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The asymptomatic patient – quantifying risk

• Why it matters
• + early identification enables preventative strategies or helps guide 

intensity of interventions.
• + informs shared decision making on statins, aspirin, BP control and 

lifestyle intervention



Clinical decision framework based on risk in 
the asymptomatic patient
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The asymptomatic patient – understanding 
risk
• Based on the pooled cohort equation (PCE).



The asymptomatic patient – understanding 
risk

The BETA coefficients are the weight or influence each variable has in 
he model



For a white male the beta coefficients are:



Obvious limitations



Obvious limitations



What tests can we order to help stratify the 
risk?
• Coronary artery calcium (CAC) – direct measurement of calcific 

plaque burden on computed tomography (CT).
• High sensitivity CRP (hs-CRP) – systemic inflammation 
• Anke Brachial index (ABI) – Peripheral artery disease
• Lipoprotein (a) – genetic atherogenic lipoprotein
• Apolipoprotein B (ApoB) – total number of atherogenic particles



Coronary artery calcium score





The simple truth is risk scores miss patients 
with CAC

•



How about a combo risk score? – The power 
of addition





Other tests - ABI



Benefits of ABI

• Improves risk stratification/prognostic: ABI < 0.9 associated with 2-4x 
increased risk of MI, CVA and CV mortality. Can reclassify borderline 
ASCVD patients

• Non-invasive not expensive. With proper tools and training can be 
performed in office in <15 minutes

• Especially useful in special populations: diabetic patients, smokers, 
older adults, in patients in whom peripheral arterial disease (PAD) is 
suspected





hsCRP – an independent predictor of MI, 
stroke, CV death
• Refines risk in intermediate patients: adds granularity in intermediate 

risk patients.
• hsCRP can help identify patients who will benefit from statin despite 

LDL-C <130mg/dL, leading to lower CV events an mortality, based on 
Jupiter trial.

• Widely available, low cost, does not require fasting. Minimal patient 
risk



hsCRP
• <1.0mg/L: low risk
• 1.0 – 3.0mg/L: intermediate risk
• >3.0mg/L: high risk



Lipoprotein(a)

• AHA scientific statement (2022): Lp(a) is genetically determined, 
causal, and prevalent risk factor for ASCVD. 



Lipoprotein(a)

• Associated with 2-3x increased risk of ASCVD and aortic valve 
stenosis, independent of LDL-C

• Low cost: $50-150 if not covered by insurance
• Low risk of harm
• Threshold of 50mg/dL (125nmol/L) is often used as cutoff for 

increased risk
• Lp(a) >99th percentile linked to 3.4x higher MI risk compared to <20th

percentile



In summary

• We discussed risk
• The benefits of understanding how that risk is calculated
• Tests that can help us refine our understanding of each asymptomatic 

patient’s risk. 



Thank you
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