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Background: Immune system activation is involved in atherosclerosis. Neopterin production and tryptophan
catabolism through the kynurenine pathway, measured by the kynurenine-tryptophan ratio (KTR), are induced
by interferon gamma, thus both are considered markers of cell mediated immune activation. This study prospec-
tively investigated their predictive value on acute coronary events among Norwegian community-dwelling older
adults without previous coronary heart disease.

Methods: 1112 men and 1631 women, 71-74 years old were examined during 1997-99 as part of the Hordaland

Ic(zyrx:;f;'artery disease Health Study. They were followed until an acute coronary event (defined as unstable angina, non-fatal or fatal
Epidemiology acute myocardial infarction or sudden death) or December 31, 2006. Kaplan-Meier hazard curves were
Immune system constructed for quartiles of plasma neopterin and KTR. Cox proportional hazards models adjusted for sex,
Neopterin body mass index, smoking, hypertension, renal function and cholesterol were used to examine the relation be-
Kynurenine tween neopterin and KTR quartiles and the study endpoint.

Tryptophan ratio Results: Median (interquartile range) values were 8.6 (7.2-10.4) nmol/L for neopterin and 25.8 (25.3-31.1) nmol/

umol for KTR. During the follow up, 265 participants had at least one acute coronary event. Increased baseline
levels of plasma neopterin and KTR were associated with continuous increased risk of developing the study end-
point (P-values for trend <0.001 and 0.019, respectively). Adjusted hazard ratios comparing the fourth quartile to
the first were 1.65 (95% CI; 1.11-2.47; P=0.013) for neopterin and 1.57 (95% CI 1.03-2.39; P=0.036) for KTR.
Conclusion: Plasma neopterin and KTR levels predict acute coronary events in older adults without previous cor-
onary heart disease.

© 2013 Elsevier Ireland Ltd. All rights reserved.

1. Introduction found in atherosclerotic plaques [2]. Activated T cells produce several

cytokines including interferon gamma (IFN-y) which plays complex

Atherosclerosis is a chronic inflammatory disease. Inflammation
contributes to both initiation of atheroma and its thrombotic complica-
tions [1] leading to ‘acute coronary syndrome’ (ACS). The cell mediated
immune system is involved in the development of atherosclerotic
lesions. T lymphocytes and monocyte-derived macrophages have been
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roles in different stages of atherogenesis [3]. Both neopterin production
and tryptophan catabolism via the kynurenine pathway are stimulated
by IFN-y.

Neopterin is a marker of immune cell activation, released by activated
macrophages upon stimulation with IFN-y [4]. Higher levels of plasma
neopterin are found in ACS patients compared to patients with stable cor-
onary heart disease and to healthy individuals [5]. Longitudinal studies
have found an association between high neopterin levels and increased
risk for adverse coronary events in patients with stable angina pectoris
(SAP) [6] and recurrent events among those with an ACS [7]. In newly
diagnosed diabetics, a positive association was found between levels of
neopterin and subsequent death from ischemic heart disease [8].

Tryptophan is an essential amino acid in humans. Almost 90% of tryp-
tophan is catabolized through the kynurenine pathway [9]. Tryptophan
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2, 3-dioxygenase (TDO) and indoleamine 2, 3-dioxygenase (IDO) initiate
this pathway and kynurenine is its first stable metabolite. IDO is found in
many tissues of the human body, including antigen presenting cells and
is up regulated in response to IFN-y [10]. Up regulated IDO activity in-
creases the conversion of tryptophan to kynurenine, thus resulting in
higher levels of the kynurenine-tryptophan ratio (KTR). The KTR is con-
sidered a marker of cell mediated immune activation [11]. Increased KTR
levels are seen in many infectious, neurodegenerative and neoplastic dis-
orders [12]. Higher KTR levels have also been found in patients with
established coronary heart disease compared to healthy controls [13],
and a prospective study in patients with SAP found that higher KTR at
baseline predicted adverse prognosis [14].

Little is known about the association between plasma neopterin
and KTR with coronary events in people without coronary heart dis-
ease. Thus, the purpose of this study was to prospectively investigate
this association in a population of community-dwelling elderly, free
of previously known coronary heart disease.

2. Methods
2.1. Study population

The Hordaland Health Study (HUSK) was conducted during 1997-1999 as collab-
oration between the National Health Screening Service, the University of Bergen and
local health services. Detailed information about participants and procedures are
given previously [15]. The source population for the current study included 1868
men and 2470 women born 1925-27. Participation rates were 79% for men and 76%
for women.

Data collection involved a personal invitation sent by mail along with a question-
naire including questions on various health behaviors and personal and family history
of diseases. For people who agreed to participate and filled out the first questionnaire, a
brief medical examination was scheduled. Baseline measurements included height,
weight, waist and hip circumferences and blood pressure. A non-fasting blood sample
was drawn from each participant and time since last meal was recorded. The study
protocol was approved by the Regional Committee for Medical Research Ethics and
the Norwegian Data Inspectorate. All participants gave written consent before being
enrolled in the study.

Participants with missing data on plasma neopterin and/or KTR (n=52) were exclud-
ed. Other exclusion criteria applied were; previous hospitalizations for coronary heart dis-
ease or coronary revascularization procedures (n=422), other atherosclerotic-related
conditions such as stroke (n=94), peripheral artery disease (n=51) and congestive
heart failure (n=60). Thus, this analysis included 2743 participants; 1112 men and
1631 women.

2.2. Blood samples and biochemical analyses

Serum cholesterol and triglycerides were measured at baseline by enzymatic
methods using reagents from Boehringer Mannheim, FRG (Roche, Basel, Switzerland).
Plasma creatinine was measured colorimetrically using the alkaline picrate method
with reagents from Roche (Basle, Switzerland). Plasma concentrations of neopterin,
tryptophan and kynurenine were analyzed by liquid chromatography/tandem mass
spectrometry [16] at Bevital A/S (Bergen, Norway).

2.3. Baseline variables

Detailed information regarding baseline variables is given in the Supplementary
materials online-methods. Briefly, weight and height were measured and body mass
index (BMI) was calculated. Information on education levels, physical activity and
smoking habits were derived from the self-reported questionnaires. Hypertension, di-
abetes and hypercholesterolemia were defined using information from measurements
of blood pressure, glucose levels and cholesterol in combination with the information
on medication use given by the participants. Renal function was defined using creati-
nine levels to calculate estimated glomerular filtration rates (eGFR).

2.4. Follow up time and the study endpoint

Baseline examinations took place between April 1998 and June 1999. Participants
were followed through December 31, 2006. Median (interquartile range) follow up
time measured by the reversed Kaplan-Meier estimator [17] was 7.95 (7.72-8.23)
years. The study endpoint was a composite of unstable angina pectoris (UAP (ICD-10
code, 120)), non-fatal or fatal acute myocardial infarction (AMI (ICD-10 code, 121)) or
sudden death (ICD-10 codes, R96 or R98). Only the first event was used for the analy-
sis. Information on discharge diagnosis was retrieved from the Regional Register of
Cardiovascular Diseases which includes all hospitalizations due to cardiovascular dis-
ease or diabetes from all hospitals in Western Norway [18]. Information on deaths
was obtained from the national Cause of Death Registry. Linkages between baseline

variables and the endpoint were made possible through the personal identification
number, unique to each Norwegian resident.

2.5. Statistical analysis

Continuous variables are presented as mean (SD) or median (interquartile range)
if data distribution was skewed. Independent sample t-tests and one-way ANOVA were
used for comparisons of normally distributed variables and Mann-Whitney and
Kruskal-Wallis tests are used for comparisons of variables not normally distributed.
Categorical variables were compared using the chi square test. Associations between
continuous variables were presented using Spearman's rank correlation coefficients.

In the survival analysis, neopterin and KTR were treated as categorical variables
with four categories based on sex specific quartile cut off points. Kaplan-Meier cumu-
lative hazard curves were constructed for neopterin and KTR quartiles and the corre-
sponding P values of log-rank tests for linear trend are given.

To examine the relationship of neopterin and KTR quartiles with the study endpoint,
we performed Cox proportional hazards modelling. Two models were constructed sepa-
rately for neopterin and KTR. The first model was adjusted for gender; the second
model was further adjusted for BMI categories, smoking, hypertension, renal function,
and cholesterol quartiles. Model 2 was also applied after exclusion of participants who
were taking glucocorticoids and cytostatics (known as immunosuppressive medications)
or statins. This model is referred to as ‘model 2-restricted’. Hazard ratios (HR) and corre-
sponding 95% confidence intervals (CI) are given for each of the quartiles 2-4 compared to
the first. In addition, analyses for trend were performed for neopterin and KTR quartiles
treated as continuous variables. HR, 95% CI and corresponding P values are presented
for one quartile increment in neopterin and KTR levels.

Table 1
Baseline characteristics of the study participants, the Hordaland Health Study.
Characteristics of All Men Women p?
participants participants n=1112 n=1631
n=2743
Age, y, mean (range) 72 (71-74) 724 724 0.36
(71-74) (71-74)
Education, % <0.001
Less than high school 721 63.1 78.7
High school 10.6 12.6 9.2
College or university 17.2 243 12.1
BMI (kg/m?), % 0.01
<25 40.9 399 415
25-30 45.0 51 40.8
>30 141 9.1 17.7
Smoking, % <0.001
Never smokers 47.0 244 62.6
Former smokers 37.0 57.8 22.7
Current smokers 16.0 17.8 14.7
Physical activity, % <0.001
None/light 59.4 46.5 68.8
Moderate/vigorous 40.6 53.5 31.2
Diabetes, % 0.004
No diabetes 92.4 90.2 94.0
IFG or IGT 34 49 2.3
Diabetes 4.2 4.9 3.7
Hypertension, % 715 719 713 0.76
Hypercholesterolemia, % 50.3 334 61.8 <0.001
eGFR<60 (mL/min/ 343 183 45.2 <0.001
1.73 m?), %
Antihypertensive 272 25.6 283 0.14
medications®, %
Hypoglycemic medications, % 3.3 3.5 3.2 0.67
Statins, % 7.3 438 9.1 <0.001
Immunosuppressive 7.8 8.7 7.1 0.13
medications®, %
Neopterine (nmol/L) 8.6 8.5 8.6 0.21
(7.2-104) (7.2-10.3) (7.3-10.5)
KTR (nmol/pmol) 25.8 254 (21.2-  26.1 (21.4- 0.46
(21.3-31.1) 31.1) 31.1)

During the follow up period, 265 study outcome events occurred; 148 in men and 117
in women.
Neopterin and KTR levels are expressed as median (interquartile range).
IFG, impaired fasting glucose; IGT, impaired glucose tolerance.
eGFR, estimated glomerular filtration rate; KTR, kynurenine-tryptophan ratio.

@ P values from the independent sample t-test, Mann-Whitney test or chi-square
test comparing men to women.

b At least one class of antihypertensive medications.

€ Oral hypoglycemic agents or insulin.

4 Glucocorticoid or cytostatic medications.
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The dose-response relationship between neopterin and KTR and risk of the study
endpoint were also visualized by generalized additive regression model (GAM) plots.
Neopterin and KTR values were modelled using a smoothing spline fit in an adjusted
Cox proportional hazard model which included the same variables as the model 2.

Two-sided tests with a 0.05 significance level were used. Analyses were performed
with SPSS 18 and STATA 11. GAMs were constructed with ‘survival’ package in R (ver-
sion 2.10 for Windows).

3. Results

Baseline characteristics of the study participants are shown in
Table 1. Levels of neopterin and KTR were similar in men and women.
Compared to women, a higher proportion of men were current smokers
(P=0.04), physically active (P<0.001) and classified as having im-
paired fasting glucose (IFG) or impaired glucose tolerance (IGT) (P=
0.001). A higher proportion of women than men had never smoked
(P<0.001), had less education (P<0.001), were obese (P<0.001), and
had impaired renal function (P<0.001) and hypercholesterolemia
(P<0.001). The use of statins was higher in women compared to men
(P<0.001), while there were no significant sex differences in the use
of other classes of reported medications.

Neopterin and KTR median (interquartile range) values across levels
of other baseline variables are given in Table 2. Hypertensive partici-
pants and those with impaired renal function had significantly higher
levels of neopterin compared to participants with normal blood pres-
sure values and renal function. KTR levels were significantly higher in
the lowest compared to the highest education category, in overweight
and obese participants compared to those with normal BMI and in for-
mer smokers compared to current smokers. Similar to neopterin, a
higher level of KTR was found in hypertensive participants and in
those with impaired renal function.

We also observed a strong correlation of neopterin with KTR (r=
0.51; P<0.001).

Table 2
Neopterin and KTR median (interquartile range) values across levels of baseline vari-
ables, the Hordaland Health Study.

Baseline variables Neopterin p* KTR (nmol/umol) p*
(nmol/L)

Education level 0.13 0.009
Less than high school 8.6 (7.3-10.6) 26.1 (21.7-31.5)
High school 8.4 (7.2-10.3) 25.3 (20.6-30.6)
College or university 8.4 (7.1-10.3) 24.6 (20.7-30.3)

Body mass index, (kg/m?) 0.35 <0.001
<25 8.6 (7.2-10.5) 24.6 (20.4-30.0)
25-30 8.5 (7.2-10.2) 26.3 (21.9-31.1)
>30 8.7 (7.3-10.7) 28.0 (23.0-34.0)

Smoking 0.15 0.004
Never smokers 8.5(7.2-10.3) 25.6 (21.1-30.6)
Former smokers 8.7 (7.3-10.5) 26.4 (21.9-32.1)
Current smokers 8.4 (7.1-10.3) 25.1 (20.9-31.4)

Physical activity 0.32 0.54

None/light 8.7 (7.2-10.5) 25.8 (21.3-31.1)
Moderate/vigorous 8.4 (7.2-10.1) 25.5 (21.2-30.7)
Diabetes 0.2 0.17
No diabetes 8.6 (7.3-10.4) 25.9 (21.3-31.1)
IFG or IGT 8.4 (7.2-10.9) 24.7 (21.3-28.8)
Diabetes 7.8 (6.8-10.2) 26.5 (22.7-32.9)
Hypertension 0.02 <0.001
Yes 8.6 (7.3-10.6) 26.1 (21.7-31.5)
No 8.4 (7.1-10.2) 24.8 (20.7-30.3)
eGFR<60 (mL/min/1.73 m?) <0.001 <0.001
Yes 9.6 (7.9-11.7) 29.0 (23.7-35.4)
No 8.1 (6.9-9.7) 24.5 (20.4-29.1)

IFG, impaired fasting glucose; IGT, impaired glucose tolerance.
eGFR, estimated glomerular filtration rate; KTR, kynurenine-tryptophan ratio.
* P values from Mann-Whitney or Kruskal-Wallis test.
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Fig. 1. Kaplan-Meier cumulative hazard curves for acute coronary events according to
neopterin quartiles, the Hordaland Health Study.

3.1. Follow up time and study endpoint events

During the follow up time, 265 participants; 148 men and 117
women suffered one of the study endpoints. Table 1 in Supplementary
material online-tables shows the distribution of the study outcome
and its components across neopterin and KTR quartiles. Kaplan-Meier
cumulative hazard curves show that quartile increments of neopterin
(Fig. 1) and KTR (Fig. 2) are associated with increased risk of acute cor-
onary events (P for trend<0.001 and 0.019, respectively).

The adjusted generalized additive Cox regression models visualize
a positive dose response relationship between plasma neopterin
levels and risk of the study endpoint (Fig. 3).
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Fig. 2. Kaplan-Meir cumulative hazard curves for acute coronary events according to
KTR quartiles, the Hordaland Health Study.
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Fig. 3. Dose-response relationships between plasma neopterin or KTR levels (1-99% of all participants) and hazard ratios (HRs) of acute coronary events obtained from generalized ad-
ditive Cox regression. Models are adjusted for gender, BMI categories, smoking status, hypertension, impaired renal function (eGFR<60 mL/min/1.73 m?) and cholesterol (in quartiles).
The solid lines show HRs and the shaded areas show 95% Cls. Density plots show the distribution of biomarkers, and vertical lines denote the 25th, 50th, and 75th percentiles.

Results from the adjusted Cox models are shown in Table 3. The
fourth quartile of neopterin was associated with an increased risk com-
pared to the first in the analysis including all participants (HR, 1.63; 95%
CI 1.15-2.33; P=0.007) and in analysis restricted to participants not
taking immunosuppressive medications or statins (HR, 1.65; 95% CI
1.11-2.46; P=0.013). For KTR (Table 3), we observed a borderline sig-
nificant increased risk of acute coronary events when comparing the
fourth quartile to the first (HR, 1.44; 95% CI 0.99-2.08; P=0.054).

This association became significant (HR, 1.57; 95% CI 1.03-2.39; P=
0.036) in the analysis restricted to participants not taking immunosup-
pressive medications or statins.

In sex specific analyses, we observed that the fourth quartile was
associated with increased risk for the study endpoint compared to the
first in men for both neopterin and KTR. In women, no significant asso-
ciations were observed (Tables 2 and 3 respectively in Supplementary

material online-tables).

Table 3
Hazard ratios (HR) for acute coronary events according to neopterin and KTR quartiles, the Hordaland Health Study.
Variables Model 1 p? Model 2 p? Model 2-restricted pP?
HR (95% CI) HR (95% CI) HR (95% CI)
(n=2743) (n=2743) (n=2339)
Neopterin (nmol/L)
Quartile 1 (<7.2) 1.00 reference 1.00 reference 1.00 reference
Quartile 2 (7.2-8.6) 1.01 (0.67-1.82) 1.00 (0.68-1.46) 0.80 (0.51-1.25)
Quartile 3 (8.6-10.4) 1.24 (0.86-1.77) 1.23 (0.85-1.77) 1.18 (0.78-1.78)
Quartile 4 (>10.4) 1.81 (1.30-2.53) 1.63 (1.15-2.33) 1.65 (1.11-2.46)
Per quartile increment” 1.24 (1.11-1.38) <0.001 1.19 (1.06-1.34) 0.003 1.23 (1.08-1.40) 0.002
KTR (nmol/umol)
Quartile 1 (<213) 1.00 reference 1.00 reference 1.0 reference
Quartile 2 (21.3-25.8) 1.27 (0.89-1.82) 1.25 (0.87-1.80) 1.24 (0.82-1.90)
Quartile 3 (25.8-31.1) 1.21 (0.84-1.75) 1.25 (0.86-1.82) 1.22 (0.79-1.88)
Quartile 4 (>31) 1.60 (1.14-2.26) 1.44 (0.99-2.08) 1.57 (1.03-2.39)
Per quartile increment® 1.15 (1.03-1.28) 0.012 1.11 (0.99-1.25) 0.069 1.14 (1.02-1.31) 0.047
Gender (male) 2.03 (1.59-2.59) <0.001 2.01 (1.53-2.66) <0.001 1.90 (1.39-2.61) <0.001
BMI (kg/m?) 0.49 0.2
<25 1.00 reference 1.00 reference
25-30 1.18 (0.89-1.55) 1.32 (0.97-1.79)
>30 1.15 (0.77-1.71) 1.09 (0.68-1.73)
Smoking <0.001 <0.001
Never smokers 1.00 reference 1.00 reference
Former smokers 1.11 (0.82-1.50) 1.30 (0.91-1.85)
Current smokers 2.16 (1.55-3.02) 2.77 (1.90-4.03)
Hypertension 1.53 (1.13-2.08) 0.006 1.80 (1.26-2.56) 0.001
eGFR<60 (mL/min/1.73 m?) 1.14 (0.86-1.51) 0.36 1.28 (0.94-1.75) 0.12
Cholesterol (mg/dL) 0.25 0.6

Quartile 1
Quartile 2
Quartile 3
Quartile 4

1.00 reference

0.85 (0.61-1.20)
0.69 (0.48-0.99)
0.88 (0.63-1.23)

1.00 reference

1.03 (0.68-1.53)
0.80 (0.52-1.22)
1.02 (0.69-1.51)

Model 1, adjusted for gender; model 2, adjusted for gender, BMI, smoking, hypertension, renal function (eGFR) and cholesterol.
Model 2-restricted, the same adjustments made to model 2, but applied to participants not taking immunosuppressive medications or statins.

@ P for trend.
5 HR (95% CI) for one quartile increment in neopterin and KTR respectively.
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4. Discussion

In this study among community-dwelling elderly without pre-
existing coronary heart disease we observed that higher levels of
neopterin and KTR were associated with an increased risk of subsequent
acute coronary events. The associations were slightly stronger after
excluding participants taking statins or immunosuppressive medications.

Several prospective studies have investigated the association be-
tween neopterin and adverse coronary events or mortality in hospital-
ized patients with coronary artery disease. In SAP patients, higher
baseline levels of plasma neopterin were associated with an increased
risk of adverse coronary events [6,14,19]. Similarly, in patients hospital-
ized for an ACS event, higher levels of plasma neopterin at admission
increased the risk for recurrence or death during follow up [7,20,21]. A
positive association between neopterin levels and adverse coronary
events or death has also been reported from studies including patients
with both SAP and ACS [22], or diabetes [8]. In treated hypertensive
patients [23], higher neopterin levels have been associated with greater
risk of future adverse coronary events. These studies provide evidence
that neopterin predicts future coronary events with similar effect esti-
mates in SAP and ACS patients. Another study found that neopterin levels
predicted a rapid progression of plaques in patients with established cor-
onary heart disease [24].

The estimates in our study are similar in direction with studies
conducted among patients with underlying coronary heart disease
[6-8,14,20,22]. Differences in effect size may be attributable to differ-
ent categorization levels used for the exposure variable and different
population characteristics. Our findings support previous knowledge
on the predictive role of neopterin on future coronary events in
patients with pre-existing coronary disease [25], and expand it to
older adults without previous coronary heart disease.

The relationship between levels of KTR and subsequent coronary
events has not previously been extensively studied. A cross-sectional
study reported higher levels of KTR in patients with established coronary
disease compared to healthy subjects [13]. In a population of older
adults, baseline levels of KTR were positive predictors of all-cause
mortality in a 4-year follow up period [26]. We have previously reported
that one standard deviation increase of logarithmically transformed
KTR was associated with a relative risk of 1.28 for major coronary
events in SAP patients [14]. In the present study, we observed an
association between baseline KTR and subsequent risk of acute coro-
nary events in participants not taking immunosuppressive medica-
tions or statins, thus replicating previous findings among coronary
heart disease patients, now in a population of adults without under-
lying coronary heart disease.

In line with previous publications [14,27], we found a strong corre-
lation between KTR and neopterin, suggesting that increasing KTR is
related to tryptophan catabolism through the IDO route due to immune
system activation. Nevertheless, additional contribution from the TDO
route cannot be totally excluded and may partially explain the weaker
predictive value of KTR for coronary events compared to neopterin.

Studies of atherosclerotic plaque composition have identified more
areas rich of macrophages in plaques from ACS patients compared to
plaques from patients with SAP [28]. Plaque rupture is considered to
be the main cause of ACS, and activated macrophages contribute to
plaque instability through the release of many effector molecules [29].
Neopterin, one of the many products of activated macrophages, appears
to amplify the effects of reactive oxygen species, promoting oxidative
stress, [30] which in turn plays a role in mediating apoptosis on T cells
[31]. Thus, apart from reflecting an active status of the immune system,
neopterin may also modulate the immune response.

There is evidence that tryptophan catabolism through the kynurenine
pathway modulates the immune system response during inflammation
[32]. Activation of the immune system and the release of I[FN-y up regu-
late IDO activity in antigen presenting cells, leading to increased trypto-
phan catabolism. This process has anti-proliferative qualities [33] by

depleting tryptophan in the microenvironment and subsequently arrest-
ing the proliferation of T cells [34]. In addition, several metabolites of the
tryptophan catabolism induce apoptosis of T cells [35]. Enhanced IDO
activity, expressed by increased KTR levels might represent a protective
mechanism against accelerated inflammation.

To our knowledge, this is the first study prospectively assessing
the relationship between plasma neopterin and KTR levels with ACS
events in a population of older adults without coronary heart disease.
Our study includes a large number of participants and the follow up
time was 8 years. The personal identification number for each partic-
ipant and good records on hospitalization and causes of death,
allowed us to follow the study population without loss to follow up.
The composite endpoint of non-fatal and fatal ACS events reflects
the pathophysiological changes taking place during development
and complication of the atherosclerotic plaque.

Participants' comorbidities and the use of different medications
were also considered when dealing with the main associations
under investigation in our study. Because statins [36] and immuno-
suppressive medications [37] are reported to suppress both formation
of neopterin and tryptophan catabolism induced by IFN-vy, we repeat-
ed the multivariable analyses after excluding participants who were
taking these medications. The magnitude of effects observed were
similar to those from analyses in all participants, and in the case of
KTR, the associations became stronger and statistically significant.

In the sex specific analyses, we observed similar effect estimates in
men and women although the number of events among women was
fewer and were not statistically significant.

Our study has also several limitations. Participants were commu-
nity dwelling adults born in 1925-27. Due to the small differences
in age, we did not include it as a possible confounder in the final anal-
ysis. Further work is needed to validate our results in a broader age
range. Plasma levels of neopterin and KTR were measured only once
at the beginning of the study, and therefore changes over time in
their levels were not possible to be taken into consideration while
conducting the analyses.

5. Conclusions

Increased levels of neopterin and KTR indicate ongoing inflamma-
tion with subsequent immune system activation. This may contribute
to a faster progression of atherosclerotic plaques and render them
more susceptible to rupture, causing an ACS event. Our study shows
that neopterin and KTR may predict future coronary events years
ahead of the acute episode, among community-dwelling older adults
without prior coronary heart disease.
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