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» Navigate to https://aafpl.cnf.io/ and tap the
session titled "Utilization of Coronary Artery
Calcium (CAC) Scores to Predict CVD Risk"

» OR just point your phone’s camera at the QR
code to join directly




Activity Disclaimer

The material presented here is being made available by the DPC Summit for educational purposes
only. Please note that medical information is constantly changing; the information contained in this
activity was accurate at the time of publication. This material is not intended to represent the only, nor
necessarily best, methods or procedures appropriate for the medical situations discussed. Rather, it is
intended to present an approach, view, statement, or opinion of the faculty, which may be helpful to
others who face similar situations.

The DPC Summit disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques demonstrated
therein by such individuals, whether these claims shall be asserted by a physician or any other
person. Physicians may care to check specific details such as drug doses and contraindications, etc.,
in standard sources prior to clinical application. This material might contain
recommendations/guidelines developed by other organizations. Please note that although these
guidelines might be included, this does not necessarily imply the endorsement by the DPC Summit.
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Disclosure Statement

It is the policy of the AAFP and ACOFP that all individuals in a position
to control CME content disclose any relationships with ineligible
companies upon nomination/invitation of participation. Disclosure
documents are reviewed for potential relevant financial relationships. If
relevant financial relationships are identified, mitigation strategies are
agreed to prior to confirmation of participation. Only those participants
who had no relevant financial relationships or who agreed to an
identified mitigation process prior to their participation were involved in
this CME activity.

All individuals in a position to control content for this activity have
indicated they have no relevant financial relationships to disclose.
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Learning Objectives

1. Discover advanced lipid management strategies and theirrole in
optimizing patient outcomes.

2. Review ASCVD guidelines and apply them to guide treatment
decisions for patients at varying cardiovascular risk levels.

3. Utilize Apolipoprotein B, Lipoprotein(a), and risk enhancers to
refine management for patients in borderline ASCVD risk
groups, including the use of Coronary Artery Calcium (CAC)
scoring as atiebreaker for statin initiation.
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Why ASCVD matters.

50,6 Global Deaths: ASCVD vs. All Cancers (2022)
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Cardiovascular Disease (ASCVD) All Cancers

ASCVD accounted for approximately 18 million deaths worldwide, nearly double the 9.7 million deaths caused by all cancers combined.
World Health Organization




“Looking for trouble before trouble finds you”
Horryy Fottor

MI or SCD as initial presentation of SCD The Action is in the Arterial Wall: Glagov Remodeling
Early Atharosclerosis Advanced Disease
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Advanced Lipid Management

* LDL-C
* Apolipoprotein B-100
* Lipoprotein(a)

apoB100
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Live Content Slide

Poll: | regularly order Apolipoprotein B to assess cardiovascular risk in
my patients?

Apolipoprotein B

Superiorrisk predictor to LDL-C

* ApoB provides a more accurate count of atherogenic lipoprotein
particles (LDL, VLDL, IDL); each particle carries one ApoB
molecule. This makes it a stronger predictor of cardiovascular
disease compared to LDL-C alone

* Discordance between LDL-C and ApoB is common, especially in
patients with metabolic syndrome, obesity, or diabetes. ApoB
levels better align with ASCVD risk in such cases .
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Apolipoprotein B

Professional consensus and guidelines

* The National Lipid Association (NLA)'s Expert Consensus
endorses ApoB measurement for risk assessment and guiding
lipid-lowering therapy, highlighting its superiority to LDL-C in risk
stratification.

* ApoB has achieved adequate standardization across labs,
supporting clinical use.

* Clinical targets: High-risk patients (e.g., on statins aged 40-75)
aim for ApoB <65-80 mg/dL; =130 mg/dL indicates elevated risk
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Apolipoprotein B

3. Practical advantages

* Can be measured without fasting, and is relatively cost-effective
($15-20 per test)

* LabCorp Client Bill Price: $6.89

* It uncovers elevated atherogenic particles missed by standard
lipid panels, especially in people with normal LDL but metabolic
risk

d



Apolipoprotein B Summary
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Apolipoprotein B Clinical Case

A 58-year-old male with obesity, hypertension, and type 2 diabetes
presents for a cardiovascular risk assessment. His lipid panel
shows:

* Total cholesterol: 175 mg/dL
* LDL-C: 95 mg/dL

* HDL-C: 43 mg/dL

* Triglycerides: 210 mg/dL

* His ApoB levelis 115 mg/dL.
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Live Content Slide

When playing as a slideshow, this slide will display live content

Poll: Which of the following best explains the clinical significance of his
ApoB level?

Lipoprotein(a)

* Lp(a)is similarin structure to LDL,
but it also contains a protein called
apolipoprotein(a) (Apo(a).

* High Lp(a)is anindependent risk
factor for cardiovascular disease. (It
can increase risk even with normal
LDL-C).

* Lp(a)is aninherited genetic risk
factor for ASCVD.
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Live Content Slide

When playing as a slideshow, this slide will display live content

Poll: | regularly order Lipoprotein(a) to assess cardiovascular risk in my
patients?

Lp(a) & Future ASCVD Events (MESA Study)
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Lipoprotein(a) Level

Participants with Lp(a) > 50 mg/dL experienced a ~20% higher ASCVD event rate (10.1 vs. 8.5 per 1,000 person-years) compared to those with low Lp(a).
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Lipoprotein(a)

Causal and independent ASCVD risk factor

* Lp(a) is strongly genetically determined and has causal links to
atherosclerosis, CAD, stroke, thrombosis, and aortic stenosis.

* Large-scale epidemiologic and genetic studies confirm a
continuous relationship between Lp(a) and ASCVD risk across all

populations.
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Lipoprotein(a)

Screening recommendations

* European (ESC/EAS 2019): test Lp(a) at least once in every adult.

* Canadian Cardiovascular Society (2021): include Lp(a) in initial
lipid screening.

* National Lipid Association (2024 update): measure once per
adult; define <30 mg/dL as low, 30-50 mg/dL intermediate,
=50 mg/dL high risk.
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Lipoprotein(a)

3. Clinical Utility

* Lp(a) levels are stable throughout life; identifying elevated Lp(a) helps guide risk-
lbenefjt discussions and may prompt more aggressive LDL- or blood pressure-
owering

* While no Lp(a)-specific drugs are currently FDA-approved, PCSK9 inhibitors
r‘nokdest.ly reduce Lp(a), and lipoprotein apheresis is FDA-approved for selected high-
risk patients.

* Emerging therapies (e.g., pelacarsen in Lp(a) HORIZON trial ends estimated late
2025; olpasiran in OCEAN(a) ends December 2026) may soon offer targeted
treatment. (5 total)

* High Lp&a) identifies individuals and families who may require cascade testing,
especially in familial hypercholesterolemia or premature ASCVD.
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Lipoprotein(a) Summary

Clinical Use of
Lipoprotein(a) [Lp(a)]
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management first-degree relatives
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Lipoprotein(a) Clinical Case

A 45-year-old woman with no significant medical history is referred
after her father died of a myocardial infarction at age 49. Her lipid
panelis unremarkable. Her Lipoprotein(a) level returns at 105
mg/dL.

Live Content Slide

When playing as a slideshow, this slide will display live content

Poll: What is the most appropriate next step in this patienta€™s risk
assessment or management?




Why Providers Should Order These Tests

Benefit

Enhanced risk assessment

Guideline endorsement

Actionable results

Clinical convenience

Future therapy relevance

ApoB

Counts actual atherogenic particles;
reveals risk missed by LDL-C levels

Recommended by NLA to guide
therapy

Targets inform statin/therapy intensity

Non-fasting, standardized assay

Helps select candidates for intensive
treatment

Loa)

Independent genetic risk marker;
refines risk stratification

Strong consensus to screen adults
once

High levels prompt LDL/BP
intensification, cascade testing, use of
PCSK9 or apheresis

Stable life-long measure, one-time
test

Sets baseline for upcoming Lp(a)-
lowering therapies
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2019 ACC/AHA
Cholesterol
Management in
patients

without ASCVD
(Primary Prevention)

Primary Prevention:
Assess ASCVD Risk in Each Age Group
Emphasize Adherence to Healthy Lifestyle
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[ASCVD Risk Enhancers:
Family history of premature ASCVD <5% 5% -<7.5% 27.5% - <20% 220%
Persistently elevated LDL-C 2160 mg/ “Low Risk” “Borderline Risk” “Intermediate Risk” “High Risk”

Lipid/Biomarkers:

o

dL (24.1 mmol/L)
Chronic kidney disease

Metabolic syndrome

Conditions specific to women {e.g.,
pr P )
Ir y diseases (i ially
rheumatoid arthritis, psoriasis, HIV)
Ethnicity (e.g., South Asian ancestry)

(2175 mg/dL, {>2.0 mlrlnnljl}]

cted individuals if measured®

hs-CRP 22.0 mg/L

Lp(a) levels >50 mg/dL or >125 nmol/L
apoB 2130 mg/dL

Ankle-brachial index (ABI) <0.9

\

/

CAC = zero {lowers risk; consider no statin, unless diabetes, family history of

If risk decision is uncertain:
Consider measuring CAC in selected adults:

premature CHD, or cigarette smoking are present)
CAC = 1-99 favors statin (especially after age 55)
CAC = 100+ and/or 275th percentile, initiate statin therapy

Reproduced from Grundy et al.54.3-1 Copyright © 2018, American Heart Association, Inc., and America




Risk Enhancers

* Family history of premature ASCVD ‘ -
* Male <55 7
* Female <65 j

* Chronic Kidney Disease (CKD) ‘ .;Jf #‘;
Metabolic Syndrome I
Inflammatory Disease (RA, Psoriasis, HIV)
* Conditions specific to women (Preeclampsia, premature menopause)
* Ethnicity (South Asian ancestry)

hs-CRP >2.0 mg/L

Lp(a) levels > 50 mg/dL or 125 nmol/L
e apoB > 130 mg/dL

Ankle-brachial Index (ABI) <0.9
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Live Content Slide

When playing as a slideshow, this slide will display live content

Poll: | order Cardiac Calcium Scores to assess cardiovascular risk in my
patients?




Guidelines Supporting CAC Scoring

1. ACC/AHA 2018 Cholesterol Management Guidelines (Class lla/llb recommendation):
* Endorse CAC testing in asymptomatic adults (age 40-75) with intermediate (5-20%)
10-year ASCVD risk, when treatment decisions (e.g., statin therapy) are uncertain.
* CAC =0 may de-escalate risk, delaying statin initiation; scores >1-99 favor treatment, and
>100 strongly recommend it.

2. AHA/ACCF 2010 Asymptomatic Risk Assessment Guidelines:
* Recommend CAC scoring as a risk-enhancing test to guide therapy intensity and lifestyle
decisions, especially when traditional risk factors leave risk assessment ambiguous .
* CAC >100-300 confers a 4-8x higher CHD risk over 3-5 years compared to CAC =0.

3. Clinical Expert Opinion:
» CAC scoring is most useful when statin decisions are unclear, or in younger,
intermediate-risk adults, or those with premature ASCVD family history.
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I[deal Patient Candidates

* Asymptomatic adults, ages 40-75, with intermediate (5-20%) 10-
year ASCVD risk (e.g., borderline risk like 5-7.4%).

* Individuals with uncertain statin benefit—neither clearly indicated nor
contraindicated by guidelines.

* Patients with family history of premature ASCVD, borderline risk, or
who are reluctant to start statins.

* Not recommended for: Patients <40 years or >75 years with high risk,
known ASCVD, diabetes, or those already on statins.

ﬂ



The Power of CAC =0

* The finding of zero coronary calcium (“power of zero”) carries
strong prognostic value across multiple settings:

Asymptomatic populations

* Taylor et al: CAC 0 predicted very low risk (<1% 10-year mortality) in
~44,000 asymptomatic individuals

* PUBMED pooled analysis (235,000 individuals): Negative predictive
value of 99.9%, with annual event rates of 0.027% in asymptomatic
persons

ﬂ

CAC Summary

Element CAC=0 CAC >100

10-yr mortality Risk ~1% or less (asymptomatic) 4—-8x higher event rate

MACE risk (annual) 0.5-0.8% in chest pain patients Significantly elevated vs. CAC 0
NPV for Obstructive CAD >97-99% in symptomatics —

Allows risk de-escalation and statin  Triggers statin and lifestyle
deferment intensification
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CAC Key Takeaways
1. CAC scoring is a proven, noninvasive tool to refine ASCVD risk, especially
when risk is intermediate or unclear.

2. A CAC = 0 provides powerful reassurance—death/event risk is exceptionally
low across diverse populations.

3. For CAC >100, guidelines clearly endorse intensified preventive therapy
(statins, lifestyle).

4. Best used in asymptomatic adults aged 40—75 with intermediate risk; sparing
use in symptomatic high-risk patients.
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Live Content Slide

Poll: Which of the following patients is the most appropriate candidate
for Coronary Artery Calcium (CAC) scoring based on current guidelines?




MESA 10-Year CHD Risk with Coronary Artery Calcification

M e s A 1. Gender Male®  Female O

The Muiti-Ethnic Study Of Atherosclerosis 2. Age (45-85 years) Years
3. Coronary Artery Calcification ‘O ‘ Agatston
4. Race/Ethnicity Caucasian v
5. Diabetes Yes O No®
¢ Calcu Iator Incorporates 6. Currently Smoke Yes O No @

7. Family History of Heart Attack - &
CAC SCO re. (History in parents, siblings, or children) Yes© b

8. Total Cholesterol 167 mgdl  or mmollL

e Does notinclude 9. HDL Cholesteral B35 | moa o mmollL
. . 10. Systolic Blood Pressure 128 mmHg o [174 kPa
LI p O prOte I n (a) 4 L D L C’ O r 11. Lipid Lowering Medication ~ Yes O No ®
A pO I | p 0 p rOte | n B . 12. Hypertension Medication Yes O No®
[ ¢ 10-year CHD risk

Using the Coronary Artery Calcium Score

10 Year risk of a CHD Event Coronary Age Difference frem Chronologic Age
14% 28 -18
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Not all ASCVD is calcified.

Case

52 year old male presents with strong history of premature
CAD
Brother recently died of acute MI

DPiS
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Social Q&A for Utilization of Coronary Artery
Calcium (CAC) Scores to Predict CVD Risk
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QUESTIONS?

Contact Information
Travis Allen, MD, Senior AME, FACP
Travis.Allen@thepilotclinic.com

“Looking for trouble before trouble
finds you”
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