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cardiovascular disease. These 
charts have been modified  
slightly to:

1. extend the age range to 70 
years, 

2. allow the effect of age to vary 
to reduce the over-estimation of 
risk in older persons, and

3. remove the cholesterol level of 
8 mmol/L since such persons 
need detailed evaluation in any 
event, in particular to exclude 
familial hypercholesterolaemia.

It should be noted that Dr Marie-
Therese Cooney of Tallaght 
and now St Vincent’s University 
Hospitals' was responsible for 
producing these SCORE updates 
on behalf of the Task Force.

Categories of risk: The tables of 
risk categories reproduced below 
from table 4 of the guidelines 
(having been written by a 
committee!) are very dense, so let 
us try to summarise them:

Very high risk:

• Documented atherosclerotic 
cardiovascular disease (ASCVD)

• Diabetes mellitus with end organ 
damage or at least three major 
risk factors

• Severe chronic kidney disease

• A calculated SCORE 10-year 
risk of fatal CVD of 10% or more

• Familial hyperlipidaemia with 
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ASCVD or another major  
risk factor

High risk:

• People with markedly elevated 
single risk factors

• Familial hyperlipidaemia without 
other risk factors

• Diabetes mellitus without target 
organ damage with a duration of 
10 or more years or with another 
risk factor

• Moderate chronic kidney 
disease

• SCORE 10-year risk of fatal CVD 
of 5-9%

Moderate risk:

• Young patients with diabetes 
mellitus for < 10 years without 
other risk factors

• SCORE 10-year risk of fatal CVD 
of 1-4%

Low risk:

• SCORE 10-year risk of fatal CVD 
of <1%

There is an anomaly in these 
categories in that the lowest risk 
in the paper SCORE charts is 1%. 
This should be interpreted as “up 
to 1%”. This is being clarified in 
the electronic version of SCORE, 
HeartScore which is available 
through the ESC Prevention 
website, and will be addressed in 
the new App ‘ESC CVD risk’

Introduction and outline

The 2019 European Society 
of Cardiology/European 
Atherosclerosis Guidelines on the 
management of dyslipidaemias1 
run to 177 pages and 608 
references. They are broad-
reaching and comprehensive,  
but do you really have time to  
read them word for word? 
Fortunately, pocket guidelines and 
a slide set are available through 
www.escardio.org. 

Here we try to simplify things 
further by presenting and 
simplifying what is probably the 

most important information - the 
categories of risk, and goals and 
targets. We comment briefly on 
whether the goals are realistic 
in real-life practice, and what 
measures may be taken to help. 
Finally, we take a brief look at what 
the future may hold.

The full title and authorship of  
the guidelines are seen in the 
graphic below.

Categories of risk

Risk estimation: For apparently 
healthy people, the SCORE 
charts are recommended for the 
estimation of 10-year risk of fatal 
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Here are the actual tables with more details and definitions from Table 4 
on page 125 of the Guidelines:

Targets and goals:

English is a strange language! The definitions of the terms ‘target’  
and ‘goal’ vary depending upon context (think football and archery!). In 
the context of these guidelines, the ‘target’ is the category of risk,  
such as lipids or blood pressure, and the ‘goal’ is the desirable level to  
be achieved. 

The overall targets and goals, 
taken from Table 7 (Page 67 in this 
publication) which is on page 133 
of the guidelines:

And more details of the goals for 
LDL-cholesterol (LDL-C) from 
page 132 (Also on page 67 of this 
publication):

Note that, hidden in this table, 
there is an additional category of 
extremely high risk- patients with 
ASCVD who experience a second 
vascular event within two years, 
for whom an LDL-C goal of <1.0 
mmol/L (<40 mg/dL) ‘may be 
considered’.

In summary, there are now 5 
LDL-C goals, albeit with variable 
levels of evidence:

• Extreme risk: <1.0 mmol/L (<40 
mg/dL) ‘may be considered’

• Very high risk: <1.4 mmol/L (<55 
mg/dL) AND a reduction of 50% 
or more from baseline ‘should 
be considered’

• High risk: <1.8 mmol/L (<70 
mg/dL) AND a reduction of 
50% or more from baseline ‘are 
recommended’

• Moderate risk: <2.6 mmol/L 
(<100 mg/dL) ‘should be 
considered’

• Low risk: <3.0 mmol/L (< 115 
mg/dL) ‘may be considered’

Are these goals too complicated? 
It may be considered whether 
this level of complexity is easy for 
the busy healthcare professional 
to remember- after all the key 
principles is simple- ‘the higher the 
risk the more strenuously you try 
to reduce LDL-cholesterol’.

Are these goals realistic? 
Clinical audits such as SURF 
and EuroAspire indicate that, 
worldwide, only about 30% of 
patients at very high risk due to 
ASCVD are at or below a goal 
of 1.8 mmol/L, let alone 1.4 
or 1.0 mmol/L, which may be 
interpreted as indicating that the 
goals are completely unrealistic. 
And then there are economic 
considerations- some of the 
highest risk subjects will require 
PCSK9 inhibitors or other drugs 
which may simply be beyond the 
budget of some economies- some 
of which may even have difficulty 
in facilitating the much wider use 
of statins.

The lipid task Force discussed 
these issues in some detail, and 
felt obliged to present counsel 
based on the totality of available 
evidence including, but not 
necessarily confined to, double 
blind randomised control trials. But 
there now needs to be much more 
work on measures to help busy 
healthcare professionals as well 
both patients and healthy persons 
at risk to approach these goals. 
For example:

The Health care system: Those 
responsible for healthcare planning 
should be made aware of the 
current guidelines to facilitate both 
funding and the measures below.

Remuneration for healthcare 
professionals in many countries 
focusses on treating sick people 
and not on keeping them healthy. 
This may need review, especially to 
enable the over-worked healthcare 
professional to have time for 
Guideline implementation.

Education: Undergraduate and 
postgraduate curricula should 
devote time to aspects such as 
prevention, facilitating behaviour 
change through motivational 
interviewing and the principles of 
adherence to medication.

The public and patients: 
The concept of personal 
responsibility for health should 
inform schools’ curricula, 
together with advice on health 
maintenance. Further, members 
of the public and patients will 
increasingly be involved in both 
guideline development and in 
providing practical advice about 
implementation and adherence.

A glance at the future:

New drugs continue to be 
developed that will make it easier 
to meet the stringent LDL-C goals 
described. But these will only be 
relevant to a minority people and 
at high cost. This brings us back 
to what the great Geoffrey Rose 
taught us2 - that small changes 
at population level have a greater 
impact on population health than 
large changes applied to the very 
small number at very high risk; 
hence the need for healthcare 
system change as outlined above.

Methods of assisting people 
to adhere to health advice and 
medications will develop, with 
increasing use of motivational 
interviewing skills. 

The importance of active 
involvement of the person at 
risk or patient, both in guideline 
preparation and at the level 
of individual care will receive 
increasing emphasis.

With regards to risk estimation, 
the ESC has established a 
Cardiovascular Risk Collaboration 
(CRC). Among its work  
packages are:

1. The development of SCORE2 
to estimate risk of total (fatal 
+ non-fatal) CVD- SCORE2, 
submitted for publication.

2. New charts for estimating risk 
in older persons- SCORE2OP, 
submitted for publication.

3. A paper combining 1 and 2 as a 
single chart extending probably 
to age 90, in preparation.

4. An on-line calculator to compare 
risk estimates in SCORE with 
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those of other systems such  
as the American pooled  
cohort equation.

5. A completely new approach 
to risk estimation based on 
Mendelian randomisation 
studies combined with 
epidemiological data to permit 

estimation of individual lifetime 
risk from early life on. This will 
probably abandon the use of 
lifetime risk in favour of years of 
exposure to risk, such as mmol/
years of exposure to LDL-C, 
mmHg/years of exposure to 
blood pressure and indeed years 
of exposure to total risk.
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