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Commentary
Eric Yang and Christie M. Ballantyne*

The Adult Treatment Panel III guidelines place the 72year-old female in the category of multiple risk factors
(age, hypertension, smoking, family history) and thus
recommend calculating her 10-year risk. In using the
Framingham Risk Score, the physician was correct in
classifying the patient as having “low” cardiovascular
risk (⬍10% over 10 years), and with an LDL cholesterol concentration of 2.67 mmol/L, she thus would
not be considered for pharmacologic treatment.
Why Did This Strategy Fail for This Patient?
First, the Framingham model fails to include components of inflammatory and genetic risk. The patient’s
risk as calculated with the Reynolds Risk Score, which
includes high-sensitivity C-reactive protein (hs-CRP)
and family history, is 23.2% over 10 years, which is in
the high-risk category; she would therefore be eligible
for statin therapy.
Second, the definition of intermediate risk, which
is currently 10%–20%, should be lowered to 5%–20%.
Most women have a ⬍10% risk. Statins have been
shown to be effective in this range, and tests such as
hs-CRP measurement or imaging improve risk stratification in the 5%–20% category.
Alternatively, a simpler approach would be to
count traditional risk factors, especially hypertension,
as well as age, smoking, and family history. On the basis
of these risk factors and ASCOT-LLA findings, a clinician could justify starting the patient on statin therapy
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along with therapeutic lifestyle changes, including
smoking cessation. The current approach of calculating 10-year risk with an equation is not used frequently
in clinical practice. Finally, a new approach would be to
incorporate the findings of JUPITER into practice. Before telling men older than 50 years or women older
than 60 years that they would not benefit from statin
therapy, a physician could measure hs-CRP. If the hsCRP concentration is ⱖ2 mg/L, then statin therapy
could be offered on the basis of evidence from JUPITER, in which high-efficacy statin therapy that reduced
LDL cholesterol by approximately 50% and hs-CRP by
37% reduced events by almost 50%.
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