JACC: CARDIOVASCULAR IMAGING

VOL. 10, NO. 2, 2017

ª 2017 BY THE AMERICAN COLLEGE OF CARDIOLOGY FOUNDATION

ISSN 1936-878X/$36.00

PUBLISHED BY ELSEVIER

http://dx.doi.org/10.1016/j.jcmg.2016.05.017

EDITORIAL COMMENT

Coronary Artery Calcium
Need for More Clarity in Guidelines*
Michael J. Blaha, MD, MPH,a,b Kunihiro Matsushita, MD, PHDb
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In this issue of iJACC, Mahabadi et al. (9) use data
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the ACC/AHA guidelines may be weighted toward
identifying truly low-risk cases.
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much
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history of premature disease or metabolic syn-
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risk is largely driven by age, especially when placed
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drug-drug effects, and patient preferences toward
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longevity, quality of life, and preventive care.

possibility of further risk stratiﬁcation of both statin-

However, more data are needed to support this

ineligible and statin-eligible groups. Importantly,

latter potential application of CAC testing.

these results also enable comparison of the value of

In conclusion, we congratulate Mahabadi et al.

CAC in the ESC versus ACC/AHA guidelines and

(9) for providing additional data critical to the
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understanding of most appropriate role of CAC. We
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