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Abstract
Background: The coronary artery calcium (CAC) score is an independent predictor of coronary heart
disease. We sought to combine information from the CAC score with information from conventional
cardiac risk factors to produce post-test risk estimates, and to determine whether the score may add
clinically useful information.
Methods: We measured the independent cross-sectional associations between conventional cardiac risk
factors and the CAC score among asymptomatic persons referred for non-contrast electron beam
computed tomography. Using the resulting multivariable models and published CAC score-specific relative
risk estimates, we estimated post-test coronary heart disease risk in a number of different scenarios.
Results: Among 9341 asymptomatic study participants (age 35–88 years, 40% female), we found that
conventional coronary heart disease risk factors including age, male sex, self-reported hypertension,
diabetes and high cholesterol were independent predictors of the CAC score, and we used the resulting
multivariable models for predicting post-test risk in a variety of scenarios. Our models predicted, for
example, that a 60-year-old non-smoking non-diabetic women with hypertension and high cholesterol
would have a 47% chance of having a CAC score of zero, reducing her 10-year risk estimate from 15%
(per Framingham) to 6–9%; if her score were over 100, however (a 17% chance), her risk estimate would
be markedly higher (25–51% in 10 years). In low risk scenarios, the CAC score is very likely to be zero or
low, and unlikely to change management.
Conclusion: Combining information from the CAC score with information from conventional risk
factors can change assessment of coronary heart disease risk to an extent that may be clinically important,
especially when the pre-test 10-year risk estimate is intermediate. The attached spreadsheet makes these
calculations easy.
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Background
Aggressive primary prevention of coronary heart disease
(CHD) is most appropriate in patients at relatively high
risk of CHD events [1,2]. The coronary artery calcium
(CAC) score is an independent predictor of coronary heart
disease risk [3-7], and therefore may help in deciding how
aggressively to pursue cholesterol-lowering, anti-platelet
therapy and other primary prevention strategies. To use a
given CAC score result, however, one must know how that
score compares with the score of an average person of the
same sex, age and CHD risk factor profile. A CAC score of
50, for example, may be unusually high for a 40-year-old
woman without other CHD risk factors, but unusually
low for a 70-year-old man with hypertension. The same
score, therefore, affects risk assessment in opposite directions for these two patients. How should a clinician use
this CAC score (or any other) when assessing the CHD
risk of a more typical patient, say a 60-year-old woman
with hypertension and high cholesterol?
To answer this question, we need to know the effects of
age, sex and other CHD risk factors on the expected distribution of CAC scores. Several large cross-sectional studies
have described the prevalence and extent of CAC among
different age/sex groups [6,8-10] without accounting for
conventional CHD risk factors that may strongly influence predicted CAC scores. Five previous studies examined how CAC relates to conventional CHD risk factors
[11-15]. Only one of these was adequately powered [15],
none adequately accounted for the abnormal distribution
of CAC scores, and none yielded estimates usable for clinical decision-making.
We identified a large sample of men and women without
clinical CHD who presented for electron beam computed
tomography scanning. Using questionnaire data collected
from these patients about smoking habits and medical
history (hypertension, high cholesterol and diabetes), we
determined how conventional CHD risk factors, along
with age and sex, affect CAC scores. We then developed a
method for combining information from conventional
risk factors and the CAC score (easy spreadsheet calculator
attached), and we present several examples illustrating
how that method may be applied in common clinical
situations.

Methods
Study sample
All persons referred by their physician to an electron beam
computed tomography (EBCT) scanning center in Nashville, Tennessee for measurement of coronary artery calcification between May 15, 1995 and December 31, 1997
were eligible for inclusion. Subjects with a history of CHD
or complaining currently of any chest pain were excluded,
as were subjects for whom CHD risk factor data were

http://www.biomedcentral.com/1741-7015/2/31

incomplete or missing. Only the first CAC score was
included for those who received more than one EBCT
scan.
Measurement of coronary heart disease risk factors
Current age, sex and presence of CHD risk factors were
elicited by questionnaire from subjects and referring physicians. Each subject was labeled with hypertension, high
cholesterol and/or diabetes mellitus if they answered
affirmatively to the question, "Has your physician ever
told you that you needed medicine for X?", or if their physician confirmed that such a condition was documented
in their medical records. Patients were labeled as smokers
if they currently smoked or had quit smoking within the
preceding 3 months. No direct measurements of blood
pressure, lipids or glucose were taken for the purposes of
this study.
Estimation of the 10-year risk of coronary heart disease
events
We estimated the 10-year risk of a first CHD event using
published mathematical models based on the Framingham study [16]. For this purpose, we assumed that subjects reporting hypertension had systolic blood pressures
of 140–160 mmHg and/or diastolic blood pressures of
90–100 mmHg (Stage I hypertension), and that subjects
without hypertension had systolic pressures of 120–130
and diastolic pressures of 80–85 mmHg. We also assumed
that patients with high cholesterol had low-density lipoprotein (LDL) cholesterol levels of 130–159 mg/dl and
high density lipoprotein (HDL) cholesterol levels of 35–
44 mg/dl, whereas patients without high cholesterol had
LDL cholesterol levels of 100–129 mg/dl and HDL cholesterol levels of 45–49 mg/dl (for men) or 50–59 mg/dl (for
women). Smoking and diabetes mellitus were dichotomous variables in both Framingham models [16] and our
data set. We then used published model coefficients [16]
to estimate the 10-year risk for each patient in our study.
Measurement of the CAC score
Each subject underwent electron beam computed tomography scanning with an Imatron C-100 or C-150 scanner
(Imatron, South San Francisco, California) after giving
written informed consent. During a single breath hold, 40
consecutive slices of 3 mm thickness were obtained starting at the level of the carina and proceeding to the level of
the diaphragm. Scans were obtained within 100 ms and
were electrocardiographically triggered at 60–80% of the
R-R interval. Coronary calcification was defined as a
plaque of at least 3 consecutive pixels (area = 1.03 mm2)
with density ≥ 130 Hounsfield units. The CAC score was
calculated according to the method described by Agatston
[17].

Page 2 of 11
(page number not for citation purposes)

BMC Medicine 2004, 2:31

Statistical analysis
We categorized patients according to age and sex, and
examined histograms, quantile plots and box plots in
each category to evaluate distributional normality. The
CAC score is fundamentally not normally distributed
because of the large percentage of zero measurements,
and hence is not amenable to a normalizing transformation, as noted by others [13]. We also considered a censored normal distribution, which would have allowed a
one-step Tobit regression analysis. However, even after
square- and cube-root transformations, the zero scores
were distributed in a manner inconsistent with the Tobit
regression model. After exclusion of zero values, however,
the log-transformed CAC score was approximately normally distributed (Figure 1).

This led us naturally to a two-stage modeling approach.
We first applied logistic regression to model the probability of a non-zero score, and then used linear regression to
model the actual CAC score, log-transformed, for the subset of patients with non-zero values. Using this methodology, we assessed the independent effects of CHD risk
factors on both the presence and extent of CAC.
We considered three sets of predictors: 1) age and sex, 2)
age, sex, hypertension, high cholesterol, smoking, and
diabetes, and 3) the Framingham 10-year CHD risk estimate. We examined whether the effects of age were linear
(as opposed to J-shaped, for example) by testing a quadratic term in the model containing only age and sex. We
evaluated the ability of each logistic model to discriminate subjects at high and low risk for CAC using the C-statistic, and estimated the proportion of variability in the
extent of CAC explained in each linear regression model
using the adjusted-R2 statistic.
Finally, we used coefficients, intercepts and residual variance from logistic and linear models to estimate the probability that the CAC score of an individual with known
risk factors would fall into each of four standard CAC
score categories (0, 1–100, 101–400, and >400). We estimated these probabilities, using models containing the
10-year risk estimate as the only predictor, for a range of
10-year risk estimates. We also estimated these probabilities, using models with all CHD risk factor predictors, for
the specific clinical scenario described in the Introduction
(a 60-year-old woman with hypertension and high cholesterol) and for several other scenarios. We compared the
actual distribution of CAC scores among 58–62-year-old
women with hypertension and high cholesterol in our
sample (n = 130) with predictions from 1) our two-stage
model, 2) a one-stage model using Ln(CAC score + 1) as
a continuous outcome in a linear regression model, and
3) a one-stage model using a censored normal distribution of cube-root transformed CAC scores (a Tobit regres-
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sion model). This comparison was made both graphically
and statistically, using X2 tests with 3 degrees of freedom
to compare the expected frequencies based on each model
with the observed frequencies. Lower p values, in this
case, indicate a poorer fit of the model to the observed
data. All statistical analyses were performed with Stata 7.0
(College Station, Texas).
Combining information from conventional risk factors and
the CAC score
First, we calculated the Framingham 10-year CHD risk
estimate (and corresponding 1-year risk estimate assuming an equal event rate each year) according to published
models [16]. Next, we calculated the probability, as
described above, that that individual's CAC score would
fall into each one of four standard CAC score categories
[15,18,19] (0, 1–100, 101–400, and >400). We obtained
risk factor-adjusted relative risk (RR) estimates from a
meta-analysis [7] comparing the risk of a CHD event
among persons with CAC scores of 1–100 (RR = 2.1),
101–400 (RR = 5.4) and <400 (RR = 10) to the risk in a
person with a CAC score of zero. The analysis was
repeated using more conservative estimates from the same
paper: RR = 1.7 (for CAC 1–100), RR = 3.0 (for CAC 101–
400), and RR = 4.3 (for CAC>400). The post-test CHD risk
estimates for each CAC score category were then calculated algebraically by assuming that the overall 1-year
CHD risk estimate represents an average of the 1-year risk
estimates from the four CAC score categories, weighted by
the probabilities that an individual's score would fall into
each category. A spreadsheet that automates these calculations is attached.

Results
Study population
We identified 9341 persons without chest pain or a history of CHD presenting for their first EBCT scan between
4/15/95 and 12/31/97. Our sample was mostly middleaged, but included persons as young as 35 years and as old
as 88 years of age. Forty percent were women. The proportion with cardiac risk factors was high, though only 9%
were diabetic (Table 1). Framingham 10-year CHD risk
estimates ranged widely, mostly dependent on age, but
most were between 7% and 15%.
Coronary artery calcium score distributions
Coronary artery calcium scores ranged from 0 to 4058.
The mean score (± standard deviation) was 135 (± 377),
and the median was 4 (25th–75th percentile: 0 – 87). The
prevalence of zero scores ranged from 80% among
women younger than 50 years to 5% among men 70 years
old or older. After excluding zero scores, log-transformed
CAC scores were approximately normally distributed, and
appeared to be strongly associated with age and sex (Figure 1).
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Figure 1 of coronary artery calcium scores among men and women, on a logarithmic scale, by age
Distribution
Distribution of coronary artery calcium scores among men and women, on a logarithmic scale, by age. Categories chosen for histograms are evenly spaced on a logarithmic scale, corresponding to Ln(CAC) scores of <1, 1–2, 2–3, 3–4, 4–
5, 5–6, 6–7, 7–8, and >8. The first bar represents subjects with no detectable CAC, which corresponds to an undefined
Ln(CAC) value. CAC – Coronary artery calcium.
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Table 1: Characteristics of 9341 patients meeting inclusion criteria

Characteristic

N (%) or mean ± SD

Age (years)
Women
Hypertension*
High cholesterol*
Diabetes mellitus*
Smoking†
Framingham 10-year risk estimate
- range
- median, 25%–75%

54 ± 10 years
3782 (40%)
4069 (44%)
5847 (63%)
807 (9%)
3679 (39%)
1.0% – 74%
11%, 7.0% – 15%

* – Per self report. Patients were asked whether they were under medical treatment for "X".
† – Current, or quit within the past six months
SD – Standard deviation

Predictors of the presence and extent of coronary artery
calcification
Age and sex were strong predictors of the presence of CAC
in logistic regression models (Table 2). There was no evidence that the effects of age were non-linear (i.e. J- or Ushaped) (p-value = 0.32 for a quadratic age term). Conventional CHD risk factors were also independent predictors of the presence of CAC (p < 0.001 in all cases). The
logistic model with age, sex and all CHD risk factors produced the most accurate model (C-statistic = 0.78). The
Framingham 10-year CHD risk estimate was also a very
strong predictor of coronary artery calcification, though
the model containing the 10-year risk estimate as the only
predictor was slightly less accurate (C-statistic = 0.74).

Among patients with non-zero CAC scores, age and sex
remained strong predictors of the extent of coronary artery
calcification, as measured by the Ln(CAC score) (Table 3).
Again, the effects of age appeared to be linear (p = 0.16 for
the quadratic age term). All conventional CHD risk factors
remained statistically significant predictors of the extent
of coronary artery calcification (p < 0.001 for all predictors except high cholesterol at p = 0.004). Again, the
Framingham 10-year CHD risk estimate was a very strong
predictor of the extent of calcification, though when used
alone in a model, it explained somewhat less of the variance (R2 = 0.11) than the full model (R2 = 0.17).
Coronary artery calcium distribution predictions
Using these models, we estimated the probability of measuring a CAC score in each of four standard CAC score categories (0, 1–100, 101–400, and >400) using the
Framingham 10-year CHD risk estimate, a value easily calculated from conventional CHD risk factors using accessible web- or handheld computer-based software. These
probabilities ranged widely based on the value of the 10year risk estimate, with the probability of measuring a

zero CAC score going from 75% (at a 10-year risk of 2.5%)
to 13% (at a 10-year risk of 25%) (Table 4).
Risk integration example
Using the case example presented in the Background section, we calculated that a 60-year-old woman with Stage I
hypertension (140/90 mmHg) and high cholesterol (LDL
cholesterol = 155 mg/dl, HDL cholesterol = 40 mg/dl) will
have a 15% risk of suffering a CHD event in 10 years,
according to the Framingham equation. If this women
undergoes EBCT scanning, our models predict a 47%
chance that her CAC score will be zero, a 36% chance that
it will be between 1–100, a 12% chance that it will be
between 101–400, and a 5% chance that it will be greater
than 400. By integrating this information with previously
published relative risk estimates (see Additional File 1),
we estimate her 10-year CHD risk to be as low as 6% (if
her CAC score is 0), or as high as 51% (if her CAC score is
>400). These estimates are only moderately sensitive to
variation in the relative risk assumptions (Table 5), and
may be easily calculated in any clinical scenario in which
CHD risk factor data is available; see Table 5 for several
other examples.
Comparing predictions from different modeling strategies
Our strategy outperformed two other modeling strategies
in predicting the actual CAC distribution among the 58–
62-year-old non-smoking non-diabetic women with
hypertension and high cholesterol in our study sample (n
= 127) (Figure 2). The one-stage regression model using
Ln(CAC score +1) as the outcome, which has been utilized extensively in previous research [11,12,14,20], performed particularly poorly.

Discussion
In this article, we present a clinically useful method of
combining information from the CAC score with pre-test
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Table 2: Predictors of the presence of coronary artery calcium, in three logistic regression models

Modeling approach

Model results

Predictors
Age and sex only*
- Age, per 10 years
- Male sex
All CHD risk factors*
- Age, per 10 years
- Male sex
- Hypertension
- Diabetes mellitus
- High cholesterol
- Smoking
Estimated 10-year risk of CHD†, only*
- 10-year risk, per 5% increase in the
Framingham 10-year CHD risk estimate

Odds ratio (95% CI)

p-value

C-statistic

2.83 (2.67 – 2.99)
3.60 (3.26 – 3.96)

<0.001
<0.001

0.76

2.78 (2.62 – 2.94)
3.67 (3.31 – 4.06)
1.51 (1.37 – 1.66)
1.85 (1.55 – 2.21)
1.40 (1.27 – 1.54)
1.71 (1.56 – 1.89)

<0.001
<0.001
<0.001
<0.001
<0.001
<0.001

0.78

1.96 (1.88 – 2.04)

<0.001

0.74

* – Intercepts (on a log-odds scale) were -6.20, -6.76, and -1.44 for each model, respectively.
† – 10-year risk of CHD estimated according to Framingham equations [16]; for assumptions used, see Methods.
CHD – Coronary heart disease; CI – Confidence interval.

Table 3: Predictors of the extent of coronary artery calcium, as measured by log-transformed non-zero coronary artery calcium scores,
in three linear regression models.

Model approach
Predictors

Age and sex only†
- Age, per 10 years
- Male sex
All CHD risk factors†
- Age, per 10 years
- Male sex
- Hypertension
- Diabetes mellitus
- High cholesterol
- Smoking
Estimated 10-year risk of CHD‡,
only†
- 10-year risk, per 5% increase

Model results
Coefficients (95% CI)

Corresponding percent increase in natural
CAC scores*

p-values

Adjusted R2

0.68 (0.63 – 0.73)
0.72 (0.61 – 0.82)

97% (88 – 107%)
105% (85 – 127%)

<0.001
<0.001

0.14

0.69 (0.64 – 0.73)
0.73 (0.63 – 0.83)
0.23 (0.14 – 0.32)
0.48 (0.33 – 0.62)
0.15 (0.05 – 0.24)
0.45 (0.35 – 0.54)

99% (89 – 109%)
108% (88 – 130%)
26% (14 – 38%)
61% (40 – 88%)
16% (4.8 – 28%)
56% (42 – 71%)

<0.001
<0.001
<0.001
<0.001
0.004
<0.001

0.17

0.34 (0.31 – 0.36)

40% (36 – 44%)

<0.001

0.11

* – The percent increase in the natural (non-transformed) CAC score associated with each predictor is calculated by exponentiating the regression
coefficient from the linear regression model (when the dependent variable is log-transformed), and subtracting 1.
† – Intercepts were -0.181, -0.705, and 3.17 for each model respectively. The standard deviations of the residuals were 1.682, 1.653, and 1.707.
‡ – 10-year risk of CHD estimated according to Framingham equations [16]; for assumptions used, see Methods.
CAC – Coronary artery calcium; CI – Confidence interval; CHD – Coronary heart disease.

coronary risk estimates. To fully appreciate the utility of
this analysis, it may be worthwhile to discuss the example
from the Background section further. According to current
guidelines, this 60-year-old woman, whose 10-year CHD
risk estimate is about 15%, should receive both aspirin
and cholesterol-lowering drug therapy, aiming for a goal

LDL cholesterol of 130 mg/dl [1,2]. After measuring her
CAC score, however, there is a good chance (64%) that
our recommendations would change. If her CAC score
were zero (47% chance), our estimate of her 10-year CHD
risk would be approximately halved (6–9%). Given this
information, we would continue to recommend a healthy
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Table 4: Estimated prevalence of a coronary artery calcium score in each of four standard categories, depending on the Framingham
estimated 10-year risk of coronary heart disease events.

Framingham 10-year CHD
risk estimate*

2.5%
5.0%
7.5%
10.0%
12.5%
15.0%
17.5%
20.0%
22.5%
25.0%

Estimated prevalence of a CAC score in the given range†, %

0

1–100

101–400

>400

75
68
61
52
44
36
29
22
17
13

19
23
28
32
36
38
40
41
40
39

4
6
8
11
13
17
19
22
25
27

1
2
3
5
7
9
12
15
18
22

* – 10-year risk of CHD events estimated according to equations derived from the Framingham study[16]. For assumptions, see Methods.
† – Proportions of subjects in each given CAC score category were estimated by a two step process: 1) Logistic regression to predict the presence
of CAC according to estimated 10-year risk (see Table 2 for model coefficients), and 2) Linear regression to predict the extent of CAC, as
measured by the natural log-transformed CAC score (see Table 3 for model coefficients). Other values required for this calculation were the
logistic regression constant (-1.44), the linear regression constant (3.17), and the standard deviation of the residuals after linear regression (1.707).
CAC – Coronary artery calcium; CHD – Coronary heart disease.

diet and exercise, but might decide that cholesterol-lowering medication is unnecessary [1], and that the benefits of
aspirin in terms of CHD prevention do not outweigh the
risk of hemorrhagic stroke associated with aspirin use [2].
On the other hand, if her CAC score were over 100 (17%
chance), our estimate of her CHD risk would be approximately doubled (25–31% if CAC score = 101–400) or tripled (34–51% if CAC score > 400). In such a case, we
would certainly recommend both aspirin [2] and cholesterol-lowering medication [1] and would probably aim
for a more aggressive LDL cholesterol goal of < 100 mg/dl
[1]. The probability that her treatment plan would be
altered by measurement of her CAC score, therefore, is
approximately 64% (the probability that her score is
either 0 or >100 = 47% + 17%), indicating likely usefulness of the test in this situation.
The third and fourth clinical scenarios presented in Table
5, on the other hand, provide examples where the test is
unlikely to change management. The 40-year-old woman
who smokes, for example, has a very low pre-test 10-year
CHD risk (3%). It is very likely her CAC score will be zero
(89%) or less than 100 (10%), in which case her post-test
10-year CHD risk will still be low (≤ 5%) and her management would not change. The 80-year-old man with high
cholesterol has a high pre-test 10-year CHD risk (26%)
and a high probability of having a high CAC score (70%
will have a score > 100), in which case his post-test 10year CHD risk would remain over 20% and his management would have to remain aggressive. In these cases, and
others in which the risk factor profile indicates very low or

very high pre-test risk, the test is not likely to provide useful results, and the clinician might decide not to order the
test. We have provided a simple spreadsheet (see Additional File 1) that may be used by readers of this article to
replicate these analyses and apply our models to other
clinical scenarios.
While others have proposed similar Bayesian approaches
to use of the CAC score for coronary risk prediction [6,2124], ours has advantages. Previous approaches do generally take into account the pre-test probability of coronary
heart disease, but none consider the expected distribution
of CAC scores in the tested population after adjustment
for conventional CHD risk factors. Raggi et al advocate use
of an age- and sex-adjusted calcium score percentile, but
this ignores both persons with zero scores and the strong
effects of other risk factors such as hypertension and
hypercholesterolemia [6]. Some approaches use only sensitivity and specificity from dichotomized CAC score cutoffs [21,23], and others use CAC score-specific relative
risks generated from a single study population [6,24].
Only two provide actual post-test risk estimates for specific clinical situations [23,24]. Our approach takes into
account the pre-test coronary risk, the expected distribution of CAC scores adjusted for all conventional CHD risk
factors, and summary adjusted relative risks from a recent
meta-analysis, and provides clinically relevant post-test
risk estimates that may be directly useful to primary care
physicians, cardiologists and patients as they decide
whether or not to take medications for primary prevention of CHD.
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Table 5: Examples of how to use the coronary artery calcium score to refine risk estimates.

Clinical scenario

60-year-old woman with hypertension
and high cholesterol

50-year-old man without other CHD
risk factors

Pre-test 10-year CHD
risk estimate*

CAC score
category

Proportion of CAC
scores falling within
the given category†

Post-test 10-year risk estimate for each
CAC score category‡

Conservative§

Optimistic§

15%

0:

0.47

9%

6%

6%

1–100:
101–400:
>400:
0:

0.36
0.12
0.05
0.59

15%
25%
34%
4%

13%
31%
51%
3%

1–100:
101–400:
>400:
0:
1–100:
101–400:
>400:
0:
1–100:
101–400:
>400:

0.31
0.07
0.03
0.89
0.10
0.01
0.00
0.05
0.25
0.30
0.40

7%
11%
16%
2%
4%
7%
10%
9%
15%
26%
35%

6%
15%
27%
2%
5%
12%
22%
5%
10%
23%
39%

40-year-old woman who smokes

3%

80-year-old man with high cholesterol

26%

* – From published Framingham equations [16].
† – These probabilities are calculated using regression equations presented in Tables 2 and 3 of this paper (full models with all predictors). See
Methods for details.
‡ – Post-test risk estimates are calculated by assuming that the pre-test 10-year CHD risk estimate represents an average of persons with different
CAC scores, weighted by the probability of having a CAC score in each category. The risk in each category is calculated algebraically using relative
risk estimates§ from a recent meta-analysis [7] (see Additional File 1).
§-"Conservative" and "Optimistic" refer to assumptions made in a recent meta-analysis that attempted to quantify the value of CAC scores in
predicting CHD events, independent of other CHD risk factors [7]. With conservative assumptions, relative risks associated with different CAC
score categories were 1.7 (for CAC = 1–100), 3.0 (for CAC = 101–400) and 4.3 (for CAC>400) compared with a CAC score of zero. With
optimistic assumptions, the corresponding relative risks were 2.1, 5.4, and 10.3.
CHD – Coronary heart disease; CAC score – Coronary artery calcification score.

This analysis confirms that conventional risk factors for
CHD (hypertension, diabetes, smoking and high cholesterol, as well as increasing age and male sex) are independent predictors of coronary artery calcification. This
finding is consistent with previous studies [11-15]. We
also present expected CAC score distributions for a variety
of clinical situations, which are not easily calculated from
other studies, via Tables 4 and 5 and the attached spreadsheet calculator. Our finding that high cholesterol was less
strongly associated with the extent of CAC than other
CHD risk factors is consistent with the other large study
addressing this issue [15], and perhaps reflects effective
medical treatment for hypercholesterolemia. Male sex was
a very strong predictor of the presence and extent of CAC
– women with the same CHD risk factor profile would be
expected to develop CAC approximately 12 years later
than men, and remain approximately 11 years behind
men in the extent of their calcification.

Finally, our analysis provides a guide for how to use the
CAC score as a surrogate outcome when studying causes
of coronary artery disease (a widely used study design [2527]). The central problem with this approach is the fundamentally non-normal distribution of CAC scores, which
makes parametric statistic testing (including both simple
t-tests and multivariable linear regression) invalid. In
dealing with this issue, some researchers have used the
Ln(CAC score +1) as an outcome in linear regression analyses [11,12,14,20]. This approach is not ideal, as the
Ln(CAC score +1) is still grossly non-normal – there are
too many zero scores. Adding 1 to the CAC score makes
the log-transformation possible (yielding zeroes instead
of negative infinity), but it does not solve the distributional problem, and leads to predictions that misrepresent
actual CAC score distributions (Figure 2). This
observation has led others to present only non-parametric
percentile data without multivariable modeling [6,8-10],
but this approach does not allow adjustment for
conventional CHD risk factors that we have shown are
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0
0

1-100

101-400

>400

Actual

CAC score category

Figure among
Comparison
butions
different
2modeling
between
a subset
strategies
actual
of the
and
study
predicted
population
CACusing
scorethree
distriComparison between actual and predicted CAC
score distributions among a subset of the study population using three different modeling strategies.
Actual prevalence measurements were from the 58- to 62year-old non-smoking women in our study sample with
hypertension, high cholesterol level, and no diabetes (n =
127). The "two-stage model predictions" use the coefficients
presented in Tables 2 and 3 (the full model). The Ln(CAC+1)
model predictions are from a linear regression model including all conventional CHD risk factors using Ln(CAC score
+1) as a continuous outcome in a one-step modeling process
(coefficients not presented). The Tobit model uses the cuberoot of the CAC score as a continuous outcome for linear
regression analysis, but assumes that scores at or below zero
have been censored (coefficients not presented). P-values
refer to a X2 test with 3 degrees of freedom comparing the
expected frequencies based on each model with the
observed frequencies. Lower p-values indicate a poorer
model fit. CAC – Coronary artery calcium; CHD – Coronary
heart disease; Ln – Natural logarithm.

Our analysis has a number of limitations, perhaps the
most important being a lack of clinical detail about participants. While we had information about conventional risk
factors (hypertension, high cholesterol, diabetes mellitus
and tobacco use), the data were only available from a
questionnaire, and were not confirmed by direct measurement. Only dichotomous indicators of such conditions
were used. Furthermore, other conditions and indicators
of high CHD risk such as family history of CHD, obesity,
physical activity, income, education, and levels of C-reactive protein, triglycerides and Lp(a), for example, were
unavailable. Whether such factors are important predictors of the presence and extent of coronary artery calcification is unknown. On the other hand, CHD risk
assessment is often based on the same type of limited
information we had available on each of our patients, so
the models we present are perhaps more easily applicable
to common clinical situations than models based on
more detailed clinical data. Furthermore, a historical indicator of past exposure to high blood pressure or high cholesterol, as we had access to in this study, may actually be
more useful as a predictor of CAC than treated blood
pressure measured at one point in time. Another important limitation of this study is our lack of data on race/ethnicity – our results may not apply to all ethnic groups.
Finally, our data are limited in application to CAC scores
measured by electron beam computed tomography with 3
mm slice thickness and the described protocol. While
CAC scores measured by the latest spiral computed tomography scanners appear to be similar to those generated
by electron beam computed tomography [28], we cannot
guarantee that our results apply to such scores. Our models should be applied to other similar cohorts for validation, and also applied in cohorts that include different
racial/ethnic groups and different ways of measuring the
CAC score before being used in these clinical situations.

Conclusions
strong predictors of the CAC score. One other group used
ordinal logistic regression analysis to analyze CAC scores
categorized into four ordinal categories (quartiles in their
study sample) [13]. While such an approach does allow
multivariable modeling with ordinal logistic regression, it
does not take full advantage of the continuous nature of
the CAC score and may blur the important distinction
between zero and non-zero scores. Our analysis suggests
that a two-step approach (using first logistic regression to
model the risk of having a non-zero score, then linear
regression of log-transformed non-zero CAC scores to
model the extent of coronary calcification) will allow
multivariable analysis of the interval data provided by the
CAC score without violating the basic assumptions of parametric statistics.

The Clinical Research Roundtable at the Institute of Medicine has identified translation of clinical research findings into improvements in medical care as the "next
scientific frontier" [29]. While our analysis has some limitations, it provides methodology that will directly assist
in the translation of research into practice. Our models,
once validated, can be used directly by patients and clinicians to decide when it might be useful to order this
potentially expensive test, and what to do with the results.
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Additional material
Additional File 1
This spreadsheet is used for combining information from conventional risk
factors and the coronary artery calcium score to estimate coronary heart
disease risk in an individual patient. Step 1: Enter your patient's clinical
information (the red numbers). Step 2: Choose an assumption about the
coronary artery calcium score relative risks (optimistic or conservative).
Step 3: Find the following results: 1) "Pre-test" 10-year risk of coronary
heart disease (CHD) based on Framingham equations; 2) The probability
of having a coronary artery calcium (CAC) score that falls within 4 standard CAC score categories; and 3) The "post-test" 10-year risk of CHD for
each CAC score category. Step 4: Use the results to interpret a CAC score,
or to decide whether or not to order a coronary artery calcium scan. If a
score that would change your management is unlikely to occur, it may not
be worth the money.
Click here for file
[http://www.biomedcentral.com/content/supplementary/17417015-2-31-S1.xls]

12.

13.

14.

15.

16.
17.

Acknowledgements

18.

Dr. Pletcher was supported by funds from the Health Resources and Services Administration, Grant D14 HP00178. The authors would like to thank
Paolo Raggi and Joseph Schwartz for their helpful input.

19.

References
1.

2.

3.
4.
5.

6.
7.

8.

9.

Executive Summary of The Third Report of The National
Cholesterol Education Program (NCEP) Expert Panel on
Detection, Evaluation, And Treatment of High Blood Cholesterol In Adults (Adult Treatment Panel III). JAMA 2001,
285:2486-97.
Hayden M, Pignone M, Phillips C, Mulrow C: Aspirin for the primary prevention of cardiovascular events: A summary of the
evidence for the U.S. Preventive Services Task Force. Ann
Intern Med 2002, 136:161-72.
Yang T, Doherty TM, Wong ND, Detrano RC: Alcohol consumption, coronary calcium, and coronary heart disease events.
Am J Cardiol 1999, 84:802-6.
Arad Y, Spadaro LA, Goodman K, Newstein D, Guerci AD: Prediction of coronary events with electron beam computed
tomography. J Am Coll Cardiol 2000, 36:1253-60.
Wong ND, Hsu JC, Detrano RC, Diamond G, Eisenberg H, Gardin
JM: Coronary artery calcium evaluation by electron beam
computed tomography and its relation to new cardiovascular events. Am J Cardiol 2000, 86:495-8.
Raggi P, Cooil B, Callister TQ: Use of electron beam tomography data to develop models for prediction of hard coronary
events. Am Heart J 2001, 141:375-82.
Pletcher MJ, Tice JA, Pignone M, Browner WS: Using the coronary
artery calcium score to predict coronary heart disease
events: a systematic review and meta-analysis. Arch Intern Med
2004, 164:1285-92.
Janowitz WR, Agatston AS, Kaplan G, Viamonte M Jr: Differences in
prevalence and extent of coronary artery calcium detected
by ultrafast computed tomography in asymptomatic men
and women. Am J Cardiol 1993, 72:247-54.
Kaufmann RB, Sheedy PF 2nd, Maher JE, Bielak LF, Breen JF, Schwartz
RS, et al.: Quantity of coronary artery calcium detected by
electron beam computed tomography in asymptomatic sub-

20.

21.

22.

23.

24.

25.

26.

jects and angiographically studied patients. Mayo Clin Proc 1995,
70:223-32.
Mitchell TL, Pippin JJ, Devers SM, Kimball TE, Cannaday JJ, Gibbons
LW, et al.: Age- and sex-based nomograms from coronary
artery calcium scores as determined by electron beam computed tomography. Am J Cardiol 2001, 87:453-6.
Wong ND, Kouwabunpat D, Vo AN, Detrano RC, Eisenberg H, Goel
M, et al.: Coronary calcium and atherosclerosis by ultrafast
computed tomography in asymptomatic men and women:
relation to age and risk factors. Am Heart J 1994, 127:422-30.
Taylor AJ, Feuerstein I, Wong H, Barko W, Brazaitis M, O'Malley PG:
Do conventional risk factors predict subclinical coronary
artery disease? Results from the Prospective Army Coronary Calcium Project. Am Heart J 2001, 141:463-8.
Newman AB, Naydeck BL, Sutton-Tyrrell K, Feldman A, Edmundowicz D, Kuller LH: Coronary artery calcification in older adults
to age 99: prevalence and risk factors. Circulation 2001,
104:2679-84.
Arad Y, Newstein D, Cadet F, Roth M, Guerci AD: Association of
multiple risk factors and insulin resistance with increased
prevalence of asymptomatic coronary artery disease by an
electron-beam computed tomographic study. Arterioscler
Thromb Vasc Biol 2001, 21:2051-8.
Hoff JA, Daviglus ML, Chomka EV, Krainik AJ, Sevrukov A, Kondos
GT: Conventional coronary artery disease risk factors and
coronary artery calcium detected by electron beam tomography in 30,908 healthy individuals. Ann Epidemiol 2003,
13:163-9.
Wilson PW, D'Agostino RB, Levy D, Belanger AM, Silbershatz H,
Kannel WB: Prediction of coronary heart disease using risk
factor categories. Circulation 1998, 97:1837-47.
Agatston AS, Janowitz WR, Hildner FJ, Zusmer NR, Viamonte M Jr,
Detrano R: Quantification of coronary artery calcium using
ultrafast computed tomography. J Am Coll Cardiol 1990,
15:827-32.
Rumberger JA, Brundage BH, Rader DJ, Kondos G: Electron beam
computed tomographic coronary calcium scanning: a review
and guidelines for use in asymptomatic persons. Mayo Clin Proc
1999, 74:243-52.
Raggi P, Callister TQ, Cooil B, He ZX, Lippolis NJ, Russo DJ, et al.:
Identification of patients at increased risk of first unheralded
acute myocardial infarction by electron-beam computed
tomography. Circulation 2000, 101:850-5.
Schmermund A, Erbel R, Silber S: Age and gender distribution of
coronary artery calcium measured by four-slice computed
tomography in 2,030 persons with no symptoms of coronary
artery disease. Am J Cardiol 2002, 90:168-73.
Rumberger JA, Behrenbeck T, Breen JF, Sheedy PF 2nd: Coronary
calcification by electron beam computed tomography and
obstructive coronary artery disease: a model for costs and
effectiveness of diagnosis as compared with conventional
cardiac testing methods. J Am Coll Cardiol 1999, 33:453-62.
O'Rourke RA, Brundage BH, Froelicher VF, Greenland P, Grundy SM,
Hachamovitch R, et al.: American College of Cardiology/American Heart Association expert consensus document on electron-beam computed tomography for the diagnosis and
prognosis of coronary artery disease. J Am Coll Cardiol 2000,
36:326-40.
Greenland P, Gaziano JM: Clinical practice. Selecting asymptomatic patients for coronary computed tomography or electrocardiographic exercise testing. N Engl J Med 2003,
349:465-73.
Greenland P, LaBree L, Azen SP, Doherty TM, Detrano RC: Coronary artery calcium score combined with Framingham score
for risk prediction in asymptomatic individuals. JAMA 2004,
291:210-5.
Mackey RH, Kuller LH, Sutton-Tyrrell K, Evans RW, Holubkov R,
Matthews KA: Lipoprotein subclasses and coronary artery calcium in postmenopausal women from the healthy women
study. Am J Cardiol 2002, 90:71i-6i.
Iribarren C, Sidney S, Bild DE, Liu K, Markovitz JH, Roseman JM, et al.:
Association of hostility with coronary artery calcification in
young adults: the CARDIA study. Coronary Artery Risk
Development in Young Adults. JAMA 2000, 283:2546-51.

Page 10 of 11
(page number not for citation purposes)

BMC Medicine 2004, 2:31

27.
28.
29.

http://www.biomedcentral.com/1741-7015/2/31

O'Malley PG, Jones DL, Feuerstein IM, Taylor AJ: Lack of correlation between psychological factors and subclinical coronary
artery disease. N Engl J Med 2000, 343:1298-304.
Schaefer S: Will helical CT replace electron beam CT in the
assessment of coronary calcium? Prev Cardiol 2002, 5:84-6.
Sung NS, Crowley WF, Genel Mea: Central challenges facing the
national clinical research enterprise. JAMA 2003, 289:1278-87.

Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1741-7015/2/31/prepub

Publish with Bio Med Central and every
scientist can read your work free of charge
"BioMed Central will be the most significant development for
disseminating the results of biomedical researc h in our lifetime."
Sir Paul Nurse, Cancer Research UK

Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central
yours — you keep the copyright

BioMedcentral

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

Page 11 of 11
(page number not for citation purposes)

