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Abstract
Background: Coronary artery calcium (CAC) scanning can be performed using non-contrast computed tomography to 
predict cardiovascular events, but has less value for risk stratification in symptomatic patients.

Objective: To identify and validate predictors of significant coronary obstruction (SCO) in symptomatic patients without 
coronary artery calcification. 

Methods: A total of 4,258 participants were screened from the CORE64 and CORE320 studies that enrolled patients referred 
for invasive angiography, and from the Quanta Registry that included patients referred for coronary computed tomography 
angiography (CTA). Logistic regression models evaluated associations between cardiovascular risk factors, CAC, and SCO. An 
algorithm to assess the risk of SCO was proposed for patients without CAC. Significance level of 5% was used in the analyses.

Results: Of the 509 participants of the CORE study, 117 (23%) had zero coronary calcium score; 13 (11%) patients without 
CAC had SCO. Zero calcium score was related to younger age, female gender, lower body mass index, no diabetes, and 
no dyslipidemia. Being a current smoker increased ~3.5 fold the probability of SCO and other CV risk factors were not 
significantly associated. Considering the clinical findings, an algorithm to further stratify zero calcium score patients was 
proposed and had a limited performance in the validation cohort (AUC 58; 95%CI 43, 72).

Conclusion: A lower cardiovascular risk profile is associated with zero calcium score in a setting of high-risk patients. 
Smoking is the strongest predictor of SCO in patients without CAC. 

Keywords: Coronary Artery Disease/complications; Indice Calcio; Tomography, X Ray Computed/methods; Coronary 
Angiography; Diagnostic Imaging/methods; Chest Pain.

Introduction
Coronary computed tomography angiography (CCTA) 

allows accurate, noninvasive detection of coronary artery 
disease (CAD)1,2 and facilitates risk stratification in patients 
presenting with chest pain.3 Nevertheless, concerns about 
radiation and contrast exposure remain.4-6 

Coronary artery calcium (CAC) scanning can be performed 
using non-contrast computed tomography (CT) with very 
low radiation exposure to patients. Results from mostly 
asymptomatic, low-risk patients show that the absence of 

CAC is associated with low probability of significant coronary 
obstruction (SCO) and a favorable patient outcome.7 
Importantly, however, these findings do not apply to 
symptomatic, higher-risk populations where SCO may be 
present in more than 10% of patients with zero calcium score.8,9

The current investigation was undertaken to identify and 
validate predictors of SCO in symptomatic patients without 
coronary artery calcification. 

Methods

Study design and population
A total of 4,258 individuals from three cohorts were 

screened for study inclusion. We combined participants 
without a history of CAD enrolled in the CORE 64 and 
CORE 320 studies, which have almost identical population 
characteristics, to determine the prevalence and predictors of 
SCO in patients without CAC. A single-center registry was then 
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used to validate the model of predictors. Detailed methods 
are available in supplements.

Briefly, the Coronary Artery Evaluation Using 64-Row 
Multidetector Computed Tomography Angiography (CORE-64) 
and the Coronary Artery Evaluation Using 320-row Multidetector 
Computed Tomography Angiography and Myocardial Perfusion 
(CORE320) are prospective, multicenter studies that included 
participants with suspected or known CAD, who were referred 
for conventional coronary angiography. Detailed description of 
the CORE-64 and the CORE320 methods have been published 
elsewhere.2,10 Finally, the Quanta Registry is a real-world registry 
from patients referred for CTA for clinical purposes in a single 
center. Participants in the Quanta Registry were included in the 
validation cohort if they reported any chest pain.

All studies received study approval from their local 
institutional review boards, and all patients gave written 
informed consent.

Acquisition and analysis of coronary artery CT
In CORE64, coronary calcium score imaging was performed 

using a 64-row CT scanner (Aquilion, Toshiba Medical Systems),2 
and in CORE320, a 320-MDCT scanner (Aquilion ONE, Toshiba 
Medical Systems).11 In both cases, the images were analyzed for 
CAC scoring in a single reading center by experienced readers 
blinded to the patient clinical information (Figure 1).

In the Quanta Registry, all scans were performed using 
a 128 -row scanner (iCT sp, Philips Healthcare). The scans 
were reviewed by two experienced readers. A final clinical 
report was generated for each patient, and each patient was 
classified as having: a normal scan (no CAD), non-obstructive 
CAD (<50% stenosis) or obstructive CAD (>50% stenosis) that 
was also recorded on the database.

  
Acquisition and Analysis of Invasive Coronary Angiography 
Data 

In the CORE studies, clinically indicated invasive coronary 
angiography (ICA) was performed using standard techniques 

within 60 days of the combined CT acquisition, and lesion 
severity was determined by quantitative coronary angiography 
(QCA), as previously described.2 SCO was defined as an 
obstruction of 50% or higher as measured by invasive QCA.

Statistical analysis
Continuous variables were presented as median and 

interquartile range. Qualitative variables were shown in its 
frequencies (absolute and relative). The software STATA 
10.0 was used for analysis. Data distribution was assessed 
by graphical methods, including histograms and Q–Q plots.

Initially, univariate and multivariable logistic regression models 
evaluated cardiovascular (CV) risk factors and anthropometrics 
as predictors for the absence of CAC (dependent variable) in the 
entire cohort and in those with SCO. Then, logistic regression 
univariate and multivariable models evaluated the subset of 
patients without coronary calcium to assess predictors of SCO 
(dependent variable). Results of the logistic regression models 
are shown as Odds Ratio (95% Confidence Interval). Finally, an 
algorithm was generated for predicting SCO by invasive coronary 
angiography in patients without coronary calcium by CT and then 
validated in a different cohort and by 10-fold cross-validation in 
the original sample.

The total sample size in CORE-64, CORE-320, and Quanta 
Registry were computed. We included all participants from 
these studies with available data. Significance level of 5% was 
used in the analyses.

Results

Prevalence and predictors of SCO in patients without 
coronary calcium

Characteristics of the 509 participants (273 from the 
CORE64 study and 236 from the CORE320 study) are 
shown in Table 1. The majority of enrolled participants were 
white males in the early seventh decade of life, with a high 
prevalence of CV risk factors. Of these 509, 117 (23%) had 
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Figure 1 – Coronary calcium scoring and cardiac computed tomography angiography in a CORE participant with significant coronary obstruction and calcium 
score zero. A) Coronary calcium scoring. B) Cardiac computed tomography angiography (multiplanar reconstruction). C) Cardiac computed tomography 
angiography (3D reconstruction).
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an Agatston calcium score of zero. Two-hundred-fifty-two 
(49%) of the entire cohort and 13 (11%) of patients without 
coronary calcium had at least one SCO. Conversely, 392 (64%) 
of patients with a CAC score ≥ 1 had obstructive coronary 
artery disease.

The subgroup of patients without coronary calcification 
was generally of a younger age, of female gender, with 
lower body mass index (BMI), without diabetes, and without 
dyslipidemia. 

Predictors of zero CAC scoring in patients with SCO are 
shown in Supplementary Table 1. In this population, younger 
age and female gender were consistently related to the 
absence of CAC. CV risk factors did not relate significantly to 
coronary calcium in patients with SCO.

Assessing significant coronary obstruction in the absence 
of coronary calcium

The prediction of SCO by anthropometrics and CV risk 
factors in patients without coronary calcium is shown in Table 2. 
In these findings, SCO was assessed by both CCTA and ICA. 
Consistently, being a current smoker increased ~3.5 fold 
the chance for a SCO in patients without coronary calcium. 
Other CV risk factors were not significantly associated with 
SCO in this population. Based on these predictive models for 
CORE64 and CORE320, a clinical algorithm to rule out SCO 
was created (Supplementary material).

In the validation cohort of 742 subjects, only 16 (2.2%) 
had disease by CTA. The majority (77.2%) had atypical 
angina, 12.5% had typical angina and the remaining 10.2% 
had non-angina chest pain, with a generally lower CV 
risk profile compared to the CORE studies (Table 3). After 
applying the CORE algorithm, 199 (26.8%) of the 742 subjects 
were classified as likely having significant coronary disease. 
Validation results are summarized in Supplementary Table 2.

Discussion
Our study showed that younger age, female gender, and 

lower CV risk profile were associated with a zero coronary 
calcium score in the setting of high-risk patients referred for 
invasive cardiac catheterization. We also showed that in this 
population, having a zero calcium score was associated with 
83% lower risk of SCO compared to those with any coronary 
calcification. Importantly, current smoking was the strongest 
predictor of SCO in patients without coronary calcium. 

Coronary disease is a major cause of death worldwide and 
preventive efforts have been made to diagnose CAD early, as 
well as to accurately stratify the risk of coronary events.12 In 
asymptomatic patients, the presence and grade of coronary 
calcium has shown to be a strong predictor of CV events;13 
however, the role of coronary calcium for decision-making, 
particularly in symptomatic patients, is less established.14

In accordance with previous reports,13 we showed that 
the absence of coronary calcium reduces the probability of 
SCO. Recent clinical studies, however, suggest that detecting 
nonobstructive CAD may be at least as important as SCO for 
guiding patient management.15,16 There remains controversy 
over the value of coronary calcium scanning to rule out 
significant coronary disease in symptomatic patients.17

Expectedly, we found younger women with chest pain but 
without known diabetes, dyslipidemia, or hypertension to be 
more likely to have a zero calcium score. This is a population 
that is frequently seen in emergency rooms.17 Grandhi et al.18 
found a prevalence of SCO below 5% in a registry of patients 
without coronary calcium. However, clinicians may not be 
able to discharge symptomatic patients based on the absence 
of coronary calcium alone. It is clear that we need to develop 
further assessments, such as a clinical score, to better stratify 
risk in this group of people with zero calcium scoring.19

When looking into the parameters associated with SCO in 
those without coronary calcium, current smoking consistently 
stands out as a major risk factor. Calcium deposits occur early 
in the cascade of atherosclerotic disease, but they are detected 
by imaging methods after later accumulation.20 Possibly, 
smoking accelerates coronary disease leading to significant 
vessel obstruction before calcium deposits. Also, smoking 
strongly relates to inflammation and thrombosis, which may be 
important factors related to atherosclerotic plaques’ instability 
and further sudden vessel obstruction.21

Other risk factors, such as age, seems to be relevant when 
assessing the prognostic ability of calcium score.22 Therefore, 
we combined smoking status with age and other risk factors 
to propose an algorithm that could further stratify risk of 
SCO in patients with zero calcium score rating. However, 
the discrimination ability decreased in the validation cohort. 

Table 1 – Patient characteristics in CORE64 and CORE320

Predictor

Median [IQR] or n (%)

CORE-64 CORE320 Total

(n=273) (n=236) (n=509)

Age 60 [53. 67] 62 [57. 68] 61 [55. 67]

Male gender 199 (73%) 136 (58%) 335 (66%)

Ethnicity

White 192 (70%) 138 (58%) 330 (65%)

African American 13 (5%) 29 (12%) 42 (8%)

Asian 58 (21%) 66 (28%) 124 (24%)

Other 10 (4%) 3 (1%) 13 (3%)

BMI, Kg/m2 27 [25, 30] 27 [24, 31] 27 [25, 30]

Presence of Hypertension 193 (71%) 167 (71%) 360 (71%)

Presence of Diabetes 62 (23%) 88 (37%) 150 (29%)

Presence of Dyslipidemia 165 (60%) 138 (60%) 303 (60%)

Smoking status

Never 119 (44%) 107 (47%) 226 (45%)

Former 108 (40%) 72 (32%) 180 (36%)

Current 46 (17%) 47 (21%) 93 (19%)

Family history of CAD 75 (27%) 96 (42%) 171 (34%)

BMI: body mass index; CAD: coronary artery disease.
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The validation lost sensitivity for assessing the relatively 
rare event of SCO but maintained favorable specificity and 
negative predictive value. Thus, although the algorithm is not 
suitable for a wide use at this time, a clinical algorithm may 
be helpful to better identify patients without coronary calcium 
that may not undergo a CTA. A clinical trial is desirable to aid 
establishing the best approach to using calcium scores in a 
setting of symptomatic patients.

Our study has significant limitations. Despite a relatively 
large sample, SCO is a rare event in patients without coronary 
calcium and the low number of outcomes may jeopardize the 
statistical analysis. Nonetheless, obstructive coronary disease 
was relatively rare in patients without coronary calcium, and 
notoriously difficult to predict using clinical variables. There 
are intrinsic methodological limitations in using the QUANTA 
Registry as a validation cohort for a risk algorithm developed 
in the CORE studies. The fact that the algorithm did not 
perform as well in the validation cohort as it did in the CORE 
studies might be due to the lower disease prevalence, affecting 
sensitivity and positive predictive value.

Ethical approval
All centers involved in CORE-64 and CORE320 received 

study approval from their local institutional review boards, and 
all patients gave written informed consent. All patients from 
the Quanta Registry gave informed consent and authorized 
the use of their information for research purposes. In addition, 
the studies were performed in accordance with the ethical 
standards of the 1964 Declaration of Helsinki and its later 
amendments or comparable ethical standards.

Conclusions
The absence of calcium score alone reduces the risk of 

SCO. Smoking was a major risk factor related to SCO in the 
absence of coronary calcium. Finally, we proposed a risk 
score that computes clinical variables, aiming to rule out 
coronary disease in symptomatic patients with zero calcium 
scoring. However, further studies are needed to better prove 
this concept.

Table 2 – Prediction of significant coronary obstruction (≥50%) in participants (CORE 64 and 320 studies combined) with zero 
calcium score, measured by coronary computed tomography angiography (CTA) and by invasive coronary angiography (ICA)

Predictor

CTA ≥ 50%; n=134 ICA ≥ 50%; n=134

Odds Ratio (95% CI) Odds Ratio (95% CI)

Univariate Multivariable Univariate Multivariadble

Age, years
0.956

(0.900; 1.016)
  0.960

(0.888; 1.038)
0.979

(0.927; 1.034) 
0.987

(0.924; 1.054)

Male gender
1.922

(0.715; 5.165)
1.382

(0.415; 4.596)
1.977

(0.777; 5.032)
1.558

(0.524; 4.632)

Ethnicity

African American vs. White
0.227

(0.028; 1.839)
0.148

(0.016; 1.342)
0.369

(0.078; 1.741)
0.327

(0.063; 1.684)

Asian vs. White
0.769

(0.230; 2.578)
0.706

(0.162; 3.073)
0.596

(0.182; 1.955)
0.442

(0.108; 1.800)

Other vs. White
3.333

(0.506; 21.970)
4.260 

(0.470; 38.601)
0.969

(0.101; 9.276)
1.169

(0.102; 13.336)

BMI, Kg/m2 1.019
(0.922; 1.126)

0.986
(0.852; 1.140)

0.991
(0.900; 1.091)

0.939
(0.819; 1.076)

Presence of hypertension
1.727

(0.613; 4.860)
1.977

(0.576; 6.787)
1.361

(0.529; 3.503)
1.602

(0.519; 4.942)

Presence of diabetes
1.831

(0.632; 5.302)
2.329

(0.652; 8.319)
1.917

(0.700; 5.245)
2.458

(0.773; 7.823)

Presence of dyslipidemia
2.132

(0.793; 5.731)
1.932

(0.614; 6.081)
1.150

(0.469; 2.822)
1.160

(0.410; 3.282)

Smoking status

Current vs. Former/Never
3.630

(1.301; 10.128)
3.562

(1.036; 12.246)
3.630

(1.358; 9.706)
3.448

(1.112; 10.691)

Positive family history of CAD
1.677

(0.628; 4.474)
1.862

(0.568; 6.105)
1.293

(0.501; 3.340)
1.347

(0.454; 3.997)

Overall AUC 78 (75-93) 73 (70-89)

Sample sizes reflect multivariate analysis, where subjects with any covariate missing are excluded. Univariate sample sizes may be somewhat larger. 
BMI: body mass index; CAD: coronary artery disease.
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Table 3 – Characteristics of participants with zero calcium 
scoring in the CORE studies and validation cohort

Characteristics

Median [IQR] ou n (%)

CORE  
(n=117)

Validation cohort 
(n=742)

Age, years 56 [51. 62] 52 [43. 61]

Male sex 54 (46%) 246 (33%)

BMI, Kg/m2 27 [24. 30] 27 [24. 30]

Hypertension 67 (58%) 322 (43%)

Diabetes 22 (19%) 85 (11%)

Dyslipidemia 54 (46%) 278 (37%)

Current smoker 21 (18%) 59 (8%)

Family history of CAD 34 (29%) 181 (24%)

BMI: body mass index; CAD: coronary artery disease.

1. Rochitte CE, George RT, Chen MY, Arbab-Zadeh A, Dewey M, Miller J,et al. 
Computed tomography angiography and perfusion to assess coronary artery 
stenosis causing perfusion defects by single photon emission computed 
tomography: the CORE320 study. Eur Heart J. May 2014;35(17):1120-30. 
doi:10.1093/eurheartj/eht488

2. Miller JM, Rochitte CE, Dewey M,Vavere AL, Niinuma H, Arbab-Zadeh A, et 
al. Diagnostic performance of coronary angiography by 64-row CT. N Engl J 
Med. Nov 27 2008;359(22):2324-36. doi:10.1056/NEJMoa0806576

3. Habib PJ, Green J, Butterfield RC,Kuntz G, Murthy R, Kraemer DF, et al. 
Association of cardiac events with coronary artery disease detected by 64-slice 
or greater coronary CT angiography: a systematic review and meta-analysis. 
Int J Cardiol. Oct 30 2013;169(2):112-20. doi:10.1016/j.ijcard.2013.08.096

4. den Harder AM, Willemink MJ, de Ruiter QM, Schillam AM, Krestin GP, 
Leiner T, et al. Achievable dose reduction using iterative reconstruction 
for chest computed tomography: A systematic review. Eur J Radiol. Jul 17 
2015;doi:10.1016/j.ejrad.2015.07.011

5. Nicola R, Shaqdan KW, Aran K, Mansouri M, Singh A, Abujudeh HH. Contrast-
Induced Nephropathy: Identifying the Risks, Choosing the Right Agent, and 
Reviewing Effective Prevention and Management Methods. Curr Probl Diagn 
Radiol. Nov-Dec 2015;44(6):501-4. doi:10.1067/j.cpradiol.2015.04.002

6. Rose TA Jr., Choi JW. Intravenous Imaging Contrast Media Complications: The 
Basics That Every Clinician Needs to Know. Am J Med. Sep 2015;128(9):943-
9. doi:10.1016/j.amjmed.2015.02.018

7. Nasir K, Clouse M. Role of nonenhanced multidetector CT coronary artery 
calcium testing in asymptomatic and symptomatic individuals. Radiology. Sep 
2012;264(3):637-49. doi:10.1148/radiol.12110810

8. Gottlieb I, Miller JM, Arbab-Zadeh A,Dewey M, Clouse MF, Sara L, et al. The 
absence of coronary calcification does not exclude obstructive coronary artery 
disease or the need for revascularization in patients referred for conventional 
coronary angiography. J Am Coll Cardiol. Feb 16 2010;55(7):627-34. 
doi:10.1016/j.jacc.2009.07.072

9. Pursnani A, Chou ET, Zakroysky P, Deano RC, Mamuya WS, Woodard PK,  
et al. Use of coronary artery calcium scanning beyond coronary computed 
tomographic angiography in the emergency department evaluation for acute 
chest pain: the ROMICAT II trial. Circ Cardiovasc Imaging. Mar 2015;8(3)
doi:10.1161/CIRCIMAGING.114.002225

10. Vavere AL, Simon GG, George RT, Rochitte CE, Arai A, Miller JM, et al. 
Diagnostic performance of combined noninvasive coronary angiography and 
myocardial perfusion imaging using 320 row detector computed tomography: 
design and implementation of the CORE320 multicenter, multinational 
diagnostic study. J Cardiovasc Comput Tomogr. Nov-Dec 2011;5(6):370-81. 
doi:10.1016/j.jcct.2011.11.001

11. George RT, Arbab-Zadeh A, Cerci RJ, Vavere AK, Kitagawa A, Dewey M, et al.et 
al. Diagnostic performance of combined noninvasive coronary angiography 
and myocardial perfusion imaging using 320-MDCT: the CT angiography 
and perfusion methods of the CORE320 multicenter multinational diagnostic 
study. AJR Am J Roentgenol. Oct 2011;197(4):829-37. doi:10.2214/
AJR.10.5689

12. Ajay VS, Watkins DA, Prabhakaran D. Relationships among Major Risk 
Factors and the Burden of Cardiovascular Diseases, Diabetes, and Chronic 
Lung Disease. In: Prabhakaran D, Anand S, eds. Cardiovascular, Respiratory, 
and Related Disorders. Keymessages from Disease Control Priorities  3rd ed   
Wahington: The International bank for Reconstruction and Development/The 
World Bank;2017.Chap.3

13. Ayoub C, Erthal F, Abdelsalam MA, Murad MH, Wang Z, Erwin PJ, et al. 
Prognostic value of segment involvement score compared to other measures 
of coronary atherosclerosis by computed tomography: A systematic review 
and meta-analysis. J Cardiovasc Comput Tomogr. Jul - Aug 2017;11(4):258-67. 
doi:10.1016/j.jcct.2017.05.001

14. Lin JS, Evans CV, Johnson E, Redmond N, Coppola EL, Smith N. Nontraditional 
Risk Factors in Cardiovascular Disease Risk Assessment: Updated Evidence 
Report and Systematic Review for the US Preventive Services Task Force. 
JAMA. Jul 17 2018;320(3):281-297. doi:10.1001/jama.2018.4242

References

Author Contributions
Conception and design of the research: Armstrong AC, 

Cerci R, Magalhães T, Kishi S, Brinker J, Clouse ME, Rochitte 
CE, Cox C, Lima JAC, Arbab-Zadeh A; Acquisition of data: 

Armstrong AC, Cerci R, Magalhães T, Kishi S, Rochitte CE, Lima 
JAC, Arbab-Zadeh A; Analysis and interpretation of the data: 
Armstrong AC, Cerci R, Matheson MB, Magalhães T, Kishi S, 
Brinker J, Clouse ME, Rochitte CE, Cox C, Lima JAC, Arbab-
Zadeh A; Statistical analysis: Armstrong AC, Matheson MB, 
Cox C; Obtaining financing: Brinker J, Clouse ME, Lima JAC, 
Arbab-Zadeh A; Writing of the manuscript: Armstrong AC, 
Lima JAC, Arbab-Zadeh A; Critical revision of the manuscript 
for important intellectual content: Armstrong AC, Cerci R, 
Matheson MB, Magalhães T, Kishi S, Brinker J, Clouse ME, 
Rochitte CE, Cox C, Lima JAC, Arbab-Zadeh A.

Potential conflict of interest 
Dr. Lima discloses Grant support (only) from Canon Medical 

Systems

Sources of funding 
This study was partially funded by Canon Medical (formerly 

known as Toshiba Medical Systems) in CORE studies. The 
Quanta Registry is funded by Quanta Diagnóstico e Terapia.

Study association 
This study is not associated with any thesis or dissertation work.

5



Arq Bras Cardiol. 2023; 120(3):e20220183

Original Article

Armstrong et al.
Coronary Obstruction without Coronary Calcium

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

15. Investigators S-H. CT coronary angiography in patients with suspected angina 
due to coronary heart disease (SCOT-HEART): an open-label, parallel-group, 
multicentre trial. Lancet. Jun 13 2015;385(9985):2383-91. doi:10.1016/
S0140-6736(15)60291-4

16. Douglas PS, Hoffmann U, Patel MR, Mark DB, Al-Khalidi R, Cavanaugh 
B, et al. Outcomes of anatomical versus functional testing for coronary 
artery disease. N Engl J Med. Apr 2 2015;372(14):1291-300. doi:10.1056/
NEJMoa1415516

17. Daly CA, Clemens F, Sendon JL, Tavazzi L, Boersma E, Danchin N, et al. The 
clinical characteristics and investigations planned in patients with stable angina 
presenting to cardiologists in Europe: from the Euro Heart Survey of Stable Angina. 
Eur Heart J. May 2005;26(10):996-1010. doi:10.1093/eurheartj/ehi171

18. Grandhi GR, Mszar R, Cainzos-Achirica M, Rayan T, Latif M, Bittencourt 
MS,et al. Coronary Calcium to Rule Out Obstructive Coronary Artery 
Disease in Patients With Acute Chest Pain. JACC Cardiovasc Imaging. 02 
2022;15(2):271-80. doi:10.1016/j.jcmg.2021.06.027

19. Min JK, Dunning A, Lin FY, Achenbac S, Al-Mallah M, Budoff MJ, et al. Age- 
and sex-related differences in all-cause mortality risk based on coronary 
computed tomography angiography findings results from the International 
Multicenter CONFIRM (Coronary CT Angiography Evaluation for Clinical 
Outcomes: An International Multicenter Registry) of 23,854 patients without 
known coronary artery disease. J Am Coll Cardiol. Aug 16 2011;58(8):849-
60. doi:10.1016/j.jacc.2011.02.074

20. Bhatti K, Zeltser R. Coronary Artery Calcification. StatPearls.(book self), 
2018.

21. Aune D, Schlesinger S, Norat T, Riboli E. Tobacco smoking and the risk of 
sudden cardiac death: a systematic review and meta-analysis of prospective 
studies. Eur J Epidemiol. Jun 2018;33(6):509-521. doi:10.1007/s10654-
017-0351-y

22. Mortensen MB, Gaur S, Frimmer A, Botker HE, Sorensen HT, Kragholm 
KH, et al. Association of Age With the Diagnostic Value of Coronary Artery 
Calcium Score for Ruling Out Coronary Stenosis in Symptomatic Patients. 
JAMA Cardiol. 01 01 2022;7(1):36-44. doi:10.1001/jamacardio.2021.4406

*Supplemental Materials
For additional information, please click here.

6

http://abccardiol.org/supplementary-material/2023/12003/2022-0183_AO_Supplementary Methods and Results.pdf

