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Study Year Patients Results

Prospective Army 

CAC Project5
2005 2,000 CAC was associated with an increase in coronary event risk by a factor of 12 during 3 years of 

follow-up.

Rotterdam Study6 2005 1,795 Relative risk of coronary events for CAC 101-400, 401-1000, and >1000 (compared with scores of 

0-100) were 3.1, 4.6, and 8.3, respectively over 3 years follow up.

Cooper Clinic 

Cohort7
2005 10,746 Age-adjusted rates (per 1,000 person-years) of hard events for no detectable CAC and incremental 

sex-specific thirds of detectable CAC were 0.4, 1.5, 4.8, and 8.7, respectively over 3.5 years.

St. Francis Heart 

Study8

2005 4,903 Subjects with ASCVD events had higher baseline CAC scores than those without events. Relative 

risk for all ASCVD events of CAC ≥100 was 11.1 compared to CAC <100.

MESA9 2008 6,814 Adjusted risk of a coronary event increased by 7.73 when CAC 101-300 and 9.67 when CAC >300 

regardless of ethnicity.

Heinz Nixdorf 

Recall10

2010 4,129 Reclassifying intermediate risk subjects with CAC <100 to the low-risk category and CAC >400 to 

high-risk yielded a reclassification improvement (NRI) of 21.7% and 30.6% for the FRS, 

respectively.

Jackson Heart 

Study11

2015 2,944 In African Americans, CAC was associated with prevalent CVD. CAC improved the diagnostic 

accuracy of the FRS by 14%.

Framingham 

Offspring12

2016 3,486 CAC was most strongly associated with major coronary heart disease independent of Framingham 

risk factors and improved discriminatory value beyond risk factors for coronary heart disease.

CARDIA13 2017 3,043 In adults 32 to 46 years, those with any CAC had a 5-fold increase in CHD events and 3-fold 

increase in CVD events.

CAC 

Consortium14,15

2020 66,636 CAC was the most reliable predictor for long-term mortality.

Table reproduced from Gagel, et al “The Ever-Growing Role of Coronary Artery Calicum in primary 

Prevention”, www.acc.org, June 21,2021
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Detrano et al, 2008, NEJM – MESA substudy of CAC -Panel A shows the rates for major coronary events 

(myocardial infarction and death from coronary heart disease), and Panel B shows the rates for any coronary event. The 
differences among all curves are statistically significant (P<0.001)
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Cho, I et al 2012, “Coronary CTA and risk of all-cause mortality and nonfatal MI in subjects without chest pain 

syndrome from the CONFIRM Registry. Circulation, 126(3), 304-313.
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The discriminatory ability of CTA in predicting events was 

significantly better than functional testing (c-index, 0.72; 

95% CI, 0.68–0.76 versus 0.64; 95% CI, 0.59–0.69; 

P=0.04).

Hoffmann et al. PROMISE TRIAL, Circulation 2017





4,100 patients ages 18-75 

yrs across 12 hospitals in 

Scotland

Referred to CP clinic w/ stable 

suspected angina

Randomized 1:1 to CTCA vs. Standard Care

Primary clinical endpoint of coronary heart disease death or 

nonfatal MI

Median of 4.8 years
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SCOT-HEART

Cath showing 

Normal/non-

obstructive CAD

CT Group 

29%

Standard 

Care 41% 

PROMISE

CT Group 

28%

Standard 

Care 53% 
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Motoyama S, et al. J Am Coll Cardiol. 2007 & 2015.
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Prospective Comparison of Cardiac PET/CT, SPECT/CT Perfusion 

Imaging and CCTA With Invasive Coronary Angiography
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Thanks for 

listening!

Any questions?


