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Association of diabetes with coronary
artery calcium in South Asian adults and
other race/ethnic groups: The multi-ethnic
study of atherosclerosis and the mediators
of atherosclerosis in South Asians living in
America study

Ned Premyodhin1, Wenjun Fan1, Millie Arora2, Matthew J Budoff3, Alka M Kanaya2,
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Abstract

Purpose: South Asian (SA) persons have increased risks for diabetes mellitus (DM) and atherosclerotic cardiovascular
disease (ASCVD). We examined whether the association of DM with subclinical atherosclerosis assessed by coronary
artery calcium (CAC) differs in SA versus other ethnic groups.
Methods:We studied adults from the Multi-Ethnic Study of Atherosclerosis and the Mediators of Atherosclerosis in South
Asians Living in America studies without ASCVD. CAC was examined among those normoglycemic, pre-DM and DM.
Logistic regression examined pre-DM and DM with the odds of any CAC > 0 and CAC ≥ 100.
Results: Among 7562 participants, CAC > 0 and CAC ≥ 100 in those with DM was highest in non-HispanicWhite (NHW)
(80% and 48%) and SA (72% and 41%) persons. Adjusted Ln (CAC + 1) was highest in NHW (3.68 ± 0.21) and SA (3.60 ±
0.23) (p < .01) DM patients. SA and NHW adults with DM (vs normoglycemic) had highest odds of CAC > 0 (2.13 and 2.27,
respectively, p < .01). For CAC ≥ 100, SA and Chinese adults had the highest odds (2.28 and 2.27, respectively, p < .01).
Fasting glucose and glycated hemoglobin were most strongly associated with CAC among SA.
Conclusions: Diabetes mellitus most strongly relates to any CAC in SA and NHW adults and CAC ≥ 100 in SA and
Chinese adults, helping to explain the relation of DM with ASCVD in these populations.
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Introduction

South Asian (SA) adults have greater risks for athero-
sclerotic cardiovascular disease (ASCVD) and diabetes
mellitus (DM) with greater morbidity and mortality
compared to other racial and ethnic groups that is in-
completely attributable to differences in traditional risk
factors.1–3 The prevalence and extent of coronary artery
calcium (CAC) as a measure of subclinical atherosclerosis
burden in SA adults compared to adults of other race/ethnic
groups has been explored.4 Previously, a higher CAC
burden and a greater prevalence of multi-vessel disease and
involvement of the left anterior descending coronary artery
has also been noted in SA adults with diabetes mellitus
(DM) compared to non-HispanicWhite adults (NHW) with
DM.5 However, the relation of glycemic status with CAC
burden in SA adults compared to NHWadults and adults of
other race/ethnic groups has not been evaluated in large
population-based studies. As DM may be as much as
3 times more prevalent in SA adults compared to NHW
adults,2 this association may have implications for more
severe clinical ASCVD observed in SA individuals. Fur-
thermore, as the SA population is a rapidly growing mi-
nority group in the United States and other Western
countries, reduction of ASCVD risk in this population is a
clinical and public health imperative. The Multi-Ethnic
Study of Atherosclerosis (MESA) and Mediators of Ath-
erosclerosis in South Asians Living in America (MA-
SALA) study are prospective studies investigating the
prevalence, risk factors, and outcomes of ASCVD in NHW,
Chinese (CH), African American (AA) and Hispanic (HS)
adults (MESA)6 and SA adults (MASALA).7 We used data
from these studies to explore the importance of glycemic
status as an indicator of any, and significant CAC and how
this relation varies by race/ethnicity.

Patients and methods

Study design

This study was designed to explore the role of DM on
ASCVD trends between self-identified race/ethnicity
groups using the MESA and MASALA studies. Self-
identified race/ethnicity was not considered a risk factor,
nor a proxy for any other risk factors which are adjusted for
in our analyses. No assumptions were made regarding self-
identified race/ethnicity and its effect on prevalence of
CAC or ASCVD. The rationale, design, and methods of
the MESA and MASALA studies have previously been
published.6,7 Both studies are prospective, community-
based studies of individuals with no prior history of
cardiovascular disease with measures of risk factors. The
inclusion criteria for participation in both studies were
nearly identical with those of MESA found online at

https://www.mesa-nhlbi.org/. In brief, exclusion criteria
included physician-diagnosed myocardial infarction,
heart failure, stroke or transient ischemic attack, angina or
the use of nitroglycerin, current atrial fibrillation, or
history of having undergone any procedures related to
cardiovascular disease or any surgery on the heart or ar-
teries. Pregnant individuals or those receiving active cancer
treatment were also excluded. Due to limitations of im-
aging systems for computed tomography (CT) scanning,
participants weighing greater than 300 lbs were excluded.
Both studies utilized similar telephone-based recruitment
methods in conjunction with brochures and community
outreach. MESA included 6814 men and women, aged 45–
84 years with no prior history of ASCVD at baseline.
Participants self-identified as NHW, CH, AA or HS adults
and were recruited from six communities in the United
States: Baltimore County, Maryland; Greater Chicago,
Illinois; Forsyth County, North Carolina; Los Angeles
County, California; New York, New York; and St. Paul,
Minnesota. Enrollment occurred between July 2000 and
July 2002. Participants provided written informed consent
upon arrival to enrollment centers, and Institutional Review
Boards at respective centers approved the study.

The MASALA study was developed using methods
and measures from the MESA study to enable direct
comparison of the adult SA population in the United
States to the MESA participants, by race and ethnicity.
MASALA included 906 individuals enrolled from
2 clinical sites in the United States: The University of
California, San Francisco and Northwestern University
in Chicago, Illinois. Participants were enrolled from
October 2010 to March 2013. Enrollees were stratified
by sex and age to ensure an equal distribution for each
age decade from ages 40–84. To be eligible, individuals
must have had 3 or more grandparents born in Ban-
gladesh, India, Nepal, Pakistan, or Sri Lanka. Partici-
pants provided written informed consent. MASALAwas
approved by the Institutional Review Boards of the
University of California, San Francisco, and North-
western University.

Study population and measures

For the present study, participants enrolled in the first
examination of both MESA and MASALAwere combined
and the variables of interest were recoded as needed for
consistency in analysis. Individuals aged <45 years were
excluded from MASALA to match the MESA participant
age range. Participants who had CAC data, DM status, and
medical history were included.

Identical questionnaires were administered to partici-
pants of both studies to collect harmonized demographic
and socioeconomic data (including education and access to
care), language information, social history including
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alcohol and tobacco use, family history of cardiovascular
disease, and prescription medication, non-prescription
medication and supplement use.

Height, weight, waist and hip circumferences were
measured. Resting blood pressure was measured 3 times in
the seated position using automated sphygmomanometers
and the average of the last two measurements was used for
analysis. Hypertension was defined as use of any antihy-
pertensive medication or a systolic blood pressure (SBP) ≥
140 mmHg or diastolic blood pressure (DBP) ≥ 90 mmHg,
consistent with guidelines at the time of study enrollment.
Taking a medication from any one of the following classes
qualified as “use of any lipid lowering medication”: statins,
fibrates, or niacin.4

Diabetes mellitus status was defined in both MESA and
MASALA following the 2003 American Diabetes Asso-
ciation criteria.8 In both studies, fasting plasma glucose was
measured for all participants. Impaired fasting glucose or
pre-diabetes (pre-DM) was defined as fasting glucose of
100–125 mg/dL (5.6 – 6.9 mmol/L). DM was defined as
fasting plasma glucose ≥ 126 mg/dL (≥7.0 mmol/L) or
taking insulin or oral diabetes medication. DM was
additionally stratified by duration of DM (≥10 years
vs <10 years). Total cholesterol, triglycerides (TG), and
high-density lipoprotein cholesterol (HDL-C) were
measured using industry standard enzymatic assays
while low-density lipoprotein cholesterol (LDL-C) was
calculated.4,6,7 Estimated glomerular filtration rate
(eGFR) was estimated using the CKD-EPI equation as
previously described.9

In MASALA, CAC was measured from non-contrast
cardiac CT scans obtained using a cardiac-gated electron-
beam CT scanner at UCSF (16D scanner, Philips Medical
Systems, Andover, MA) or the MSD Aquilion 64 model
(Toshiba Medical Systems, Tustin, CA). At Northwestern
University, the Sensation Cardiac 64 Scanner (Siemens
Medical Solutions, Malvern, PA) was used. Participants
were scanned in the supine position with both arms raised
above the head and oriented traditionally by CTstandards.
The scanning and resolution settings, exposure voltage
and currents per unit weight and image reconstruction
protocols were previously published.7 In MESA, CAC
was measured using either a cardiac-gated electron-beam
CT scanner (Imatron C-150; Imatron, South San Fran-
cisco, California) or a prospectively electrocardiogram-
triggered scan acquisition at 50% of the R-R interval with
a multidetector CT system depending on the site.6 All CT
scans for both studies were read at Harbor-UCLAMedical
Center (Torrance, CA) in accordance with MESA study
methods. Values were reported as phantom adjusted
Agatston calcium scores and total calcium volumes.
Clinically significant CAC was defined as a score of ≥100,
given this level has been recommended in guidelines for
treatment.10

Statistical analysis

For baseline characteristics, participants were classified by
race/ethnicity and according to glycemic status: normal
fasting glucose, pre-DM, or DM. Multiple group com-
parisons across race/ethnic groups within each DM status
were performed using analysis of variance for continuous
variables and the Chi-squared test of proportions for cat-
egorical variables. Participants were stratified into CAC
categories by conventional CAC score ranges: 0, 1–99,
100–399, and ≥ 400.11 The distribution of CAC was de-
scribed in terms of percentage of individuals within each
CAC score for each race/ethnic group and by DM status.
CAC values were also analyzed as continuous variables
after normalization by calculating the natural log (ln)
transformation of the phantom adjusted CAC score +1, or
Ln (CAC + 1).11

Analysis of covariance (ANCOVA) was used to analyze
CAC burden for participants with pre-DM, DM, or neither
condition by calculating the least squared means of Ln
(CAC + 1) for each race/ethnic group within each diabetes
category. Two models were created, an unadjusted model
and a model adjusting for all relevant covariates including
age, sex, family history, education (attainment of bache-
lor’s degree or higher), smoking status, SBP, DBP, LDL-C,
HDL-C, TG, eGFR, waist circumference, activity level, use
of lipid lowering medication, and use of antihypertensive
medication with p < .05 considered to be significant.

Multiple logistic regression calculated the odds ratios
(ORs) for having any CAC (score > 0) and clinically
significant CAC (defined as CAC ≥ 100) after adjusting for
the same covariates as in the ANCOVA analysis for those
with pre-DM and DM compared to those with neither
condition. For continuous variables, ORs were expressed
per standard deviation increment, with the exception of age
for which an increase of 10 years was used. The interaction
of DM status and race/ethnicity was also tested using
multiple logistic regression for both any CAC > 0 and
clinically significant CAC ≥ 100. A linear regression
analysis was performed to examine and compare the slope
of Ln (CAC + 1) with both fasting glucose and HbA1c
across race/ethnicity in persons with CAC > 0. The in-
teraction of fasting glucose and HbA1c by race/ethnicity
with Ln (CAC + 1) was also tested. All statistical analysis
was performed using Statistical Analysis Software (SAS)
version 9.4 (SAS Institute, Cary, NC).

Results

We included a total of 7562 participants in this analysis, of
whom 5405 (71.5%) had normal fasting glucose, 1131
(15.0%) had pre-DM, and 1026 (13.6%) had DM (Table 1).
Of those without DM, the majority were NHW adults
(40%) followed by AA adults (23.5%). The average age of
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persons with DM was slightly higher compared to those
without DM for all race/ethnic groups. SA adults from
MASALA were slightly younger on average than MESA
participants. With the exception of AA adults with DM
(50.9% female), the pre-DM and DM groups had a greater
proportion of men than women among all subgroups.
Conversely, those without DM had a greater percentage of
women than men for all groups, including SA adults
(54.4% female). Average waist circumference, fasting
glucose, SBP and percentage of participants using lipid
lowering medications was higher across DM categories for
all race or ethnic groups while a less consistent trend was
observed for smoking status, LDL-C, TG, and HDL-C. The
percentage of participants with a bachelor’s degree or
higher was lower with pre-DM and DM compared to non-
DM.

Mean CAC score, mean phantom adjusted CAC volume
and Ln (CAC + 1) were noted to be significantly higher in
those with DM versus without DM for all groups (Table 1).
The prevalence of CAC scores ≥ 100 was greater for pre-
DM and DM adults compared to non-DM adults for both
men and women (Figure 1). In individuals without DM,
NHW had the highest prevalence of CAC scores ≥ 100
(range: 14% in SA adults to 28% in NHW adults). The
prevalence of CAC ≥ 100 in those with pre-DM ranged
from 21% in AA adults to 44% in NHW adults and for
those with DM ranged from 30% in AA adults to 48% in
NHW adults (p < .0001 across race or ethnicity for each
DM group).

The unadjusted and adjusted Ln (CAC + 1) measures are
shown in Table 2. Ln (CAC + 1) after adjusting for all
covariates was highest in NHWadults followed by SA and
CH adults and was lowest in AA adults for all glucose
groups. In the DM group, NHWadults continued to exhibit
the highest Ln (CAC + 1) of 3.68 ± 0.21, followed closely
by SA adults at 3.60 ± 0.23, then CH adults at 3.46 ±
0.27 after adjusting for all covariates (Table 2). Moreover,
when DM was stratified by duration, Ln (CAC + 1) was
consistently higher in all race/ethnic groups for those with
duration ≥10 years compared to <10 years.

From fully adjusted multiple logistic regression, com-
pared to normoglycemia, pre-DM was not associated with
higher odds of having any CAC (CAC score > 0) or
clinically significant CAC (CAC score ≥ 100) (Table 3).
Having DM was associated with significantly higher odds
of having any CAC for NHW and SA persons, but not for
CH, AA or HS persons. Having DM was associated with
the highest odds of having a clinically significant CAC
score ≥ 100 in CH adults (OR 2.27, p < .01) and SA adults
(OR 2.28, p < .01). NHW and AA adults with DM dem-
onstrated lower though still significant odds of having
clinically significant CAC compared to not having DM
(ORs 1.56, p < .05 and 1.62, p < .01, respectively). The
interaction of DM status and race/ethnicity was not

significant for any CAC (p = .0647) but was significant for
CAC score ≥ 100 (p = .0239) (Table 3). Importantly, when
stratifying by DM duration, the odds of any CAC and
significant CAC were highest for those with duration
≥10 years, being 3.64 (p < .05) and 3.05 (p < .01) for any
CAC among NHW and SA persons, respectively. For
clinically significant CAC ≥ 100, these odds were 3.75,
5.81, and 2.74 among NHW, CH, and SA adults, re-
spectively (all p < .01), with an interaction p = .05.

The slope of fasting glucose (mg/dL) versus natural log-
transformed CAC scores among those with CAC > 0 from
multiple linear regression differed significantly between
race/ethnic groups, with the steepest slopes seen for SA
followed by CH adults (Figure 2(a)). We show that above
fasting plasma glucose levels of approximately 150 mg/dL,
the average CAC in SA adults exceeded all other groups.
CH adults and NHW adults demonstrated the second and
third greatest slopes of CAC versus fasting glucose, re-
spectively, while HS adults and AA adults had the lowest.
Analyses stratified by sex showed similar findings (results
not shown). Moreover, the interaction of fasting glucose
and race/ethnicity in predicting average CAC was signif-
icant for SA adults compared to HS or AA adults (p <
.05 for both), but similar between SA adults and NHW
adults (p = .49) or CH adults (p = .64). A similar plot was
done for HbA1c (%) (Figure 2(b)). SA adults had the
steepest slope followed by CH adults and NHW adults,
while HS adults and AA adults had the lowest. Moreover,
the interaction of HbA1c and race/ethnicity in predicting
average CACwas significant for SA adults compared to HS
adults (p = .04) or AA (p = .05), but similar between SA
adults and NHW adults (p = .68) or CH adults (p = .90).

Discussion

Our study including participants from the MESA and
MASALA studies showed that while the overall CAC
burden in SA adults was comparable to the NHW pop-
ulation, the presence of DM was associated with a greater
likelihood of having any or clinically significant CAC in
SA adults while pre-DM was not. CH adults with DM also
had higher odds of clinically significant CAC, particularly
in those with longer duration of DM (≥10 years). Fur-
thermore, both higher fasting glucose and HbA1c were
associated with higher CAC burden in SA and CH adults
that exceeded that of other race/ethnic groups. There was
no observed association between pre-DM and CAC among
all subgroups. These observations suggest that DM is more
strongly associated with subclinical atherosclerosis in SA
and CH adults compared to NHW, HS, and AA adults.

Reports from MESA and MASALA have previously
shown that SA men have similar CAC burden as NHW
men but higher than other race/ethnic groups which may
contribute to higher rates of cardiovascular disease in SA.4
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Figure 1. Unadjusted prevalence of coronary artery calcium by race/ethnic group, MESA and MASALA. Individual panels represent
individuals with (a) Normal fasting glucose, (b) Pre-Diabetes and (c) Diabetes. Data are unadjusted for covariates. p-values represent
cross ethnic comparisons within a glucose group. Abbreviations: CAC = coronary artery calcium.
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A study evaluating 80 SA and white European men with
known CAD using multislice CT angiography demon-
strated equivalent levels of CAC but a higher prevalence of
proximal left anterior descending stenosis in SA men.12

Another study of 1426 participants including Asian Indian,
HS, AA and East Asian participants matched 3:1 with

NHW participants of similar cardiovascular disease risk
who underwent CAC measurement also showed similar
calcium burden between NHW persons and Asian Indian
individuals below the age of 60.13 However, in studies
specifically comparing the population of SA to NHW
adults with DM, SA individuals exhibited a higher

Figure 2. Fasting glucose versus log normalized coronary artery calcium burden by race/ethnic group. Average values of the natural log
of CAC score + 1 were plotted against (a) fasting serum glucose in mg/dL (divide by 18 for mmol/L) and (b) HbA1c (%) for individuals
with any CAC > 0 (n = 3708). Data are unadjusted for covariates. Abbreviations: CAC = coronary artery calcium, HbA1c = hemoglobin
A1c, dL = deciliter, mg = milligrams.
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calcium burden. Roos et al demonstrated in a study of
120 asymptomatic SA adults with type 2 DM who were
matched with age-adjusted NHW counterparts that SA
individuals had both significantly higher CAC scores
and higher prevalence of significant CAD (41% vs 28%,
p = .008).5 Another study of 159 SA persons with type
2 DM matched 1:1 with NHW counterparts with type
2 DM and similar cardiovascular risk profiles showed
that in the DM population, SA persons had more fre-
quent CAC and more severe CAD on coronary CT
angiography compared to NHW persons.14

The results of this present study are consistent and show
higher odds of any or clinically significant CAC in SAwith
DM compared to other groups, suggesting a synergistic
role of DM in the pathogenesis of CAC that may be more
pronounced in the SA and CH adults. This may be con-
tributing to the subclinical atherosclerotic disease under-
lying the severe CAD that has been observed. In a 16-year
follow-up of the Southall and Brent studies in the United
Kingdom, nearly half of SA men who died from coronary
events had DM compared to only 13% in European men,
and having DM was associated with a nearly threefold
higher risk of mortality for SA individuals.3,15 It has also
been shown that the average CAC score for those with DM
was significantly higher than those without DM (281 ±
567 vs 119 ± 341). Moreover, individuals with DM but
with no CAC exhibit similar survival to those with neither
DM or CAC.16 Although metabolic risk factors alone have
not been demonstrated to account fully for the increase in
CAD risk in SA adults,13 the higher morbidity and mor-
tality of CAD is likely driven significantly by CAC which
is disproportionately enhanced by comorbid DM compared
to other ethnicities.

The greater odds of CAC we find associated with DM in
SA and CH adults compared to other groups may be partly
attributable to the heterogeneous spectrum of DM severity
in these groups. We showed that the prevalence of any
CAC is greater in SA with pre-DM and DM compared to
with neither condition. These findings suggest a threshold
of glucose intolerance above which CAC is of greater
extent; notably above fasting serum glucose levels of
150 mg/dL, where the average CAC in SA exceeded that of
other race/ethnic groups. This suggests that hyperglycemia
may disproportionately affect development of CAC in SA.
Indeed, SA are more likely than other race/ethnic groups to
exhibit the “severe hyperglycemia” subtype of DM ac-
cording to a recent study of diabetes types/subgroups
among MESA and MASALA participants.17 Glycemic
control may be especially beneficial from a preventive
standpoint in SA adults with DM.

Interestingly, previous studies have shown that while
SA adults were comparable to NHWadults in prevalent and
incident CAC after adjusting for common comorbidities
including DM, CAC in the CH population is noted to be

less prevalent.18 Results from our study suggested that DM
may accentuate the prevalence of CAC in CH adults who
demonstrated higher odds of having clinically significant
CAC in persons with DM compared to those without when
compared to NHW adults. Furthermore, higher fasting
glucose was associated with greater CAC burden in CH
adults. A study of 588 participants with CAD evaluating
coronary plaque and CAC scores of individuals with DM
compared to without DM using dual-source CT confirmed
that, in addition to having higher CAC scores and distri-
butions in the major coronary arteries, the rate of major
adverse cardiac events was also higher in CH with DM.19

This important finding highlights that the previously ob-
served racial or ethnic differences in CAC observed in
more general populations may not be the case in those with
DM where some race/ethnic groups may be dispropor-
tionately affected by the metabolic effects of DM on CAC.

There is growing evidence of metabolic differences in
SA adults compared to other race or ethnic groups that may
explain the role of DM on prevalent CAC seen in this study.
Differences in mitochondrial coupling efficiency which
plays a role in conversion of lipid stores to adenosine
triphosphate may place SA adults at higher risk of meta-
bolic syndrome when consuming higher calorie diets in
developed countries.20 Differences in brown adipose tissue
composition in SA adults compared to NHW adults may
also play a role.21 Prior studies usingMESA andMASALA
have shown that there are unfavorable differences in in-
tramuscular fat and visceral fat with lower adiponectin and
higher resistin levels in SA adults compared to NHW, CH,
AA and HS adults.22 The duration of having DM or pre-
DM may also play a role in developing any or significant
CAC. A previous study of 175 individuals categorized by
duration of DM who underwent coronary angiography
demonstrated that having DM for 5–10 years was asso-
ciated with significant coronary structural changes, while
those with DM for less than 5 years were comparable to
normoglycemic individuals.23 The higher prevalence of
lean BMI DM and earlier average age of DM onset cor-
roborates the trends observed in our study.24 While race
and ethnicity are social constructs these variables capture
important epidemiologic information, including social
determinants of health, socioeconomic position, and en-
vironmental exposures. Although we do not have infor-
mation on genetic ancestry, the present study uses race and
ethnicity as a correlate of both biological and social var-
iation of population groups. This approach allows for a
more holistic evaluation of individual risk and may be
helpful for clinical management decisions.25

There are several limitations to this study. Importantly,
we cannot necessarily generalize our results beyond SA
and CH adults living in the US, and even generalizability
within the US is limited given most SA and CH participants
were from California and Illinois. Differences in
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acculturation among our participants in the US compared to
those residing outside the US may also result in differences
in risk factors and/or CAC prevalence/extent. Also, while
baseline CAC measures were done approximately 10 years
later in MASALA compared to MESA, the scanning
methodology and reading center were the same. Different
ages across race/ethnic groups (with SA being the youn-
gest, potentially attenuating effects) are also a limitation of
our analysis, however age was adjusted for in the multi-
variate analyses. For the purposes of our study, DM was
defined as a binary value which fails to capture the severity
of impaired glucose metabolism or the duration with which
participants have had DM, both of which are likely to
influence individual risk and collective risk as an ethnic
group. However, our results correlating the extent of CAC
with fasting glucose across our race/ethnic groups cor-
roborates our findings. Previous work has shown that
differences in CAC trends between ethnic groups may
depend on sex,4,18 and while our study adjusted for this
covariate, a separate analysis comparing males to females
with diabetes is not included as sample sizes were too small
to draw meaningful conclusions from sex stratified sec-
ondary analysis. Multiple testing across DM measures and
race/ethnic groups is a potential mechanism for the ob-
served statistical significance. Recently, CAC Agatston
score alone was found to not fully capture the degree of
calcification effects on coronary plaque, and that CAC
density and volume may also play a role.26 This study was
not designed to evaluate the effect of DM on those pa-
rameters which are gaining significance in prognostication.
Moreover, our studies did not have more novel measures of
adiposity, such as brown adipose tissue, and future studies
should consider such measurements.

In conclusion, DM was associated with highest likeli-
hood of any CAC in SA and NHW adults and clinically
significant CAC in SA and CH adults. Higher values of
fasting glucose were associated with greater CAC burden
in SA adults than NHWadults and other race/ethnic groups.
The interaction of DM and CACmay play a significant role
in the higher morbidity and mortality associated with
ASCVD in the SA and CH population. These findings
suggest poor glycemic control may impact the develop-
ment of atherosclerosis more in these Asian American
groups than in others, further emphasizing the role of
optimal glycemic control in these groups from a preventive
standpoint. Prospective studies evaluating the relative
benefits of glycemic control in severity of CAD between
race/ethnic subgroups may be useful for further insight.
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