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When the tools your doctor uses systematically miss you

Updated March 2026 — Reflects the 2026 ACC/AHA/NLA Dyslipidemia Guidelines

Why This Matters

Your doctor doesn't have a crystal ball. The only way to estimate your cardiovascular risk and decide whether
you need preventive medications is through risk calculators. These are mathematical models trained on large
populations that predict your likelihood of having a heart attack or stroke in the next 10 (or 30) years.

The problem: Risk calculators have changed dramatically in 2026, and the old ones are still widely used.
The Pooled Cohort Equations (PCE), which dominated for nearly a decade, systematically underestimate risk in
younger patients, miss crucial biomarkers (ApoB, Lp(a), coronary artery calcium), and were built on outdated
patient cohorts from the 1980s and 1990s.

This matters because if your risk is underestimated, you might not get statin therapy when you should.
Conversely, if you're reclassified from "low risk" to "intermediate" or "high risk" with the new PREVENT
calculator, you may suddenly face a different treatment strategy.

Why Risk Calculators Fly Under the Radar

Risk calculators are the invisible backbone of cardiovascular prevention. You've probably never seen one —
they exist behind the scenes, in your doctor's EHR, determining whether you get a prescription. This is precisely
why they fly under the radar:

• Age-driven scoring underestimates young patients — The old PCE gives nearly everyone under 40
"low risk," even if they have high cholesterol, family history, or other risk factors. This creates false
reassurance.

• Built on old cohorts — The PCE training data came from the Framingham Heart Study and ARIC study
cohorts from the 1980s and 1990s. Patient populations, risk factors, and lifestyle have changed dramatically
since then.

• Missing critical biomarkers — The old calculator doesn't account for ApoB, Lp(a), coronary artery
calcium (CAC), lipoprotein(a), or high-sensitivity C-reactive protein (hsCRP). It only uses LDL-C, even
though ApoB is superior.

• Binary decisions from continuous risk — Cardiovascular risk is continuous, not binary. But calculators
create hard cutoffs (e.g., "low" at <5%, "intermediate" at 5-7.5%, "high" at ≥7.5% with PCE). A patient just
below the cutoff gets labeled low risk; one just above gets aggressive therapy. This is arbitrary.

• False reassurance from "low risk" scores — A PCE score of <5% feels reassuring. But if you have a
family history of premature MI, elevated Lp(a), or diabetes, your true risk may be much higher.

• Ethnic risk not adequately captured — The old PCE included race as a variable, which perpetuated
historical biases in medicine. South Asian, Hispanic, and Native American patients had risk profiles that
didn't fit the model. The new PREVENT removes race entirely and includes sociodemographic stress index
(SDI, from zip code) instead.

• Most clinicians don't show patients the calculation — Risk calculators are often applied without
transparent discussion. Patients don't know how close they are to the threshold for treatment, or what
assumptions the calculator made about them.



What Changed in 2026

PREVENT-ASCVD Replaces PCE
The new PREVENT calculator is based on 3.3 million patients from the VA healthcare
system (vs. 25,000 in PCE). It includes new risk categories, accounts for missing
biomarkers, and estimates 30-year risk.

Key Changes in PREVENT

• New risk categories (3.3M-patient cohort): Low (<3%), Borderline (3-<5%), Intermediate (5-<10%), High
(≥10%)

• 30-year risk estimation — In addition to 10-year risk, PREVENT calculates 30-year risk, which is far
more relevant for younger adults

• Race removed as a variable — Eliminates historical bias; replaces with sociodemographic stress index
(SDI) from residential zip code

• Optional biomarkers: HbA1c (for diabetes status), albumin-to-creatinine ratio (kidney function), and SDI
(neighborhood socioeconomic disadvantage)

• CPR Framework integrated — The calculator now guides shared decision-making with risk enhancers
(like Lp(a)) to reclassify risk upward

Old PCE Thresholds vs. New PREVENT Thresholds

Risk Category PCE 10-Yr Risk PREVENT 10-Yr Risk

Low Risk <7.5% <3%

Borderline/Intermediate ≥7.5% (was borderline) 3% to <5%

Intermediate Risk — 5% to <10%

High Risk — ≥10%

Clinical Pearl: A 45-year-old with mild hypertension and LDL-C of 130 mg/dL might score as "low risk" on PCE (2-3%) but
"borderline risk" on PREVENT — potentially changing treatment recommendation. The lower thresholds reflect that even
small risks, compounded over 30 years, become significant.

MyCardioAdvocate™ Checklist

Bring this to your visit. Ask your doctor which risk calculator was used to estimate your cardiovascular risk — and
whether risk enhancers have been considered to reclassify your risk.

1. What Risk Calculator Was Used?
Not all calculators are created equal. The tool matters.

■ Which risk calculator did my doctor use — PCE, PREVENT, or another?

■ Is that calculator available online so I can see my inputs and understand the calculation?

PCE (old): Based on 25,000 patients from 1980s–1990s. Tends to underestimate risk in younger, higher-risk patients.
PREVENT (new, 2026): Based on 3.3 million VA patients. More accurate, especially for younger adults and 30-year
risk. Now recommended as the default.

■ Insist on PREVENT (or other validated modern calculator) for your risk assessment.

2. What Is My Risk Category — and What Changed?



Know the number. Know what it means.

■ What is my 10-year cardiovascular risk percentage? What is my 30-year risk?

■ What risk category does that put me in: Low, Borderline, Intermediate, or High?

■ If I was previously labeled "low risk" on PCE, does PREVENT reclassify me?

PREVENT Risk Categories:
• <3% = Low: Lifestyle modification, consider aspirin if high 30-year risk
• 3–<5% = Borderline: Statin consideration; shared decision-making
• 5–<10% = Intermediate: Statin therapy recommended
• ≥10% = High: Intensive statin + consider additional agents

3. What Risk Enhancers Am I Missing?
Risk calculators provide a baseline, but risk enhancers can move you up a category.

■ Has my Lp(a) been measured?

■ Has my coronary artery calcium (CAC) score been assessed?

■ Do I have a family history of premature heart disease? Has that been factored in?

■ Do I have diabetes, chronic kidney disease, or elevated hsCRP?

■ Has my ApoB been measured (especially if triglycerides are elevated)?

Pro Tip: A calculator can only account for what's been measured. If your doctor hasn't
tested Lp(a), CAC, or ApoB, then these risk factors aren't being considered — even though
they should be. Ask your doctor to order these tests if they haven't been done. They cost
$50–500 and can completely change your risk assessment.

4. Should My Risk Be Reclassified by CAC or Other Imaging?
The "R" in CPR: Reclassify with imaging.

■ Has a coronary artery calcium (CAC) score been recommended for me?

■ If I've had a CAC, what was my score? Does it move me from intermediate to high risk?

■ Are there other imaging studies (carotid ultrasound, stress test) that should inform my risk?

CAC Reclassification: A CAC score of 0 in an intermediate-risk patient can be reassuring (move to low risk). A CAC
score >100 in a borderline-risk patient strongly supports statin therapy (move to intermediate/high risk).

CPR Opportunities — Shared Decision-Making

Risk calculators provide the Calculation, but modern cardiovascular prevention requires Personalization and
Reclassification. These topics represent gray areas where your individual values, preferences, and additional
imaging should guide the decision.

The "Intermediate Risk" Paradox
PREVENT's new "intermediate risk" category (5-<10%) is where the most important shared decisions happen. This range
encompasses enormous heterogeneity: a 55-year-old with mild hypertension and no other risk factors at 5.2% risk sits in the
same category as a 60-year-old with elevated Lp(a), family history, and diabetes at 9.8% risk.

• Risk enhancers that push toward treatment: Elevated Lp(a) (≥125 nmol/L or ≥50 mg/dL), family history of
premature ASCVD, South Asian ancestry, elevated hsCRP, diabetes, CKD

• Risk reducers that suggest caution: CAC score of 0, young biological age, excellent medication adherence, strong
motivation for lifestyle change



Applying CPR:

Calculate — What is my 10-year AND 30-year risk?
Personalize — Do I have risk enhancers (Lp(a), family history, hsCRP, South Asian ancestry) that
shift me toward treatment?
Reclassify — Can CAC scoring, carotid ultrasound, or other imaging help clarify whether I truly need
a statin, or can lifestyle modification suffice for now?

A shared decision discussion is essential here. Neither automatic treatment nor automatic avoidance
makes sense.

Young Adults Under 40: The "Low Risk" Trap
Standard risk calculators (including PREVENT) say almost everyone under 40 is "low risk." This is mathematically true for a
10-year window: a 35-year-old is unlikely to have a heart attack by age 45. But look at 30-year risk, and a different picture
emerges.

• The problem: A 35-year-old smoker with LDL-C of 200 mg/dL, elevated Lp(a), and a father who had an MI at 50 has
10-year risk of 1-2% (low), but 30-year risk of 30-40% (very high). If we only look at 10-year risk, we miss the
opportunity for preventive therapy during his 40s and 50s when lifestyle changes and statins can make a real
difference.

• The solution: For younger adults with risk factors, always examine 30-year risk. Cumulative lifetime exposure to
elevated cholesterol, inflammation, or lifestyle risk factors matters profoundly.

Applying CPR to Young Adults:

Calculate — Look at 30-year risk, not just 10-year
Personalize — Do I have modifiable risk factors now (smoking, cholesterol, sedentary lifestyle) that, if
left untreated, will compound over decades?
Reclassify — Consider CAC scoring if you have multiple risk factors; a CAC of 0 in a young adult is
reassuring; evidence of calcium is a red flag

For young adults, "low 10-year risk" should not be confused with "low lifetime risk."

On the Horizon

Risk calculation is an evolving field. Several developments may further refine how we estimate and
communicate cardiovascular risk:

• AI-powered risk prediction: Machine learning models trained on larger datasets may outperform traditional
statistical models like PREVENT. These could account for complex interactions between risk factors that simple
calculators miss.

• Biomarker-enhanced calculators: Incorporation of novel biomarkers — lp-PLA2, OxPL, high-sensitivity troponin,
NT-proBNP — may further refine risk stratification.

• Genetic risk scores: Polygenic risk scores that capture inherited predisposition to ASCVD may complement
traditional calculators, especially for younger patients with family history.

• Personalized imaging strategies: Better algorithms to determine who benefits from CAC, carotid ultrasound, or
advanced imaging (PET-CT, CMR) to reclassify risk.

Key Takeaways

• The Pooled Cohort Equations (PCE) are outdated — built on 25,000 patients from the 1980s-90s



• PREVENT-ASCVD is now the recommended calculator — based on 3.3 million VA patients with lower risk
thresholds

• Risk categories changed in 2026: Low (<3%), Borderline (3-<5%), Intermediate (5-<10%), High (≥10%)

• 30-year risk matters for younger adults — don't be falsely reassured by low 10-year risk if you're under 50

• Risk calculators miss critical biomarkers: Ensure Lp(a), ApoB, CAC, and hsCRP are measured

• The CPR Framework applies the calculator results: Calculate risk, Personalize with enhancers, Reclassify
with imaging

• Race-based medicine is gone from PREVENT — replaced by sociodemographic stress index from zip code

• Ask your doctor which calculator they used — and demand transparency on how your risk was assessed

Next Steps

• Ask your doctor: "Which risk calculator did you use, and can you walk me through my inputs?"

• Request that PREVENT (not PCE) be used for your risk assessment

• Ask for your 10-year AND 30-year risk percentages — don't accept just one

• If you've never had Lp(a), ApoB, CAC, or hsCRP measured, ask about these tests

• Discuss whether a CAC scan makes sense for your risk profile and age

• If you're in the borderline or intermediate risk range, ask for a shared decision-making conversation

Learn more at CardioAdvocate.com
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cardiovascular risk and treatment plan with your physician. No physician–patient relationship is formed through use of this document.
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