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There is a broad differential diagnosis for patients present-
ing with acute chest pain. History, physical examination,
electrocardiogram, and serial troponin assays are piv-
otal in assessing patients with suspected acute coronary
syndrome. However, if the initial workup is equivocal,
physicians are faced with a challenge to find the optimal
strategy for further triage. Risk stratification scores have
been validated for patients with known acute coronary
syndrome, such as the TIMI and GRACE scores, but there
may be limitations in undifferentiated chest pain patients.
Advancements in imaging modalities such as coronary
computed tomography angiography and the addition CT
derived fractional flow reserve, have demonstrated utility
in evaluating patients presenting with acute chest pain.
With this article, we aim to provide a comprehensive re-
view of the non-invasive modalities that are available to
evaluate acute chest pain patients suspected of cardiac
etiology in the emergency room. We also added a fo-
cus on new imaging modalities that have shown to have
prognostic implications in stable ischemic heart disease.
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1. Introduction
Annually, there are more than 8 million emergency department

(ED) visits in the United States for acute undefined chest pain
(Owens et al., 2010; Pitts et al., 2008; Rui and Kang, 2015). Ap-
proximately 30-80% of these patients are admitted, often to rule
out acute coronary syndrome (ACS), due to the significant mor-
bidity and mortality associated with coronary artery disease (Cot-
terill et al., 2015; Hoffmann et al., 2009; Hsia et al., 2016; Owens
et al., 2010; Pitts et al., 2008; Pozen et al., 1984; Rui and Kang,
2015). This imparts an economic and clinical challenge as these
patients undergo extensive testing that costs approximately $8 bil-
lion a year. More often, the presenting chest pain proves to be
non-cardiac, however, 2-10% of these patients that are discharged
prematurely from the ED have ACS (Hoffmann et al., 2009; Lee
et al., 1987; Pope et al., 2000; Schor et al., 1976; Waxman et al.,
2018).

In one of the largest studies, Schor et al. (1976) followed pa-
tients presenting to the ED with presumed coronary artery dis-
ease over a one-year period. Approximately 50% of the patients
were admitted, and only 6% of the admitted patients had a final
diagnosis of myocardial infarction (MI). Furthermore, approxi-
mately 10% of the patients discharged directly from the ED were
later diagnosed as a missed MI. This is concerning for patient out-
comes as well as potential litigation. The failed diagnoses led to
24-26% of the money paid in closed malpractice claims in emer-
gency medicine from 1985 to 2007 (America, PIAo, 2004; Oetgen
et al., 2010; PIAA, 2014). Karcz et al. (1993) found that missed
MI was the largest monetary loss category in emergency medicine
accounting for 21% of the total dollars paid in lawsuits.

The evaluation of chest pain starts in the emergency room to
determine acuity. This includes assessment for life-threatening
etiologies such as pulmonary embolism, aortic dissection, tension
pneumothorax, and acute coronary syndromes. The basic ACS
work-up includes history and physical examination, a 12 lead elec-
trocardiogram (EKG) and a chest x-ray. Patients with acute find-
ings on electrocardiogram, such as ST-segment elevation myocar-
dial infarction, have a clear algorithm for management (Amster-
dam et al., 2010). However, for patients without acute electrocar-
diographic findings or cardiac enzyme elevation who are catego-
rized in the low to intermediate-risk group, the workup varies as
our guidelines continue to change. The American Heart Associa-
tion published a revised statement in Circulation 2010 emphasiz-
ing the importance of accurate risk stratification and exclusion of
ACS or other serious conditions in the acute chest pain evaluation
rather than detection of coronary artery disease (CAD) (Amster-
dam et al., 2010).

In addition, coronary computed tomography angiography
(CCTA) demonstrated high sensitivity and specificity initially for
evaluation of stable ischemic heart disease (Budoff et al., 2008;
Garcia et al., 2006; Marano et al., 2009; Meijboom et al., 2008;
Miller et al., 2008). Subsequent studies have established its utility
for ACS rule out in the emergency department (ED) (Hoffmann
et al., 2012; Litt et al., 2012; Poon et al., 2013). The addition
of non-invasive fractional flow reserve (FFRCT ) provides a func-
tional component to a robust anatomical imaging modality. This
technology was recently tested in the ED and was found to have
feasibility without any difference in the overall costs and major
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cardiac events when compared to CCTA alone (Chinnaiyan et al.,
2019). The utilization of coronary CT angiography was found have
a significant impact on prognosis with a reduction in myocardial
infarction due to detection of non-obstructive coronary artery dis-
ease followed by initiation of preventive medications.

The purpose of this article is to review the different noninva-
sive strategies including advanced imaging modalities that are cur-
rently available to evaluate low to intermediate-risk chest pain in
the emergency room. Also, we aim to discuss the advancedmodal-
ities not only in the ED but also their strong impact on prognosis
in stable ischemic heart disease.

2. History and physical examination
Chest pain characteristics are valuable in determining which

patients require acute attention. Important presenting features in-
clude the quality, duration, and radiation of the pain as well as
other associated symptoms. Chest pain described as “heaviness,
crushing, burning, aching, or tightness” and with radiation into the
neck, arm or jaw has been associated with cardiac chest pain. Tra-
ditionally, cardiac chest pain is classified as typical angina, atyp-
ical angina and non-anginal chest pain. Typical angina has three
components: (1) substernal chest pain or discomfort, (2) provoked
by exertion or emotional stress, (3) relieved by rest and/or nitro-
glycerin. Atypical angina consists of two of the three components
for typical angina. Nonanginal chest pain has one or none of the
components for typical chest pain (Diamond and Forrester, 1979;
Gibbons et al., 2002).

Classifying patients into typical and atypical chest pain have
traditionally been used in the initial evaluation of patients with
acute chest pain. Nakas et al. (2018) investigators in a single-
center assessed 686 patients undergoing angiography for sus-
pected CAD. They sought to determine the chest pain characteris-
tics that strongly correlate with obstructive CAD. Typical anginal
symptoms were associated with a higher prevalence of CAD (OR
3.47, P < 0.001). In multivariate analysis, the investigators found
that typical anginal symptoms were an independent predictor for
CAD (OR, 2.54, P< 0.001) andmore predictive than other clinical
risk factors (area under the curve [AUC], 0.715, P< 0.001) (Nakas
et al., 2018). However, Hermann et al. (2010) reviewed 2,525 pa-
tients with no previous history of coronary artery disease seen in
the ED for chest pain. Typical and atypical chest pain characteris-
tics were compared with cardiac enzymes and stress testing. They
concluded that there was no significant difference in those with
typical versus nonanginal and atypical chest pain for inducible my-
ocardial ischemia (Hermann et al., 2010).

In 1979, Diamond and Forrester (DF) published a model using
age, gender, and typical chest pain features to predict the likeli-
hood of obstructive CAD in an outpatient cohort (Diamond and
Forrester, 1979), as outlined in Table 1. Hamburger et al. (2016)
attempted to validate the DF classification in low to intermediate-
risk patients in the ED with exercise treadmill test and CCTA to
confirm CAD. The authors concluded that typical angina as de-
fined by the DF classification in this low-risk population was not
predictive of CAD (Hamburger et al., 2016). The modified DF
clinical model includes other cardiovascular risk factors, such as
hypertension, diabetes, hyperlipidemia and smoking in addition to
age, gender and chest pain features. The model has been recom-

mended for assessing pre-test probability for CAD (Gibbons et al.,
2002, 1997).

Moreover, researchers have attempted to identify chest pain fea-
tures that most strongly correlate with ACS (Amsterdam et al.,
2010; Body et al., 2010; Hermann et al., 2010; Nakas et al., 2018).
In the prospective study by Body et al. (2010), patients were eval-
uated in the ED with suspected cardiac chest pain. Of the 796
patients, 148 had confirmed a myocardial infarction. No single
feature was identified in their presenting history that could alone
predict acute MI or adverse events. Diaphoresis noted on the exam
was the strongest predictor of acute myocardial infarction (AMI)
(odds ratio (OR) 5.18, 95 CI 3.02-8.86). Reported vomiting was
also strongly associated with AMI (OR 3.50, 95 CI 1.81-6.77).
Contrary to common belief, chest pain described as the same qual-
ity pain as their previous MI was less likely to have AMI with
an OR 0.42 (95 CI, 0.26-0.69). They demonstrated that “typi-
cal” symptoms may have no diagnostic value, and several atypical
symptoms may make ACS more likely (Body et al., 2010).

In addition, a thorough history and physical exam help to dif-
ferentiate between cardiac and non-cardiac pain. Hypotension and
hemodynamic instability, evidence of systolic dysfunction and S3
gallop are more urgent features that prompt cardiac workup (Cay-
ley, 2005; Roffi et al., 2016). Pain that is reproducible on exam
suggests that cardiac etiology is less likely. A study by Grani et al.
(2015) found that reproducible chest pain had a negative predictive
value of 98% (CI 95%, 89.9-99.7%). Pulse differences of upper
extremities are concerning for aortic dissection. Fevers, egophony,
and dullness to percussion are indicative of a pneumonia diagno-
sis (Cayley, 2005; Roffi et al., 2016). The physical exam is often
normal in ACS but it is important in the initial triage process of
chest pain.

3. Traditional risk factors
The Framingham heart study has helped to identify the classic

risk factors associated with coronary artery disease, such as hyper-
tension, hyperlipidemia, smoking history, age, and family history
of early events (Kannel et al., 1961). More recent updates on car-
diac risk have recognized increased inflammation such as HIV as
cardiac risk factors (Kaplan et al., 2007). Traditionally, risk fac-
tors have been an essential tool for assessing the likelihood of acute
cardiac ischemia in patients with acute chest pain.

Many studies have looked at whether using these factors can be
predictive for the diagnosis of ACS (Body et al., 2008; Han et al.,
2007; Jayes et al., 1992; Kannel et al., 1961; Kaplan et al., 2007).
In a prospective study by Jayes et al. (1992), 5,773 patients were
evaluated to determine whether the presence of classic risk factors
increased the likelihood of acute ischemia. In the male patients,
Diabetes and family history was associated with increased risk of
ACS with a RR 2.4 and 2.1, respectively (95% CI 1.2-4.8 and 1.4-
3.3). Traditional risk factors in females were not associated with
an increased risk of ACS and did not assist in risk stratification.
Overall, the group concluded that conventional risk factors were
not diagnostic of ACS.

In addition, Han et al. (2007) used an Internet Tracking Reg-
istry of Acute Coronary Syndrome (i*trACS) to address the utility
of conventional cardiac risk factors for diagnosing ACS in patients
with acute chest pain. Of the 10,806 patients with 17,713 ED visits
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Table 1. Diamond and Forrester classification table likelihood of coronary artery disease (Diamond and Forrester, 1979).

Age Typical Angina A Atypical Angina B Non-anginal Chest pain C

Male Female Male Female Male Female

30-39 76% 26% 34% 12% 4% 2%

40-49 87% 55% 51% 22% 13% 3%

50-59 93% 73% 65% 33% 20% 7%

60-69 94% 86% 72% 51% 27% 14%

Chest pain (CP) criteria: 1. Substernal CP or discomfort, 2. Provoked by exertion or emotional stress,

3. Relieved by rest and/or nitroglycerin.
ATypical Angina: 3 out of 3 criteria
BAtypical Angina: 2 out of 3 criteria
CNon-anginal chest pain

for ACS rule out, 871 or 8.1% of these patients had an ACS. Age
was determined to be the strongest predictor of ACS. The authors
concluded that cardiac risk factors have limited diagnostic value
for acute coronary syndrome, especially in patients older than 40
years of age (Han et al., 2007).

Overall, cardiac risk factors alone are nondiagnostic in the
acute setting of chest (Body et al., 2008; Han et al., 2007; Jayes
et al., 1992; Kannel et al., 1961; Kaplan et al., 2007). Cardiac risk
factors are needed as part of the collective risk stratification to pre-
dict cardiac events in the emergency room setting.

4. Electrocardiogram
The electrocardiogram (EKG) is an essential, risk-stratifying

tool in patients presenting with acute chest pain. The EKG demon-
strates diagnostic and prognostic features that are key for triage.
According to the ACC/AHA guidelines, a standard twelve lead
EKG should be performed within 10 minutes of a patient present-
ing with acute chest pain. It is also recommended that the EKG
should be repeated every 15-30 minutes for evaluation of evolving
MI within the first hour of presentation (Amsterdam et al., 2014).

A normal EKG does not exclude ACS, and the estimated preva-
lence ofACSwith a normal EKG is 1-6% (Amsterdam et al., 2014).
In a study by Rouan et al. (1989) investigators sought to determine
the prevalence and characteristics of AMI in 7,115 patients who
initially presented with normal or nonspecific changes on EKG.
They found that AMI patients with an initially normal or nonspe-
cific EKGwere less likely to have a history of CAD. The estimated
probability for AMI in patients with chest pain and normal or non-
specific EKG was about 3%. Also of note, lateral wall MI related
to the left circumflex artery has been associated with decreased or
limited ST-segment elevation and can be often missed (Amster-
dam et al., 2014; Oraii et al., 1999; Roffi et al., 2016; Rouan et al.,
1989; Zalenski et al., 1993).

EKG remains the essential primary tool in the triage of patients
with acute chest pain, where it is critical in diagnosing an acute
MI (Amsterdam et al., 2014), but a normal EKG paves the path for
further diagnostic work up which we further discuss.

5. High sensitivity troponins assays
The universal definition of AMI as determined by the Amer-

ican College of Cardiology (ACC), American Heart Association
(AHA) and the World Heart Federation (WHF) Task Force in-

cludes an elevated cardiac biomarker, preferably a high sensitivity
cardiac troponin assay (Thygesen et al., 2018). High-sensitivity
cardiac troponin (hs-cTn) assays enable the detection of cardiac
troponin concentrations in at least 50% of healthy individuals with
improved precision at the 99th percentile of the normal reference
population. Hs-cTn concentrations can be detected at an earlier
time period of an evolving MI, which could improve the triage
process of patients presenting with acute chest pain (Thygesen et
al., 2018).

There are studies that have attempted to validate the utility of
Hs-cTn assays for ruling out AMI. Studies have also sought to as-
sess the utility of a single hs-cTn assay or the degree of change
in hscTn concentration for predicting AMI (Bandstein et al., 2014;
Korley and Jaffe, 2013; Mueller et al., 2016; Pickering et al., 2017).
Pickering et al. (2017) assessed 2,825 low-risk patients, defined as
new ischemia on ECG and Hs-cTn concentration less than 0.005
µg/L. Of the 2,825 low-risk patients, 14 were found to have an
acute MI. The sensitivity of MI detection in the troponin level less
than 0.005µg/Lwas 98% and sensitivity for 30-dayMACE ranged
87.9-100%. In 2014, a retrospective analysis of 14,636 patients that
presented to a Swedish ED with chest pain sought to evaluate var-
ious presenting hscTn concentration cut-offs for the primary out-
come of fatal and nonfatal MI within 30 days. Those with a hscTn
concentration less than 5 ng/L had a 99.8% negative predictive
value for MI and a value of 100% for the negative predictive value
of death (Bandstein et al., 2014).

In addition, the hs-cTn assay for RAPID rule out of acute my-
ocardial infarction (TRAPID-AMI) trial was a prospective analy-
sis of 1,282 patients with acute chest pain for which hs-cTn assays
were drawn at presentation and 1 hour. The sensitivity and neg-
ative predictive value with those with negative hs-cTn assay was
96.7% (95% CI 93.4- 98.7%) and 99.1% (95% CI, 98.2- 99.7%),
respectively (Mueller et al., 2016). More recently, Neumann et al.
(2019) investigated the use of serial hs-cTn assay in a cohort of
22,651 patients presenting to the ED with acute MI. The authors
found that smaller absolute changes in troponin level was associ-
ated with reduced likelihood of acute MI and cardiac event at 30
days. Based on these findings in absolute change in hs-Tn lev-
els, the investigators developed a risk assessment tool for utilizing
hs-Tn assays in the acute ED setting (Neumann et al., 2019).

Rapid screening protocols with hs-cTn assays have been pro-
posed for patients for whom ruling in or out an acute myocardial
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infarction (AMI) is difficult. Various cut-offs for troponin con-
centrations have been proposed for aide in the diagnosis of acute
MI. With the increase in sensitivity of the cardiac enzyme assay,
there seems to be a corresponding increase in non-Type I MI caus-
ing elevation of hs-cTn levels. Type 2 MI, a supply and demand
mismatch, causes a rise in the hscTn level, for which it may be dif-
ficult to differentiate from a type 1 MI. Type 2 MI can be induced
by conditions such as hypotension or respiratory failure for which
management involves treating the underlying cause. Type 1 MI is
caused by plaque rupture, and the management includes more ag-
gressive measures such as anticoagulation and revascularization
(Korley and Jaffe, 2013; Thygesen et al., 2018). Differentiating the
type of MI depends on clinical judgment. Of note, patients with
chronic conditions such as end-stage renal disease can also cause
elevations of hs-cTn concentration that may make a standard cut
off for ACS difficult to define (Korley and Jaffe, 2013; Pickering
et al., 2017; Thygesen et al., 2018).

Protocols in Europe have been adopted for obtaining hs-cTn
assays as part of ACS workup. The European Society of Cardiol-
ogy (ESC) guidelines for acute ACS assessment recommends that
the time interval for obtaining hs-cTn levels depends on the assay
used (National Institute for Health and Clinical Excellence, 2016).
Assays were validated for two different time intervals including a
0 hour (h) and 3h from the presentation as well as a 0h and 1h
from presentation (Roffi et al., 2016). In conjunction with ECG
findings and risk assessment scoring tool, the patients that have
negative troponins assay and low clinical risk are categorized in
a rule-out group. This rule-out group had a negative predictive
value of 98% and recommended for early discharge or outpatient
work up (Roffi et al., 2016).

6. Risk assessment tools and stratification
A number of scoring systems have been developed over time to

attempt to risk stratify ACS patients. The GRACE and TIMI risk
scores are commonly used assessment tools for high risk ACS pa-
tients to determine therapy (Antman et al., 2000, 1999; Chase et al.,
2006; Granger et al., 2003; Morrow et al., 2001). The FRISC score
was also validated for high-risk ACS patients to determine the ef-
fect of early invasive strategies (Lagerqvist et al., 2005). Other
scoring systems, such as the PURSUIT score did not take into
account cardiac enzymes (Boersma et al., 2000). The HEART,
HEART Pathway and EDACS-ADP are more recent methods that
are useful for triaging patients with acute chest pain (Backus et al.,
2013, 2010; Mahler et al., 2015; Six et al., 2008; Than et al., 2014).

The TIMI risk score was developed from the Thrombolysis
in MI (TIMI)-11B trial, a randomized control trial of 1,957 ACS
patients that compared treatment with unfractionated heparin to
enoxaparin (Antman et al., 2000, 1999). There were seven fea-
tures identified in a multivariate analysis, for which were statisti-
cally significant as outlined in Table 2. TIMI score predicted risk
for all-cause mortality, MI and severe recurrent ischemia requiring
revascularization within 14 days. The ESSENCE Trial along with
subsequent trials further validated the scoring system (Antman et
al., 2000).

In addition, a registry of 11,389 ACS patients was used to de-
velop the GRACE score. A multivariate logistic regression analy-
sis allowed for the identification of 8 independent risk factors asso-

Table 2. TIMI Risk Score (Antman et al., 2000)

Age greater than 65 + 1

3 CAD Risk factors (hypertension, hypercholesterolemia, dia-

betes, family history of CAD or current smoker)

+ 1

Known CAD (stenosis of greater than 50%) + 1

Aspirin use in past 7 days + 1

Severe Angina ( ≥ 2 episode in 24 hours) + 1

EKG ST segment changes ( ≥ 0.5 mm) + 1

Positive Cardiac marker + 1

Score: 1 (5% risk), 2 (8% risk), 3 (13% risk),

4 (20% risk), 5 (% risk), 6 (% risk ), 7 (40% risk)

Table 3. GRACE Score (Granger et al., 2003)

Variables

Age

Heart Rate

Systolic Blood pressure

Creatinine

Cardiac Arrest on admission

St segment deviation on EKG

Abnormal Cardiac enzymes

Killip class

ciated with morality both inpatient and at 6 months of discharge,
as outlined in Table 3 (Granger et al., 2003). Both the GRACE
and TIMI scores were validated in patients with knownACS rather
than those with undifferentiated chest pain (Antman et al., 2000,
1999; Chase et al., 2006; Granger et al., 2003). The scores are
useful in high-risk patients to help determine aggressive therapy.
There is some data that suggests that the GRACE may be superior
to the TIMI risk score in undifferentiated chest pain (Ramsay et
al., 2007), however GRACE score cannot be easily performed at
bedside.

In 2008, the HEART system was developed in the Netherlands
as a rapid risk stratification tool for patients with acute chest pain in
the ED (Six et al., 2008). The system classifies patients into low,
moderate and high-risk groups based on history, ECG, age, risk
factors, and troponin assay. This tool was validated with a single-
center retrospective study of 122 patients as well as a multicenter
retrospective study of 880 patients (Backus et al., 2010; Six et al.,
2008). In these studies, the investigators used the HEART score
to assess the likelihood of composite endpoints MI, percutaneous
coronary intervention (PCI), Coronary Bypass Grafting (CABG)
or death within 6 weeks of presentation. As outlined in Table 4,
the low-risk group was at 2.5% risk for endpoints-for which pa-
tient disposition recommended for early discharge. Intermediate
group patients were at a 20% risk and recommended for admis-
sion. The high-risk group was 73% risk for endpoints and should
be managed aggressively (Backus et al., 2010; Six et al., 2008).

In 2013, investigators compared the HEART risk score to the
GRACE and TIMI scores in a prospective study of 2,388 patients
with chest pain across 10 hospitals in the Netherlands (Backus et
al., 2013) with a primary endpoint of major adverse cardiac event
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Table 4. HEART Score (Six et al., 2008)

History

Highly suspicious 2 points

Moderately suspicious 1 point

Slightly or Non-suspicious 0 points

ECG

Significant ST-Depression 2 points

Nonspecific repolarization 1 point

Normal 0 points

Age

> 65 years 2 points

45-65 years 1 point

< 45 years 0 points

Risk Factors

> 3 risk factors or History of CAD 2 points

1 or 2 risk factors 1 point

No risk factors 0 points

Troponin

> 3 x normal limit 2 points

> 1- < 3 x normal limit 1 point

< Normal limit 0 points

(MACE) within 6 weeks of initial presentation. Of note, MACE
was defined as acute MI, PCI, CABG, angiographic evidence of
procedurally correctable stenosis that is managed conservatively,
and death. Of the patients classified as low risk based on each scor-
ing system, the TIMI and GRACE scores demonstrated a 2.8 and
2.9% MACE rate, respectively, while the low risk HEART group
had 1.7% MACE. The c-statistic for the HEART score was 0.83
and was statistically greater than the TIMI at 0.75 and GRACE at
0.70 (P< 0.0001). This suggests that the HEART score is a more
favorable tool for predicting undifferentiated chest pain, especially
in the emergency room setting.

In addition, Mahler et al. (2015) developed the HEART Path-
way risk score for assessment and triage of acute undifferentiated
chest pain in low-risk patients. Investigators used the HEART
score for patients with the addition of troponin levels on presen-
tation and at 3 hours. The 282 patients were randomized into the
HEART Pathway group and standard care group to assess the pri-
mary endpoint of cardiac testing, such as stress tests or angiog-
raphy. Secondary endpoints included MACE, length of stay and
early discharge. The HEART Pathway group was associated with
an absolute reduction of 12.1% (P = 0.048) in cardiac testing.
Early discharge occurred in 56 of the 141 patients in the HEART
Pathway group (39.7%) compared to the 26 of the 141 patients with
standard care (18.4%): an absolute increase of 21.3% (P = 0.001).
More importantly, noMACE events occurred at 30 days in patients
who were discharged early.

Moreover, a group from New Zealand developed the Emer-
gency Department Assessment of Chest pain Score (EDACS) with
the aim to identify acute chest pain patients as low risk (Than et
al., 2014). The addition of serial troponin assays further increased
the proportion of low risk patients identified as an accelerated di-
agnostic protocol (EDACS-ADP). The score was derived from a
logistic regression from 1974 patients presenting with acute chest
pain for greater than 5 minutes to identify major adverse cardiac
events (MACE) for predictive factors as outlined in Table 5. Ap-
proximately 42.2% of patients in this cohort were found to be low

Table 5. EDACS Risk Score (Than et al., 2014)

Age 2-20

Gender Male+6

Known CAD or ≥ 3 risk factors 4

Diaphoresis 3

Pain radiating to arm, shoulder, neck or jaw 5

Pain occurred or worsed with inspiration -4

Pain is reproduced by palpation -6

risk for MACE with a 99% sensitivity and 49.9% specificity. A
validating cohort of 608 patients demonstrated 100% sensitivity
with 59.0% specificity for low risk of MACE events (Than et al.,
2014). Investigators from Kaiser Permanente in California sought
to compare the EDACS with the HEART score for identifying low
risk patients (Mark et al., 2018). In a retrospective analysis of
118,822 potential acute ACS patients, the authors compared the
EDACSwith the HEART for endpoints of MACE at 60 days. Both
risk scores were able to predict low risk patients with a NPV of
99.5% but the EDACS score identified more patients as low risk
(P = 0.0001).

7. Functional testing in the emergency room
Several studies have investigated the implementation of nonin-

vasive imaging to rule out ACS in the low-risk patient population.
Functional tests including exercise, echocardiogram or myocardial
perfusion imaging (MPI) are the standard for evaluation of patients
with intermediate risk chest pain.

There was concern regarding the safety of performing stress
testing in patients with acute chest pain. Amsterdam et al. (2002)
demonstrated that immediate exercise treadmill testing (ETT) in
low-risk patients with normal ECG and negative biomarker was
safe. Prior to this study, the recommendation was to perform ETT
after 48 hours of presentation.

The major stress imaging methods currently utilized are MPI
and echocardiography. The literature demonstrates low event rates
after normal MPI in this subset of patients with probable 1% rate
of events. MPI can be performed at rest to detect ischemia and can
be used to triage patients in the ED. MPI was found to decrease
unnecessary admission for patients without acute ischemia, with-
out reducing appropriate hospitalizations (Udelson et al., 2002).
Data for stress MPI revealed sensitivity of 87% and specificity of
73% for predicting obstructive CAD. Sensitivity and specificity for
stress echocardiography were 86% and 81%, respectively (Klock
et al., 2003).

Testing can be performed in the ED or in a nuclear lab. Rest
MPI may be performed in the ED with an injection of a nuclear
tracer at the time of symptoms. One small study using technetium
sestamibi for the evaluation of ischemia in patients with chest
pain demonstrated 100% sensitivity in detecting acute ischemia
(Varetto et al., 1993).

8. The diagnostic efficiency of CCTA compa-
red to standard of care in the ED
There are many researchers who have sought to assess the di-

agnostic efficiency of CCTA in the evaluation of acute chest pain,
including impact on the length of stay, discharge rates, and cost.
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Table 6. Summary of the endpoints from the CT-STAT trial (Goldstein et al., 2011).

Outcomes CCTA (n = 361) MPI (n = 338) P Value

Primary outcome: Diagnostic Efficiency

Time to diagnosis, Hrs 2.9 (2.1-4.0) 6.2 (4.2-19.0) < 0.0001

Secondary outcome: ED costs of care and safety

Total ED costs, $ 2,137 (1,660-3,077) 3,458 (2,900-4,297) < 0.0001

MACE in patients with normal index test 2/268 (0.8%) 1/266 (0.4%) 0.29

The investigators of the ROMICAT II sought to study the effi-
ciency of CCTA for 987 low risk patients for ACS rule out with
a length of stay, discharge rate from the ED, MACE at 28 days
(Hoffmann et al., 2012). The median length of stay for patients
in the CCTA group was 8.6 hours compared to 26.7 hours in
the standard-evaluation group (P < 0.001). More patients in the
CCTA group were discharged directly from the ED than the stan-
dard care group without significant difference in MACE events.
There was also no significant difference in cost between CCTA
and standard group (P = 0.65). As outlined in Table 6, the inves-
tigators of the CT-STAT trial aimed to assess the efficiency, cost
and safety of CCTA compared to MPI in low-risk patients with
acute chest pain in the ED. The patients in the CCTA group were
associated with a significant decrease in time to diagnosis and ED
costs, and there was no difference in MACE events between these
two arms (Goldstein et al., 2011).

In addition, Poon et al. (2013) revealed that the length of stay
in the ED was 1.55 times higher with the standard evaluation (SE)
compared to those who underwent CCTA (OR 1.55; 95% CI: 1.2-
2.04; P < 0.001). Litt et al. (2012) randomized 1,370 low to-
intermediate risk patients with suspected ACS to CCTA or SE
groups. The CCTA cohort was associated with an increased rate
of discharges from the ED (50% compared to 23%) and reduced
the length of stay (18 hours versus 25 hours) compared with the
SE group.

The investigators of the CATCH trial (Cardiac CT in the treat-
ment of acute chest pain) assessed long term outcomes by compar-
ing the use of CCTA to standard evaluation with functional testing
(such as MPI) in patients presenting with acute chest pain con-
cerning for ACS. The primary endpoints included MACE, unsta-
ble angina after discharge, late symptom driven revascularization
and readmission for chest pain at median 18 month follow up. Of
the 576 patients, primary endpoint occurred in 11% of the CCTA
cohort versus 16% in the standard of care group (hazard ratio [HR]:
0.62 [95% CI: 0.40-0.98]; P = 0.04). Of note, the CCTA group
demonstrated increased number of revascularizations compared to
the standard group that could be potentially attributed to accurate
diagnosis of obstructive coronary artery disease and changes to
medical therapies when non-obstructive disease was discovered
(Linde et al., 2015).

In the follow-up CATCH-2 trial, the authors sought to evalu-
ate the clinical efficacy of combining CCTA with adenosine com-
puted tomography perfusion (CTP) imaging compared to CCTA
alone (Sorgaard et al., 2018). The primary endpoint included the
rate of revascularization in patients referred for invasive coronary

angiography (ICA). Of the 300 patients, the primary endpoint oc-
curred in 41 patients or 14% of the CCTA with CTP cohort com-
pared to 89 patients or 30% assigned to CCTA alone (P< 0.0001).
The total number of revascularizations were significantly lower in
the CCTA + CTP combined strategy (7% vs. 14%, respectively P
= 0.0045). This was one of the first randomized controlled trials
to assess the clinical safety and diagnostic efficacy of a combined
anatomical and functional test. The authors concluded that the ad-
dition of CT perfusion imaging to an already robust anatomical
modality substantially reduced the number of patients who under-
went for ICA and the total number of revascularizations. After 17
months of median follow up, there was no significant difference in
the cardiac deaths, post-index revascularizations, and hospital re-
cidivism due to chest pain, unstable angina and acute myocardial
infarction in the two diagnostic strategies. Although this study
demonstrates that the addition of CTP may further safely reduce
unnecessary ICAs, CTP requires expertise, specific equipment and
greater exposure to radiation. Therefore, further investigation is
necessary for assessing the safety and cost-effectiveness for the
addition of other functional imaging modalities.

Overall these major studies demonstrate that CCTA can be ef-
ficient and safe and is associated with a reduction in hard events for
this low to intermediate-risk populationwhen employed in triaging
acute cardiac chest pain patients. However, these benefits might
have to be weighed against the risk of potential radiation exposure,
contrast and the presence of a facility that harbors this technology
with expert readers.

Of note, the above studies did not involve the use of hs-Tcn as-
says. Dedic et al. (2016) in the BEACON trial compared the use of
hs-Tcn assays in a standard evaluation to utilization of CCTA in pa-
tients presenting to the ED for acute chest pain suspicious for ACS.
The primary end point was to identify significant CAD requiring
revascularization at 30 days. The investigators found CCTA was
associated with less outpatient testing and lower costs, but there
was no difference between the CCTA and standard care with hs-
Tcn assays in identifying patients with significant CAD requiring
revascularization within 30 days (P = 0.40).

In 2015, a multi-group committee including the American
Heart Association (AHA), American College of Cardiology
(ACC), and American College of Radiology (ACR) published ap-
propriateness criteria for the utilization of cardiovascular imaging
in the ED for patients presenting with acute chest pain (Rybicki
et al., 2015). Several clinical scenarios were deemed appropriate
for CCTA use. This included patients with equivocal or initial tro-
ponin concentration elevation without other findings significant
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Table 7. Summary of published multicenter trials on the diagnostic accuracy of cardiac CT for the detection of significant coronary
artery stenosis ( > 50% luminal narrowing) in the low to intermediate risk population without known coronary artery disease.

Study n Sensitivity (%) NPV (%) Specificity (%) PPV (%)

CATSCAN (Garcia et al., 2006). 7 countries, 11 sites 187 94 (89-100) 98 (94-100) 51 (43-59) 28 (19-36)

NIMISCAD (Marano et al., 2009). 20 sites in italy 327 94 (89-97) 91 (85-95) 88 (81-93) 91 (86-95)

ACCURACY (Budoff et al., 2008). 16 US sites 230 95 (85-99) 99 (96-100) 83 (76-88) 64(53-75)

CORE64 (Miller et al., 2008). 7 countries, 9 sites 291 85 (79-90) 83 (75-89) 90 (83-94) 91 (86-95)

Meijboom et al. (2008). 3 sites in Holland 360 99 (98-100) 97 (94-100) 64 (55-73) 86 (82-90)

for ACS as well as serial ECG and troponin concentrations nega-
tive or indeterminate for ACS.

Fig. 1 and Fig. 2 depicts the CCTAs and invasive angiogram
for two different subsets of patients within the same risk group,
but were found to have separate diseases which were accurately
identified with CCTA.

9. Anatomical testing with Coronary CT
angiography (CCTA): A focus on stable
ischemic heart disease and prognosis

9.1 CCTA effectiveness and safety for assessing coronary
artery disease in the outpatient setting
Over the past two decades, CCTA initially established its role

in evaluation of CAD in the outpatient setting, for which Table 7
highlights major trials (Budoff et al., 2008; Garcia et al., 2006;
Marano et al., 2009; Meijboom et al., 2008; Miller et al., 2008).
Fig. 3 reveals CCTA that was performed in a patient experienc-
ing atypical chest pain referred from his outpatient cardiologist.
He was found to have non-obstructive CAD and the patient was
started on appropriate preventive medication. CCTA has shown
to be an effective tool for assessing CAD due to its high sensi-
tivity and negative predictive value (NPV) (Budoff et al., 2008;
Garcia et al., 2006; Marano et al., 2009; Meijboom et al., 2008;
Miller et al., 2008). However, the limitation of CCTA is the low
positive predictive value (PPV). Severe coronary calcification can
impair the specificity of stenosis detection, but there is no estab-
lished threshold on non-contrast studies to suggest limited use of
contrast-enhanced studies. Other factors that alter the specificity
of the modality include inadequate heart rate control, language
barrier, following breathing instructions, small vessel size, body
mass index (BMI) of the patient, image acquisition protocols, lo-
cal expertise and inter-reader interpretation variability (Achenbach
and Daniel, 2010). Despite these limitations, there is a growing
volume of data for CCTA to suggest that this imaging modality
has potential functionality in chest pain evaluation for stable is-
chemic heart disease.

9.2 CCTA and invasive coronary angiograms (ICA)
Moreover, investigators have sought to establish the role of

CCTA as a preliminary step for determining the need for invasive
angiography. The PROMISE trial assessed 10,000 patients across
193 sites and demonstrated that the rates of invasive angiograms
were lower in the cohort where a CCTA strategy was employed
(Douglas et al., 2005). The PROMISE trial revealed that there
was no difference in cardiac events including all-cause mortality,
non-fatal MI, unstable angina and procedural complications.

In addition, the investigators of the SCOTHEART trial demon-

strated that though rates of invasive angiography were similar be-
tween CCTA and SE groups (409 vs. 401; P = 0.451), the CCTA
route led to more appropriate use invasive coronary angiograms
(ICA). In those assigned to the CCTA, ICA was less likely to
demonstrate normal coronary arteries (20 vs. 56; HR: 0.39; P <

0.001) but more likely to show obstructive coronary artery disease
(283 vs. 230; HR: 1.29; P = 0.005) (Williams et al., 2016). As
previously discussed, Poon et al. (2013) also found similar results
while comparing a CCTA to a SE cohort. The SE group was asso-
ciated with a 7-fold greater likelihood of invasive coronary angiog-
raphy without revascularization (OR 7.17; P < 0.001). Therefore,
growing evidence has shown that the CCTA can be an appropriate
modality to assess the need for ICA.

9.3 CCTA associated with decreased myocardial infarction
(MI) and increase in secondary prevention
In low to intermediate-risk patients with chest pain undergoing

CCTA, there have been several studies that have demonstrated an
associated reduced incidence of MI as well as an increase in sec-
ondary preventive therapies such as aspirin and statins. As briefly
mentioned, the SCOT-HEART trial was a multicenter study as-
sessing 4,146 patients with stable chest pain in the outpatient set-
ting (Newby et al., 2015). The investigators compared the use of
CCTA to standard evaluation (SE) for changes in preventative ther-
apy and clinical outcomes. At one year, the CCTA cohort was as-
sociated with a significantly increased initiation of preventive ther-
apies (293 vs. 84; OR: 4.12 [95% CI: 3.19 to 5.33]; P < 0·001).
Investigators also assessed outcomes based on the introduction of
preventative therapy. At events greater than 50 days after initiation
of therapy, the fatal and nonfatal MI was approximately half of the
patients allocated to CCTA compared with those assigned to SE
(17 vs. 34; HR: 0.50; P = 0.020). At 5 years, these results were
resonated as investigators found a significant reduction in rates of
myocardial infarctions in the CCTA cohort (Newby et al., 2018).
Recently, Adamson et al. (2019) reported a post hoc analysis on the
mechanism and consistency of the 5-year reduction of their pri-
mary endpoint. They demonstrated a consistent effect on events
across all demographics in this trial, including presentation and
risk factor profile. They further confirmed that due to greater di-
agnostic power of CCTA, there was improved risk stratification
and increased use of pharmacological preventive therapies in the
CCTA group. Therefore, it was made largely plausible that the ob-
served reduction in death from coronary heart disease or nonfatal
myocardial infarction was due to targeted initiation of preventive
medical therapies.

In a recent meta-analysis by Foy et al. (2017), the investigators
systematically reviewed 13 randomized control trials from 2001 to
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Figure 1. 60 year old female with history of hypertension without known coronary artery disease, presented to the ED for acute chest pain
relieved by nitroglycerin. The initial ECG and troponin were normal and underwent a CCTA. Her calcium score 403. Panel A shows a heavily
calcified left anterior descending artery (LAD) with a discrete area of stenosis due to high risk non-calcific plaque immediately proximal to the
heavily calcified area (Yellow arrow). Two sequential lesions with severe stenosis were noted in the first diagonal branch (blue arrow) with
similar plaque characteristics as noted in the LAD. Panel B demonstrates the invasive angiogram that confirmed severe stenosis in the proximal
LAD (Yellow arrow) and D1 (blue arrow) requiring drug eluding stents.

Figure 2. A 35-year-old female with a strong family history of coronary artery disease presented to the ED with exertional chest pain and
shortness of breath. The patient's exercise nuclear perfusion stress imaging did not reveal hemodynamic compromise or perfusion imaging
defects. (A) CCTA with maximal intensity projection and (B) 3D reconstruction at the level of the aortic root demonstrating an acute anomalous
origin of the right coronary artery (RCA, yellow arrows and arrow head) from the left coronary cusp (LCC), with a supra-pulmonic origin
traveling between the pulmonary artery (PA) and ascending aorta, indicating a malignant course. (C) Coronary angiogram revealing a
narrowing at the ostium of the RCA (Yellow arrow) without obstructive plaque confirming the acute angle take off the anomalous RCA. White
arrows demonstrate the appropriate origin of the left main coronary artery from the LCC (white arrows). The patient was discharged on a
calcium channel blocker for symptomatic and heart rate control.

2016 for the comparison of the clinical efficacy of CCTA to func-
tional testing in patients with suspected CAD. There was no sig-
nificant difference between CCTA and functional stress testing in
all-causemortality (ratio [RR], 0.93; 95%CI, 0.71-1.21) or cardiac
hospitalization (RR, 0.98; 95% CI, 0.79-1.21). However, CCTA
was associated with a reduced incidence of MI (RR, 0.71; 95%
CI, 0.53-0.96). The CCTA groups were also more likely to have a
new diagnosis of CAD as well as increased initiation of preventa-
tive therapies such as aspirin or statins. Of note, the patients under-
going CCTA were significantly more likely to undergo ICA (RR,
1.33; 95% CI, 1.12-1.59) and revascularization (RR, 1.86; 95% CI,

1.43-2.43). The increased rates of ICA and revascularization in the
CCTA groups are likely due to the ability of the modality to de-
tect coronary calcification, both obstructive and non-obstructive
plaque. With increased rates of detection, this also likely led to
an increase in prescriptions for secondary preventative therapies
like aspirin and statins. As shown by the SCOT-HEART trial, the
CCTA group was found to have reduced incidence of fatal and
non-fatal MI after initiation of preventative therapy at five years
(Newby et al., 2015, 2018).

In November 2016, the National Institute for Health and Care
Excellence (NICE) updated its clinical guideline on the evaluation
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Figure 3. 58 year old male with atypical chest pain sent in from his outpatient cardiologist office that revealed a minimally elevated calcium
score and non-obstructive disease on the coronary CCTA. (A) Maximal intensity projection of the aortic root at the level of the sinuses of
valsalva. (B) The image illustrates the origins of the coronary arteries. RCS: Right coronary sinus; NCS: Non-coronary sinus; LCS: left coronary
sinus; RCA: Right coronary artery; LMCA: Left main coronary artery; LAD: Left anterior descending artery; LCx: Left circumflex artery. (C) The
image depicts 3D rendered volume reconstruction of the heart revealing the LAD, LAD and D1.

Figure 4. 61 year old male presenting with atypical chest pain for an outpatient CCTA. (A) Image reveals a discrete lesion of severe mid
LAD stenosis due to high risk non-calcified plaque (Yellow arrow). (B) There was a concern that motion artifact was overestimating the degree
of stenosis. FFRCT served as an adjudicator and revealed a grossly positive result (0.59). (C) Severe stenosis was confirmed on invasive
angiogram with a positive iFFR ( < 0.80) requiring a drug eluding stent.

of patients with recent onset of chest pain (National Institute for
Health and Clinical Excellence, 2016). These British guidelines
recommend CCTA as the initial test of choice for all patients with-
out known (CAD) who present with atypical and typical angina as
well as patients with nonanginal chest pain who have an abnormal
resting electrocardiogram.

10. Non-invasive fraction flow reserve derived
from CT (FFRCT )

10.1 What is FFRCT ?
Fractional flow reserve is the measurement of pressure differ-

ences to calculate maximal blood flow through a diseased coro-
nary artery to provide physiologic information for ischemia and
anatomic assessment that has traditionally been used in ICA. Non-
invasive fractional flow reserve, or FFRCT , is a novel method that
serves as an adjutant for CCTA that adds a functional component

to the anatomical test. The standard data obtained by the CCTA
is used for computation without need for changes in protocols, ad-
ditional radiation exposure or use of medications. Computer pro-
grammed algorithms use the principles of fluid dynamics to calcu-
late flow and pressure within the coronary vessel for quantifying
lesion-specific FFRCT values (Koo et al., 2011; Pijls et al., 1993).

In recent years, FFRCT has shown to complement the anatom-
ical power of CCTA with its functional component. Similar to
CCTA, the initial evidence for FFRCT was tested in the outpatient
setting. The emerging data has shown that FFRCT when com-
pared to standard of care is an accurate, reliable safemethod for en-
hanced detection of CAD and ischemia. The DISCOVER-FLOW
trial evaluated an outpatient population undergoing CCTA and
ICA in order to compare the FFRCT to CCTA. The trial demon-
strated high sensitivity (84.3%), specificity (87.9%) and negative
predictive value (92.2%) that support its role for detecting and rul-
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ing out cardiac ischemia (Koo et al., 2011). As demonstrated in
Fig. 4, FFRCT can help confirm a severe stenosis with correlation
on invasive angiogram and invasive FFR (iFFR).

In the PLATFORM trial, researchers assessed 581 patients with
new, stable chest pain over a one-year period to compare the stan-
dard evaluation to CCTA with FFRCT (Douglas et al., 2016). The
CCTA with FFRCT cohort was found to have no significant dif-
ference in MACE events. The FFRCT group was also found to
have 33% lower costs than those in the SE group ($8,127 FFRCT

vs $12,145 usual care, P = 0.0001).
Patel et al. (2019) recently published 1-year outcomes from the

ADVANCE registry. The ADVANCE registry was a prospective,
multicenter international registry of patients that were investigated
suspected for CADwith CCTA and the addition of FFRCT . Inves-
tigators found that patients with normal FFRCT had significantly
lower rates of cardiovascular death or MI than those with an ab-
normal FFRCT (P = 0.01). These findings are consistent with the
PLATFORM trial and the work of Norgaard et al. (2014) demon-
strating lower rates of cardiac events in patients with a negative
FFRCT .

10.2 FFRCT in the ED
A sub study from the ROMICAT II trial assessed 68 of their pa-

tients suspected for ACS with stenosis > 50% on CCTA with the
addition of FFRCT (Ferencik et al., 2016). Patients with a positive
FFRCT score (< 0.80) were associated with higher grade stenosis
and high risk plaque on CCTA (OR 3.91, 95% CI 1.55-9.85, P =
0.004). These patients were also associated with a higher risk of
ACS (OR 4.03, CI 1.56-10.36) and need for revascularization (RR
3.5, 95% 1.12-10.96). These preliminary results were the first to
report the correlation of FFRCT with high-risk plaque characteri-
zation, interventions and clinical outcomes in patients with acute
chest pain (Ferencik et al., 2016).

Chinnaiyan et al. (2019) also sought to investigate the clinical
utility of CT-derived fractional flow reserve FFRCT in the ED.
The investigators sought to examine the safety, feasibility, costs
and clinical outcomes associated with FFRCT in acute chest pa-
tients without known CAD using the CCTA based strategy. There
was no statistical difference in MACE at 90 days (4.3% vs 2.7%; P
= 0.310 and costs ($8,582 vs. $8,048; P = 0.550). when comparing
the use of FFRCT to CCTA alone. Patients with negative FFRCT

( < 0.8) had a statistically higher frequency of non-obstructive
findings on ICA than positive FFRCT ( > 0.8) and CCTA (P =
0.001). Therefore, the addition of FFRCT can potentially aid in
determining need for revascularization in patients without known
CAD presenting to the ED with acute chest pain.

Overall, the mounting evidence supports that functional com-
ponent added by FFRCT to CCTA aspires to be the potential gate-
keeper to the cardiac catheterization lab for stable ischemic heart
disease and in the ER setting where patients are being triaged for
ACS.

11. Summary
For patients presenting to the emergency roomwith acute chest

pain, there are a number of non-invasive modalities for the initial
triage and work up for ACS. As previously outlined, the quality
of chest pain is less predictive of ACS than previously thought.
Diaphoresis on exam was one of the significant features for pre-

dicting ACS, and chest pain similar to past MI was not predictive
for ACS (Body et al., 2010). In addition, traditional cardiac risk
factors have been used for assessing the likelihood of acute car-
diac ischemia, but no single cardiac risk factor has been identified
to make ACS more likely. High sensitivity cardiac troponin (hs-
cTn) concentrations can be detected at an earlier time point of an
evolving MI, which can improve the evaluation of patients with
acute chest pain (Thygesen et al., 2018). However, the increased
sensitivity results in an increase in non-Type I MI causing hs-cTn
concentration elevation. Despite this challenge, European guide-
lines have started to incorporate hs-cTn assays in the ACS work up
(Roffi et al., 2016).

Risk stratification scoring tools have been developed to attempt
to assess the risk for ACS in patients with chest pain. The GRACE
and TIMI risk scores are commonly used risk scores to deter-
mine aggressive therapy for high-risk ACS patients (Antman et al.,
2000, 1999; Chase et al., 2006; Granger et al., 2003). Data sug-
gests that the HEART and Heart pathway are superior predictive
tools for evaluating undifferentiated chest pain in low to intermedi-
ate risk populations (Backus et al., 2013, 2010; Mahler et al., 2015;
Six et al., 2008).

Anatomical testing such as CCTA has demonstrated high sen-
sitivity in evaluating stable ischemic ischemic heart disease as well
as acute chest pain patients in the ED (Budoff et al., 2008; Garcia
et al., 2006; Marano et al., 2009; Meijboom et al., 2008; Miller
et al., 2008). The use of CCTA has shown to reduce length of
stay, costs, and increase the use of preventative therapies (Foy et
al., 2017; Goldstein et al., 2011; Hoffmann et al., 2012; Newby et
al., 2015), which have correlated a reduction in myocardial infarc-
tions (MI) and death from non-fatal MIs. The addition of non-
invasive fractional flow reserve, or FFRCT , is a novel technolog-
ical advancement that uses computational fluid dynamics to add
functional data. This has improved diagnostic accuracy for the
detection of flow limiting coronary artery stenosis and appropri-
ate selection of patients to undergo invasive coronary angiograms
(Chinnaiyan et al., 2019).

Authors' Contributions
EA contributed to the conception and drafting the manuscript.

ES contributed to drafting and revision of manuscript. ZK con-
tributed to drafting and revision of manuscript. MP and NC con-
tributed to revision of manuscript.

Acknowledgement
The authors acknowledge the institutional support of Depart-

ment of Cardiology at Lenox Hill Hospital. The authors thank all
peer reviewers for their time and suggestions.

Conflict of Interest
The authors declare no conflicts of interest, and no source fund-

ing.

Abbreviations
ACS: acute coronary syndrome; ACC: American College of

Cardiology; ACR: American College of Radiology; AHA: Amer-
ican Heart Association; AMI: acute myocardial infarction; AUC:
area under the curve; BMI: Body Mass index; CABG: coro-
nary artery bypass graft; CAD: coronary artery disease; CCTA:

240 Alderwish et al.



coronary computed tomography angiography; CI: confidence in-
terval; CP: chest pain; CT: computed tomography; CTP: com-
puted tomography perfusion; DF: Diamond and Forrester; ED:
emergency department; EDACS: Emergency Department Assess-
ment of Chest pain Score; EDACS-ADP: Emergency Department
Assessment of Chest pain Score-Accelerated; Diagnostic Proto-
col; EKG: electrocardiogram; ESC: European Society of Cardiol-
ogy; ETT: exercise treadmill testing; FFRCT: non-invasive frac-
tional flow reserve with CCTA; HR: hazard ratio; Hs-cTn: high-
sensitivity cardiac troponin; ICA: invasive coronary angiogram;
MACE: major adverse cardiac events; MI: myocardial infarction;
MPI: myocardial perfusion imaging; NICE: National Institute for
Health and Excellence; OR: odds ratio; PCI: percutaneous coro-
nary intervention; PPV: Positive predictive value; SE: standard
evaluation; RR: relative risk; WHF: World Heart Federation.

Submitted: November 05, 2019
Accepted: December 23, 2019
Published: December 30, 2019

References
Achenbach S. and Daniel W. G. (2010) Cardiac imaging in the patient with

chest pain: coronary CT angiography. Heart 96, 1241-1246.
Adamson, P. D., Williams, M. C., Dweck, M. R., Mills, N. L., Boon, N. A.,

Daghem, M., Bing, R., Moss, A. J., Mangion, K., Flather, M., Forbes,
J., Hunter, A., Norrie, J., Shah, J. S V., Timmis, A.D., van Beek, E.
J. R., Ahmadi, A. A, Leipsic, J., Narula, J., Newby, D. E., Roditi, G.,
McAllister, D. A. and Berry, C. (2019) Guiding therapy by Coronary
CT angiography improves outcomes in patients with stable chest pain.
Journal of the American College of Cardiology 74, 2058-2070.

America, PIAo. (2004)PIAAClaim Trend Analysis. Rockville, Md: Physi-
cians Insurers Association of America.

Amsterdam, E. A., Kirk, J. D., Bluemke, D. A., Diercks, D., Farkouh, M.
E., Garvey, J. L., Kontos, M. C., MCCord, J., Miller, T. D., Morise, A.
and Newby, L. K. (2010) Testing of low-risk patients presenting to the
emergency department with chest pain: a scientific statement from the
American Heart Association. Circulation 122, 1756-1776.

Amsterdam, E. A., Kirk, J. D., Diercks, D. B., Lewis, W. R. and
Turnipseed, S. D. (2002) Immediate exercise testing to evaluate low-
risk patients presenting to the emergency department with chest pain.
Journal of the American College of Cardiology 40, 251-256.

Amsterdam, E. A., Wenger, N. K., Brindis, R. G., Casey, D. E., Ganiats, T.
G., Holmes, D. R., Jaffe, A. S., Jneid, H., Kelly, R. F., Kontos, M. C.,
Levine, G. N., Liebson, P. R., Mukherjee, D., Peterson, E. D., Saba-
tine, M. S., Smalling, R. W. and Zieman, S. J. (2014) 2014 AHA/ACC
guideline for the management of patients with Non-ST-elevation acute
coronary syndromes. Journal of the American College of Cardiology
64, e139-e227.

Antman, E. M., Cohen, M., Bernink, P. J., McCabe, C. H., Horacek, T.,
Papuchis, G., Mautner, B., Corbalan, R., Radley, D. and Braunwald. E.
(2000) The TIMI risk score for unstable angina/non-ST elevation MI:
A method for prognostication and therapeutic decision making. The
Journal of the American Medical Association 284, 835-842.

Antman, E.M., McCabe, C. H., Gurfinkel, E. P., Turpie, A. G. G., Bernink,
P. J. L. M., Salein, D., Bayes, De Luna. A., Fox, K., Lablanche, J. M.,
Radley, D., Premmereur, J. and Braunwald, E. (1999) Enoxaparin pre-
vents death and cardiac ischemic events in unstable angina/non-qwave
myocardial infarction: results of the Thrombolysis in Myocardial In-
farction (TIMI) 11B trial. Circulation 100, 1593-1601.

Backus, B. E., Six, A. J., Kelder, J. C., Bosschaert, M. A. R., Mast, E.
G., Mostard, A., Veldkamp, R. F., Wardeh, A. J., Tio, R., Braam, R.,
Monnink, S. H., van Tooren, R., Mast, T. P., van den, Akker. F., Cramer,
M. J., Poldervaart, J. M., Hoes, A. W. and Doevendans, P. A. (2013)
A prospective validation of the HEART score for chest pain patients at
the emergency department. International Journal of Cardiology 168,

2153-2158.
Backus, B. E., Six, A. J., Kelder, J. K., Mast, T. P., van den, Akker. F.,

Mast, E. G., Monnink, S. H., van Tooren, R. and Doevendans, P. A.
(2010) Chest pain in the emergency room: A multicenter validation of
HEART score. Critical Pathways in Cardiology 9, 164-169.

Bandstein N., Ljung R., Johansson M. and Holzmann M. J. (2014) Un-
detectable high-sensitivity cardiac troponin T level in the emergency
department and risk of myocardial infarction. Journal of the American
College of Cardiology 63, 2569-2578.

Body, R., Carley, S., Wibberley, C., McDowell, G., Ferguson, J. and
Mackway-Jones, K. (2010) The value of symptoms and signs in the
emergent diagnosis of acute coronary syndromes. Resuscitation 81,
281-286.

Body, R., McDowell, G., Carley, S. and Mackway-Jones, K. (2008) Do
risk factors for chronic coronary heart disease help diagnose acute my-
ocardial infarction in the Emergency Department? Resuscitation 79,
41-45.

Boersma, E., Pieper, K. S., Steyerberg, E. W., Wilcox, R. G., Chang,
W. C., Lee, K. L., Akkerhus, K. M., Harrington, R. A., Deckers, J.
W., Armstrong, P. W., Lincoff, A. M., Califf, R. M., Topol, E. J. and
Simoons, M. L. (2000) Predictors of outcome in patients with acute
coronary syndromes without persistent ST-segment elevation. Results
from an international trial of 9461 patients. The PURSUIT Investiga-
tors. Circulation 101, 2557-2567.

Budoff, M. J., Dowe, D., Jollis, J. G., Gitter, M., Sutherland, J., Hala-
mert, E., Scherer, M., Bellinger, R., Martin, A., Benton, R., Delago, A.
and Min, J. K. (2008) Diagnostic performance of 64-multidetector row
computed tomographic angiography for evaluation of coronary artery
stenosis in individuals without known coronary artery disease: results
from prospective multicenter ACCURACY (Assessment by Coronary
Computed Tomographic Angiography of Individuals Undergoing In-
vasive Coronary Angiography) trial. Journal of the American College
of Cardiology 52, 1724-1732.

Cayley, W. E. (2005) Diagnosing the Cause of Chest pain. American
Academy of Family Physicians 72, 2012-2021.

Chase, M., Zogby, K. E., Sease, K. L., Shofer, F. S. and Hollander, J.
E. (2006) Prospective validation of the thrombolysis in myocardial in-
farction risk score in the emergency department chest pain population.
Annals of Emergency Medicine 48, 252-259.

Chinnaiyan, K.M, Safian, R. D, Gallagher, M. L., George, J., Dixon, S. R.,
Bilolikar, A. N., Abbas, A. E., Shoukfeh, M., Brodsky, M., Stweart, J.,
Cami, E., Forst, D., Timmis, S., Crile, J. and Raff, G. L. (2019) Clinical
use of CT-derived fractional flow reserve in the emergency department.
JACC: Cardiovascular Imaging, pii: S1936-878X(19)30566-2.

Cotterill, P. G., Deb, P., Shrank, W. H. and Pines J. M. (2015) Variation in
chest pain emergency department admission rates and acute myocar-
dial infarction and death within 30 days in the Medicare population.
Academic Emergency Medicine 22, 955-964.

Dedic, A., Lubbers, M. M, Schaap, J., Lammers, J., Lamfers, E. J., Rens-
ing, B. J., Braam, R. L., Nathoe, H. M., Post, J. C., Nielen, T., Beelen,
D., d’Armandville, M. C., Rood, P. P. M., Schultz, C. J., Moelker, A.,
Ouhlous, M., Boersma, E. and Nieman, K. (2016) Coronary CT an-
giography for suspected CS in the ERA of high sensitivity troponins.
Journal of the American College of Cardiology 67, 16-26.

Diamond, G. A. and Forrester, J. S. (1979) Analysis of probability as an aid
in the clinical diagnosis of coronary artery disease. The New England
Journal of Medicine 300, 1350-1357.

Douglas, P. S., De Bruyne, B., Pontone, G., Patel, M. R., Norgaard, B.
L., Byrn, R. A., Curzen, N., Purcell, I., Gutberlet, M., Rioufol, G.,
, Hink, U., Schuchlenz, H. W., Feuchtner, G., Gilard, M., Andreini,
D., Jensen, J. M., Hadamitzky, M., Chiswell, K., Cyr, D., Wilk, A.,
Wang, F., Rogers, C. and Hlatky, M. A. (2016) 1-year outcomes of
FFRCT-guided care in patients with suspected coronary disease: The
PLATFORMStudy. Journal of the American College of Cardiology 68,
435-445.

Douglas, P. S., Hoffman, U., Patel, M. R., Mark, D. B., Al-Khalidi, H. R.,
Cavanaugh, B., Cole, J., Dolor, R. J., Fordyce, C. B., Huang, M., Khan,
M. A., Kosinski, A. S., Krucoff, M. W., Malhotra, V., Picard, M. H.,
Udelson, J. E., Velazquez, E. J., Yow, E., Cooper, L. S. and Lee, K. L.

Volume 20, Number 4, 2019 241



(2005) Outcomes of anatomical versus functional testing for coronary
artery disease. The New England Journal of Medicine 372, 1291-1300.

Ferencik, M., Lu, M. T., Mayrhofer, T., Puchner, S. B., Liu, T.,
Maurovich-Horvat, P., Ghemigian, K., Ivanov, A., Adami, E., Nagur-
ney, J. T., Woodard, P. K., Truong, Q. A., Udelson, J. E. and Hoffmann,
U. (2016) Non-invasive fractional flow reserve derived from coronary
computed tomography angiography in patients with acute chest pain:
subgroup analysis of the ROMICAT II trial. Journal of the American
College of Cardiology 67, 1576.

Foy, A. J., Dhurva, S. S., Peterson, B., Mandrola, J. M., Morgan, D. J. and
Redberg, R. F. (2017) Coronary computed tomography angiography vs
functional stress testing for patients with suspected coronary artery dis-
ease: A systematic review and meta-analysis. JAMA Internal Medicine
177, 1621-1631.

Garcia, M. J., Lessick, J., Hoffman, M. H. and CATSCAN Study Investi-
gators. (2006) Accuracy of 16-row multidetector computed tomogra-
phy for the assessment of coronary artery stenosis. The Journal of the
American Medical Association 296, 403-411.

Gibbons, R. J., Abrams, J., Chatterjee, K., Daley, J., Deedwania, P. C.,
Douglas, J. S., Ferguson, T. B., Fihn, S. D., Fraker, T. D., Gardin,
J. M., O’Rourke, R. A., Pasternack, R. C. and William, S. V. (2002)
ACC/AHA 2002 guideline update for the management of patients with
chronic stable angina: a report of the American College of Cardiol-
ogy/American Heart Association Task Force on Practice Guidelines.
Journal of the American College of Cardiology 48, 1531-1540.

Gibbons, R. J., Balady, G. J., Beasley, J. W., Bricker, T., Chaitman, B.
R., Fletcher, G. F., Froelicher, V. F., Mark, D. B., McCallister, B. D.,
Mooss, A. N., O’Reilly, M. G., Winters, W. L., Antman, E. M., Alpert,
J. S., Faxon, D. P., Fuster, V., Gregoratos, G., Hiratzka, L. F., Jacobs,
A. K., Russell, R. O. and Smith, S. C. (1997) ACC/AHA guidelines for
exercise testing: report of the american college of cardiology/american
heart association task force on practice guidelines (committee on exer-
cise testing). Journal of the American College of Cardiology 30, 260-
315.

Goldstein, J. A., Chinnaiya, K. M., Abidov, A., Achenbach, S., Berman,
D. S., Hayes, S. W., Hoffmann, U., Lesser, J. R., Mikati, I. A., O’Neil,
B. J., Shaw, L. J. and Shen, M. Y. (2011) The CT-STAT (coronary com-
puted tomographic angiography for systematic triage of acute chest
pain patients to treatment) trial. Journal of the American College of
Cardiology 58, 1414-1422.

Granger, C. B., Goldberg, R. J., Dabbous, O., Pieper, K. S., Eagle, K. A.,
Cannon, C. P., Van De, Werf. F., Avezum, A., Goodman, S. G., Flather,
M. D., Fox, K. A. andGlobal Registry of Acute Coronary Events Inves-
tigators. (2003) Predictors of hospital mortality in the global registry of
acute coronary events. Archives of Internal Medicine 163, 2345-2353.

Grani, C., Senn, O., Bischof, M., Cippa, P. E., Hauffe, T., Zimmerli, L.,
Battegay, E. and Frankzen, D. (2015) Diagnostic performance of re-
producible chest wall tenderness to rule out acute coronary syndrome
in acute chest pain: a prospective diagnostic study. BMJ Open 5,
e007442.

Hamburger, R., Spertus, J. and Winchester, D. E. (2016) The utility of the
Diamond-Forrester classification in stratifying acute chest pain in an
academic chest pain center. Critical Pathways in Cardiology 15, 56-
59.

Han, J. H., Lindsell, C. J., Storrow, A. B., Luber, S., Hoeksttra, J. W.,
Hollander, J. E., Peacock, W. F. 4th., Pollack, C. V., Gibler, W. B. and
EMCREG i*trACS Investigators. (2007) The role of cardiac risk fac-
tor burden in diagnosing acute coronary syndromes in the emergency
department. Annals of Emergency Medicine 49, 145-152.

Hermann, L. K., Weingart, S. D., Yoon, Y. M., Genes, N. G., Nelson, B. P.,
Shearer, P. L., Duvall, W. L. and Henzlova, M. J. (2010) Comparison
of frequency of inducible myocardial ischemia in patients presenting to
emergency department with typical versus atypical or nonanginal chest
pain. American Journal of Cardiology 105, 1561-1564.

Hoffmann, U. and Bamberg, F. (2009) Is computed tomography coronary
angiography the most accurate and effective noninvasive imaging tool
to evaluate patients with acute chest pain in the emergency depart-
ment?: CT coronary angiography is the most accurate and effective
noninvasive imaging tool for evaluating patients presenting with chest

pain to the emergency department. Circulation: Cardiovascular Imag-
ing 2, 251-263.

Hoffmann, U., Bamberg, F., Chae, C. U., Nichols, J. H., Rogers, I. S.,
Seneviratne, S. K., Truong, Q. A., Cury, R. C., Abbara, S., Shapiro,
M. D., Moloo, J., Butler, J., Ferencik, M., Lee, H., Jang, I. K., Parry,
B. A., Brown, D. F., Uldelson, J. E., Achenbach, S., Brady, T. J.
and Nagurney, J. T. (2009) Coronary computed tomography angiog-
raphy for early triage of patients with acute chest pain: the ROMICAT
(Rule Out Myocardial Infarction using Computer Assisted Tomogra-
phy) trial. Journal of the American College of Cardiology 53,1642-
1650.

Hoffmann, U., Truong, Q. A., Schoenfeld, D. A., Chou, E. T., Woodard, P.
K., Nagurney, J. T., Pope, J. H., Hauser, T. H., White, C. S., Weiner, S.
G., Kalanjian, S., Mullins, M. E., Mikati, I., Peacock,W. F., Zakroysky,
P., Hayden, D., Goehler, A., Lee, H., Gazell, G. S., Wiviott, S. D., Fleg,
J. L., Udelson, J. E. and ROMICAT-II Investigators. (2012) Coronary
CT angiography versus standard evaluation in acute chest pain. The
New England Journal of Medicine 367, 299-308.

Hsia, R. Y., Hale, Z. and Tabas, J. A. (2016) ANational study of prevalence
of life-threatening diagnoses in patients with chest pain. JAMA Internal
Medicine 176, 1029-1032.

Jayes, R. L., Beshansky, J. R., D’Agostino, R. B. and Selker, H. P. (1992)
Do patients' coronary risk factor reports predict acute cardiac ischemia
in the emergency department? A multicenter study. Journal of Clinical
Epidemiology 45, 621-626.

Kannel, W. B., Dawber, T. R., Kagan, A., Revotskie, N. and Stokes, J. 3rd.
(1961) Factors of risk in the development of coronary heart disease: six
year follow-up experience. The Framingham Study. Annals of Internal
Medicine 55, 33-50.

Kaplan, R. C., Kingsley, L. A., Sharrett, A. R., Li, X., Lazar, J., Tien, P.
C., Mack, W. J., Cohen, M. H., Jacobson, L. and Gange, S. J. (2007)
Ten-year predicted coronary heart disease risk in HIV-infectedmen and
women. Clinical Infectious Diseases 45, 1074-1081.

Karcz, A., Holbrook, J., Burke, M. C., Doyle, M. J., Erdos, M. S., Fried-
man, M., Green, E. D., Iseke, R. J., Josephson, G. W. and Williams, K.
(1993) Massachusetts emergency medicine closed malpractice claims:
1988-1990. Annals of Emergency Medicine 22, 553-559.

Klock, F. J., Baird, M. G., Lorell, B. H., Bateman, T. M., Messer, J. V.,
Berman, D. S., O’Gara, P. T., Carabello, B. A., Russell, R. O., Jr
Cerqueira, M. D., St John, Sutton, M. G., DeMaria, A. N., Udelson,
J. E., Kennedy, J. W., Verani, M. S., Williams, K. A., Antman, E. M.,
Smith, S. C., Jr Alpert, J. S., Gregoratos, G., Anderson, J. L., Hiratzka,
L. F., Faxon, D. P., Hunt, S. A., Fuster, V., Jacobs, A. K., Gibbons, R.
J. and Russell, R. O. (2003) ACC/AHA/ASNC guidelines for the clin-
ical use of cardiac radionuclide imaging-executive summary: a report
of the American College of Cardiology/American Heart Association
Task Force on Practice Guidelines (ACC/AHA/ASNC Committee to
Revise the 1995 Guidelines for the Clinical Use of Cardiac Radionu-
clide Imaging). Circulation 108, 1318-1333.

Koo, B. K., Erglis, A., Doh, J. H., Daniels, D. V., Jegere, S., Kim, H.
S., Dunning, A., DeFrance, T., Lansky, A., Leipsic, J. and Min, J.
K. (2011) Diagnosis of ischemia-causing coronary stenoses by non-
invasive fractional flow reserve computed from coronary computed
tomographic angiograms. Results from the prospective multicenter
DISCOVER-FLOW (Diagnosis of Ischemia-Causing Stenoses Ob-
tained Via Noninvasive Fractional Flow Reserve) study. Journal of the
American College of Cardiology 58, 1989-1997.

Korley, F. K. and Jaffe, A. S. (2013) Preparing the United States for high-
sensitivity cardiac troponin assays. Journal of the American College of
Cardiology 61, 1753-1758.

Lagerqvist, B., Diderholm, E., Lindahl, B., Husted, S., Kontny, F., Stahle,
E., Swahn, E., Venge, P., Siegbahn, Am. and Wallentin, L. (2005)
FRISC score for selection of patients for an early invasive treatment
strategy in unstable coronary artery disease. Heart 91, 1074-1052.

Lee, T. H., Rouan, G. W., Weisberg, M. C., Brand, D. A., Acam-
pora, D., Stasiulewicz, C., Walshon, J., Terranova, G., Gottlieb, L.,
Goldstein-Wayne, B., Copen, D., Daley, K., Brandt, A. A., Mellors, J.,
Jakubowski, R., Cook, E. F. and Goldman, L. (1987) Clinical charac-
teristics and natural history of patients with acute myocardial infarction

242 Alderwish et al.



sent home from the emergency room. American Journal of Cardiology
60, 219-222.

Linde, J. J., Hove, J. D., Sorgaard, M., Kelbaek, H., Jensen, G. B., Kuhl,
J. T., Hindso, L., Kober, L., Nielsen, W. B. and Kofoed, K. F. (2015)
Long-term clinical impact of coronary ct angiography in patients with
recent acute- onset chest pain, the randomized controlled CATCHTrial.
JACC Cardiovasc Imaging 8, 1404-1413.

Litt, H. I., Gastonis, C., Snyder, B., Sing, H., Miller, C. D., Entrikin, D.
W., Leaming, J. M., Gavin, L. J., Pacella, C. B. and Hollander, J. E.
(2012) CT Angiography for safe discharge of patients with possible
acute coronary syndromes. The New England Journal of Medicine 366,
1393-1403.

Mahler, S. A., Riley, R. F., Hiestand, B. C., Russell, G. B., Hoekstra, J. W.,
Lefebvre, C.W., Nicks, B. A., Cline, D.M., Askew, K. L., Elliott, S. B.,
Herrington, D. M., Burke, G. L. and Miller, C. D. (2015) The HEART
pathway randomized trial: Identifying emergency department patients
with acute chest pain for early discharge. Circulation: Cardiovascular
Quality and Outcomes 8, 195-203.

Marano, R., De Cobelli, F., Floriani, I., Becker, C., Herzog, C., Centonze,
M., Morana, G., Gualdi, G. F., Ligabue, G., Pontone, G., Catalono,
C., Chiappino, D., Midiri, M., Simonetti, G., Marchisio, F., Olivetti,
L., Fattori, R., Bonomo, L. and Del Maschio, A. (2009) Italian multi-
center, prospective study to evaluate the negative predictive value of
16- and 64-slice MDCT imaging in patients scheduled for coronary
angiography (NIMISCAD-Non Invasive Multicenter Italian Study for
Coronary Artery Disease). European Radiology 19, 1114-1123.

Mark, D. G., Huang, J., Chettipally, U., Kene, M. V., Anderson, M. L.,
Hess, E. P., Ballard, D. W., Vinson, D. R. and Reed, M. E. (2018)
Performance of coronary risk scores among patients with chest pain in
emergency department. Journal of the American College of Cardiology
71, 606-616.

Meijboom, W. B., Meijs, M. F., Schuijf, J. D., Cramer, M. J., Mollet, N.
R., van Meighem, C. A., Nieman, K., van Werkhoven, J. M., Pundz-
iute, G., Weustink, A. C., de Vos, A. M., Pugliese, F., Rensing, B.,
Jukema, J. W., Bax, J. J., Prokop, M., Doevendans, P. A., Hunink,
M. G., Krestin, G. P. and de Feyter, P. J. (2008) Diagnostic accuracy
of 64-slice computed tomography coronary angiography: a prospec-
tive, multicenter, multivendor study. Journal of the American College
of Cardiology 52, 2135-2144.

Miller, J. M., Rochitte, C. E., Dewey, M., Arbab-Zadeh, A., Niinuma, H.,
Gottlieb, I., Paul, N., Clouse, M. E., Shapiro, E. P., Hoe, J., Lardo,
A. C., Bush, D. E., de Roos, A., Cox, C., Brinker, J. and Lima, J. A.
C. (2008) Diagnostic performance of coronary angiography by 64-row
CT. The New England Journal of Medicine 359, 2324-2336.

Morrow, D. A., Antman, E. M., Giugliano, R. P., Cairns, R., Charlesworth,
A., Murphy, S. A., de Lemos, J., McCabe, C. H. and Braunwald, E.
(2001) A simple risk index for rapid initial triage of patients with ST-
Elevation myocardial infarction: an InTIME II substudy. Lancet 358,
1571-1575.

Mueller, C., Giannitsis, E., Christ, M., Ordonez-Llanos, J., deFilippi, C.,
Body, R., Panteghini, M., Jernberg, T., Plebani, M., Verschuren, F.,
French, J., Christenson, R., Weiser, S., Bendig, G., Dilba, P., Lindahl,
B. and TRAPID-AMI Investigators. (2016) Multicenter evaluation of a
0-hour/1-hour algorithm in the diagnosis of myocardial infarction with
high-sensitivity cardiac troponin T. Annals of Emergency Medicine 68,
76-87.

Nakas, G., Bechlioulis, A., Marini, A., Vakalis, K., Bougiakli, M., Gian-
nitsi, S., Nikolaou, K., Antoniadou, E. I., Kotsia, A., Gartzonika, K.,
Chasiotis, G., Bairakitari, E., Katsouras, C. S., Triantis, G., Sionis, D.,
Michalis, L. K. and Naka, K. K. (2018) The importance of character-
istics of angina symptoms for the prediction of coronary artery disease
in a cohort of stable patients in the modern era. Hellenic Journal of
Cardiology, pii: S1109-9666(18)30027-7.

National Institute for Health and Clinical Excellence. (2016) Chest pain of
recent onset: assessment and diagnosis of recent onset chest pain or
discomfort of suspected cardiac origin (update), CG95. London: Na-
tional Institute for Health and Clinical Excellence.

Neumann, J. T., Twerenbold, R., Ojeda, F., Sorensen, N. A., Chapman,
A. R., Shah, A. S. V., Anand, A., Boeddinghaus, J., Nestelberger,

T., Badertscher, P., Mokhtari, A. and Pickering, J. W. (2019) Appli-
cation of high-sensitivity troponin in suspected myocardial infarction.
The New England Journal of Medicine 380, 2529-2540.

Newby, D. and SCOT-HEART Investigators. (2015) CT coronary angiog-
raphy in patients with suspected angina due to coronary heart dis-
ease (SCOT-HEART): an open-label, parallel-group, multicentre trial.
Lancet 385, 2383-2391.

Newby, D. E., Adamson, P. H., Berry, C., Boon, N. A., Dweck, M. R.,
Flather, M., Forbes, J., Hunter, A., Lewis, S., MacLean, S., Mills, N.
L., Norrie, J., Roditi, G., Shah, A. S. V., Timmis, A. D., van Beek, E.
J. R. and Williams, M. C. (2018) Coronary CT angiography ans 5-year
risk of myocardial infarction. The New England Journal of Medicine
379, 924-933.

Norgaard, B. L., Leipsic, J., Gaur, S., Seneviratne, S., Ko, B. S., Ito,
H., Jensen, J. M., Mauri, L., De Bruyne, B., Bezerra, H., Osawa, K.,
Marwan, M., Naber, C., Erglis, A., Park, S. J., Cristiansen, E. H.,
Kaltoft, A., Lassen, J. F., Botker, H. E., Achenbach, S. and NXT Trial
Group. (2014) Diagnostic performance of noninvasive fractional flow
reserve derived from coronary computed tomography angiography in
suspected coronary artery disease: the NXT trial (Analysis of Coro-
nary Blood Flow Using CT Angiography: Next Steps). Journal of the
American College of Cardiology 63, 1145-1155.

Oetgen, W. J., Parikh, P. D., Cacchione, J. G., Casale, P. N., Dove, J. T.,
Harold, J. G., Hindle, J. G., Maglaras, M., Rodgers, G. P. and Wright,
J. S. (2010) Characteristics of medical professional liability claims in
patients with cardiovascular diseases. American Journal of Cardiology
105, 745-752.

Oraii, S., Maleki, M., Tavakolian, A. A., Eftekharzadeh, M., Kamangar,
F. and Mirhaji, P. (1999) Prevalence and outcome of ST-segment el-
evation posterior electrocardiographic leads during acute myocardial
infarction. Journal of Electrocardiology 32, 275-278.

Owens, P. L., Barrett, M. L., Gibson, T. B., Andrews, R. M., Weinick,
R. M. and Mutter, R. L. (2010) Emergency department care in the
united states: a profile of national data sources. Annals of Emergency
Medicine 65, 150-165.

Patel, M. R., Norgaard, B. L., Fairbairn, T. A., Nieman, K., Akasaka,
T., Berman, D. S., Raff, G. L., Hurwitz-Koweek, L. M., Pontone,
G., Kawasaki, T., Sand, N. P. R., Jensen, J., Amano, T., Poon, M.,
Ovrehus, K. A., Sonck, J., Rabbat, M. G., Mullen, S., De Bruyne, B.,
Rogers, C., Matsuo, H., Bax, J. J. and Leipsic, J. (2019) 1-year impact
on medical practice and clinical outcomes of FFRCT: The ADVANCE
Registry Journal of the American College of Cardiology: Cardiovas-
cular Imaging, pii: S1936-878X(19)30227-X.

PIAA. (2014) Specialty Specific Series: Emergency Medicine: January 1,
2004 to December 31, 2013. MPL. Rockville, MD.

Pickering, J. W., Than, M. P., Cullen, L., Aldous, S., Ter, Avest, E., Body,
R., Carlton, E. W., Collinson, P., Dupuy, A. M., Ekelund, U., Eg-
gers, K. M., Florkowski, C. M., Freund, Y., George, P., Goodacre,
S., Greenslade, J. H., Jaffe, A. S., Lord, S. J., Mokhtari, A., Mueller,
C., Munro, A., Mustapha, S., Parsonage, W., Peacock, W. F., Pem-
berton, C., Richards, A. M., Sanchis, J., Staub, L. P., Troughton, R.,
Twerenbold, R., Wildi, K. and Young, J. (2017) Rapid rule-out of acute
myocardial infarction with a single high-sensitivity cardiac troponin
T measurement below the limit of detection: A collaborative meta-
analysis. Annals of Internal Medicine 166, 715-724.

Pijls, N., H., J., Von, Son, J. A. M., Kirkeeide, R. L., De, Bruyne, B. L. G.
K. and Gould, L. K. (1993) Experimental basis of determining maxi-
mum coronary, myocardial, and collateral blood flow by pressure mea-
surements for assessing functional stenosis severity before and after
percutaneous transluminal coronary angioplasty. Circulation 87, 1354-
1367.

Pitts, S. R., Niska, R. W., Xu, J. and Burt, C. W. (2008) National hospital
ambulatory medical care survey: 2006 emergency department sum-
mary. Natl Health Stat Report 7, 1-38.

Poon, M., Cortegiano, M., Abramowicz, A. J., Hines, M., Singer, A. J.,
Henry, M. C., Viccellio, P., Hellinger, J. C., Ferraro, S., Poon, A., Raff,
G. L., Voros, S., Farkouh, M. E. and Noack, P. (2013) Associations
between routine coronary computed tomographic angiography and re-
duced unnecessary hospital admissions, length of stay, recidivism rates

Volume 20, Number 4, 2019 243



and invasive coronary angiography in the emergency department triage
of chest pain. Journal of the American College of Cardiology 62, 543-
552.

Pope, J. H., Aufderheide, T. P., Ruthazer, R., Woolard, R. H., Feldman,
J. A., Beshansky, J. R., Griffith, J. L. and Selker, H. P. (2000) Missed
diagnoses of acute cardiac ischemia in the emergency department. The
New England Journal of Medicine 342, 1163-1170.

Pozen, M. W., D’Agostino, R. B., Selker, H. P., Sytkowski, P. A. and
Hood, W. B. (1984) A predictive instrument to improve coronary-care-
unit admission practices in acute ischemic heart disease-a prospective
multicenter clinical trial. The New England Journal of Medicine 310,
1273-1278.

Ramsay, G., Podgrodzka, M., McClure, C. and Fox, K. A. (2007) A
Risk prediction in patients presenting with suspected cardiac pain: the
GRACE and TIMI risk scores versus clinical evaluation. An Interna-
tional Journal of Medicine 100, 11-18.

Roffi, M., Patrono, C., Collet, J. P., Mueller, C., Valgimigli, M., Andreotti,
F., Bax, J. J., Borger, M. A., Brotons, C., Chew, D. P., Gencer, B.,
Hasenfuss, G., Kjeldsen, K., Lancellotti, P., Landmesser, U., Mehili, J.,
Mukherjee, D., Storey, R. F., Windecker, S. and ESC Scientific Docu-
ment Group. (2016) ESCGuidelines for the management of acute coro-
nary syndromes in patients presenting without persistent ST-segment
elevation: Task Force for the Management of Acute Coronary Syn-
dromes in Patients Presentingwithout Persistent ST-Segment Elevation
of the European Society of Cardiology (ESC). European Heart Journal
37, 267-315.

Rouan, G. W., Lee, T. H., Cook, E. F., Brand, D. A., Weisberg, M. C.
and Goldman, L. (1989) Clinical characteristics and outcome of acute
myocardial infarction in patients with initially normal or nonspecific
electrocardiograms (a report from the Multicenter Chest Pain Study).
American Journal of Cardiology 64, 1087-1092.

Rubinshtein, R., Halon, D. A., Gaspar, T., Jaffe, R., Karkabi, B., Flugel-
man, M. Y., Kogan, A., Shapira, R., Peled, N. and Lewis, B. S. (2007)
Usefulness of 64-slice cardiac computed tomographic angiography for
diagnosing acute coronary syndromes and predicting clinical outcome
in emergency department patients with chest pain of uncertain origin.
Circulation 115, 1762-1768.

Rui, P. and Kang, K. (2015) National hospital ambulatory medical
Care Survey: 2015 Emergency department summary tables. Avail-
able from https://www.cdc.gov/nchs/data/nhamcs/web_tables/2015_
ed_web_tables.pdf.

Rybicki, F. J., Udelson, J. E., Peacock, W. F., Goldhaber, S. Z., Issel-
bacher, E. M., Kazerooni, E., Kontos, M. C., Litt, H., Woodard, P. K.
and EmergencyDepartment Patients with Chest Pain Rating Panel, Ap-
propriate Utilization of Cardivascular Imaging Oversight Committe.
(2015) ACR/ ACC/ AHA/ AATS/ ACEP/ ASNC/ NASCI/ SAEM/
SCCT/ SCMR/ SCPC/ SNMMI/ STR/ STS appropriate utilization of
cardivascular imaging in emergency department patients with chest
pain: A joint document of the american college of radiology appro-
priateness criteria committee and the american college of cardiology

appropriate use criteria task force. Journal of the American College of
Radiology 67, 853-879.

Schor, S., Behar, S., Modan, B., Barell, V., Drory, J. and Kariv, I. (1976)
Disposition of presumed coronary patients from an emergency room.
A follow-up study. The Journal of the American Medical Association
236, 941-943.

Six, A. J., Backus, B. E. and Kelder, J. C. (2008) Chest pain in the emer-
gency room: value of the HEART score. Netherlands Heart Journal
16, 191-196.

Sorgaard, M. H., Linde, J. J., Kuhl, J. T., Klebaek, H., Hove, J. D., Fornitz,
G. G., Jorgensen, T. B. S., Heitmann, M., Kragelund, C., Hansen, T. F.,
Abdulla, J., Engstrom, T., Jensen, J. S., Weigandt, Y. T., Hofsten, D. E.,
Kober, L. V. and Kofoed, K. F. (2018) Value of Myocardial perfusion
assessment with coronary CT angiography in patients with recent acute
onset chest pain. JACC Cardiovascular Imaging 11, 1611-1621.

Than, M., Flaws, D., Sanders, S., Doust, J., Glasziou, P., Kline, J., Al-
dous, S., Troughton, R., Reid, C., Parsonage, W. A., Frampton, C.,
Greenslade, J. H., Deely, J. M., Hess, E., Sadiq, A. B., Singleton,
R., Shopland, R., Vercoe, L., Woolhouse-, Williams, M., Ardagh, M.,
Bossuyt, P., Bannister, L. and Cullen, L. (2014) Development and vali-
dation of the emergency department assessment of chest pain score and
2h accelerated diagnostic protocol. Emergency Medicine Australasia
26, 34-44.

Thygesen, K., Alpert, J. S., Jaffe, A. S., Chaitman, B. R., Bax, J. J., Mor-
row, D. A. and White, H. D. (2018) Fourth universal definition of my-
ocardial infarction. (2018) Journal of the American College of Cardi-
ology 72, 2231-2264.

Udelson, J. E., Beshansky, J. R., Ballin, D. S., Feldman, J. A., Griffith,
J. L., Handler, J., Heller, G. V., Hendel, R. C., Pope, J. H., Ruthazer,
R., Spiegler, E. J., Woolard, R. H. and Selker, H. P. (2002) Myocardial
perfusion imaging for evaluation and triage of patients with suspected
cardiac ischemia: a randomized control trial. The Journal of the Amer-
ican Medical Association 288, 2693-2700.

Varetto, T., Cantalupi, D., Altieri, A. and Orlandi, C. (1993) Emergency
room Technetium-99m sestamibi imaging to rule out acute myocar-
dial ischemic events in patients with nondiagnostic electrocardiograms.
Journal of the American College of Cardiology 22, 1804-1808.

Waxman, D. A., Kanzaria, H. K. and Schriger, D. L. (2018) Unrecognized
cardiovascular emergencies among medicare patients. JAMA Internal
Medicine 178, 477-484.

Williams, M. C., Hunter, A., Shah, A. S. V., Assi, V., Lewis, S., Smith, J.,
Berry, C., Boon, N.A., Clark, E., Flather, M., Forbes, J., McLean, S.,
Roditi, G., van Beek, E. J. R., TImmis, A. D., Newby, D. E. and SCOT-
HEART Investigators. (2016) Use of coronary computed tomographic
angiography to guide management of patients with coronary disease.
Journal of the American College of Cardiology 67, 1759-1768.

Zalenski, R. J., Cooke, D., Rydman, R., Sloan, E. P. and Murphy, D.
G. (1993) Assessing the diagnostic value of an ECG containing leads
V4R, V8, and V9: the 15-lead ECG. Annals of Emergency Medicine
22, 786-793.

244 Alderwish et al.

https://www.cdc.gov/nchs/data/ nhamcs/web_tables/2015_ed_web_tables.pdf
https://www.cdc.gov/nchs/data/ nhamcs/web_tables/2015_ed_web_tables.pdf

	Introduction
	History and physical examination
	Traditional risk factors
	Electrocardiogram
	High sensitivity troponins assays
	 Risk assessment tools and stratification
	Functional testing in the emergency room
	The diagnostic efficiency of CCTA compa- red to standard of care in the ED
	Anatomical testing with Coronary CT angiography (CCTA): A focus on stable ischemic heart disease and prognosis
	CCTA effectiveness and safety for assessing coronary artery disease in the outpatient setting
	CCTA and invasive coronary angiograms (ICA)
	CCTA associated with decreased myocardial infarction (MI) and increase in secondary prevention

	Non-invasive fraction flow reserve derived from CT (FFRCT)
	What is FFRCT ?
	FFRCT in the ED 

	Summary

