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INTRODUCTION

Coronary artery calcium (CAC) on electrocardiogram (ECG)-
gated CT is an established marker for determining the 
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risk of a cardiovascular event, and it has an incremental 
prognostic value compared to conventional risk factors 
[1,2]. Moreover, the CAC score determined using ECG-
gated CT is effective for selecting optimal candidates for 
statin therapy [3,4]. With the increasing use of chest CT 
examinations, incidental findings of CAC during non-ECG-
gated chest CT examinations, such as low-dose CT screening 
for lung cancer, are also increasing [5]. 

Although the primary indication for performing a chest 
CT is not to evaluate CAC, the importance of assessing 
CAC on non-ECG-gated chest CT examinations has been 
recognized. The presence and severity of CAC on chest CT 
are prognostic markers of future cardiovascular outcomes in 
various populations [6-9]. Therefore, the 2016 guidelines by 
the Society of Cardiovascular Computed Tomography (SCCT)/
Society of Thoracic Radiology (STR) recommend that CAC 
should be evaluated and reported on all non-contrast chest 
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CT scans of patients aged ≥ 40 years with an estimation of 
severity as none, mild, moderate, or severe [10]. 

For a reliable assessment of CAC on non-ECG-gated CT 
scans, the agreement with ECG-gated scans should be 
thoroughly investigated. A previous meta-analysis included 
1316 patients from five studies and reported a strong 
correlation between CAC scores on ECG-gated and non-ECG-
gated CT scans. Moreover, an excellent agreement between 
ECG-gated and non-ECG-gated CT scans was observed with 
the four CAC severity categories [11]. In addition to ECG 
synchronization, there are other scan acquisition and 
reconstruction parameters—such as tube potential and 
current, slice thickness, and reconstruction kernel—that can 
affect the attenuation and volume of calcium. Consequently, 
these parameters influence the CAC score [12-14]. However, 
the impact of scan parameters on the agreement of the CAC 
scores of the ECG-gated and the non-ECG-gated CT scans 
has not been sufficiently investigated in a previous meta-
analysis [11]. 

Therefore, the purpose of this meta-analysis was to 
investigate the pooled agreement of CAC severities 
determined using ECG-gated and non-ECG-gated CT scans 
and assess the impact of scan parameters. 

MATERIALS AND METHODS

Our methods followed the recommendations of the 
preferred reporting items for systematic reviews and meta-
analysis statements [15]. 

 
Literature Search

A systematic search of PubMed, EMBASE, and the 
Cochrane library was performed to identify studies published 
between January 1990 and August 1, 2019. The search 
terms are listed in Supplementary Materials 1.

Study Selection
Two radiologists experienced in meta-analyses (4- 

and 7-year experiences in cardiothoracic radiology) 
independently reviewed articles from PubMed, EMBASE, and 
the Cochrane library. Figure 1 shows the literature review 
process of this meta-analysis.

The eligibility criteria used at the full text level included 
studies that evaluated CAC on non-enhanced non-ECG-gated 
CT covering the thorax, used ECG-gated CT as a reference 
standard, and assessed the agreement between ECG-gated 
and non-gated CT. Studies were excluded if they used the 
index test other than non-ECG-gated CT, used no reference 
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n Studies identified through databases searching
PUBMED (n = 1622), EMBASE (n = 3683),

the Cochrane library (n = 176)

Studies after duplicates removed (n = 4240)

Studies screened (n = 4240)

Studies excluded (n = 4124)
  - Unrelated topics (n = 2443)
  - Case reports (n = 329)
  - Review articles 106/guidelines 69 (n = 175)
  - Non-English literatures (n = 66)
  - Animal/phantom/in vitro studies (n = 32)
  - Editorial/letter/reply (n = 18)
  - Abstracts (n = 1061)

Studies excluded (n = 100)
  - Review/letter/editorial (n = 15)
  - Unrelated topics (n = 23)
  - No standard reference (n = 13)
  - Focused on other index tests (n = 15)
  - Focused on the prognosis of CAC (n = 27)
  - �Only reported prevalence of CAC on non-ECG-

gated CT (n = 3)
  - Data not extractable (n = 2)
  - Phantom study (n = 2)

Full-text articles assessed and reviewed 
for eligibility (n = 116)

Studies included in qualitative synthesis (n = 16)

Studies included in quantitative synthesis
(meta-analysis) (n = 16)

Fig. 1. Flowchart of the literature review process. CAC = coronary artery calcium, ECG = electrocardiogram
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standard, focused on only the prognosis of CAC on non-
ECG-gated CT, reported only the prevalence of CAC on non-
ECG-gated CT, reported data that were not extractable, or 
concentrated on unrelated topics and phantom studies. 

Data Extraction
The data were independently extracted by two 

investigators. The extracted parameters included the 
following: 1) article information and patient characteristics; 
2) CAC scoring method (Agatston score, ordinal score, 
or visual assessment) and scan protocol of ECG-gated 
and non-ECG-gated CT (CT scanner type, slice thickness, 
reconstruction kernel, tube potential [kVp], and tube 
current-time product [mAs]); 3) study outcomes, with focus 
on the agreement between the CAC scores of ECG-gated 
and non-ECG-gated CT (mean bias and limits of agreements 
[LOA] for CAC scores, correlation coefficients, kappa values 
of category agreement for CAC severity, and frequency of 
severity differences with 2 or more categories between ECG-
gated and non-ECG-gated CT, the sensitivity and specificity 
for detecting CAC on non-ECG-gated CT, and prevalence of 
CAC on ECG-gated CT); and 4) time interval between non-
ECG-gated and ECG-gated CT scans. 

The severity of CAC was categorized into four types 
according to the Agatston score as follows: “none” = 0, 
“mild” = 1–100, “moderate” = 100–400, and “severe 
> 400. For studies that used different criteria, other than 
the Agatston score, to assign severity, the cases were re-
categorized to align with these criteria [13,16,17]. For 
studies that used other CAC scoring methods, such as 
artery-based scoring or visual assessment, the categories 
of CAC severity were used as presented in those studies 
[14,18-21]. 

Subgroups were formed according to the slice thickness, 
kernel, and radiation dose of non-ECG-gated CT. Two 
subgroups based on slice thickness were as follows: one 
group used a slice thickness that was different from those 
used in ECG-gated CT (≤ 2 or 5 mm) and the group used 
slice thickness that was similar to that used in ECG-gated CT 
(2.5 or 3 mm). We additionally divided the slice thickness 
subgroups into thin slice thickness (≤ 2 mm) and thick slice 
thickness (5 mm) groups. Based on the kernel, the “smooth” 
or “sharp” subgroups were created. As the specific name of 
a reconstruction kernel varies by vendor, the kernels referred 
to as “standard,” “medium,” or “soft tissue” were assigned 
to the smooth kernel group. The “low-dose” and “standard 
dose” subgroups were based on the radiation dose. When 

the dose of the non-ECG-gated CT was less than 65 mAs, it 
was assigned to the low-dose group.

Quality Assessment
Two independent investigators performed the quality 

assessments of the studies using a modified Quality 
Assessment of Diagnostic Accuracy Studies-2 (QUADAS-2) 
tool [22].

Statistical Analysis
The pooled bias and 95% LOA from the included studies 

were estimated [23]. The pooled correlation coefficient 
of the CAC scores and the pooled agreement for the CAC 
severity categories were analyzed [24]. Heterogeneity was 
assessed, and publication biases were demonstrated with 
funnel plots [25-27]. The detailed statistical methods are 
summarized in Supplementary Materials 2.

RESULTS

Study Characteristics
From the literature search, a total of 4000 patients from 

16 studies were included in this meta-analysis [12-14,16-
21,28-34]. Table 1 summarizes the study characteristics, 
CAC scoring method, and technical considerations for the 
non-ECG-gated CT scans. 

Two studies reported agreement between the non-ECG-
gated CT scans with varying slice thickness and the ECG-
gated CT scans with a 3-mm slice thickness [12,14]. The 
results of the non-ECG-gated scans with the same slice 
thickness as the ECG-gated CT scans (3 mm) were used as 
representative values for the pooled agreement analysis for 
the entire population to avoid patient duplication. For the 
subgroup analysis of slice thickness, data from each slice 
thickness were considered differently (slice thickness of 
Huang 1:3 mm, Huang 2:5 mm; Slice thickness of Kim 1:2.5 
mm, Kim 2:1 mm, Kim 3:5 mm). Wan et al. [13] reported 
results from two different kernels (soft tissue vs. sharp 
kernel) in the same study population. Therefore, data from 
the soft tissue kernel subgroup were used for the pooled 
analysis to avoid duplication. The soft tissue and sharp 
kernel data were used in the subgroup analysis (Wan 1 and 
2, respectively) [13]. For the ECG-gated CT scans, most of 
the studies used a uniform established scan protocol (120 
kVp acquisition, reconstruction with 2.5 mm or 3 mm slice 
thickness, and soft tissue or medium kernel) and applied 
Agatston scoring to the CAC grading. 
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Agreement of the CAC Scores and the Severity Grading 
of Non-ECG-Gated Chest CT and ECG-Gated Cardiac CT 

The pooled prevalence of CAC on ECG-gated CT was 
76.24% (95% confidence interval [CI] = 48.71–91.56) 
(Supplementary Fig. 1). The bias and LOA values for the 
CAC score (non-ECG-gated CT relative to ECG-gated CT) 
were evaluated in 7 studies. The pooled bias was 62.60, 
with a 95% LOA of -36.19 to 161.40 (Fig. 2A). The pooled 
correlation coefficient was 0.94 (95% CI = 0.89–0.97) in 
10 studies (Fig. 2B). The pooled sensitivity and specificity 
of non-ECG-gated CT for the detection of CAC were 93.6% 
(95% CI = 89.2–96.2) and 96.6% (95% CI = 91.4–98.7), 
respectively (Fig. 2C). For the CAC severity categorization, 
the pooled weighted kappa was 0.85 (95% CI = 0.79–0.91) 
in 12 studies (Fig. 2D). The pooled proportion of cases with 
a difference of ≥ 2 categories was 0.23% (95% CI = 0.05–
12.59) (Supplementary Fig. 1). The correlation coefficients 
and weighted kappa of the studies showed significant 
heterogeneity (I2 > 50%, p < 0.1).

Subgroup Analysis 
Table 2 and Supplementary Figures 2–4 show the pooled 

weighted bias with 95% LOA, correlation coefficients, 
and weighted kappa for the subgroup analyses. For the 
correlation coefficients, there were significant differences 
in heterogeneity between the subgroups based on the 
radiation dose of non-ECG-gated CT. However, the meta-
regression showed that no factor significantly affected 
heterogeneity (p > 0.05). For the weighted kappa of the 
severity categorization, there was a significant difference 
in heterogeneity between the subgroups based on the 
reconstruction kernel.

Einstein et al. [20] did not provide information about 
slice thickness, and Azour et al. [18] reported data with 
mixed slice thicknesses (2.5 or 5 mm). Therefore, these two 
studies were not included in the subgroup analysis. Based 
on the slice thickness, Huang 1 and 2 and Kim 1, 2, and 
3 were regarded as individual subgroups [12,14]. Chen et 
al. [30] applied the same thin slice thickness (1.25 mm) 
to both ECG-gated and non-ECG-gated scans, and it was 
considered as the same slice thickness subgroup. The same 
slice thickness (2.5 or 3 mm) was used for non-ECG-gated CT 
in 9 studies [12-14,19,29-32,34]. Different slice thicknesses 
were used in 8 studies: thinner slices (≤ 2 mm) in 3 
studies [12,17,28] and thicker slices (5 mm) in 5 studies 
[12,14,16,21,33]. The studies that used the same slice 
thickness had higher correlation coefficients and weighted 

kappa than studies that used different slice thicknesses. 
However, those studies also had higher weighted bias values 
and wider LOAs (Table 2). When we analyzed the agreement 
between the CAC scores for the three slice thickness groups 
(same, thin, and thick subgroups), the pooled correlation 
coefficient was also highest in the same slice thickness 
subgroup (Supplementary Table 1). However, the weighted 
kappa was higher for the thick slice subgroup than the 
same thickness subgroup, and the weighted bias was lower 
for the thick slice subgroup than for the same thickness 
subgroup (Supplementary Fig. 5, Supplementary Table 1). 
In the analysis of the reconstruction kernel subgroups, 8 
of 16 studies did not report information about kernel type 
[12,14,17,19,20,28-31]. The data for Wan 1 and 2 were 
considered separate in this subgroup analysis [13]. Seven 
studies used a soft tissue or a smooth kernel for the non-
ECG-gated and ECG-gated CT [13,14,16,18,32-34], and two 
studies used a sharp kernel for non-ECG-gated CT and a 
smooth kernel for the ECG-gated CT [13,21]. Studies in the 
soft tissue or smooth reconstruction kernel subgroup had 
lower pooled bias values and higher weighted kappa values 
than those in the sharp reconstruction kernel subgroup. A 
statistical comparison of correlation coefficients could not 
be performed because only one study was included in the 
“different kernel” subgroup.

In the analysis of the non-ECG-gated CT radiation dose 
subgroups, 12 of 16 studies used low-dose protocols [12-
14,16,17,20,21,28,30-32,34], and 4 studies used standard 
dose protocols [18,19,29,33]. Studies that used low-dose 
protocols showed higher pooled correlation coefficients and 
higher pooled weighted kappa values than those that used 
standard dose protocols. Only one study was included in 
the standard dose subgroup for the evaluation of bias for 
the ECG-gated and the non-ECG-gated scans, and it had a 
higher bias and wider LOA than studies that used low-dose 
protocols.

Quality of the Studies 
A quality assessment of the included studies using 

QUADAS-2 is presented in Supplementary Figure 6. Most 
of the studies enrolled patients consecutively (15 of 16, 
93.8%). The risk of bias in the index test domain was 
assessed as “unclear” in four studies (25%), and the risk 
of bias in the reference standard domain was assessed 
as “unclear” in 10 studies (62.5%) because there was no 
mention of whether non-ECG-gated and gated CT CAC scores 
were assessed without knowledge of the other measurement 
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Fig. 2. Pooled agreement, correlation, and accuracies of non-ECG-gated CT compared to ECG-gated CT for CAC.
A. Bias with 95% LOA for CAC score (non-ECG-gated CT – ECG-gated CT). B. Correlation coefficient (r) of CAC score. C. Sensitivity and specificity 
for the detection of CAC. D. Weighted kappa for the categorization of CAC severity. CAC = coronary artery calcium, CI = confidence interval, COR = 
correlation coefficient, ECG = electrocardiogram, FN = false negative, FP = false positive, LOA = limits of agreement, TN = true negative, TP = true 
positive
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[12-14,19-21,29,30,32,33]. The risk of bias in the flow and 
timing domain was assessed as unclear in 5 studies (31.3%) 
because of the absence of a time interval [12,16,29,31,32]; 
concerns regarding applicability were rated as “low” in all 
domains. 

Publication Bias
Supplementary Figure 7 presents funnel plots of the 

prevalence of CAC, the bias of CAC scores, and weighted 
kappa values for CAC categorization. The results showed 
symmetric funnel plots without significant publication bias 
(p > 0.05). 

DISCUSSION

From our meta-analysis, the CAC scores on non-ECG-gated 
CT show a pooled bias of 62.6 and a strong correlation with 
the CAC scores on ECG-gated CT, and the agreement for the 
categorization of CAC severity is excellent between the two 
modalities. CAC scores vary with the scan protocol, and the 
agreement between the CAC categories is better when the 
CT reconstructions use the same slice thickness and kernel.

A previously reported meta-analysis showed a strong 
correlation (0.94; 95% CI = 0.89–0.97) between the CAC 
scores of the ECG-gated cardiac CT and non-ECG-gated chest 
CT and an excellent agreement for the four categories of 
CAC severity (0.89; 95% CI = 0.82–0.96), despite the 8.8% 
false negatives and the 19.1% underestimation of high 
CAC scores for non-ECG-gated scans [11]. However, the 
previous meta-analysis did not consider variations in CT 
technical parameters, such as slice thickness, reconstruction 
kernel, or radiation dose, probably because only a small 
number of studies were included. However, these factors 
can significantly affect CAC scoring. A few recent studies 
emphasized the importance of these technical factors when 
performing CAC scoring for non-gated chest CT [13,17,35]. 
In contrast to the previous meta-analysis, a recent study 
using thin slices (1.25 mm) reported a tendency to 
overestimate CAC scores for non-ECG-gated chest CT [17]. 

In this meta-analysis, more studies were included. The 
overall pooled bias for CAC scoring was low (62.6), and 
the agreement of the CAC severity categories was excellent 
(0.85, 95% CI = 0.79–0.91); these values are lower than 
those reported in the previous meta-analysis. However, a 
significant inter-study heterogeneity was present, which 
resolved in the subgroup analyses of the reconstruction 
kernel used for non-ECG-gated CT. Our study results may Ta

bl
e 

2.
 A

gr
ee

m
en

t 
of

 C
AC

 S
co

re
 a

nd
 S

ev
er

it
y 

be
tw

ee
n 

EC
G-

Ga
te

d 
CT

 a
nd

 N
on

-E
CG

-G
at

ed
 C

T 
in

 a
 S

ub
gr

ou
p 

An
al

ys
is

Su
bg

ro
up

Sl
ic

e 
Th

ic
kn

es
s 

Re
co

ns
tr

uc
ti

on
 K

er
ne

l
Ra

di
at

io
n 

Do
se

Pa
ra

m
et

er
s

Sa
m

e 
Di

ff
er

en
t 

P*
P†

M
ed

iu
m

 
Sh

ar
p 

P*
P†

Lo
w

-D
os

e 
CT

 
St

an
da

rd
 D

os
e 

P*
P†

Bi
as

 (
95

%
 li

m
it

s 

  o
f a

gr
ee

m
en

t 
of

 C
AC

 s
co

re
) 

89
.4

11
 

(-
11

0.
29

2,
 2

89
.1

14
)

(n
 =

 4
)

7.
80

4 

(-
27

.9
63

, 4
3.

57
)

(n
 =

 3
)

N/
A

N/
A

-8
.1

 

(-
89

.6
82

, 7
3.

48
1)

 

(n
 =

 3
)

-3
6.

64
 

(-
49

8.
52

3,
 4

25
.2

43
) 

(n
 =

 1
)

N/
A

N/
A

20
.9

99
 

(-
6.

02
9,

 4
8.

02
6)

 

(n
 =

 6
)

35
3.

6 

(1
69

.0
, 5

38
.2

0)
 

(n
 =

 1
)

N/
A

N/
A

Co
rr

el
at

io
n 

co
ef

fic
ie

nt
s

  o
f 

CA
C 

sc
or

e 
(9

5%
 C

I)
 

0.
94

9 

(0
.8

9,
 0

.9
77

) 

(n
 =

 5
)

0.
91

9 

(0
.7

77
, 0

.9
72

) 

(n
 =

 6
)

0.
35

4
0.

38
5

0.
93

9 

(0
.7

7,
 0

.9
85

) 

(n
 =

 5
)

0.
98

5 

(0
.9

74
, 0

.9
92

) 

(n
 =

 1
)

N/
A‡

N/
A‡

0.
95

8 

(0
.9

09
, 0

.9
81

) 

(n
 =

 6
)

0.
89

2 

(0
.6

69
, 0

.9
67

) 

(n
 =

 4
)

0.
04

8
0.

08
2

W
ei

gh
te

d 
ka

pp
a 

  f
or

 C
AC

 s
ev

er
it

y 

  c
at

eg
or

iz
at

io
n 

(9
5%

 C
I)

 

0.
87

2 

(0
.7

95
, 0

.9
48

) 

(n
 =

 9
)

0.
81

9 

(0
.7

43
, 0

.8
95

) 

(n
 =

 3
)

0.
16

0
0.

46
3

0.
90

9 

(0
.8

32
, 0

.9
85

) 

(n
 =

 4
)

0.
83

7 

(0
.7

48
, 0

.9
26

) 

(n
 =

 2
)

0.
00

4
0.

29
0

0.
85

5 

(0
.7

89
, 0

.9
22

) 

(n
 =

 8
)

0.
83

5 

(-
0.

22
4,

 1
.8

94
) 

(n
 =

 2
)

0.
82

1
0.

84
5

*p
 v

al
ue

 fo
r 

di
ff

er
en

ce
 o

f 
he

te
ro

ge
ne

it
y 

be
tw

ee
n 

tw
o 

su
bg

ro
up

s 
(C

oc
hr

an
’s 

Q 
te

st
),

 † p 
va

lu
e 

fo
r 

m
et

a-
re

gr
es

si
on

, ‡ No
t 

as
se

ss
ab

le
 b

ec
au

se
 o

nl
y 

on
e 

st
ud

y 
w

as
 a

ss
ig

ne
d 

to
 t

he
 

su
bg

ro
up

. C
AC

 =
 c

or
on

ar
y 

ar
te

ry
 c

al
ci

um
, C

I 
= 

co
nf

id
en

ce
 in

te
rv

al
, E

CG
 =

 e
le

ct
ro

ca
rd

io
gr

am
, n

 =
 n

um
be

r 
of

 s
tu

di
es

, N
/A

 =
 n

ot
 a

ss
es

sa
bl

e



1041

Meta-Analysis for CAC on Non-ECG-Gated CT

https://doi.org/10.3348/kjr.2020.1047kjronline.org

indicate that technical parameters affect CAC scoring. 
A sharp kernel makes the image sharper and noisier, 
increasing the calcium attenuation and CAC score [36]. 
Low-dose acquisition with a reduced tube current generates 
images with higher noise that cannot be differentiated 
from calcium, and this increases the CAC score. Thinner 
slices tend to increase the detection of CAC and result in 
higher CAC scores [35,37]. However, our pooled analysis 
for weighted bias during the subgroup analysis of slice 
thickness showed an inverse relationship; this result may 
be attributable to the small number of eligible studies 
that reported differences in CAC scores. Moreover, the 
weighted bias of CAC score for the subgroup analysis of 
the reconstruction kernel and the radiation dose were 
also limited because only one study was assigned to the 
subgroup. In the subgroup analysis of radiation dose, the 
agreement and correlation coefficient were higher for the 
low-dose protocols than the standard dose protocols, but 
this result should be interpreted with caution because only 
a small number of studies were included for the standard 
dose protocols. The scan protocols of non-ECG-gated 
chest CT vary according to the scan indication, vendor, or 
institution. Therefore, it may be more important to properly 
categorize and report the CAC severity detected by non-ECG-
gated CT than measure CAC scores because the prognostic 
value of CAC severity detected by non-ECG-gated CT for 
future mortality or major cardiovascular events has been 
demonstrated [6-9]. 

However, the recommendations for selecting optimal 
populations and reporting details for non-ECG-gated CT 
remain controversial. For example, SCCT/STR recommends 
reporting CAC on all non-contrast chest CT scans, regardless 
of CT indication in patients aged ≥ 40 years, with categories 
of none, mild, moderate, or severe. However, the American 
College of Radiology National Radiology Data Registry’s 
Lung Cancer Screening Registry limits the reporting of CAC 
within the registry to only moderate to severe CAC for low-
dose CT screening for lung cancer [38]. Several grading 
methods have been suggested for the assessment of CAC 
severity (e.g., visual assessment, ordinal artery-based 
scoring, segment-based scoring, and Agatston scoring) 
[6,7,39]; however, the current guideline does not limit the 
methods used to analyze CAC on chest CT [10]. The clinical 
indications of studies included in this meta-analysis were 
heterogeneous and the CAC grading methods used in the 
non-ECG-gated chest CT varied: ten used the Agatston 
scoring method, four used the artery-based scoring method, 

and two used visual assessment. 
To date, the management of CAC detected by non-

gated chest CT lacks consensus. Even when CAC is 
detected on ECG-gated CT, the recommendations for risk 
assessment and guidelines for clinical management (i.e., 
selecting candidates for statin therapy) vary [3,40]. Some 
recommend that statin therapy should be initiated when 
the Agatston score is > 100 (moderate to severe CAC) for 
ECG-gated CT, and the cardiovascular risk is uncertain [3]. 
In contrast, others recommend that statin therapy should 
be initiated when the Agatston score is > 0 [4]. Therefore, 
the management of CAC detected by non-gated chest CT 
depends on the discretion of a physician or the patient. Our 
results suggest that reporting and interpreting Agatston 
scores on non-ECG-gated CT scans with the same cutoffs as 
those used for ECG-gated CT, without considering the scan 
protocol, may lead to the misclassification of CAC severity, 
even though the cases of misclassification by more than 2 
categories were extremely rare.

Our study has several limitations. We acknowledge that 
CAC assessment by non-ECG-gated CT is most reliable when 
the same acquisition and reconstruction protocol for ECG-
gated CT is applied. However, thin-slice (≤ 1.5 mm) images 
with sharp kernel reconstruction are typically recommended 
for lung nodule assessment [41], and performing additional 
image reconstructions for CAC evaluation may not be 
practical. To minimize the effect of variability in scan 
protocols, an atlas-based approach that uses representative 
non-ECG-gated CT images for each CAC category or a deep 
learning approach to CAC quantification and severity 
classification could help optimize CAC grading [41,42]. 
Second, we could not analyze the effect of CAC grading 
methods for non-ECG-gated CT on the agreement because 
most of the studies applied quantitative Agatston scoring, 
and only a few studies used artery-based grading or visual 
assessment. Third, the effects of other technical factors, 
such as the use of an iterative reconstruction or low kVp 
acquisition, could not be analyzed because such techniques 
were rarely used in the included studies. Finally, we did not 
assess the impact of the scan parameters for non-ECG-gated 
CT on the prognosis of CAC because we focused on the 
agreement between its CAC scores and severity and those of 
ECG-gated CT. 

In conclusion, the pooled agreement of CAC severities 
assessed by ECG-gated CT and non-ECG-gated CT was 
excellent. However, the agreement was significantly affected 
by the scan parameters, including the slice thickness and 
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reconstruction kernel. Understanding the factors that 
affect CAC assessment and comprehensively evaluating the 
severity of CAC detected by non-ECG-gated CT will facilitate 
effective patient management.

Supplement

The Supplement is available with this article at  
https://doi.org/10.3348/kjr.2020.1047.

Conflicts of Interest
The authors have no potential conflicts of interest to 
disclose.

Author Contributions
Conseptualization: Jin Young Kim, Young Joo Suh. Data 

curation: Jin Young Kim, Young Joo Suh. Formaly analysis: 
Kyunghwa Han, Young Joo Suh. Funding acquisition: Young 
Joo Suh. Investigation: Jin Young Kim, Young Joo Suh. 
Methodology: Jin Young Kim, Young Joo Suh, Kyunghwa 
Han. Supervision: Byoung Wook Choi, Young Joo Suh. 
Writing—original draft: Jin Young Kim, Young Joo Suh. 
Writing—review & editing: Byoung Wook Choi, Kyunghwa 
Han, Byoung Wook Choi.

ORCID iDs
Jin Young Kim

https://orcid.org/0000-0001-6714-8358
Young Joo Suh

https://orcid.org/0000-0002-2078-5832
Kyunghwa Han

https://orcid.org/0000-0002-5687-7237
Byoung Wook Choi

https://orcid.org/0000-0002-8873-5444

REFERENCES

1.	Detrano R, Guerci AD, Carr JJ, Bild DE, Burke G, Folsom AR, et 
al. Coronary calcium as a predictor of coronary events in four 
racial or ethnic groups. N Engl J Med 2008;358:1336-1345

2.	Greenland P, LaBree L, Azen SP, Doherty TM, Detrano RC. 
Coronary artery calcium score combined with Framingham 
score for risk prediction in asymptomatic individuals. JAMA 
2004;291:210-215

3.	Grundy SM, Stone NJ, Bailey AL, Beam C, Birtcher KK, 
Blumenthal RS, et al. 2018 AHA/ACC/AACVPR/AAPA/ABC/
ACPM/ADA/AGS/APhA/ASPC/NLA/PCNA guideline on the 
management of blood cholesterol: a report of the American 

College of Cardiology/American Heart Association Task 
Force on Clinical Practice Guidelines. J Am Coll Cardiol 
2019;73:e285-e350

4.	Greenland P, Blaha MJ, Budoff MJ, Erbel R, Watson KE. 
Coronary calcium score and cardiovascular risk. J Am Coll 
Cardiol 2018;72:434-447

5.	Reiter MJ, Nemesure A, Madu E, Reagan L, Plank A. Frequency 
and distribution of incidental findings deemed appropriate 
for S modifier designation on low-dose CT in a lung cancer 
screening program. Lung Cancer 2018;120:1-6

6.	Chiles C, Duan F, Gladish GW, Ravenel JG, Baginski SG, Snyder 
BS, et al. Association of coronary artery calcification and 
mortality in the National Lung Screening Trial: a comparison 
of three scoring methods. Radiology 2015;276:82-90

7.	Shemesh J, Henschke CI, Shaham D, Yip R, Farooqi AO, Cham 
MD, et al. Ordinal scoring of coronary artery calcifications on 
low-dose CT scans of the chest is predictive of death from 
cardiovascular disease. Radiology 2010;257:541-548

8.	Phillips WJ, Johnson C, Law A, Turek M, Small AR, Dent 
S, et al. Comparison of Framingham risk score and chest-
CT identified coronary artery calcification in breast cancer 
patients to predict cardiovascular events. Int J Cardiol 
2019;289:138-143

9.	Budoff MJ, Lutz SM, Kinney GL, Young KA, Hokanson JE, Barr 
RG, et al. Coronary artery calcium on noncontrast thoracic 
computerized tomography scans and all-cause mortality. 
Circulation 2018;138:2437-2438

10.	Hecht HS, Cronin P, Blaha MJ, Budoff MJ, Kazerooni EA, 
Narula J, et al. 2016 SCCT/STR guidelines for coronary artery 
calcium scoring of noncontrast noncardiac chest CT scans: a 
report of the Society of Cardiovascular Computed Tomography 
and Society of Thoracic Radiology. J Cardiovasc Comput 
Tomogr 2017;11:74-84

11.	Xie X, Zhao Y, de Bock GH, de Jong PA, Mali WP, Oudkerk M, 
et al. Validation and prognosis of coronary artery calcium 
scoring in nontriggered thoracic computed tomography: 
systematic review and meta-analysis. Circ Cardiovasc Imaging 
2013;6:514-521

12.	Kim SM, Chung MJ, Lee KS, Choe YH, Yi CA, Choe BK. Coronary 
calcium screening using low-dose lung cancer screening: 
effectiveness of MDCT with retrospective reconstruction. AJR 
Am J Roentgenol 2008;190:917-922

13.	Wan YL, Tsay PK, Wu PW, Juan YH, Tsai HY, Lin CY, et al. 
Impact of filter convolution and displayed field of view on 
estimation of coronary Agatston scores in low-dose lung 
computed tomography. Int J Cardiol 2017;236:451-457

14.	Huang YL, Wu FZ, Wang YC, Ju YJ, Mar GY, Chuo CC, et al. 
Reliable categorisation of visual scoring of coronary artery 
calcification on low-dose CT for lung cancer screening: 
validation with the standard Agatston score. Eur Radiol 
2013;23:1226-1233

15.	McInnes MDF, Moher D, Thombs BD, McGrath TA, Bossuyt PM, 
Clifford T, et al. Preferred reporting items for a systematic 
review and meta-analysis of diagnostic test accuracy studies: 



1043

Meta-Analysis for CAC on Non-ECG-Gated CT

https://doi.org/10.3348/kjr.2020.1047kjronline.org

the PRISMA-DTA statement. JAMA 2018;319:388-396 
16.	Arcadi T, Maffei E, Sverzellati N, Mantini C, Guaricci AI, 

Tedeschi C, et al. Coronary artery calcium score on low-dose 
computed tomography for lung cancer screening. World J 
Radiol 2014;6:381-387

17.	Christensen JL, Sharma E, Gorvitovskaia AY, Watts JP Jr, 
Assali M, Neverson J, et al. Impact of slice thickness on 
the predictive value of lung cancer screening computed 
tomography in the evaluation of coronary artery calcification. 
J Am Heart Assoc 2019;8:e010110

18.	Azour L, Kadoch MA, Ward TJ, Eber CD, Jacobi AH. Estimation 
of cardiovascular risk on routine chest CT: ordinal coronary 
artery calcium scoring as an accurate predictor of Agatston 
score ranges. J Cardiovasc Comput Tomogr 2017;11:8-15

19.	Chandra D, Gupta A, Leader JK, Fitzpatrick M, Kingsley LA, 
Kleerup E, et al. Assessment of coronary artery calcium 
by chest CT compared with EKG-gated cardiac CT in the 
multicenter AIDS cohort study. PLoS One 2017;12:e0176557

20.	Einstein AJ, Johnson LL, Bokhari S, Son J, Thompson RC, 
Bateman TM, et al. Agreement of visual estimation of coronary 
artery calcium from low-dose CT attenuation correction scans 
in hybrid PET/CT and SPECT/CT with standard Agatston score. 
J Am Coll Cardiol 2010;56:1914-1921

21.	Kim YK, Sung YM, Cho SH, Park YN, Choi HY. Reliability 
analysis of visual ranking of coronary artery calcification 
on low-dose CT of the thorax for lung cancer screening: 
comparison with ECG-gated calcium scoring CT. Int J 
Cardiovasc Imaging 2014;30 Suppl 2:81-87

22.	Whiting PF, Rutjes AW, Westwood ME, Mallett S, Deeks JJ, 
Reitsma JB, et al. QUADAS-2: a revised tool for the quality 
assessment of diagnostic accuracy studies. Ann Intern Med 
2011;155:529-536

23.	Williamson PR, Lancaster GA, Craig JV, Smyth RL. Meta-
analysis of method comparison studies. Stat Med 
2002;21:2013-2025

24.	IntHout J, Ioannidis JP, Borm GF. The Hartung-Knapp-
Sidik-Jonkman method for random effects meta-analysis is 
straightforward and considerably outperforms the standard 
DerSimonian-Laird method. BMC Med Res Methodol 2014;14:25

25.	Higgins JP, Thompson SG. Quantifying heterogeneity in a 
meta-analysis. Stat Med 2002;21:1539-1558

26.	DerSimonian R, Laird N. Meta-analysis in clinical trials. 
Control Clin Trials 1986;7:177-188

27.	Egger M, Davey Smith G, Schneider M, Minder C. Bias in 
meta-analysis detected by a simple, graphical test. BMJ 
1997;315:629-634

28.	Bailey G, Healy A, Young BD, Sharma E, Meadows J, Chun HJ, 
et al. Relative predictive value of lung cancer screening CT 
versus myocardial perfusion attenuation correction CT in the 
evaluation of coronary calcium. PLoS One 2017;12:e0175678

29.	Budoff MJ, Nasir K, Kinney GL, Hokanson JE, Barr RG, 
Steiner R, et al. Coronary artery and thoracic calcium on 
noncontrast thoracic CT scans: comparison of ungated and 
gated examinations in patients from the COPD Gene cohort. J 
Cardiovasc Comput Tomogr 2011;5:113-118

30.	Chen Y, Hu Z, Li M, Jia Y, He T, Liu Z, et al. Comparison of 
nongated chest CT and dedicated calcium scoring CT for 
coronary calcium quantification using a 256-dector row CT 
scanner. Acad Radiol 2019;26:e267-e274

31.	Fan R, Shi X, Qian Y, Wang Y, Fan L, Chen R, et al. Optimized 
categorization algorithm of coronary artery calcification score 
on non-gated chest low-dose CT screening using iterative 
model reconstruction technique. Clin Imaging 2018;52:287-291

32.	Hutt A, Duhamel A, Deken V, Faivre JB, Molinari F, Remy J, et 
al. Coronary calcium screening with dual-source CT: reliability 
of ungated, high-pitch chest CT in comparison with dedicated 
calcium-scoring CT. Eur Radiol 2016;26:1521-1528

33.	Kirsch J, Buitrago I, Mohammed TL, Gao T, Asher CR, 
Novaro GM. Detection of coronary calcium during standard 
chest computed tomography correlates with multi-detector 
computed tomography coronary artery calcium score. Int J 
Cardiovasc Imaging 2012;28:1249-1256

34.	Wu MT, Yang P, Huang YL, Chen JS, Chuo CC, Yeh C, et al. 
Coronary arterial calcification on low-dose ungated MDCT 
for lung cancer screening: concordance study with dedicated 
cardiac CT. AJR Am J Roentgenol 2008;190:923-928

35.	Mühlenbruch G, Thomas C, Wildberger JE, Koos R, Das M, Hohl 
C, et al. Effect of varying slice thickness on coronary calcium 
scoring with multislice computed tomography in vitro and in 
vivo. Invest Radiol 2005;40:695-699

36.	Geyer LL, Schoepf UJ, Meinel FG, Nance JW Jr, Bastarrika G, 
Leipsic JA, et al. State of the art: iterative CT reconstruction 
techniques. Radiology 2015;276:339-357

37.	van der Bijl N, de Bruin PW, Geleijns J, Bax JJ, Schuijf JD, de 
Roos A, et al. Assessment of coronary artery calcium by using 
volumetric 320-row multi-detector computed tomography: 
comparison of 0.5 mm with 3.0 mm slice reconstructions. Int 
J Cardiovasc Imaging 2010;26:473-482

38.	ACR NRDR – LCSR exam form. Nrdrsupport.
Acr.org Web site. https://nrdrsupport.acr.org/
support/solutions/articles/11000041249?_
ga=2.141997808.373020462.1559750799-
1976387718.1559750799. Accessed March 10, 2020

39.	Htwe Y, Cham MD, Henschke CI, Hecht H, Shemesh J, Liang 
M, et al. Coronary artery calcification on low-dose computed 
tomography: comparison of Agatston and Ordinal Scores. Clin 
Imaging 2015;39:799-802

40.	Hecht H, Blaha MJ, Berman DS, Nasir K, Budoff M, Leipsic J, 
et al. Clinical indications for coronary artery calcium scoring 
in asymptomatic patients: expert consensus statement 
from the Society of Cardiovascular Computed Tomography. J 
Cardiovasc Comput Tomogr 2017;11:157-168

41.	Bankier AA, MacMahon H, Goo JM, Rubin GD, Schaefer-Prokop 
CM, Naidich DP. Recommendations for measuring pulmonary 
nodules at CT: a statement from the Fleischner Society. 
Radiology 2017;285:584-600

42.	de Vos BD, Wolterink JM, Leiner T, de Jong PA, Lessmann N, 
Isgum I. Direct automatic coronary calcium scoring in cardiac 
and chest CT. IEEE Trans Med Imaging 2019;38:2127-2138




