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Background: The long-term prognostic benefit of coronary computed tomographic angiography (CCTA) findings of coronary artery
disease (CAD) in asymptomatic population is unknown.

Methods: From the prospective multicenter international CONFIRM long-term study (N=17,181), we evaluated asymptomatic subjects
without known coronary artery disease who underwent both coronary artery calcium score (CACS) and CCTA (N=1,226). The traditional
risk factors and CACS were used as a baseline model. Using C-statistics, we evaluated the incremental prognostic advantage of CCTA
findings over traditional risk factors (RF) and coronary artery calcium scoring (CACS) to predict long-term all-cause mortality. CCTA findings
included severity of coronary artery stenosis, plaque composition, and plaque location.

Results: During a mean follow-up of 5.9 + 1.2 years, 78 deaths occurred. As demonstrated in Table 1, compared with RF model (C
statistics 0.64), CACS demonstrated an incremental prognostic utility (C statistics 0.71; p for difference 0.03) for discrimination of future
mortality. CCTA findings, including coronary stenosis severity, plaque composition, and plaque location, also demonstrated incremental
prognostic utility over RF alone (C-statistics 0.71-0.73, all p0.05).

Conclusion: While CCTA and CACS demonstrate robust prognostic utility for prediction of 6-year mortality, CCTA findings do not add
improved discrimination over RF and CACS.
Table 1._ Incremental prognostic benefit of coronary al_'lery stenosis, pIaql_J_e characterization, and plaque location

by coronary ovel risk factors and coronary artery
calcium scoring for prediction of all-cause mortality in asymptomatic population.

P-value compared

c P-value compared p e
Model statistics  with traditional RF " 2iional RF
Baseline models
Traditional RF* 0.64 NA NA
Traditional RF + CACS T 0.71 0.03 NA
Adding Degree of Stenosis Information by CCTA over traditional RF + CACS
N of segments with any stenosis 0.72 0.01 0.31
N of segments with stenosis 250% 0.73 0.01 0.08
N of obstructed vessels (Non-obst, 1-, 2-, 3-VD/LM) 0.73 0.01 0.12
Adding Plaque Cl izati ion by CCTA over it RF+ CACS
N of segments with non-calcified plaques 0.73 0.01 0.07
N of segments with mixed plaques 0.71 0.03 0.87
N of segments with calcified plaques 0.71 0.03 0.60
N of segments with calcified or mixed plaques 0.72 0.01 0.23
Adding Plaque Location Information by CCTA over traditional RF + CACS
N of proximal segment with any stenosis 0.73 0.01 0.07
N of proximal segment with stenosis >50% 0.72 0.02 0.12
N of proximal segments with calcified or mixed plaques 0.72 0.02 0.13

*Traditional risk factor was measured using The National Cholesterol Education Program’s Adult Treatment Panel
11l (NCEP ATP Ill) scores and categorized as low (<10%), intermediate (10-20%), and high (>20% or diabetes).
TCACS was measured using Agatston score and categorized as 0, 1 to 100, 101 to 400, and >400.

CACS indicates coronary artery calcium score; CCTA, coronary I I ;s LM, left
main disease; N, number; Non-obs, non-obstructive stenosis (<50%); RF, traditional risk factors
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