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Figure 1 Volume rendering image and multi-planner reconstruction image were shown
in A and B, respectively. Severe stenosis (A, B) and plaque with positive remodeling (B)
was identified in the proximal left anterior descending coronary artery.
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Figure 2 Comparison of the CT density of plaques between
patients with acute coronary syndrome (ACS) and stable angi-
na (SA). In the culprit lesions, the mean CT density of the
plaque was 25 £ 15 HU (from -12 to 48 HU) in patients with
ACS and 71 + 16 HU (from 46 to 101 HU) in patients with SA.
There was a statistically significant difference between the 2
groups (p < 0.001).

FIELZ 22 512210 A7 THIIER D 10 FAEEITH RIS
L, AKIEATT 1,000 L EOBE I3 HIKILEFE
DA B LR RBDAEFROK T 230, $7-,
EICOMRERRE L 94 5 CTH o2 H]EL T 5%,
FIKAL AT T, GERH S DFEREAF L 13hr LOF
BRI OB, FRICHIMNZRERE S 2, ZOME
IR R EEAY T, MATEER - MR S AT 2 5o
MDCT @ 23 72 3 e &g~ B IR IS FH A% H B 1912

WRES Vol 50, 2010



352 %

Figure 3
A: A case of non-calcified plaque (CAC score = 0) with
significant coronary stenosis in LAD observed by MDCT
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and CAG.

B: A case of moderate calcification (CAC score =
245). Coronary stenosis was not diagnosed by MDCT
because of calcification and no significant coronary
stenosis was confirmed by CAG.

C: A case of severe calcification (CAC score = 3,809).
Coronary stenosis was not diagnosed by MDCT because
of severe calcification. Significant coronary stenosis
in LAD was confirmed by CAG.

CAC, coronary artery calcification; MDCT, multi-detector
row computed tomography; CAG, coronary angiography;
LAD, left anterior descending coronary artery.
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Figure 4 Coronary artery calcification (CAC) score according
to the number of significant stenosed vessels (VD) evaluated by
invasive coronary angiography. The CAC score in 3VD was signifi-
cantly higher than in the other groups (0, 1VD and 2VD).
*p<0.001 vs. 0, 1 and 2.
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Figure 5 Correlations between brachial-ankle pulse wave
velocity (baPWV) and length of abdominal aortic calcification
(AAC). The length of AAC was measured on X-ray films, and
this has been reported to correlate significantly with cardiovas-
cular morbidity and mortality. baPWV was significantly corre-
lated with AAC length.
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Table 1 Contributor of CAC score groups as assessed by logistic
regression analysis

Variable p value
Upstroke time (mean) < 0.0001
Sex 0.0001
Age 0.0003
PWYV (mean) 0.0276
HDL-C 0.1176
Hypertension 0.0295
%MAP (mean) 0.1381
CCB 0.4310
Systolic blood pressure 0.3827
ARB 0.4200
Uric acid 0.6184
Diabetes mellitus 0.9293

PWYV, pulse wave velocity; MAP, mean arterial pressure; CCB,
calcium channel blocker; ABI, ankle/brachial pressure index; PWV,
pulse wave velocity; ARB, angiotensin II receptor blocker.
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Multi-detector row computed tomography (MDCT) has become more widely available in many general hospitals, as it

enables the accurate non-invasive assessment of coronary artery stenosis, plaque imaging and calcium scoring. However, it

is very difficult to detect coronary stenosis on MDCT in a lesion with advanced calcification. We analyzed the association

between coronary stenosis or calcification score on MDCT and pulse wave velocity, and found additional information for

diagnosis of coronary artery disease.
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