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Abstract

Background—Framingham risk score (FRS) underestimates risk in young adults. LV mass

(LVM) relates to cardiovascular disease (CVD), with unclear value in youth. In a young biracial

cohort, we investigate how FRS predicts CVD over 20 years and the incremental value of LVM.

We also explore the predictive ability of different cut-points for hypertrophy.

Methods—We assessed FRS and echocardiography-derived LVM (indexed by BSA or height2.7)

from 3980 African-American and white CARDIA participants (1990-1991); and followed over 20

© 2014 Elsevier Ireland Ltd. All rights reserved.

Corresponding Author (requests for reprints): Joao A. C. Lima, Johns Hopkins University / Department of Cardiology /
Cardiovascular Imaging, 600 N. Wolfe Street / Blalock 524, Baltimore, MD, USA ZIP: 21287-0409, Phone. 1-410-614-1284 / FAX.
1-410-614-8222, jlima@jhmi.edu.

All authors have read and approved submission of the manuscript, which has not been published and is not being considered for
publication elsewhere in whole or in part in any language. On behalf of all authors, there is no relevant disclosure related to this
manuscript.

A preliminary version of these findings was presented on November 4th, during the 2012 American Heart Association scientific
meetings (Los Angeles, CA), in the finals of the Elizabeth Barrett-Connor Investigator Award competition.

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
Int J Cardiol. Author manuscript; available in PMC 2015 March 15.

Published in final edited form as:
Int J Cardiol. 2014 March 15; 172(2): 350–355. doi:10.1016/j.ijcard.2014.01.003.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



years for a combined endpoint: cardiovascular death; nonfatal myocardial infarction, heart failure,

cerebrovascular disease, and peripheral artery disease. We assessed the predictive ability of FRS

for CVD and also calibration, discrimination, and net reclassification improvement for adding

LVM to FRS.

Results—Mean age was 30±4 years, 46% males, and 52% white. Event incidence (n = 118)

across FRS groups was, respectively, 1.3%, 5.4%, and 23.1% (p<0.001); and was 1.4%, 1.3%,

3.7%, and 5.4% (p<0.001) across quartiles of LVM (cut-points 117g, 144g, and 176g). LVM

predicted CVD independently of FRS, with the best performance in normal weight participants.

Adding LVM to FRS modestly increased discrimination and had a statistically significant

reclassification. The 85th percentile (≥116 g/m2 for men; ≥96 g/m2 for women) showed event

prediction more robust than currently recommended cut-points for hypertrophy.

Conclusion—In a biracial cohort of young adults, FRS and LVM are helpful independent

predictors of CVD. LVM can modestly improve discrimination and reclassify participants beyond

FRS. Currently recommended cut-points for hypertrophy may be too high for young adults.
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Introduction

Global cardiovascular (CV) risk tools, such as the Framingham Risk Score (FRS)1, are

recommended to assess risk in asymptomatic adults as young as age 20 years.2 However, the

FRS alone tends to underestimate event prediction in youth, even when multiple risk factors

are present.3 In addition, it is still unclear whether adding a risk marker to FRS may aid in

young adults CV risk stratification.

Left ventricular mass (LVM) and hypertrophy (LVH) are markers of LV remodeling,

recognized as important measures to assess clinical prognosis in hypertensive children,

adolescents, and adults.4-6 Both measurements have shown predictive power for CV events

in diverse clinical settings.7,8 Obesity is an important determinant of LVM and may interact

with indexing methods, affecting the definition of LVH.7,9 The best way to integrate LVM

measures and LVH into clinical algorithms, however, is not established; particularly in

youth.2,10

In a biracial cohort of young adults followed over 20 years, we hypothesized that FRS

would be a valuable tool to stratify CV risk and that adding information on LVM could aid

in this risk stratification. Thus, in this study we aim: (1) to assess the occurrence of CV

events as predicted by the FRS in youth alone; (1) to assess the ability of LVM to predict

CV events independent of the FRS, exploring the interactions of the various indexing

methods with obesity; and (3) to investigate if LVM improves discrimination and effectively

reclassifies young adults by adding prediction power to the FRS. Additionally, we explore

the performance of currently recommended LVH cut-points for long-term event prediction

in this biracial young cohort.
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Methods

Study design and sample

The Coronary Artery Risk Development in Young Adults (CARDIA) study was previously

described.11 Briefly, 5,115 African-American and white adults, aged between 18 and 30

years, were enrolled in 4 field centers (Birmingham, AL; Oakland, CA; Chicago, IL; and

Minneapolis, MN) in 1985-1986 and followed prospectively. The CARDIA exam year-5

(1990 – 1991) was defined as baseline for the present study, when the entire cohort

underwent echocardiography assessment. All subjects with interpretable echocardiography

exam and complete data on covariates at CARDIA exam year-5 were included in this study.

From the 4352 participants who attended the year-5 exam, 109 did not have

echocardiography data and one withdrew consent from the study, 132 were missing data on

the Framingham risk covariates, 126 were missing information on LVM, and 4 were missing

BSA, leaving 3980 in the analytic cohort. CARDIA exam Year-0 clinical characteristics for

the analytic cohort and excluded participants are shown in Supplement Table S1. Informed

consent was obtained from each participant and the study protocol conforms to the ethical

guidelines of the 1975 Declaration of Helsinki as reflected in a priori approval by the all

centers' human research committee.

Echocardiography

All echocardiograms were performed on an Acuson cardiac ultrasound machine (Siemens)12

by trained professionals, using a standardized method previously designed and available at

the CARDIA website (http://www.cardia.dopm.uab.edu/exam-materials2). All studies were

interpreted at a single reading center (University of California, Irvine) at the time of year-5

examination. LVM was measured from short-axis views, using 2D-guided M-mode

echocardiography, leading-edge-to-leading-edge technique, as recommended by the

ASE.13,14 Reproducibility profile has been published for the original measurements and a

recent reassessment.12,15 LVM was indexed (LVMi) by BSA or height2.7. BSA was

computing using standardized weight / height measurements by the modified DuBois

method.16,17 Weight was measured with balance beam scales (the same type of scale in all

centers) and height with a wall mounted stadiometer or verticle ruler. Additionally,

unindexed LVM and LVM/height1.7 were computed and reported in the supplemental

material.

Follow-up and Endpoint

Details of outcomes ascertainment processes have been described.18 For this analysis, a

combined endpoint of CV events, including cardiovascular death and nonfatal heart failure

(HF), myocardial infarction (MI), stroke, transient ischemic attack (TIA), and peripheral

artery disease (PAD) was the dependent variable.

The total follow-up period was 20 years, with median follow-up among those without CV

events of 19.9 years. Participants were interviewed during their scheduled study

examinations and by telephone yearly; vital status was checked by participant or proxy

interview or by database searches at 6 month contacts between annual interviews.
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Participants were asked about overnight hospitalizations and outpatient procedures for

treatment of cardiovascular conditions.

Medical records were requested for all suspected cardiovascular events. Death certificates

were requested for all deaths; the protocol required requests for emergency services and

emergency department records, next-of-kin and physician interviews for outpatient

suspected cardiovascular deaths. Two members of the end-points committee reviewed each

record, applying standard outcomes definitions contained in a detailed adjudication manual,

to classify events; disagreements were resolved by committee consensus.

MI was classified based on an algorithm using symptoms, cardiac biomarkers, and ECG

findings.19 HF required admission for new or decompensated heart failure and classification

was based on symptoms, signs, and imaging according to criteria developed by the

Atherosclerosis Risk in Communities Study. 20 Stroke was adjudicated based on symptoms,

physical findings, and imaging results, and published guidelines were used for

subclassification.21-23 TIA required one or more episodes of focal neurologic deficit, and

imaging must have been negative for stroke regardless of symptom duration.23 PAD was

adjudicated based on symptomatic disease, ischemic ulcers, gangrene, and/or requiring

intervention. Cardiovascular death included mortality with an underlying cause of

atherosclerotic coronary heart disease, stroke, atherosclerotic disease other than coronary or

stroke (eg, abdominal aortic aneurysm), and non-atherosclerotic cardiac disease (eg, non-

ischemic cardiomyopathy and including hypertensive heart disease). Fatal atherosclerotic

coronary heart disease included fatal MI and coronary heart disease using published

recommendations.19

Statistical Analysis

Cox regression analysis assessed the performance of LVMi as an independent predictor of

CV events, computing hazard ratios (HR) for the overall cohort and according to BMI

groups (normal weight, overweight, and obese). For the analysis, we computed the first

event in each participant. Statistical significance of the HRs was assessed with the Wald chi-

square test. Areas under the receiver-operating characteristic curves (AUC) were also

computed.24 A nonparametric statistical test developed by DeLong et al24 was used to

determine whether the AUCs for different models were significantly different . For the “FRS

covariates” models, all covariates present in the calculation of the Framingham 10-year

global cardiovascular risk score (FRS)1 were individually included in multivariable models,

adjusting also for race and gender. For the “calculated FRS” models, we modified the score

as first described by D'Agostino et al.1 to include age as a continuous variable and race. Net

reclassification improvement was calculated to evaluate the added predictive ability for

LVMi to the FRS.25 Statistical significance of the net reclassification improvement was

tested with equation 9 in Pencina et al.25 Calibration was assessed by the Hosmer-

Lemeshow test and indicated good calibration for all models (data not shown). In an

exploratory additional analysis, we calculated HR and AUC for diverse LVH cut-points

predicting events, using models adjusted for age, sex, and race. LVH cut-points included the

currently ASE-recommended cut-points14, gender-specific percentiles in our entire

population, 95th race-specific percentiles of a healthy reference subgroup, and additional
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cut-points previously shown in the literature.26 Additional information on statistical analysis

is reported in the Supplements.

Results

Participant age ranged from 22 to 36 years at the CARDIA examination year 5. According

to BMI classification, 49.9% of the participants were normal weight; 29.0% were

overweight; 18.7% were obese; and 2.5% were underweight. Patient characteristics are

shown in Table 1, according to the BMI group.

The combined endpoint of CV events was registered in 118 participants; 29 (24.6%) had

cardiovascular death, 26 (22.0%) developed congestive heart failure, 29 (24.6%) myocardial

infarction, 21 (17.8%) stroke, 9 (7.6%) TIA, and 4 (3.4%) participants developed PAD.

Cardiovascular death was due to hypertension (8 participants); ischemic heart disease (7

participants); pulmonary heart disease (3 participants); cardiomyopathy (2 participants);

cardiac dysrhythmias (3 participants); cerebrovascular disease (4 participants); and

complication of heart diseases (2 participants). Information on participant characteristics

according to the presence of events is shown in Supplement Table S2. Events were incident

in 83 African-American participants (4.3% of the total) and in 35 white participants (1.7%

of the total). Normal BMI participants had 26 CV events (1.3%), while the overweight had

38 (3.3%), and the obese 34 CV events (4.6%). Unadjusted cumulative event rates according

to the FRS point score and to LVM indexed by BSA and height2.7 are shown in Figure 1,

demonstrating increasing event rates across the variables, with a tendency for steeper slopes

at the higher levels of both FRS and indexed LVM.

Considering the entire cohort and adjusting for FRS covariates, the hazard ratios for CV

events were slightly higher for LVM/BSA compared to LVM/height2.7 (Table 2). Of note,

African-American ethnicity was associated with higher hazard ratios for both LVMi: 2.28

(95% CI: 1.51, 3.45) for LVM/height2.7 and 2.33 (95% CI: 1.55, 3.52) for LVM/BSA.

Similar results were found for unindexed LVM or LVM/height1.7 (Supplement Table S3).

When the models were adjusted for the calculated FRS, race, and age, LVM and indices

showed statistically significant independent event prediction ability. Both LVMi had modest

increases in the AUC when added to the calculated FRS or the FRS covariates (Table 2).

When the hazard ratios were computed according to the BMI group, the best performance

was found for normal weight individuals, with similar performance for LVM/BSA or height-

derived LVM indexing (Table 3; Supplement Table S3).

Both LVM indexing methods showed similar positive and statistically significant net

reclassification improvement when added to FRS covariates (Table 4). Adding LVM/

height2.7 correctly downgraded risk in 189 (5%) participants that did not have events, and

correctly reclassified 7 (6%) of those that had events to a higher risk group. Adding

LVM/BSA moved 188 (5%) of participants that did not have events to a lower risk group,

and reclassified 8 (7%) participants that had events to a higher risk group. The net

reclassification improvement for LVM/height2.7 was 0.13 (p < 0.01) and for LVM/BSA was

0.11 (p = 0.02).
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The prevalence of LVH varied with the indexing process (Table 5). The results of the

exploratory analysis regarding the best cut-point value to define LVH in our population are

shown in Table 5 Compared to the current ASE-recommended values for LVM/height2.7

and for LVM/BSA, overall, the 85th percentile achieved the highest AUC values (0.716 and

0.726, respectively) though they did not reach statistical significance (p=0.20 and p=0.08,

respectively). The 85th percentile also had the highest HRs (2.89 and 3.00, respectively)

overall.

Discussion

Both FRS and LVM are widely used in decision-making on adult patients, although their

value as a global cardiovascular risk marker when assessed in early adulthood is not

established. In a population based study of biracial young healthy adults, we showed that

FRS had good performance for risk stratification over a 20-year follow-up (as opposed to 10

years for the Framingham score in older individuals). LVM assessed by echocardiography

showed a modest but consistent additional predictive power to FRS, particularly in normal

weight participants. This suggests that LVMi may be adequate to complement the FRS

information in young individuals with other risk factors, in which FRS alone typically

underestimates the CV risk burden. Further, the current cut-points for LVH were explored in

a long-term perspective for predicting CV events in young adults and showed that current

ASE-recommended cut-points appear to be too high for young adults.

D'Agostino and colleagues followed 8,491 predominantly white subjects free of CV disease

(mean age 49 years) over 12 years and described a more robust version of the FRS updated

for global CV 10-year risk profile.1,3 However, age is the major determinant of risk in the

FRS and many young individuals with hypertension, obesity, and other risk factors have

therefore a low global FRS predicted risk.3 Since young individuals with chronic exposure

to risk factors have a higher CV risk burden early in life, risk scores may underestimate risk

in this age group.27

The rates of cardiovascular events in young adults are a major concern.28 Despite the low

event rate (2.96% in 20 years) and the known racial- and age-related limitations, the

calculated FRS performed well in CARDIA with relative risk of nearly 20 for the highest

1% of FRS values compared to those with risk below 2.5% (Figure 1). In this study, we

computed the FRS in percentiles of risk as it is widely known and usually applied to patients

in daily practice. To avoid statistical limitations, we also used the FRS covariates as

independent variables in our models.

After adjustment for race, our findings support LVM as a risk marker that could add

valuable information beyond the FRS in a young cohort of young adult Caucasian and

African-American men and women. Prior studies investigating the predictive power of LVM

including a biracial cohort were performed in older or sicker populations, have not used

recently recommended risk reclassification methodology, and have a substantially shorter

follow-up period when compared to the present report.729
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Heart size scales with body size and definitions of normality range should take into account

variation associated with anthropometrics. The ASE currently provides cut-points for the

diagnosis of LVH when LVM is indexed to height2.7 or to BSA.14 Obesity relates to LV

remodeling and may interact with the indexing method.30 Studies have reported that BSA

indexing underestimates LVH prevalence among obese and overweight individuals.31,32

Height based indexing seems to predict CV events similarly to BSA indexing in studies with

low prevalence of obesity, but becomes superior as the prevalence of obesity increases.33,34

Obesity plays a major role in cardiac geometry even in the absence of increased

cardiometabolic risk and also influences LVM values early in life.35,36 However, it is not

clear when an adaptive increase in LVM becomes pathologic. Indexing LVM for body size

attempts to overcome this problem, however, the best LVM indexing method that could

adjust for adaptive increases but not pathologic increases in LVM remains under debate.10

Indexing to height appears to show a better relation with lean body mass, but LVM/BSA is

still used in the literature and is recommended by the ASE.7,14,37 It is possible that the

relationship of indexed LVM to events might be different in obese and non-obese young

adults. As previously reported,33 LVM indexing methods had similar success across BMI

groups in our study. The most robust results for the LVMi predicting CV events were among

participants in the normal BMI group (Tables 2 and S2). The adaptive increase in LVM

mediated by obesity is not present in normal weight participants, thus increased LVM can be

assumed to be pathologic rather than adaptive in these individuals.

Current cut-points for LVH are based on studies using middle-aged populations and do not

use global CV event prediction as a parameter to define cut-points for LVH.14 Clear cut-

points for LVH in young adults may aid the general clinician in daily decision-making and

therapeutic approach.7 Our exploratory results suggest that the current ASE recommendation

on LVH may not be the most appropriate for young adults. A more adequate cut-point could

include lower values of LVM and be based on global events prediction ability.

Study Limitations

We report a low event rate over the 20-year follow-up period, which may affect the

statistical power of our survival assessment. However, the incidence rate seems adequate to

the assessment of a healthy cohort of young individuals. LVM was calculated using an

algorithm that computes M-mode echocardiography measurements, assuming that the heart

is modeled as a prolate ellipsoid of revolution, limiting the use of this method in remodeled

hearts. 7,14 However, remodeled hearts are rarely present in young healthy adults. Moreover,

echocardiography is a validated and recommended method to assess LVM and LVH, with a

reasonable profile for cost, versatility, acceptability, availability, and

reproducibility. 4-6,14,38,39

Conclusion

In African-American and White adults at ages 22 to 36 years, the FRS showed good

performance predicting global cardiovascular events over 20 years of follow-up. LVM can

independently predict CV events, modestly improve discrimination, and also effectively

reclassify participants beyond the FRS. Although modest, the additional value of LVM,
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particularly in those of normal weight may help to assess CV risk in young adults with

multiple risk factors, typically underestimated by FRS alone. Different LVM indexing

methods performed similarly for event prediction in our study. The results of our

exploratory analysis for the 85th percentiles of LVM/height2.7 and for LVM/BSA suggest

that the currently ASE-recommended cut-points for LVH might be lowered for CV event

prediction in young generally healthy individuals.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. Cubic spline fitted to show event rates for computed Framingham risk score plus age
and across left ventricular mass deciles, according to indexation method
Legend: Framingham global cardiovascular risk score following D'Agostino et al (2008)1;

scores of ≥9 are pooled. Sample sizes in the Framingham point score categories are (point

score: sample size): (-5: 141), (-4: 543), (-3: 441), (-2: 533), (-1: 592), (0: 439), (1: 409), (2:

278), (3: 216), (4: 173), (5: 103), (6: 49), (7: 23), (8: 20), and (≥9: 20), with maximum point

score 13. LVM category refers to deciles of the distribution in the cohort; LVM – left

ventricular mass; BSA – body-surface area.
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Table 1
Participant characteristics at CARDIA exam year-5 (1990-91), overall and according to
the BMI group

Variable
Mean(SD)

Normal (n = 1,986) Overweight (n = 1,153) Obese (n = 743) Overall (n = 3,980)

Age 29.8 (3.7) 30.1 (3.6) 30.2 (3.7) 30.0 (3.6)

Height (m) 1.71 (0.09) 1.72 (0.10) 1.69 (0.09) 1.71 (0.09)

Weight (Kg) 64.9 (9.1) 80.3 (9.8) 101.0 (17.4) 75.7 (18.1)

BSA (m2) 1.74 (0.18) 1.90 (0.18) 2.06 (0.22) 1.84 (0.23)

Heart rate (beats/30 sec) 33.8 (5.0) 33.7 (4.8) 35.0 (4.7) 34.1 (5.0)

Total cholesterol (mg/dL) 173.2 (33.0) 182.2 (34.1) 185.9 (35.3) 177.9 (34.2)

HDL cholesterol (mg/dL) 56.7 (14.0) 50.9 (13.5) 47.2 (12.5) 53.4 (14.2)

LDL cholesterol (mg/dL) 102.9 (30.9) 114.5 (31.6) 118.3 (32.3) 108.8 (32.0)

SBP (mmHg) 105.6 (11.0) 109.1 (10.7) 111.6 (12.3) 107.7 (11.4)

DBP (mmHg) 67.3 (9.5) 69.9 (9.5) 73.3 (10.4) 69.1 (9.9)

Cigarette/day 3.8 (7.6) 3.8 (8.0) 3.4 (7.0) 3.7 (7.6)

BMI (kg/m2) 22.3 (1.7) 27.1 (1.4) 35.4 (5.2) 26.0 (5.7)

LVMi/height2.7 (g/m2.7) 32.4 (8.0) 36.5 (8.2) 41.7 (10.0) 35.2 (9.2)

LVMi/BSA (g/m2) 78.5 (18.3) 83.1 (18.8) 83.6 (19.1) 80.6 (18.8)

Variable
Number of participants (%)

Normal (n = 1,986) Overweight (n = 1,153) Obese (n = 743) Overall (n = 3,980)

African-American Ethnicity 782 (39.4) 584 (50.7) 512 (68.9) 1919 (48.2)

Male Gender 878 (44.2) 640 (55.5) 278 (37.4) 1813 (45.6)

Diabetic participants 12 (0.6) 8 (0.7) 10 (1.4) 30 (0.8)

Use of anti-hypertensive medication 11 (0.6) 18 (1.6) 31 (4.2) 61 (1.5)

Legend: BMI – body-mass index; SD – standard deviation; SBP – systolic blood pressure; DBP – diastolic blood pressure; LVM – left ventricular
mass; LVMi – left ventricular mass index.
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Table 2
Cox regression hazard ratios (HR) and areas under the receiver-operating characteristic
curves (AUC) for LVM and the Framingham risk score (FRS)

Predictor

FRS covariates Calculated FRS

HR
(95% CI)
p-value

AUC
HR

(95% CI)
p-value

AUC

LVM/height2.7
1.15

(0.99, 1.35)
0.07

0.80†
1.18

(1.03; 1.35)
0.02

0.80†

LVM/BSA
1.18

(1.01, 1.38)
0.04

0.80†
1.21

(1.05; 1.39)
0.007

0.80¥

Legend: LVM – left ventricular mass; BSA – body surface area; CI – confidence interval. HR refers to 1 standard-deviation increase. The “FRS
covariates” models included: race, gender, age, HDL-cholesterol, total cholesterol, systolic blood pressure, treatment for hypertension, smoking
status, and presence of diabetes. In the calculated FRS, the score is calculated as initially described by D'Agostino et al modified to include age as a

continuous variable and with further adjustment to race. 1 AUC for FRS covariates alone = 0.79 and for calculated FRS alone = 0.79.

†
p-value < 0.05 and

¥
p-value = 0.07, in both cases when comparing AUC between FRS alone and adding LVM index.24
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Table 3
Cox regression hazard ratios (HR) and areas under the receiver-operating characteristic
curves (AUC) for cardiovascular events combined endpoint in normal, underweight, and
obese participants

Predictor

FRS covariates Calculated FRS

HR
(95% CI)
p-value

AUC
HR

(95% CI)
p-value

AUC

LVM/height2.7

 Normal 1.55
(1.07; 2.22)

0.02

0.87 1.54
(1.13; 2.10)

0.006

0.85

 Overweight 1.11
(0.79; 1.57)

0.56

0.80 1.10
(0.79; 1.53)

0.58

0.80

 Obese 1.05
(0.82; 1.36)

0.70

0.72 1.15
(0.91; 1.45)

0.24

0.69

LVM/BSA

 Normal 1.43
(1.03; 1.98)

0.03

0.87 1.51
(1.12; 2.02)

0.006

0.85

 Overweight 1.07
(0.77; 1.49)

0.67

0.80 1.07
(0.80; 1.45)

0.64

0.80

 Obese 1.14
(0.88; 1.48)

0.33

0.73 1.24
(0.98; 1.55)

0.07

0.70¥

Legend: BMI – body-mass index; LVM – left ventricular mass; BSA – body surface area; CI – confidence interval. HR refers to 1 standard-
deviation increase. The “FRS covariates” models included: race, gender, age, HDL-cholesterol, total cholesterol, systolic blood pressure, treatment
for hypertension, smoking status, and presence of diabetes. In the calculated FRS, the score is calculated as initially described by D'Agostino et al

modified to include age as a continuous variable and with further adjustment to race. 1 AUC or FRS covariates alone were 0.86, 0.80, and 0.72 for
normal, overweight, and obese respectively. AUC for calculated FRS alone were 0.85, 0.80, and 0.68 for normal, overweight, and obese
respectively.

¥
p-value = 0.07, when comparing AUC between FRS alone and adding LVM index.24
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Table 5
Age-, race, and sex-adjusted hazard ratios (HR) and areas under the receiver-operating
characteristic curves (AUC) for current American Society of Echocardiography (ASE)-

recommended cut-points for left ventricular hypertrophy (LVH) and for 85th, 90th, and

95th percentile cut-points of left ventricular mass (LVM) index

LVH parameter (unit) LVH cut-point value Prevalence of LVH (%) HR (95% CI) AUC (p-value)

LVM/ height2.7 (g/m2.7)

 ASE-recommended ≥49 M, ≥45 W 378 (9.5) 2.35 (1.51, 3.67) 0.705 (NA)

 Liao,26 1997 (sex specific) ≥ 50 M, 47 W 299 (7.5) 2.31 (1.44, 3.71) 0.702 (0.55)

 Liao,26 1997 ≥ 51 M/W 216 (5.4) 2.24 (1.33, 3.78) 0.700 (0.51)

 95% Reference group (race-specific) ≥44.6 B, ≥44.5 C 551 (13.8) 2.70 (1.84, 3.97) 0.716 (0.16)

 85th Percentile ≥45.1 M, ≥42.9 W 587 (15.0) 2.89 (1.98, 4.22) 0.716 (0.20)

 90th Percentile ≥47.3 M, ≥45.9 W 399 (10.0) 2.90 (1.93, 4.37) 0.715 (0.07)

 95th Percentile ≥51.6 M, ≥51.2 W 200 (5.0) 2.26 (1.32, 3.87) 0.698 (0.39)

LVM/BSA (g/m2)

 ASE-recommended ≥116 M, ≥96 W 318 (8.0) 2.53 (1.60, 4.01) 0.706 (NA)

 Liao,26 1997 (sex specific) ≥117 M, ≥104 W 197 (5.0) 2.26 (1.31, 3.90) 0.699 (0.38)

 Liao,26 1997 ≥ 125 M/W 75 (1.9) 2.34 (1.08, 5.08) 0.698 (0.35)

 95% Reference group (race-specific) ≥103.6 B, ≥104.5C 395 (9.9) 2.70 (1.76, 4.14) 0.709 (0.77)

 85th Percentile ≥105.4 M, ≥89.5 W 598 (15.0) 3.00 (2.06, 4.37) 0.726 (0.08)

 90th Percentile ≥111.1 M, ≥94.8 W 399 (10.0) 2.06 (1.31, 3.24) 0.702 (0.31)

 95th Percentile ≥119.4 M, ≥101.8 W 200 (5.0) 2.12 (1.21, 3.73) 0.697 (0.25)

Legend: LVM – left ventricular mass; BSA – body surface area; HR – hazard ratio; CI – confidence interval; NA – not applicable; M – men; W –

women; B – blacks; C - caucasians. AUC p values refer to the difference in AUC from ASE-recommended cut-points.24
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