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At the end of this educational activity, participants should be able to:
• Review contemporary evaluation strategies for stable chest pain 

without known CAD.  
• Select appropriate noninvasive testing strategies based on individual 

patient risk profiles. 
• Assess the clinical role and limitations of CAC scoring in 

cardiovascular risk stratification. 
• Apply current lipid guideline recommendations to support evidence-

based management in primary prevention.

Learning objectives
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4,146 patients across the UK randomized between CCTA or standard care
Key findings: 41% lower death & MI rate in CCTA group than in standard 
care group at 5 years despite similar rates of cath, CABG and PCI in both 
groups; 40% higher preventive therapies in CT arm

OUTCOMES:
FUNCTIONAL STRESS TESTS VS. 
CCTA

Newby et al, NEJM 2018

*Changes in diagnosis 
occurred in 25% of 
patients receiving 
CCTA and only 1% of 
pts receiving standard 
protocol (P < .001). 

CCTA 1st strategy 
- outcomes:



Nuclear Stress Test vs CCTA

Severe 3-vessel CAD



Testing Diagnostic Performance

SpecificitySensitivityTest

77%68%Exercise ECG treadmill

81%86%Exercise Echo treadmill

~85%~85%Dobutamine Echo

73%87%Exercise nuclear treadmill

75%89%Pharmacologic nuclear

87%91%PET stress test

83%95%Coronary CTA



CT angiography vs invasive angiography 

• Lower Radiation Dose (2-7 mSv)
• Diagnostic cath 7mSv
• Rest-stress Tc nuclear stress 

test 11 mSv

•Atherosclerosis/anatomic detail/stenosis • Ischemia : FFRct        

• From typically acquired 
CCTA

• Applies computational 
fluid dynamics to CCTA

Source: Min JK et al. J Cardiovasc Comput Tomogr 2011, Min JK et al. Am J Card 2012; Min JK et al. J Cardiovasc Comput Tomogr. 2012; Grunau GL et al. Curr Cardiol Report; Min 
JK et al. JAMA 2012; Koo et al. J Am Coll Cardiol 2012





Recommendations for patients with stable chest pain

1) Low risk <15% group: no testing or CAC or exercise stress test    
(CCTA if abnormal)

2) Intermediate and high risk >15%: CCTA

3) Patients who have contraindication to CCTA (CKD, AFib, contrast 
allergy) or patients with established CAD: Cardiology referral
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