
The goal of an ASCVD 10-year Risk calculator is to 
aid in the prevention or delay of ASCVD and related 
conditions by estimating the risk of developing 
ASCVD based on certain demographics, lifestyle 
choices, diagnoses, medications, and vitals. 

Azara’s ASCVD 10-year risk calculator is sourced 
from the 2013 American College of Cardiology 
and the American Heart Association Guideline 
on the Assessment of Cardiovascular Risk which 
used a pooled cohort equation to develop the risk 
calculation. The guideline defines ten-year risk as 
the risk of developing a first ASCVD event—non-fatal 
myocardial infarction or coronary heart disease 
death or fatal or nonfatal stroke—over a 10-year 
period among people free from ASCVD at the 
beginning of the period. 

The risk estimator is for patients age 40 to 80 years 
old who do not have evidence of already having 
ASCVD, including events and procedures such as 
myocardial infarction, stroke, CABG, and stent or 
patients with LDL level (at any point) greater than 
190 or having familial hypercholesterolemia. These 
factors assist in identifying patients who have not 
had a prior ASCVD event and assign a 10-year risk 
score. Patients are considered at elevated risk if the 
10-year risk score is ≥7.5%.

The DRVS ASCVD Risk Calculator calculates risk 
using a specific set of factors, which include:

The ASCVD risk criteria values are available in 
the ASCVD Ten Year Risk registry along with a 
risk level and risk score for each patient with data 
available.

Funding for this initiative/project was made possible by the 
New York State Department of Health (NYDSOH). 

ASCVD 10-Year Risk 
Score in DRVS 

Criteria Parameters
Age 40-80 years old

Sex at Birth Male or Female

Race African American or 
Non-African American

Total Cholesterol Most recent result in last 
5 years

HDL Cholesterol Most recent result in last 
5 years

Systolic Blood Pressure Most recent result in past 
730 days (2 years)

Smoking Status Most recent result in past 
730 days (2 years)

History of Diabetes Active in last year

Treatment for Blood 
Pressure 

Active medication in last 
year

Risk Level Risk Score
High Risk >=20%

Intermediate Risk 7.5% - <20%

Borderline Risk 5% - <7.5%

Low Risk <=5%

Missing Data Missing data criteria 
needed for calculation

N/A Patient has exclusion to 
ASCVD Risk calculation

PUBLISHED SEPTEMBER 2020



ASCVD 10-Year Risk Score in DRVS

2

Registries
•	 ASCVD 10-Year Risk Registry

•	 Social Needs All Patients

•	 Social Needs Assessed

•	 Custom Registries as designed by  
community health center

•	 Custom cohorts can be created and  
applied across all tools

Use Cases
Tools for Point of Care
•	 Using the Patient Visit Planning report 

and alerts.

Identify patients with missing or out-of-date 
criteria
•	 Identify patients with elevated risk of 

ASCVD.
•	 Identify patients for outreach.
•	 Review patients with elevated ASCVD risk 

by specific chronic conditions who are not 
already being treated with statin, aspirin 
or HTN treatment who do not have an 
appointment.

•	 Identify patients with insufficient data 
(missing or out of-date) to calculate risk.

Evaluate at Risk Populations with  
Social Determinants of Health (SDOH)
•	 Evaluate ASCVD risk for patients with 

elevated or specific SDOH risk.

Evaluate Improvements in Care Gaps related 
to ASCVD
•	 Identify and review missing data points.
•	 Identify patients with high ASCVD risk 

and review for appropriate treatment with 
pharmacotherapy.

•	 Identify gaps in statin/Ischemic  
Vascular Disease therapy for high ASCVD 
risk patients.

Glossary

ASCVD –	 Atherosclerotic cardio		
	 vascular disease

CPCI Tools
Registries
Cohorts
Patient Visit Planning
Alerts

User Guide References
Registries
Scorecards
Dashboards
Cohorts
Patient Visit Planning (PVP)

> Watch the ASCVD 10-Year Risk 	
   Calculator video here.

https://vimeo.com/432175951/2d034fcfaf
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Tools at Point of Care
1.  Use Alert Admin to review and edit the alerts related        
     to ASCVD risk. Verify that the alerts are enabled and  
     are included on the POC Alert Closure Measure  
    (Center Admin).

•	 ASCVD Risk Calculator Data Missing, Elevated  
ASCVD Risk Statin Rx, BP High No Dx, Aspirin, LDL. 

2.  Run the Patient Visit Planning report 24 hours in  
     advance to anticipate tests and/or needed treatments
    (Provider or Care Team Member). 

•	 Use the Risk Factors section of the PVP to identify patients with ASCVD risk.  ASCVD risk level is displayed 
if it is borderline, intermediate, or high.

•	 Check the Alert messages and enter orders for patients with ASCVD Risk Calculator Data Missing.

This summary of tools in DRVS related to the ASCVD Ten Year Risk functionality and specific 
use cases will assist you in identifying patients with ASCVD risk, those with insufficient  
information to adequately assess risk and utilization of ASCVD risk with specific populations 
already at greater risk due to their chronic conditions. 

As you review the tools, consider the resources available and current workflows to determine 
where and who should use the tools for the best results. There is applicability for care team  
support and providers for pre-visit planning, at point of care, post visit treatment planning and 
for broader population health initiatives. 

3.  Use the ASCVD Ten Year Risk registry to inform treatment options before or after a visit (Provider or Care    
     Team Member).

•	 Run the ASCVD Ten Year Risk registry for recent visits or upcoming appointments to assist with treatment 
or follow up recommendations related to ASCVD risk.

•	 Run the ASCVD Ten Year Risk registry with appropriate past or future date range.

	 - Review patients’ missing or out of date data to inform upcoming care.

	 - Sort by ASCVD risk level and review “HTN MED”, “Statin Med” and “ASA/Anti-platelet” columns to inform 	
	   treatment conversations with patients.



ASCVD 10-Year Risk Score in DRVS

4

Identify patients with elevated risk of ASCVD
1.  Identify patients with high risk of ASCVD for outreach (Care Coordinator/Quality Improvement).

•	 Run the ASCVD Ten Year Risk registry for a designated period.

•	 Use the registry column header filter to display patients with an ASCVD Risk of ‘High’.

•	 Identify patients who need an appointment. Start with a period of one month and expand the time as  
needed to identify patients who need an appointment or should be targeted for review for additional  
treatment.

2.  Review patients with elevated risk by specific chronic conditions and with no treatment or appointment.

•	 Filter the ASCVD registry to a specific chronic condition e.g., hypertension or diabetes. Filter to patients 
with an ASCVD Risk of ‘High’. Identify patients who need an appointment or should be targeted for review.

•	 Create a Cohort of patients with a chronic condition not in control. Apply the Cohort to the ASCVD registry 
and evaluate risk and treatment consideration.

•	 Create a custom registry for a chronic condition, adding ASCVD Risk level and score, along with other  
desired criteria to better manage that group of patients.

3.  Identify patients with insufficient data (missing or out-of-date) to calculate risk.

•	 Run the ASCVD registry for the appropriate period.

•	 Use the registry column header filter to display patients with ASCVD Risk ‘Missing Data’.

•	 Filter the “Next Appointment” column to patients with upcoming appointments to order the appropriate 
labs to satisfy their missing data elements. Or filter the “Next Appointment” column to patients without an 
upcoming appointment and conduct outreach to get them seen at your center.

•	 Use the Point of Care tools discussed earlier to ensure patients with insufficient data get the data needed 
to calculate their risk.
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Evaluate at Risk Populations with Social Determinants of Health (SDOH)
1.  Run the ASCVD registry. 

•	 SDOH trigger information and total tally (number of SDOH risks) are available as registry columns for easy 
visibility when reviewing patients’ ASCVD risk. Use the column header to filter to specific SDOH risks.

•	 Use the SDOH and SDOH Count filters on the registry to filter to specific SDOH criteria, such as food,  
transportation, or stress.

2.  Run the Social Needs All Patients or Social Needs Assessed dashboards.  

•	 Filter the dashboard to High and Intermediate ASCVD risk patients to see graphical representation of social 
determinants impacting the health of patients with higher ASCVD risk. This can be useful for identifying 
and addressing the needs of high-risk patients based on both clinical indicators and social need, such as 
food insecurity and lack of stable housing.
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Evaluate Improvements in Care Gaps related to ASCVD
1.  Establish baseline data for area of interest regarding ASCVD (Quality Improvement).

•	 Identify patients seen in the last 12 months without an ASCVD calculation due to missing data.

	 - Use a custom date range of one year and sort the Risk column to ‘Missing Data’.

	 - If the number is exceptionally large, consider focusing on patients with a primary care appointment.

	 - Review missing data points to look for any patterns, e.g., missing cholesterol values or provider  
	   variation. 

	 - Record the value for comparison at a future date.

•	 Identify patients with a high ASCVD Ten Year Risk and appropriate treatment with pharmacotherapy in the 
last 12 months.

	 - Use a custom date range of one year, filter to primary care service line and sort the risk column to High.

	 - Review columns for HTN Med, Statin Med and ASA or Anti-Platelet treatment.
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•	 Identify patients that are not meeting the Statin Therapy measure (CMS347v3)* by ASCVD risk.

	 - Run the Statin Therapy measure for the most recent trailing year period, applying the ASCVD Risk filter.

	 - Identify and evaluate care gaps through the patient detail list.

* Other potential measures to use are IVD Aspirin Use, Hypertension Controlling High Blood Pressure,  
  Tobacco Screening and Cessation, and Diabetes A1c >9 or Untested.

•	 Evaluate responsiveness to ASCVD alerts on the PVP.

	 - Run the Alert Closure - Point of Care (POC) measure.

	 - Filter to primary care providers and the ASCVD alerts (ASCVD Missing Data and ASCVD No Statin).

	 - Evaluate alert closure rate by provider team and specific alert.

	 - Provide feedback to the care team.


