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Abstract
Background: The SAGE score was developed to detect individuals at risk for increased pulse wave velocity (PWV). So far, 
studies have been focused on hypertensive patients. 

Objective: To assess the ability of the score to detect non-hypertensive and pre-hypertensive patients at risk for increased 
PWV. 

Methods: Retrospective cross-sectional study of analysis of central blood pressure data and calculation of the 
SAGE score of non-hypertensive and pre-hypertensive patients. Each score point was analyzed for sensitivity, 
specificity, positive and negative predictive values, using the cut-off point for positive diagnosis a PVW ≥ 10m/s, 
≥9.08 m/s (75th percentile) and ≥7.30 m/s (50th percentile). A p<0.05 was considered statistically significant.

Results: The sample was composed of 100 normotensive and pre-hypertensive individuals, with mean age of 52.64 ± 
14.94 years and median PWV of 7.30 m/s (6.03 – 9.08). The SAGE score was correlated with age (r=0.938, p<0.001), 
glycemia (r=0.366, p<0.001) and glomerular filtration rate (r=-0.658, p<0.001). The area under the ROC curve was 
0.968 (p<0.001) for PWV ≥ 10 m/s, 0.977 (p<0.001) for PWV ≥ 9.08 m/s and 0.967 (p<0.001) for PWV ≥ 7.30 m/s. 
The score 7 showed a specificity of 95.40% and sensitivity of 100% for PWV≥10 m/s. The cut-off point would be of five 
for a PWV≥9.08 m/s (sensitivity =96.00%, specificity = 94.70%), and two for a PWV ≥ 7.30 m/s. 

Conclusion: The SAGE score could identify individuals at higher risk of arterial stiffness, using different PWV cutoff 
points. However, the development of a specific score for normotensive and pre-hypertensive subjects is needed.

Keywords: Hypertension; Biomarkers; Vascular Stiffness; Pulse Wave Analysis; Risk Factors.

Introduction
Pulse wave velocity (PWV) is a well-established biomarker 

in cardiovascular risk stratification and identification of 
subclinical lesions, and it can also be an indicator of target-
organ lesion when higher than 10m/s.1-4 However, PWV is still 
underutilized in clinical practice due to its high cost and low 
availability of the equipment.5 

The SAGE score was developed to spread knowledge 
and the concept about the assessment of vascular aging and 
damage, based on four simple parameters – age, systolic blood 
pressure (SBP), fasting glycemia and glomerular filtration rate 
(GFR) – to calculate the probability of an individual developing 
increased arterial stiffness. Based on the values obtained, 
patients can be more assertively referred to central blood 
pressure (CBP) measurements and analysis of PWV.5

In the study in which the score was developed, the 
SAGE cut-off was calculated using the carotid-femoral PWV 
obtained from a hypertensive population.5 Subsequently, 
the score was calculated using the brachial-ankle PWV in 
Japanese subjects with hypertension,6 and more recently, it 
was calculated in Brazilian hypertensive individuals using 
the oscillometric method, which is a more commonly used 
method in Brazil.7  
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In 2021, a study8 with 760 Chinese individuals developed 
a new clinical score using age, peripheral systolic blood 
pressure (pSBP), peripheral diastolic blood pressure (pDBP), 
weight and height, also aiming at identifying individuals with 
increased arterial stiffness. However, the study was conducted 
specifically on diabetic patients, and using brachial-ankle PWV 
measurements only.

There is still a gap in the literature regarding the use of these 
scores to identify increased arterial stiffness in non-hypertensive 
individuals that may already have increased PWV and increased 
risk of cardiovascular outcomes, and studies involving the 
oscillometric method, which is a low-cost, easy-to-use method.

Therefore, the aim of this study was to assess the ability of 
the SAGE score to identify individuals at high risk for increased 
PWV in a sample of normotensive and pre-hypertensive 
Brazilian individuals, as a proof of concept.

Methods

Study design and place
This was a cross sectional study in which medical records 

of patients attending two referral centers for diagnosis and 
treatment of hypertension in Brazil were analyzed.

Population and sample
From September 2012 to November 2019, a total of 

1594 measurements of CBP were made by the oscillometric 
method. Of these, we excluded:

• Measurements of patients younger than 18 years old;
• Measurements of patients with diagnosis of 

hypertension, defined as pSBP ≥ 140 mmHg and 
pDBP ≥ 90 mmHg, both obtained from CPB; or mean 
SBP ≥ 130 mmHg and/or mean DBP ≥ 80 mmHg PAS 
by ambulatory blood pressure monitoring (ABPM),9,10 
or use of anti-hypertensive drugs;

• Measurements of patients who did not have all clinical 
and laboratory data available for calculation of the SAGE 
score (pSBP, age, fasting glycemia, creatinine [for creatinine 
clearance according to the CKD-EPI)].5 Laboratory tests 
should have been made from three months before to 
three months after the CBP measurement;

• Measurements of patients of creatinine clearance 
(calculated according to the CKD-EPI group) lower 
than 15mL/min/1.73m2.5

Then, the sample was composed of 100 normotensive or 
pre-hypertensive individuals, who had all data required for 
calculation of the SAGE score available (Figure 1).

Study procedure
Electronic files of CBP measurements performed between 

September 2012 and November 2019 were identified. Then, 
medical files of these patients were analyzed for eligibility 
for the study.

Among the eligible patients, the following data were 
collected from the electronic files – date of birth, date of the 
CBP measurement, weight, height, peripheral and central SBP 
and DBP, peripheral and central pulse pressure, Augmentation 
Index (AIx) and PWV. For central and peripheral parameters, 
the mean of three measurements was considered for analysis.

In addition, the following data were collected: sex, smoking 
status, sedentary lifestyle, marital status, medications used, clinical 
diagnoses, and fasting glucose and creatinine levels obtained 
within three months before or after the CBP measurement. 
When glucose and creatinine levels were measured more than 
once within this period, those obtained on the closest date to 
the CBP measured were used for analysis.

Body mass index was calculated using the formula: 
weight (Kg)/(height[m])2.11

Assessment of central blood pressure
Measurements of CBP were performed using the Mobil-O-

Graph® (IEM, Stolber, Germany) and the Dyna MAPA AOP® 
(Cardios, São Paulo, Brazil). This evaluation is performed 
non-invasively; pSBP and DBP are measured using a 
sphygmomanometer and the ARCSolver algorithm is used to 
derive central pressure.12

The assessment of PWV using the sphygmomanometer 
and the oscillometric method yields comparable values to 
those obtained invasively using the intra-aortic catheter,12 in 
addition to being more reproducible than the devices used 
for assessment of carotid-femoral PWV.13 The method has also 
been validated for assessment of central SBP compared with 
the assessment by the invasive method and the tonometric 
method.14 An increase in arterial stiffness compatible with 
target organ damage was detected by PWV ≥ 10m/s.9,15

Calculation of the SAGE score
The SAGE score is defined based on four variables – fasting 

glucose, pSBP, age, and estimated GFR (Figure 2).
For example, an individual with a SBP of 145 mmHg, glycemia 

of 110 mmHg, 65 years old and GFR of 69 mL/min/1.73m2 will 
be assigned a SAGE score of eight and, therefore, as defined by 
the study in which the score was developed, will be referred 

Initial sample
1594 patients

Excluded
• Hipertensive (n= 1349)
• Younger than 18 years (n=3)
• Insufficient data for  

calculation of the SAGE 
score (n=142)

Final sample
100 patients

Figure 1 – Flowchart of patient selection. Source: Author, 2022.
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for assessment of increased arterial stiffness due to higher risk 
of its occurrence.5

The SAGE score was calculated for each participant. 
Measurements of pSBP were obtained from the CBP 
measurement; age was calculated by the difference between 
the date of birth and the date that of the CBP measurement. 
Glycemia was obtained from patient medical record and GFR 
was calculated using the CKD-EPI creatinine equation (2021), 
using serum creatinine levels obtained from the medical record.

Statistical analysis
Data were collected by two investigators using a form 

developed with the Epidata software version 3.1.16 The 
program was also used for validation of the form in terms of 
potential inconsistencies and errors.

Data analysis was made using the Statistical Package 
for Social Science (SPSS) version 23.0. Normality of data 
distribution was tested using the Kolmogorov-Smirnov test; 
descriptive analysis was performed using mean and standard 
deviation and using median and interquartile range for 
parametric and non-parametric data, respectively. Qualitative 
data were described as absolute and relative frequencies.

The correlation between SAGE score and the four variables 
of the score was assessed by the Spearman correlation.

Analysis of sensitivity, specificity, positive predictive value 
and negative predictive value was made for each SAGE rating. 
A positive diagnosis was defined as the presence of three PWV 
measurements ≥ 10m/s and ≥ 50th and 75th percentiles, which 
correspond to 7.3 and 9.8 m/s, respectively. For each of these 
values, a ROC curve was constructed to define the best cut-off 
point for the SAGE score, i.e., the one with the highest sensitivity 
and specificity to detect patients at higher risk for increased 
PWV. A p<0.05 was considered statistically significant.

Ethical aspects

The study was conducted according to the resolution 
number 466/12 and approved by the ethics committee of the 
General Hospital of the Federal University of Goias (approval 
and amendment number 1.500.463 and 3.792.750, including 
approval of the waiver of the consent form).

Results
Data of 100 participants were analyzed, with mean age 

of 52.64 ± 14.94 years. Most patients were male, and had 
dyslipidemia, with optmial blood pressure and PWV lower 
than 8m/s (Table 1).

Fasting glucose (mg/dL)

Glomerular filtration rate (mL/min/1.73 m2)

SAGE score

≥ 70

14 15 16 17
13 14 15 16
11 12 13 14
8 9 10 11

60-69

12 13 14 15
11 12 13 14
9 10 11 12
6 7 8 9

50-59

10 11 12 13
9 10 11 12
7 8 9 10
4 5 6 7

< 50

8 9 10 11
7 8 9 10
5 6 7 8
2 3 4 5

≥ 90 60-89 30-59 15-29

AGE 
(years)

≥ 126 mg/dL
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≥ 180 12 13 14 17
160-179 11 12 13 14
140-159 9 10 11 12

< 140 6 7 8 9

≥ 180 10 11 12 13
160-179 9 10 11 12
140-159 7 8 9 10

< 140 4 5 6 7

≥ 180 8 9 10 11
160-179 7 8 9 10
140-159 5 6 7 8

< 140 2 3 4 5

≥ 180 6 7 8 9
160-179 5 6 7 8
140-159 3 4 5 6

< 140 0 1 2 3

≥ 90 60-89 30-59 15-29

< 126 mg/dL

Figure 2 – SAGE score classification and its four variables; translated from Xaplanteris et al.5

3



Arq Bras Cardiol. 2023;120(2):e20200291

Original Article

Rigonatto et al.
SAGE Score in Normotensive and Pre-Hypertensive Patients

Table 1 – Clinical and sociodemographic characteristics of 
participants (n=100)

Variable n/%

Sex

Female 45

Male 55

Marital status

Living without a partner 29

Living with a partner 57

Not reported 14

Age

< 50 years 42

50 - 59 years 24

60 - 69 years 18

≥70 years 16

Risk factors

Current smoking 5 / 5.3%*

BMI > 30Kg/m2 24

Diabetes mellitus 11 / 11.7%*

Dyslipidemia 53 / 65.4%*

Total cholesterol

< 150 mg/dl 29

150 - 199 mg/dl 41

200 - 249 mg/dl 18

250 - 299 mg/dl 4

≥ 300 mg/dl 1

Not reported 7

LDL

≤50 mg/dl 8

51–69 mg/dl 10

70–99 mg/dl 26

100–129 mg/dl 31

≥130 mg/dl 16

Not reported 9

Triglycerides

<150 mg/dl 63

≥150 mg/dl 26

Not reported 11

Glycemia

< 126 mg/dl 94

≥ 126 mg/ dl 6

Glomerular filtration rate

30 - 59 5

60 - 89 48

≥ 90 47

Classification of blood pressure

Optimal BP 46

Normal BP 34

Pre-hypertension 20

Arterial stiffness

PWV < 8 m/s 59

PWV 8 - 10 m/s 29

PWV > 10 m/s 12

Central pressure parameters Média (DP) /  
Mediana (25 – 75)

pSBP (mmHg) 119.43 (9.59)

pDBP (mmHg) 75.50 (67.00 – 79.75)

pPP (mmHg) 45.00 (39.00 – 52.00)

cSBP (mmHg) 109.15 (9.38)

cDBP (mmHg) 77.00 (67.25 – 81.00)

cPP (mmHg) 32.00 (29.00 – 39.00)

AI (%) 18.87 (11.30)

PWV (m/s) 7.30 (6.03 – 9.08)

*These data were not available from some of the patients and the 
frequency was then different from the number; AI (%): augmentation 
index; HDL: high-density lipoprotein; BMI: body mass index; LDL: low-
density lipoprotein; cDBP: central diastolic blood pressure; pDBP: 
peripheral diastolic blood pressure; cSBP: central systolic blood pressure; 
pSBP: peripheral systolic blood pressure; cPP: central pulse pressure; 
pPP: peripheral pulse pressure; PWV: pulse wave velocity

The most frequent SAGE score in the sample was 0, 
followed by 1 and 2 (Figure 3). Patients’ characteristics that 
could justify the scores were analyzed; of 13 participants, 
12 were aged 70 years or older and had fasting glucose  
< 126 mg/dL and GFR of 60 - 89 mL/min/1.73m2. The 
other patient was aged between 60 and 69, had fasting 
glucose ≥ 126mg/dL and the same GFR. 

Among patients with arterial stiffness (PWV ≥ 10 m/s), the 
most frequent score was seven (Figure 4). All patients with 
PWV ≥ 10 m/s (n=13, 100%) were aged 70 years or older, 
and had fasting glucose < 126 mg/dL; 10 (76.9%) had GFR 
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Figure 3 – Relative frequency of the SAGE scores of the study patients (n=100).

between 60 and 89 mL/min/1.73m2, and three (23%) between 
30 e 59 ml/min/1,73m2. Eleven (84,6%) had dyslipidemia.

Analysis of the 75th percentile (9.08 m/s) and the 50th 
percentile of the PWV (7.3 m/s), the most frequent SAGE 
score was also seven. Among patients with PWV ≥ 9.08 m/s, 
88% had fasting glucose < 126 mg/dL, 64% were aged 70 
years or older (and the others between 60 and 69 years), and 
80% had GFR between 60 and 89 mL/min/1.73m2.

Distribution of SAGE parameters by age, pSBP, fasting 
glucose, and GFR (according to the CKD-EPI group)  
(Figure 5) showed a positive correlation with age and 
glucose levels, and a negative correlation with GFR. No 
correlation was found between SAGE and pSBP.

In the analysis of the ROC curve, the area under the curve 
for PWV ≥ 10 m/s was 0.968 (p<0.001), for PWV ≥ 9.08 m/s 
was 0.977 (p<0.001) and for PWV ≥ 7.30 m/s was 0.967 
(p<0.001) (Figure 6).
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Figure 4 – Absolute and relative frequency of SAGE score ratings of the study patients; (A) patients with pulse wave velocity (PWV) ≥ 10 m/s, (B) patients 
with PWV ≥ 9.08 m/s and (C) patients with PWV ≥ 7.30 m/s.

According to the sensitivity and specificity analysis (Table 2), for 
individuals with arterial stiffness (PWV ≥ 10 m/s), a SAGE score of 
seven showed high specificity (95.40%) associated with a sensitivity 
of 100% and a negative predictive value of 100%. Considering the 

percentile 75th (PWV ≥ 9.08 m/s), the cut-off point for SAGE would be  
≥ 5, with a sensitivity of 96% and specificity of 94.7%. For the 
median PWV (≥ 7.30 m/s), the cut-off point would be lower 
(SAGE score of two).
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Discussion
In the present study, we found that a SAGE score of zero was 

the most frequent in this sample of non-hypertensive patients. 
On the other hand, a SAGE score of seven was the most common 
among patients with PWV ≥ of 7,3 m/s, 9,08 m/s or 10 m/s. 
The SAGE score showed a moderate positive correlation 
with glycemia, a very strong positive correlation with age, 
and a strong negative correlation with GFR. No correlation 
was observed between SAGE and pSBP. Based on the analysis 
of sensitivity and specificity, the score seven was defined as 
arterial stiffness considering a PWV ≥ 10 m/s as the positive 
diagnosis. For PWV ≥ 9.08 m/s and ≥ 7.30 m/s, the cut-off 
points were 5 and 2, respectively.

In the present study, the fact that the patients were 
not hypertensive, which is one of the parameters of the 
SAGE score, did not lead to a lower cut-off point in the 
analysis including PWV values ≥ 10 m/s, like the study 
in which the score was developed.5 The cut-off point in 
our study was similar to that established in the original 
study with European Caucasian hypertensive patients5 
and to the Brazilian study with 837 hypertensive patients7 
which established a cut-off of eight. In addition, it was 
equal to that reported in a Japanese study with 1,816 

hypertensive individuals,6 in which the cut-off was seven. 
This may be justified by the fact that, even though these 
patients do not have hypertension, which is a condition 
that already contributes to the SAGE score, all patients 
with PWV ≥ 10m/s were aged 70 years or older, which 
already contributes to six points to the score. The 
relationship between aging arterial stiffness is already well 
established in the literature17,18 since concomitantly with 
chronological aging, vascular aging occurs, culminating 
in increased arterial stiffness.18-24 On the other hand, one 
may consider that the establishment of cutoffs for blood 
pressure levels lower than 140 mmHg and the inclusion 
of other parameters, like cholesterol, may optimize 
the applicability of this score in normotensive and pre-
hypertensive populations.

In addition to the age factor, most individuals with PWV ≥ 10 
m/s had dyslipidemia. Although this risk factor was included in 
the SAGE score, it also contributes to the development of arterial 
stiffness. Baseline triglyceride (TG) levels and the TG/high-
density lipoprotein (HDL) ratio are independently associated 
with the persistent increase in PWV and the incidence of 
increased PWV in healthy men followed-up for 4.1 years.25

We also analyzed the 75th and the 50th percentiles, 
since PWV ≥ 10m/s can already be an indicator of 
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target-organ damage.9,15 Also, in this population of non-
hypertensive individuals, PWV values lower than 10m/s 
already represents an increase in arterial stiffness and 
consequently in cardiovascular risk.26 Twenty-five and 51 
participants were found to have PWV above the 75th and 
50th percentiles, respectively.  

Another aspect to be considered is the application of 
the SAGE score with a lower cut-off point (e.g. five) as a 
strategy to detect PWV values above the 75th percentile, 
which would result in the identification of one in every four 
non-hypertensive individuals. The use of a score of two, 
defined for the 50th percentile, would not be feasible, as 

Table 2 – Sensitivity and specificity of the SAGE score by 
cutoff point and pulse wave velocity value

  SAGE Sensitivity Specificity
PPV/ 

Correctly 
classified 

NPV

PW
V 
≥ 

10
 m

/s

0 100.00% 0.00% 13.00% -

1 100.00% 27.59% 17.11% 100.00%

2 100.00% 47.13% 22.03% 100.00%

3 100.00% 63.22% 28.89% 100.00%

4 100.00% 73.56% 36.11% 100.00%

5 100.00% 82.76% 46.43% 100.00%

6 100.00% 91.95% 65.00% 100.00%

7 100.00% 95.40% 76.47% 100.00%

8 23.08% 98.85% 75.00% 89.60%

9 0.00% 98.85% 0.00% 86.90%

PW
V 
≥ 

9.
08

 m
/s

0 100.00% 0.00% 25.00% -

1 100.00% 32.00% 32.89% 100.00%

2 100.00% 54.70% 42.40% 100.00%

3 100.00% 73.30% 55.60% 100.00%

4 100.00% 85.30% 69.40% 100.00%

5 96.00% 94.70% 85.70% 98.60%

6 72.00% 97.30% 90.00% 91.30%

7 68.00% 100.00% 100.00% 90.40%

8 16.00% 100.00% 100.00% 78.10%

9 4.00% 100.00% 100.00% 75.80%

PW
V 
≥ 

7.
30

 m
/s

0 100.00% 0.00% 51.00% -

1 100.00% 48.98% 67.11% 100.00%

2 98.00% 81.60% 84.70% 97.60%

3 82.40% 93.90% 93.30% 83.60%

4 68.60% 98.00% 97.20% 75.00%

5 54.90% 100.00% 100.00% 68.10%

6 39.20% 100.00% 100.00% 61.30%

7 33.30% 100.00% 100.00% 59.00%

8 7.80% 100.00% 100.00% 51.00%

9 2.00% 100.00% 100.00% 49.50%

NPV: negative predictive value, PPV: positive predictive value; PWV: pulse 
wave velocity.

Figure 6 – ROC curve of the SAGE score for pulse wave velocity (PWV) 
≥ 10 m/s (A), PWV ≥ 9.08 m/s (B) and PWV ≥ 7.30 m/s.
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the main factor correlated to increased PWV in this model. 
Thus, further studies are needed including larger samples 
of individuals in different age ranges to determine whether 
it would be more appropriate to measure PWV of non-
hypertensive patients using the criterion of age (≥70 years) 
rather than the score calculation.

Conclusions
In the study sample, the SAGE score could identify 

patients at higher risk of arterial stiffness by different PWV 
cutoffs. However, the development of a specific score for 
non-hypertensive and pre-hypertensive patients is needed 
and could contribute significantly to the implementation of 
the analysis of the risk of vascular aging in this population.
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almost all patients would have to be referred to assessment 
of arterial stiffness.

In our opinion, the risk assessment of increased 
arterial stiffness even in non-hypertensive individuals 
represents a great window of opportunity to identify early 
subclinical lesions and to establish non-pharmacological 
and pharmacological strategies aiming at optimizing 
cardiovascular protection and prevention.       

In the investigation of the role of biomarkers in primary 
prevention, the assessment of arterial stiffness was also 
recommended for patients with diabetes, dyslipidemias 
and chronic renal disease, reinforcing the influence of 
these risk factors on PWV.1 Both glycemia and GFR were 
identified as independent predictors of PWV and,5 in this 
present study, they were correlated with SAGE. Also, the 
reduction in arterial compliance and/or distensibility occurs 
independently of blood pressure in the presence of other 
risk factors, including diabetes mellitus, chronological 
aging, metabolic syndrome, obesity, peripheral artery 
disease, and end-stage renal disease.27  

Besides, although most studies have reported that 
hypertension is one of the main risk factors for increased 
arterial stiffness, this increase, in turn, is a predictor 
of hypertension and contributes to its pathogenesis, 
reinforcing the importance of assessing the PWV even 
in non-hypertensive individuals.17,18,28-34 In a follow-up 
study of the Framingham cohort with 1048 participants, 
followed-up for four to 10 years, carotid-femoral PWV, 
obtained by tonometry, was identified as a predictor of 
arterial hypertension, while the increase in blood pressure 
was not a predictor of increased arterial stiffness. A one 
standard deviation in carotid-femoral PWV increased by 
30% the risk of arterial hypertension.27

One limitation of this study is that the SAGE score was 
developed for hypertensive subjects, and, for this reason, 
there are no differential ratings between normotensive 
and pre-hypertensive patients. On the other hand, an 
opportunity for the development of specific scores for 
this population is warranted, including the assignment of 
ratings to pre-hypertensive patients also, considering their 
increased risk for cardiovascular diseases.35-37 Another 
limitation was the age of the study population, which is 

1.  Vlachopoulos C, Xaplanteris P, Aboyans V, Brodmann M, Cífková R, 
Cosentino F, et al. The Role of Vascular Biomarkers For Primary And 
Secondary Prevention. A Position Paper From the European Society 
of Cardiology Working Group on Peripheral Circulation: Endorsed By 
the Association For Research Into Arterial Structure and Physiology 
(ARTERY) Society. Atherosclerosis. 2015;241(2):507-32. doi: 10.1016/j.
atherosclerosis.2015.05.007. 

2.  Ben-Shlomo Y, Spears M, Boustred C, May M, Anderson SG, Benjamin EJ, et 
al. Aortic Pulse Wave Velocity Improves Cardiovascular Event Prediction: An 
Individual Participant Meta-Analysis Of Prospective Observational Data from 
17,635 Subjects. J Am Coll Cardiol. 2014;63(7):636-46. doi: 10.1016/j.
jacc.2013.09.063. 

3.  Díaz A, Galli C, Tringler M, Ramírez A, Cabrera Fischer EI. Reference 
values of Pulse Wave Velocity in Healthy People From an Urban and 

Rural Argentinean Population. Int J Hypertens. 2014;2014:653239. doi: 
10.1155/2014/653239.

4.  Mitchell GF. Does Measurement of Central Blood Pressure Have Treatment 
Consequences in the Clinical Praxis? Curr Hypertens Rep. 2015;17(8):66. 
doi: 10.1007/s11906-015-0573-x.

5.  Xaplanteris P, Vlachopoulos C, Protogerou AD, Aznaouridis K, Terentes-
Printzios D, Argyris AA, et al. A Clinical Score for Prediction of Elevated 
Aortic Stiffness: Derivation and Validation in 3943 Hypertensive Patients. J 
Hypertens. 2019;37(2):339-46. doi: 10.1097/HJH.0000000000001904.

6.  Tomiyama H, Vlachopoulos C, Xaplanteris P, Nakano H, Shiina K, Ishizu T, et 
al. Usefulness of the SAGE Score To Predict Elevated Values of Brachial-Ankle 
Pulse Wave Velocity in Japanese Subjects with Hypertension. Hypertens Res. 
2020;43(11):1284-92. doi: 10.1038/s41440-020-0472-7.

References

8



Arq Bras Cardiol. 2023;120(2):e20200291

Original Article

Rigonatto et al.
SAGE Score in Normotensive and Pre-Hypertensive Patients

This is an open-access article distributed under the terms of the Creative Commons Attribution License

7.  Oliveira AC, Barroso WKS, Vitorino PVO, Sousa ALL, Fagundes RR, Deus 
GD, et al. A SAGE Score Cutoff That Predicts High-Pulse Wave Velocity as 
Measured by Oscillometric Devices in Brazilian Hypertensive Patients. 
Hypertens Res. 2022;45(2):315-23. doi: 10.1038/s41440-021-00793-0.

8.  Li Q, Xie W, Li L, Wang L, You Q, Chen L, et al. Development and Validation 
of a Prediction Model for Elevated Arterial Stiffness in Chinese Patients with 
Diabetes Using Machine Learning. Front Physiol. 2021;12:714195. doi: 
10.3389/fphys.2021.714195.

9.  Barroso WKS, Rodrigues CIS, Bortolotto LA, Mota-Gomes MA, Brandão AA, 
Feitosa ADM, et al. Brazilian Guidelines of Hypertension - 2020. Arq Bras 
Cardiol. 2021;116(3):516-58. doi: 10.36660/abc.20201238. 

10.  Williams B, Mancia G, Spiering W, Agabiti Rosei E, Azizi M, Burnier M, et al. 
2018 ESC/ESH Guidelines for the Management Of Arterial Hypertension. 
Eur Heart J. 2018;39(33):3021-104. doi: 10.1093/eurheartj/ehy339.

11.  Quetelet A. Antropométrie ou Mesure des Différentes Facultés de L’homme. 
Bruxelles: C. Muquardt; 1870. 

12.  Hametner B, Wassertheurer S, Kropf J, Mayer C, Eber B, Weber T. 
Oscillometric Estimation of Aortic Pulse Wave Velocity: Comparison with 
Intra-Aortic Catheter Measurements. Blood Press Monit. 2013;18(3):173-6. 
doi: 10.1097/MBP.0b013e3283614168.

13.  Grillo A, Parati G, Rovina M, Moretti F, Salvi L, Gao L, et al. Short-Term 
Repeatability of Noninvasive Aortic Pulse Wave Velocity Assessment: 
Comparison between Methods and Devices. Am J Hypertens. 
2017;31(1):80-8. doi: 10.1093/ajh/hpx140.

14.  Weber T, Wassertheurer S, Rammer M, Maurer E, Hametner B, Mayer CC, 
et al. Validation of A Brachial Cuff-Based Method for Estimating Central 
Systolic Blood Pressure. Hypertension. 2011;58(5):825-32. doi: 10.1161/
HYPERTENSIONAHA.111.176313. 

15.  Mancia G, Fagard R, Narkiewicz K, Redon J, Zanchetti A, Böhm M, et al. 
2013 ESH/ESC Guidelines For The Management of Arterial Hypertension: 
The Task Force for the Management of Arterial Hypertension of the European 
Society of Hypertension (ESH) and of the European Society of Cardiology 
(ESC). Eur Heart J. 2013;34(28):2159-219. doi: 10.1093/eurheartj/eht151. 

16.  Lauritsen JM, Bruus M. EpiData Help File v3.1. EpiData Assoc Odense 
Denmark [Internet]. Odense: The EpiData Association; 2004 [cited 2022 
Dec 13]. Available from: https://www.epidata.dk

17.  Zhang Y, Lacolley P, Protogerou AD, Safar ME. Arterial Stiffness 
in Hypertension and Function of Large Arteries. Am J Hypertens. 
2020;33(4):291-6. doi: 10.1093/ajh/hpz193.

18.  Barroso WKS, Barbosa ECD, Mota-Gomes MA, editors. Rigidez Arterial e 
Hemodinâmica Central: do Endotélio à Camada Média. São Paulo: Atha 
Mais Editora; 2020. 

19.  D’Agostino RB Sr, Vasan RS, Pencina MJ, Wolf PA, Cobain M, Massaro 
JM, et al. General Cardiovascular Risk Profile for use in Primary Care: The 
Framingham Heart Study. Circulation. 2008;117(6):743-53. doi: 10.1161/
CIRCULATIONAHA.107.699579.

20.  Terentes-Printzios D, Vlachopoulos C, Xaplanteris P, Loakeimidis 
N, Aznaouridis  K,  Baou K,  et  a l .  Cardiovascular  Risk Factors 
Accelerate Progression of Vascular Aging in the General Population: 
Results from the CRAVE Study (Cardiovascular Risk Factors Affecting 
Vascular Age). Hypertension. 2017;70(5):1057-64. doi: 10.1161/
HYPERTENSIONAHA.117.09633.

21.  Costantino S, Paneni F, Cosentino F. Ageing, Metabolism and Cardiovascular 
Disease. J Physiol. 2016;594(8):2061-73. doi: 10.1113/JP270538.

22.  Nilsson PM, Lurbe E, Laurent S. The Early Life Origins of Vascular Ageing and 
Cardiovascular Risk: The EVA Syndrome. J Hypertens. 2008;26(6):1049-57. 
doi: 10.1097/HJH.0b013e3282f82c3e.

23.  Nilsson PM, Boutouyrie P, Cunha P, Kotsis V, Narkiewicz K, Parati G, et 
al. Early Vascular Ageing in Translation: From Laboratory Investigations 
to Clinical Applications in Cardiovascular Prevention. J Hypertens. 
2013;31(8):1517-26. doi: 10.1097/HJH.0b013e328361e4bd.

24.  Cunha PG, Boutouyrie P, Nilsson PM, Laurent S. Early Vascular Ageing (EVA): 
Definitions and Clinical Applicability. Curr Hypertens Rev. 2017;13(1):8-15. 
doi: 10.2174/1573402113666170413094319.

25.  Sang Y, Cao M, Wu X, Ruan L, Zhang C. Use of Lipid Parameters to 
Identify Apparently Healthy Men At High Risk Of Arterial Stiffness 
Progression. BMC Cardiovasc Disord. 2021;21(1):34. doi: 10.1186/
s12872-020-01846-x.

26.  Vlachopoulos C, Aznaouridis K, Stefanadis C. Prediction of Cardiovascular 
Events And All-Cause Mortality with Arterial Stiffness: A Systematic Review 
and Meta-Analysis. J Am Coll Cardiol. 2010;55(13):1318-27. doi: 10.1016/j.
jacc.2009.10.061.

27.  Safar ME, Levy BI. Studies On Arterial Stiffness and Wave Reflections 
in Hypertension. Am J Hypertens. 2015;28(1):1-6. doi: 10.1093/ajh/
hpu155.

28.  Dernel l i s  J,  Panaretou M. Aort ic  St i f fness  i s  an Independent 
Predictor of Progression to Hypertension in Nonhypertensive 
Subjects. Hypertension. 2005;45(3):426-31. doi: 10.1161/01.
HYP.0000157818.58878.93. 

29.  Kaess BM, Rong J, Larson MG, Hamburg NM, Vita JA, Levy D, et al. Aortic 
Stiffness, Blood Pressure Progression, and Incident Hypertension. JAMA. 
2012;308(9):875-81. doi: 10.1001/2012. 

30.  Koivistoinen T, Lyytikäinen LP, Aatola H, Luukkaala T, Juonala M, Viikari 
J, et al. Pulse Wave Velocity Predicts the Progression of Blood Pressure 
and Development of Hypertension in Young Adults. Hypertension. 
2018;71(3):451-456. doi: 10.1161/HYPERTENSIONAHA.117.10368.

31.  Mitchell GF. Arterial Stiffness and Hypertension. Hypertension. 
2014;64(1):13-8. doi: 10.1161/HYPERTENSIONAHA.114.00921. 

32. Oh YS. Arterial Stiffness and Hypertension. Clin Hypertens. 2018;24:17. doi: 
10.1186/s40885-018-0102-8. 

33.  Sun Z. Aging , Arterial Stiffness, and Hypertension. Hypertension. 
2015;65(2):252-6. doi: 10.1161/HYPERTENSIONAHA.114.03617.

34.  Weisbrod RM, Shiang T, Al Sayah L, Fry JL, Bajpai S, Reinhart-King 
CA, et al. Arterial Stiffening Precedes Systolic Hypertension in Diet-
Induced Obesity. Hypertension. 2013;62(6):1105-10. doi: 10.1161/
HYPERTENSIONAHA.113.01744.

35.  guo x, zhang x, guo l, li z, zheng l, yu s, et al. Association between Pre-
Hypertension and Cardiovascular Outcomes: A Systematic Review and 
Meta-Analysis of Prospective Studies. Curr Hypertens Rep. 2013;15(6):703-
16. doi: 10.1007/s11906-013-0403-y.

36.  Huang Y, Wang S, Cai X, Mai W, Hu Y, Tang H, et al. Prehypertension 
and Incidence of Cardiovascular Disease: A Meta-Analysis. BMC Med. 
2013;11:177. doi: 10.1186/1741-7015-11-177.

37.  Huang Y, Su L, Cai X, Mai W, Wang S, Hu Y, et al. Association of All-Cause 
and Cardiovascular Mortality with Prehypertension: A Meta-Analysis. Am 
Heart J. 2014;167(2):160-8.e1. doi: 10.1016/j.ahj.2013.10.023.

9


