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ABSTRACT

Stroke and heart disease are atherosclerotic cardiovascular diseases which are still the cause of death in Indonesia. This study aims to estimate the risk of atherosclerosis cardiovascular disease in the next 10 years using the Systemic Coronary Risk Estimation (SCORE) method. The method used in this study is an observational method with descriptive cross-sectional study design. Respondent data collection is done prospectively or directs data collection through interviews, blood pressure measurement, and peripheral blood sampling. The results showed that respondents were involved in this study with an average age of 49.70 ± 7.1 years. Respondents were more dominated by women (76.1%); BMI of respondents showed in the non-obese group 27.14 ± 4.6 kg / m2; total cholesterol, LDL, TG, and HDL levels respectively had an average of 152.17 ± 39.5 mg / dl; 91.28 ± 40.9 mg / dl; 117.24 ± 96.9 mg / dl; and 30.87 ± 8.8. Respondents who smoke as much as 17.39% and respondents who have undergone physical activity in the form of sports 60.87%. Based on the results of risk estimation using the SCORE method, it was found that people who were in the low-risk category were 54.35% and the moderate risk category was 45.65%. This study concludes that the risk of atherosclerosis cardiovascular disease for the next 10 years in the community is at low and moderate levels.
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Introduction
Based on statistical data from the World Health Organization (WHO) on the development of PTM disease in 2017 that the percentage of PTM deaths in Indonesia is 73% of the total population (258 million people). One PTM as a contributor to death is cardiovascular disease, which is as many as 17.7 million people (WHO, 2017). The burden of costs borne by the Indonesian government for cardiovascular disease is very large. For example, the cost of treating heart disease during 2014-2016 covered by Indonesian government health insurance for heart disease is Rp. 7.9 trillion (BPJS, 2017).
West Kalimantan is known to be a case of cardiovascular disease as a contributor to death. The prevalence of cardiovascular diseases such as the heart (0.3%), stroke (0.08%), heart failure (5.8%), and hypertension (28.3%). Of the four cardiovascular diseases, heart disease in West Kalimantan is ranked the third highest in Indonesia (Riskesdas, 2103). The high case of cardiovascular disease in Indonesia especially West Kalimantan needs to be estimated at risk of cardiovascular disease. The aim is to estimate the risk of cardiovascular disease early so that an appropriate prevention and management program for cardiovascular disease can be planned. Several models can be used to predict the risk of cardiovascular diseases such as Framingham, Systemic Coronary Risk Estimation (SCORE), ASSIGN, Q-Risk, Prospective Cardiovascular Munsters Study (PROCAM), WHO / ISH, and the Pooled Cohort Equations. All cardiovascular disease risk assessment models have the same ability in predicting atherosclerosis cardiovascular disease. However, each clinical management guideline uses a system of cardiovascular risk estimation. In Indonesia, the risk prediction model for cardiovascular disease used in clinical practice is the SCORE model (Erwinanto, et al, 2017).
The SCORE model is used to predict cardiovascular disease in patients aged ≥40 years who have no evidence of coronary heart disease (CHD), diabetes mellitus (DM), chronic kidney disease (CKD), and familial hypercholesterolemia. Cardiovascular risk grouping of the model is based on very high, high, medium, and low risk. The results of the risk grouping will be adjusted to the recommendation of using statins based on dyslipidemia guidelines published by PERKI 2017 (Erwinanto, et al, 2017). So far, from the literature search, there has never been an estimated risk of cardiovascular disease in the next 10 years in West Kalimantan, especially the Kubu Raya Regency using the SCORE method.

Method
Research design
The research method used in this study was an observational method with descriptive cross-sectional study design. The study was conducted in Baru Village which is one of the working areas of the Sungai Raya Dalam Community Health Center, Kubu Raya Regency, West Kalimantan. This study has passed the ethical-clearance study from the Ethics Review Division of the Faculty of Medicine at Tanjungpura University with code number 3963/ UN22.9/DL / 2019.
Research population
The prospective research respondents obtained in this study were 98 respondents. The determination of research respondents was conducted using a purposive sampling method, from 98 respondents, it was found that 46 respondents met the inclusion and exclusion criteria.
Respondent Criteria
The inclusion criteria of this study were respondents aged 40-65 years, respondents had fasted for 8 hours before blood samples were taken, ready to sign informed consent. Exclusion criteria were respondents with a history of previous cardiovascular disease, blood pressure measurement was not possible, they were pregnant, unable to communicate verbally, had an SBP> 220 mmHg, had a total cholesterol level> 310 mg/dl or <130 mg/dl, and has incomplete data.
Data collection
Data collection was carried out by interviews with respondents using a case report form (CRF) sheet to obtain information about gender, age, hypertension drug use, and smoking status of the respondents, as well as to ensure that respondents who came were respondents who had truly fulfilled all inclusion and exclusion criteria from the study. Furthermore, the respondent is measured for blood pressure by positioning the respondent to sit upright in a chair and rest for about 5 minutes first. Blood pressure measurements were carried out on the respondent's left hand, first ascertained on the respondent's left arm no objects or jewelry could affect the measurement results and made it difficult for researchers to take measurements. Then the left arm is positioned on a par with the heart and a digital sphygmomanometer is mounted on the respondent's arm and measurements of systolic blood pressure (SBP) and diastatic blood pressure (DBP) are performed. Measurement of blood pressure is done 2 times with an interval of 2 minutes. If the results of the second measurement differ by ≥10 mmHg, a third measurement and two results close to the average will be measured. In the next stage, the respondent is taken peripheral blood samples by the clinician. The amount of blood sample needed is as much as 5cc. The SCORE method is carried out using the Heart SCORE High Risk at http://www.heartscore.org/en_GB.
RESULTS AND DISCUSSION
This study aims to predict the risk of atherosclerosis cardiovascular disease in the next 10 years using the SCORE method. This information is expected to be a reference to the public to immediately carry out the prevention and treatment of atherosclerotic cardiovascular disease. Respondents involved in this study were 46 respondents with the characteristics of respondents that can be seen in Table 1.
1. Characteristics of Research Respondents
Based on Table 1 that the respondents involved in this study with an average age of 49.70 ± 7.1 years. Respondents were more dominated by women (76.1%); BMI of respondents showed in the non-obese group 27.14 ± 4.6 kg / m2; total cholesterol, LDL, TG, and HDL levels respectively had an average of 152.17 ± 39.5 mg / dl; 91.28 ± 40.9 mg / dl; 117.24 ± 96.9 mg / dl; and 30.87 ± 8.8. Respondents who smoked 17.39% and had undergone physical activity in the form of sports 60.87%.
Table 1 Characteristics of Research Respondents (N=46)
	Parameter
	Value (%)

	Age (years)
	49.70 ± 7.1

	Gender (male / female)
	11 (23.9)/ 35(76.1)

	BMI (kg/m2)
	27.14 ± 4.6

	Total cholesterol (mg/dL)
	152.17 ± 39.5

	LDL (mg/dL)
	91.28 ± 40.9

	TG (mg/dL)
	117.24 ± 96.9

	HDL (mg/dL)
	30.87 ± 8.8

	SBP (mmHg)
	142.13 ± 23.2

	DBP (mmHg)
	87.74 ± 14.7

	Consume Antihypertensive
	9 (19.56)

	Consume Aspirin
	1 (2.17)

	Consume Statin
	4 (8.69)

	Physical activity
	28 (60.87)

	Smoked
	8 (17.39)


	Note: BMI = Body Mass Index; LDL = Low Density Lipoprotein; TG = Triglyceride; 
          	          HDL = High Density Lipoprotein; SBP = Systolic Blood Pressure; DBP = Diastolic Blood Pressure

Data on total cholesterol levels indicate that respondents have total cholesterol levels below 200 mg/dL. The Supriyono study concluded that total cholesterol levels below 200 mg/dL can reduce the risk of developing CHD 1.8 times lower than total cholesterol levels above 200 mg/dL (Supriyono, 2008). Research conducted by Liu et al (2007) explains that an increase in total cholesterol levels is associated with dyslipidemia. This is because with an increase in total cholesterol levels there will be an increase in the number of monocytes in the blood. Monocytes are found in the walls of the inflamed arteries, which later turn into macrophages and phagocyte cholesterol. The process is the beginning of the formation of plaque in atherosclerosis which ultimately causes coronary heart disease. On the other hand, high total cholesterol levels affect free fatty acids that can cause free fatty acids to increase. Increased fatty acids can trigger pancreatic beta-cell damage so that it can trigger the risk of diabetes mellitus (Sugiarti and Latifah, 2011).
2. Overview of LDL Cholesterol Levels Based on Cardiovascular Risk Level
It can be seen in Table 2 that the people of Parit Baru Village, Kubu Raya Regency, after estimating the measurement of atherosclerosis cardiovascular risk for the next 10 years, found that the community had a mild risk of 56.52% and a moderate risk of 43.47%. Based on the dyslipidemia guidelines issued by PERKI in 2017 that people with an estimated level of cardiovascular risk generally do not require lipid repair interventions. Mild risk with LDL levels <70 mg/dL; 70-100 mg/dL; and 100-<155 mg/dL; 155-<190 mg/dL lipid intervention is not necessary. However, it is different in people who have a mild risk with LDL levels> 190 mg/dL require lifestyle intervention and if there is no change then the community should be given additional statin drugs. The selection of statin drugs in people with mild risk can be seen in Table 3.
Table 2. Overview of LDL Cholesterol Levels Based on Cardiovascular Risk Levels in the Community of Parit Baru Village, Kubu Raya Regency (N = 46)
	

Cardiovascular Risk SCORE
	Cholesterol Value ( LDL)
	

Total
	
Percentage (%)

	
	<70
(mg/dL)
	70-100
(mg/dL)
	100-<155 (mg/dL)
	155-<190 (mg/dL)
	>190 
(mg/dL)
	
	

	
	n
	(%)
	n
	(%)
	N
	(%)
	n
	(%)
	n
	(%)
	
	

	Low (<1%)
	10
	21.74
	8
	17.39
	6
	13.04
	1
	2.17
	1
	2.17
	26
	56.52

	Moderate (1-5%)
	7
	15.22
	5
	10.87
	7
	15.22
	1
	2.17
	0
	0
	20
	43.47

	Total
	46
	100



People at moderate risk with LDL levels <70 mg / dL and 70-100 mg / dL do not need lipid repair interventions. But in people with moderate risk who have LDL levels of 100 - <155 mg / dL, 155 - <190 mg / dL, and> 190mg/dL, non-pharmacological treatment approaches with lifestyle improvement need to be done. If there is no improvement in lipid levels, statin drugs should be given. The selection of statin drugs in people with moderate risk can be seen in Table 3. The selection of statins in table 3 must pay attention to their availability in the National Formulary.

Table 3. 	Predicted Value for Risk of Atherosclerosis Cardiovascular Disease in the Next 10 Years by Using the SCORE Method and Recommended Statin Use (PERKI, 2017)
	Cardiovascular Risk
	Recommended Statins*

	Low (<1%)
	Simvastatin 10 mg

	
	Pravastatin 10-20 mg

	
	Lovastatin 20 mg

	
	Fluvastatin 20-40 mg

	
	Pitavastatin 1 mg

	Moderate 
(>1-5%)
	Atorvastatin 10-20 mg

	
	Rosuvastatin 5-10mg

	
	Simvastatin 20-40 mg

	
	Pravastatin 40-80 mg

	
	Lovastatin 40 mg

	
	Fluvastatin XL  80 mg

	
	Fluvastatin 40 mg 2x sehari

	
	Pitavastatin 2-4 mg



CONCLUSION
The conclusion of this study shows that the people of Parit Baru Village, Kubu Raya Regency has a risk of cardiovascular disease in the next 10 years at low and moderate levels. Non-pharmacological treatment is more recommended at this level. 
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