6%)] high/very high risk reached it, which,
incidentally, is in line with recent data from the national reality.®

This study justifies some questions: how was the diagnosis of hypertension
made? What methodology was followed? Does the quality of the procedures
guarantee that there are no individuals with white-coat hypertension or masked
hypertension?®

Although recognized as one of the limitations of the study, how can the high
number of patients without medical appointment (n=303) and analysis of the lipid
profile (n=220) be explained and what reflection does it deserve, when this is
imperative in a disease with high vascular risk?'® However, the authors rightly
recognized the importance of these exclusions in the limitations of the study.

In SCORE2, the lipid profile is represented by non-HDL cholesterol (non-HDL
COL), which was certainly used by the authors. It is worth remembering that non-
HDL idCOL represents all lipoproteins that contain apolipoprotein-B and is
considered an alternative to LDL-C, both in diagnosis and treatment, especially
in obese individuals or those with hypertriglyceridemia or metabolic
syndrome/diabetes?. In our opinion, it deserved to be incorporated into the results
and discussion.

Finally, this study highlights the importance of CV risk assessment in primary
health care, which continues to be the gateway to the health system for everyone;
it advises the use of the SCORE2 algorithm, due to the fact that Portugal, contrary
to what was understood in the old SCORE, is now considered a country with
moderate risk and, as a result, has seen the individual risk of our fellow citizens
increased; it reveals the slowness of the Direcdo Geral Saude (DGS) in
scientifically updating its recommendations, which discredits the directives [see
the Hypertension Standards (DGS Standard 020/2011 updated on 03/19/2013)
and CV Risk Standards (Norm 005/2013, updated on 01/21/2015)]; it recognizes
the need to improve medical records, especially in diseases with high CV risk; it
highlights and confirms, like others, the low rate of lipid control in all risk classes;
and indicates the need for greater commitment and firmness in implementing
more effective therapeutic measures.
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