UCLA
UCLA Previously Published Works

Title
Defining Demographic-specific Coronary Artery Calcium Percentiles in the Population Aged
>75: The ARIC Study and MESA

Permalink
https://escholarship.org/uc/item/1vt5h0tQ

Journal
Circulation Cardiovascular Imaging, 16(9)

ISSN
1941-9651

Authors

Wang, Frances M
Cainzos-Achirica, Miguel
Ballew, Shoshana H

Publication Date
2023-09-01

DOI
10.1161/circimaging.122.015145

Peer reviewed

eScholarship.org Powered by the California Diqital Library

University of California


https://escholarship.org/uc/item/1vt5h0t0
https://escholarship.org/uc/item/1vt5h0t0#author
https://escholarship.org
http://www.cdlib.org/

1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

Author manuscript
Circ Cardiovasc Imaging. Author manuscript; available in PMC 2024 September 01.

-, HHS Public Access
«

Published in final edited form as:
Circ Cardiovasc Imaging. 2023 September ; 16(9): €015145. doi:10.1161/CIRCIMAGING.122.015145.

Defining demographic-specific coronary artery calcium
percentiles in the age 75-and-older population: The
Atherosclerosis Risk in Communities (ARIC) Study and Multi-
Ethnic Study of Atherosclerosis (MESA)
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Abstract

Background: Current clinical guidelines recommend a coronary artery calcium (CAC) score of
100 Agatston Units or demographic-specific 751 percentile as high risk thresholds for guiding
atherosclerotic cardiovascular disease (ASCVD) preventive therapy. Meanwhile, low CAC can
help “de-risk” individuals who may safely defer statin therapy. However, limited data from the
early 2000s, including just 208 older Black individuals, inform CAC percentiles for adults age
75-85 and none have been established in adults 85-and-older. This study aims to characterize the
distribution of CAC and establish demographic-specific CAC percentiles in the age 75-and-older
population.

Methods: We assessed 2,886 participants aged 75-and-older without clinical coronary heart
disease (CHD) from the Atherosclerosis Risk in Communities Study visit 7 (2018-2019; n=2,217)
and the Multi-Ethnic Study of Atherosclerosis visit 5 (2010-2011; n=669). Prevalence of any CAC
>0 and sex- and race-specific CAC percentiles across age were estimated nonparametrically with
locally weighted regression models and pooled residual ranking.
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Results: The median age was 80 (interquartile interval: 77-83) years and 60% were female. The
prevalence of zero CAC was lowest in White males (4%), followed by Black males (13%), White
females (14%), and highest in Black females (18%). Regardless of sex and race, most participants
had CAC >100 (62.5%). CAC scores increased with age, with CAC identified in ~95% of
participants by age 90-and-older across sex-race subgroups. The 75™ percentile corresponded

to higher CAC scores for Black older adults (n=741), especially females, than currently used
thresholds based on a small sample.

Conclusions: In community-dwelling adults aged 75-and-older free of clinical CHD, the
prevalence of zero CAC was 11%, and CAC >100 as a threshold for high ASCVD risk would
categorize most of this older population as high risk. Demographic-specific CAC percentiles from
this study are a valuable tool for interpreting CAC in the 75-and-older population.

Graphical Abstract:

New ARIC-MESA Demographic-Specific Coronary Artery
Calcium (CAC) Percentiles For Adults Age 75-and-Older
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Introduction

Coronary artery calcium (CAC) score is a strong predictor of atherosclerotic cardiovascular
disease (ASCVD).1 2 The 2019 American College of Cardiology/American Heart
Association (ACC/AHA) Primary Prevention Guidelines endorsed CAC for refining
ASCVD risk stratification among individuals age 40-75 of intermediate risk and guiding
primary prevention therapy with statins.3 The guidelines defined a CAC score of 100
Agatston Units (AU) or age-, sex-, and race-specific 75! percentile as a threshold of high
ASCVD risk. Accordingly, CAC is often clinically reported as both an absolute score and a
demographic-specific percentile. Current reference percentiles are based on male and female

Circ Cardiovasc Imaging. Author manuscript; available in PMC 2024 September 01.
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participants without diabetes at visit 1 of the Multi-Ethnic Study of Atherosclerosis (MESA)
in 2000-2002.% 5

There are a few challenges in predicting ASCVD risk in older adults. For example, the
relative risks of traditional cardiovascular risk factors with ASCVVD become weaker with
age.5 7 Thus, the prognostic value of these traditional risk factors is limited in older adults.
Also, using traditional risk prediction models, almost all older adults are considered at high
ASCVD risk based on their age alone. In this context of challenging risk stratification, it
has been proposed that CAC may be especially useful in older individuals.5: & 9 However,
current CAC percentiles for adults aged 75-84 years are based on data from only 208 Black
and 368 White MESA participants. Moreover, current data on demographic-specific CAC
percentiles for the growing population of adults 85-and-older are lacking.

Another unique property of CAC is that a zero CAC score (and potentially also CAC

0-9 AU, or <25t percentile) is a powerful negative predictor against ASCVD.3: 10-14 The
concept of “de-risking” is particularly relevant in older adults, many of whom receive
multiple medications and may be at greater risk of side effects or drug-drug interactions.3: 15
However, there is a concern that the expected low prevalence of zero or low CAC

in the 75-and-older population may limit the ability of CAC to inform shared decision-
making conversations involving de-risking older patients.>: 16 Moving forward, defining
contemporary percentiles of CAC scores in the lower end of the spectrum among older
populations can provide useful guidance for preventive cardiology decisions in the older
adult population.

To fill these important knowledge gaps, using CAC data from 2,217 participants in the
Atherosclerosis Risk in Communities (ARIC) study visit 7 (2018-2019) and 669 participants
in the most recent MESA visit with CAC information, visit 5 (2010-2011), we aimed

to characterize the distribution of CAC and establish percentiles in the 75-and-older
population.

Access to the ARIC and MESA datasets can be requested through the respective
coordinating institutions.

Study Population

ARIC recruited 15,792 participants aged 45-64 years in 1987-1989 from four US
communities (Forsyth County, North Carolina; Jackson, Mississippi; suburban Minneapolis,
Minnesota; and Washington County, Maryland).1” At ARIC visit 7 (2018-2019),
participants without a clinical history of coronary heart disease (CHD) were invited for

a non-contrast cardiac-gated computed tomography (CT) to evaluate CAC (n=3,129).
Clinical CHD was defined as a medical history or coronary revascularization or myocardial
infarction.1® Among the 2,288 participants who underwent CT, for the present analysis, we
excluded participants age <75 years (n=47) and with race other than Black or White (n=7),
resulting in a total of 2,234 participants (Figure S1). The exclusion based on race was driven
by the very small number of participants from groups other than Black or White. Eligible

Circ Cardiovasc Imaging. Author manuscript; available in PMC 2024 September 01.
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participants who did not undergo CT scanning were generally comparable to those who were
able to undergo scanning (Table S1).

MESA recruited 6,814 participants free of clinical cardiovascular disease age 45-84 in
2000-2002 from six Communities (Baltimore City and Baltimore County, Maryland,;
Chicago, Illinois; Northern Manhattan and the Bronx, New York; St. Paul, Minnesota;
Forsyth County, North Carolina; and Los Angeles County, California).1® At MESA visit 5
(2010-2011), which was the most contemporary visit (closest to ARIC visit 7) where CAC
scanning was conducted, 3,127 participants without clinical history of myocardial infarction,
resuscitated cardiac arrest, or angina underwent CAC scanning. Of these, we excluded
participants age <75 years (n=2,128) and with race other than Black or White (n=327) to
align with ARIC, resulting in a total of 672 participants (Figure S1).

Demographic and clinical characteristics in the ARIC and MESA samples were largely
similar, which made it reasonable to pool the two cohorts in the main analysis (Table S2).
After combining the two cohorts and stratifying by sex and race, we further excluded
participants at the high-end ages with <5 participants per age year (n=20), to avoid
extrapolating volatile percentiles in older age based on a low number of participants. This
yielded a final study population of 2,886 participants—2,217 from ARIC and 669 from
MESA. Both studies were approved by the respective Institutional Review Boards at each
field center and all participants provided informed consent.

CAC Measurement

In both cohorts, non-contrast cardiac-gated CT scans were performed using multidetector
CT scanners. Images were acquired by trained technologists and overseen by physicians
using identical acquisition protocols. All scans from both studies were interpreted using the
same protocol at the CT Reading Center at Harbor-UCLA Medical Center in Los Angeles,
California. CAC scores were calculated using the Agatston method and are reported in
Agatston Units.*

Demographic and Clinical Information

Methods for collecting demographic and clinical information were similar between ARIC
and MESA. Participant information was collected at the time of the respective relevant
study visit by trained interviewers. Participants were asked to bring all medications to the
study visit and trained study personnel coded this information. Age, sex, race, smoking
status, and alcohol use were self-reported. Seated blood pressure was measured three
times and the average of the last two readings were recorded. Hypertension was defined
as systolic blood pressure >140 mmHg, diastolic blood pressure >90 mmHg, or using
antihypertensive medications. Body mass index (BMI) was calculated as weight (kg) divided
by height (m) squared. Diabetes mellitus was defined as using antidiabetic medications,

a self-reported diagnosis of diabetes, fasting glucose =7.0 mmol/L, or non-fasting glucose
211.1 mmol/L. Standard enzymatic methods were used to measure total cholesterol and
high-density lipoprotein cholesterol (HDL-C).20 21 Hyperlipidemia was defined as total
cholesterol >230 mg/dL, HDL-C< 40 mg/dL for males or <50 mg/dL for females, or
treatment with lipid-lowering medications.

Circ Cardiovasc Imaging. Author manuscript; available in PMC 2024 September 01.
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Statistical Analysis

Results

All statistical analyses were stratified by sex and race subgroup (Black female, White
female, Black male, White male). Participant characteristics were summarized by sex-race
groups as medians for continuous variables or counts for categorical variables.

For estimating demographic-specific percentiles of CAC scores, we followed the same non-
parametric methods used by McClelland et al. to generate percentiles derived from MESA
visit 1 and used in current clinical practice.3 5 22-25 Briefly, we non-parametrically modeled
the probability of non-zero CAC score by continuous age using locally-weighted regressions
after stratifying participants by sex and race. Since the distributions of CAC were skewed
with ~10% of individuals with zero CAC, we first modeled the log-transformed positive
(non-zero) portion of the CAC distribution for each sex-race subgroup.® Then, we ranked the
pooled residuals from the local regression to calculate the j percentile for j from 1 to 100
of the residuals. The residuals for each percentile were then added back to the age-specific
fitted values and then exponentiated to yield CAC corresponding to each ji percentile in the
non-zero portion of the distribution over age, CAC;. To estimate percentiles for the overall
CAC distribution, we converted CAC; for the j percentile, into the percentile for the overall
distribution including participants with zero CAC using 100 * (p + [(1 - p) * j] / 100) where
p is the proportion of individuals with zero CAC within the given age, sex, and race.

To evaluate whether any calibration of CAC percentiles may be needed in clinical practice,
we compared the percentiles from the current study with a larger sample size versus that
based on the limited sample size from MESA visit 1.5 Additionally, though less precise

than the modeled CAC percentiles, we also calculated empirical CAC percentiles as a
supplementary analysis. We also repeated all analyses in ARIC and MESA separately to
assess potential differences in CAC distribution within the two cohorts. Sensitivity analyses
were also conducted after excluding individuals with diabetes, as was done for the MESA
visit 1 percentiles, and stratifying by statin use. To evaluate whether there was evidence of

a potential health survivor effect with age, we used MESA data (since CAC data on adults
age<75 was limited in ARIC) to re-estimate CAC percentiles including participants age <75,
an additional n=1,394 participants with ages ranging from 54-74. We also characterized the
association between traditional cardiovascular risk factors (hypertension, smoking, diabetes,
and hyperlipidemia) and CAC percentiles, using multivariable linear regression adjusting for
all other listed risk factors.

All analyses were performed using R version 4.0.2 (R Foundation for Statistical Computing,
Vienna, Austria).

Study Participants

The median age of the 2,886 participants was 80 years (interquartile interval [IQI]: 77 to
83), with 60% female and 26% Black individuals. In these 75-and-older participants, there
was a 77% prevalence of hypertension, 27% prevalence of diabetes, 50% used statins,

and 4% were current smokers. Black participants tended to have a higher prevalence

of hypertension and diabetes, while White participants were more often current alcohol

Circ Cardiovasc Imaging. Author manuscript; available in PMC 2024 September 01.
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users (Table 1). In females, Black participants tended to have a higher BMI than White
participants, while BMI was similar between Black and White males. Females tended to
have higher systolic blood pressure and total cholesterol, while males were more likely to
have diabetes and be on statin medication. The age distribution of participants by sex-race
group is depicted in Figure S2.

Absolute CAC Scores

The most prevalent CAC category was 100-399 (24.5%), and most participants had CAC
>100 (62.5%; Table 2). Only 18.1% of White males had CAC <100. The overall prevalence
of zero CAC was 11.4%, and the prevalence of zero CAC was lowest in White males

(4%), followed by Black males (13%), White females (14%), and highest in Black females
(18%). Across all sex-race groups, prevalence of any CAC (i.e., CAC >0) increased with
age (Figure 1), and by age 90, the prevalence of any CAC was over 95% across all sex-race
groups. Black males demonstrated less prevalent CAC than White males at any given age,
whereas the prevalence in Black females exceeded that of White females around age of 85.
Results were largely comparable when the ARIC and MESA subsamples were evaluated
separately (Figure S3).

CAC Percentiles

The CAC score corresponding to a given percentile tended to increase with age across sex-
race categories and was highest in White males (Figure 2). The CAC score corresponding
to the 75™ percentile exceeded 1,000 in White males across most age ranges above 75 years
(gold line in Figure 2D) but mostly resided within the range of 180 to 1,000 in the other
three race-sex categories (gold line in Figure 2A—C). The respective 75" percentile CAC
scores at ages 75 and 85 were 180 and 636 in Black females, 320 and 592 in White females,
373 and 874 in Black males, and 789 and 1,575 in White males

Regardless of sex and race, the 50t percentile (green line in Figure 2) crossed over the CAC
>100 threshold for most participants of ages 75-and-older. CAC scores corresponding to the
25! percentile (blue line in Figure 2) remained below 100 for all race-sex categories, except
for White males where the 25t percentile was consistently greater than CAC 100. The CAC
score corresponding to the 10t percentile (purple line in Figure 2) ranged from 19 to 101 in
White males but was <17 in the other three race-sex categories. Figure S4 shows the same
data with the Y-axis on an arithmetic scale.

Empirical percentiles generally aligned with regression-based percentiles, as shown in Table
S3 and Figure S5. When stratifying by study cohort, largely consistent results were observed
between ARIC and MESA (Figure S6). Results were also similar after excluding individuals
with diabetes (Figure S7). In subgroup analyses, stratifying by statin use yielded modestly
higher CAC scores at a given percentile in statin users compared to non-users (Figure

S8). Expanding the age range criteria to include participants age<75 in the MESA cohort,
because CAC data on younger participants from ARIC was limited, there was no evident
change in CAC percentile trajectory from mid-to-late life, except in White-Males where
CAC burden seems to plateau at age 80+ (Figure S9). Hypertension, smoking, diabetes, and
hyperlipidemia were all significantly associated with higher CAC percentiles (Table S4).

Circ Cardiovasc Imaging. Author manuscript; available in PMC 2024 September 01.
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Contemporary ARIC-MESA CAC Percentiles vs. MESA 2000-2002 Percentiles

For White females, the CAC percentiles derived from the smaller 2000-2002 MESA visit 1
sample were very similar to current ARIC-MESA percentiles (Figure 3B). ® In White males,
the 75t percentile was almost identical between MESA visit 1 and the current ARIC-MESA
dataset (Figure 3D). However, the 90t percentile corresponded to a lower CAC score in

the present combined ARIC-MESA dataset than in MESA visit 1, while 50" and 25t
percentiles showed higher CAC scores. In Black participants, the CAC score at a given
percentile was consistently greater in the current ARIC-MESA dataset than in MESA visit 1,
particularly in female participants (Figure 3A-B). For example, the 75™ percentile for Black
females age 75 years was 180 in ARIC-MESA versus 138 in MESA visit 1.

When we compared data from MESA visit 5 and MESA visit 1, CAC scores corresponding
to the percentiles were generally similar in Black males, but we observed some differences
for the other three race-sex categories (Figure S10).

Discussion

In contemporary community-dwelling adults age 75-and-older, the prevalence of zero CAC
was 11%, ranging from 4% to 18% across sex-race subgroups. CAC burden was greatest in
White males, followed by Black males, White females, and was lowest in Black females.
Most of our study sample (62.5%) had CAC >100, which also means that over 1/3 of these
older adults age 75-and-older had CAC scores below 100, an important finding as most of
these individuals would be uniformly considered at high ASCVD risk using traditional risk
scores because of their advanced age. CAC scores for a given percentile tended to increase
with age. By age 90, ~95% of participants had some CAC, regardless of sex and race. At the
75t percentile, CAC exceeded 1,000 at all ages above 75 for White males and resided in the
range of 180 to 1,000 in the other race-sex groups. For the 25™ percentile, CAC remained
below 100 for all sex-race categories, except for White males where it was consistently
greater than CAC 100. This study describes contemporary CAC percentile scores in the age
75-and-older US population and has important implications for the preventive care of this
growing patient population, the management of which is often complex.

CAC data in community-dwelling older adults age 75-and-older are surprisingly sparse. For
example, CAC percentiles for clinical decision-making in the ACC/AHA primary prevention
guidelines are based on data from MESA visit 1 (2000-2002)3: 5, which included only

208 Black and 368 White participants aged 75-84 and did not have any data in older

adults age 85-and-older.3 4. The contemporary CAC percentiles reported in this study

build upon MESA visit 1-derived percentiles and present older adult percentiles in a more
geographically diverse population from a larger dataset pooling two cohorts. These age
75-and-older CAC percentiles will be valuable for physician-patient communication and can
be beneficial for identifying highest risk older adults to target primary prevention therapies.
This is especially relevant for the older adult population, since a high CAC threshold of 100
may not be helpful for risk discrimination because most older adults have CAC greater than
this threshold.

Circ Cardiovasc Imaging. Author manuscript; available in PMC 2024 September 01.
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The determination of optimal thresholds of CAC score in the 75-and-older population
(especially >85 years old) requires a broad range of evidence, including descriptive studies
of population distribution like the present study, prospective studies with clinical outcomes,
available treatment options (e.g., statins) and their cost-effectiveness. Prior studies have
suggested that CAC is highly predictive of CHD in older adults.10: 13. 26-28 However,
whether CAC evaluation can provide net value in guiding medical management in oldest
individuals is under study. The ongoing NIH-funded PREVENTABLE trial will evaluate
these two important questions: 1) the efficacy and safety of statin therapy in age 75-and-
older adults overall, and 2) the potential role of baseline CAC scores in this context. As

the older adult population continues to expand worldwide, in the coming decades we expect
demographic-specific CAC percentiles derived in the present work to become very useful for
contextualizing the interpretation of CAC scores in the older age strata, both clinically and
for future research studies.

The higher CAC scores corresponding to a given percentile among Black individuals in

the present study, compared to MESA visit 1, deserves discussion. Since most Black older
adults in the present study were from Jackson, Mississippi (59% of Black participants in the
entire study and 91% of ARIC Black participants), these differences in CAC percentiles may
reflect geographic and demographic differences within Black populations. Also, a larger
sample size in the current analysis compared to MESA visit 1 is noteworthy (481 versus

110 Black female and 260 versus 98 Black male). Thus, for Black adults age 75-and-older,
clinicians should consider referring to CAC scores corresponding to the 75™ percentile from
this study, rather than from MESA visit 1.

In contrast to CAC percentiles for Black individuals, our data suggests that there is no need
to revise CAC percentiles for White females. For White males, CAC score corresponding

to the 75t percentile, a threshold of high CAC, in White older males was almost identical
between our study and the original MESA visit 1. However, the interpretation of CAC scores
corresponding to percentiles greater or smaller than 75 would need some calibration.

For example, for an 80-year-old White male, a CAC of 2000 would place him at an 83t
percentile according to MESA visit 1 data, but he would now be at the 90™ percentile. On
the other hand, an 80-year-old White male with CAC 400 would move down from a MESA
visit 1 50t percentile to a 39t percentile from our updated study.

In addition to characterizing ASCVD high-risk in the 75-and-older population, zero and
low CAC can identify lower risk older adults that might safely avoid preventive cardiac
pharmacotherapies.16: 29 Our study, with an 11% prevalence of zero CAC, indicates a
number needed to scan of 9 in the age-75-and-older population to identify an older adult
with low ASCVD risk. However, in the White male population where the prevalence of
zero CAC was only 4% and by age 90-and-older for all other race-sex groups, zero CAC
was rare, suggesting a need to explore another threshold beyond zero CAC (e.g., CAC <10
or <25 percentile) for identifying low ASCVD risk in these populations.30: 31 Although
ultimately survival analyses are necessary to address this issue, the CAC percentiles in the
present study will provide a foundation for contextualizing low CAC in older adults.

Circ Cardiovasc Imaging. Author manuscript; available in PMC 2024 September 01.
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Study Limitations

CAC percentiles in this study are only established in Black and White older adults since

data from other racial and ethnic groups are limited in the primary dataset of our study from
ARIC. Second, as noted above, most Black individuals enrolled in ARIC were from Jackson,
Muississippi. Thus, although this is the largest and most geographically diverse study to date
on CAC in community-dwelling older adults age 75-and-older, studies of Black individuals
from other geographic areas in the United States may help confirm our estimates. Also,
additional studies are important to validate the 101 and 90t percentiles, especially in older
Black participants, since the sample size to estimate these tail-end percentiles can be limited.
Moreover, future studies are required to further quantify the associations of CAC percentiles
and score with cardiovascular outcomes in the 75-and-older populations. Lastly, our study
included participants who were able to attend the study visit and undergo CT scanning and,
thus, are likely to be healthier than the entire target population of older adults. However,
participants of ARIC visit 7 and MESA visit 5 have long-established bond with these

study cohorts over decades. Therefore, they likely have higher participation rates and more
closely represent the overall older adult population than any cohorts newly recruiting older
adults age 75-and-older. Additionally, this study population likely reflects the real-world
older adult population that can attend a clinic visit and attain CAC scanning which these
percentiles are relevant to.

Conclusions

In this large, pooled cohort of community-dwelling Black and White adults aged 75-and-
older free of clinical CHD, we established demographic-specific CAC percentiles and
characterized the distribution of CAC. The prevalence of zero CAC was 11%, and CAC
>100 as a threshold for high ASCVD risk would categorize almost 2/3 of this older
population as high ASCVD risk. Thus, these demographic-specific CAC percentiles can

be a valuable tool for contextualizing the interpretation of CAC scores in the 75-and-older
population. This is especially the case for Black individuals, who comprised a small number
of participants in the original data used to derive current clinical reference percentiles.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Non-standard Abbreviations and Acronyms

AU Agatston Units

ACC/AHA American College of Cardiology/American Heart Association

ARIC Atherosclerosis Risk in Communities

ASCVD Atherosclerotic cardiovascular disease

BMI Body mass index

CT Computed tomography

CAC Coronary artery calcium

CHD Coronary heart disease

HDL-C High-density lipoprotein cholesterol

10l Interquartile interval

MESA Multi-Ethnic Study of Atherosclerosis
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CLINICAL PERSPECTIVE

In a large, pooled cohort of community-dwelling Black and White adults age 75-and-
older free of clinical CHD, we established demographic-specific CAC percentiles. The
prevalence of zero CAC was 11%, and 2/3 of adults 75-and-older had CAC >100, a
threshold for high ASCVD risk, suggesting the value of the other high CAC threshold
of demographic-specific 75! percentile in this population. The distribution of CAC was
highest in White males, followed by Black males, White females, and lowest in Black
females. The demographic-specific CAC percentiles for the 75-and-older population
established in this study are a valuable tool for interpreting CAC and have important
implications for guiding preventive therapy in this growing patient population.
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Demographic-specific prevalence of coronary artery calcium (CAC) across age.
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Estimated demographic-specific ARIC-MESA percentiles for coronary artery calcium
(CAC) across age by sex-race groups. A) Black-Female; B) White-Female; C) Black-Male;

D) White-Male.
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Figure 3.

Comparison of original MESA Visit 1 percentiles and ARIC-MESA percentiles by sex-race
groups. A) Black-Female; B) White-Female; C) Black-Male; D) White-Male.
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Table 1.

Participant characteristics at the time of coronary artery calcium (CAC) scan.

Overall Female Male

Black White Black White
Sample Size (n) 2886 481 1242 260 903
Age, years (median [IQI]) 80 [77, 83] 79 [77, 83] 80 [77, 83] 79 [76, 82] 80 [77, 83]
BMI, kg/m? (median [IQI]) 27.4[24.4,30.8] 29.2[25.8,34.2] 26.4[23.4,29.9] 27.7[25.0,30.7] 27.7[24.9,30.7]
Current Smoker (%) 127 (4.4) 24 (5.0) 52 (4.2) 19 (7.4) 32 (3.6)
Current Alcohol User (%) 1460 (50.7) 103 (21.5) 692 (55.9) 95 (36.7) 570 (63.3)
SBP, mmHg (median [1QI]) 132[120,145]  133[121,148]  135[122,148]  130[118,145] 129 [117, 141]
DBP, mmHg (median [IQI]) 66 [59, 73] 65 [59, 72] 66 [59, 73] 67 [61, 75] 67 [60, 73]
Hypertension (%) 2190 (76.6) 430 (89.4) 910 (74.2) 214 (82.9) 636 (71.1)
Hypertension medication use (%) 2130 (73.9) 430 (89.4) 852 (68.6) 200 (77.2) 648 (72.0)
Diabetes (%) 778 (27.0) 168 (35.1) 275 (22.2) 101 (39.0) 234 (25.9)
Cholesterol, mg/dL (median [IQI]) 177 [152,204]  187[162,212]  187[162,215]  167[141,197] 160 [139, 186]
HDL-C, mg/dL (median [I1QI]) 51[42, 62] 57 [48, 68] 54 [46, 65] 49 [42, 58] 4438, 53]
Statin use (%) 1367 (47.9) 213 (44.7) 554 (45.2) 123 (48.2) 477 (53.5)

Values are median [1QI], or counts (%) as noted.
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BMI = body mass index, DBP = diastolic blood pressure, HDL-C = high-density lipoprotein cholesterol, IQI = interquartile interval, SBP = systolic

blood pressure
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Distribution of absolute coronary artery calcium (CAC) score categories overall and by sex-race groups.

Table 2.

CAC Score Categories  Overall Female Male

Black White Black White
0 328(11.4) 86(17.9) 176 (14.2) 33(12.7) 33(3.7)
1-9 178 (6.2) 44 (9.1) 97 (7.8) 17 (6.5) 20(2.2)
10-99 576 (20.0) 118(24.5) 288(23.2) 60(23.1) 110(12.2)
100-399 707 (24.5) 107 (22.2) 338(27.2) 61(23.5) 201(22.3)
400-999 591 (20.5) 64(13.3) 229(18.4) 49(18.8) 249 (27.6)
>1000 506 (17.5) 62 (12.9) 114 (9.2) 40(15.4) 290 (32.1)

Values are counts (%). CAC = coronary artery calcium
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