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The risk scores are predictive tools that can help patients
and health professionals in decision-making, the report on
the likely risk of complications or death of groups of patients
with similar risk profile and subjected to the same procedure.
The existence of risk scores goes back to the Collaborative
Study in CoronanArtery Sugery (1980), but what really
sparked the creation and proliferation of risk scores was
the publication by the Health Care Financagninistration
(1986), the results without adjustment to the risk of mortality
in Medicare hospitals in the United States. The advantage
of the score is its practicaljpecause it expresses the overall
risk of the patient, represented by the sum of the values
assigned to each of the independent variables. In Brazil,
Ribeiro et al. [1] brought in the same context, memories of a
crude mortalityimpossible to be accepted in modern cardiac
suigery Over time, the incorporation of the EuroSCORE [2]
in the main services from Europe brought the sight of the
Hawthorne effect, explaining that nothing has improved,
neither the results of cardiac surgery at the beginning of
the centurynor monitoring by the EuroSCORE.

However we must be careful in the incorporation of risk
models, because we must respect the principles of statistical
validation. Validating a model means to investigate the
calibration and discrimination against a particular
population under certain conditions. For this, the study
variables must be defined similarly to those described by
the model and the sample should include at least 100 deaths.
The recording data should preferably be prospective and
binding. In the validation, calibration evaluates the
accuracy of the model to predict risk in a group of patients
and discrimination measures the ability of the model to
distinguish between patients at low and high Asbuitable
calibration and especially good discrimination are the basis
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for a good performance of the model. So to have a model
with high discriminatory power in general there must be
many variables, bringing the risk of overfitting. Moreqver
smaller models, but including such variables as those
described by Jones et al. [3], tested by Tu et al. [4] and
confirmed by Ranucci et al. [5], show good calibration, but
unfortunately decreased the power of discriminatiet.

we must not forget that “fewer variables as possible” is
better for a modeAnother important characteristic for the
incorporation of the model is that it must be comprehensive,
therefore the methods are importatmong the
techniques, the bootstrap is the most efficient way to find
true independent predictors [6].
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Clearly models derived risk and validated at a location
usually have lower performance when applied at another
location and even the same location over time. On this,
Ivanov et al. [7] stated that in applying a risk score, it must
first be remodeled (adaptation of the variables and their
weights) or at least recalibrated (adjusting the weights of
the variables) and never used the ready-made form (without
adjustment of variables and their weights). Over time, the
remodeling EuroSCORE would be neces&armgt way gave
rise to the EuroSCORE I [8]. Howey#re concept of Ivanov
took force when external models were applied locally and
reshapedThus, Antunes Coimbra, followed by Billah,
Australia, ShihTaiwan, Beg, Norway and QadirPakistan,
worked on this aspect.

In Brazil, at the local level to merit the work of Cadore et
al. [9] presented the first model for preoperative coronary
sumgery. At InCorr-HCFMUSPremodeling all the model-
2000Bernstein EuroSCORE and Parsonnet, through the
bootstrap technique gave the InsCor [10,11]. This model
has similar performance to the EuroSCORE and was simpler
than this and that-Parsonnet 2000Bernstein to predict
mortality in patients undergoing coronary and / or valve at
InCor (Figure 1).



But without doubt, the concept of BraSCORE
((Brazlian Systemfor Cardiac Operative Risk Evaluation)
goes furtherwill provide a predictive reference curve of

the impact of the structure and resources available for
programs on the results in morbidity and mortality of

patients operated on cardiac surgery in Brazil. The
BraSCORE will become the challenge to be overcome by

teaching us the weaknesses of the practice.

Thus, from the InsCor to the BraSCORE there is a long,

but important, way to go.

At the end, national or international reference, which

will be easiercheaper and appropriate?
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Fig. 1- ROC curvefor InsCor (10 variables), the 2000Ber nstein-
Parsonnet (44 variables) and EuroSCORE (17 variables) in InCor-
HCFMUSP
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