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Lecture Outline

® Review of 256 slice CT
® Coronary Calcium Scoring
x Coronary CTA

Handout:
http://stanford.edu/~hallett



http://stanford.edu/~hallett
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x X-Ray tube rotates=:multiple:detectors:-capture x-rays,
computers:reconstruct:aensity:-and:position

x Pixels-displayed:asrange - of::
= White (bone)

®-gray-(sorttssue)
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CT “Area Detector”
Technology

® Wide area detector - acquires a large slab
of data at one time

® |arge array of many small detectors

® | ots of slices per rotation
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Philips iCT
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Philips iCT

® |28 or 256 slice wide area detector
® Fastest scanner currently available

® rotation time = 0.27 sec (270 msec)
® High Power X-Ray tube

® Better imaging of large patients

® New, innovative dose-reduction strategies
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256 Slice Coronary CTA
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Initial 256 Slice CCTA
Data

® Dose ~ 4 mSyv
® cath = 5-10 mSy, 64-slice
o CCTA = 12-20 mSyv
® 99Tc-sestamibi R/S Perf. Imaging = 15-20 mSyv
® 201 Tl stress / redist. Perf Imaging = 25-40 mSyv
® 40-60% reduction in contrast medium vs 64-slice

® | ess susceptible to arrhythmia vs 64-slice

Weigold, et al. Int | Cardiovasc Imaging 2009: 25:217-230




256-CT: More Assessable

Coronary Segments

® Klass, et al. Euro Radiol 2009

® 256-DCT yields more assessable
segments(99%) vs 64-DCT (95%)

® |/% less IV contrast vs. 64-DCT

® |oshi,SB et al: Am | Cardiol 2009

® CCTA stenosis correlates to IVUS, no correlation
to cath angio




Coronary and Cardiac CT
Applications
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Coronary and Cardiac CT
Applications

® Coronary Artery Calcium Scoring (CAC)

® Coronary CTA (CCTA)
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oronary Calcium

Scoring (CAC)
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Why Care about Coronary
Calcium!?

® Cardiovascular Disease is an epidemic in
the U.S. and around the world

® Often subclinical, until too late
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® 40- 60% MI / sudden death occur as
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CAC: Technique

® Prospective triggered, non-contrast, low-dose
CT

® Define calcified plaque in coronary arteries
(by density)

® “Scored’:
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Utility of CAC

® CAC adds independent and incremental

SENE o

prognostic value for risk stratification over

Framingham risk score-based strategy
alone
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When is Calcium Scoring
Appropriate!
ASYMPTOMATIC patients
ACCF / AHA Recommendations®

28 @ Patients with intermediate |0-year risk

(Framingham, etc.) for CAD (10-20%)
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Recent CAC Results

® Rotterdam Study®
2040 pts >55 yo, followed for |0y

intermediate 10 yr hard cardiac risk (10-20%) -
Framingham

CAC reclassified 52% to low (<50) or high

| (>6I5) IO yr rlsk
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Recent CAC Results -2

® | ong-term effect on cardiac function:

® 386 pts >75 yo, No hx Ml

-

® Higher
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Coronary CTA (CCTA)
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Coronary CTA:

® B- Blocker
e NTG

® Can be
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Retrospective Gating:
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Coronaries
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“Triple Rule Out” CTA

Primary goal of TRO CTA in the ED:

oTo facilitate the safe, rapid discharge of patients judged to
be at low to intermediate risk of acute coronary syndrome.

*The detection of noncoronarv lesions that explain the presenting
€0 lg mt Is a major advanta e Vvs. nuclea stress test ng
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Triple Rule Out:
- Patient Selection

,‘ * Clinical presentation: low to moderate
risk of ACS

* Clinical presentation: non-ACS diagno-
sis considered

* Negative biomarkers (myoglobin and
troponin-I)

* Normal ECG or nonspecific changes

* No history to suggest extensive
coronary calcium

* Not recommended for patients with
bypass or stents

e Patient able to tolerate CT and hold
breath

e Cardiac rhythm acceptable for ECG-
gated scan

e Adequate renal function

« \Ygedngge Leug| (nucyiou
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Triple Rule Out:
Jechnique

Beta-blocker

NTG
Longer Acquisition
Larger FOV

A little more contrast

Sad ail i Al e S 0 BIURe Ve LT i Mt A e 00 Je

Halpern E J Radiology 2009;252:332-345
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The RESULTS:
High NPV for CCTA /TRO

No. of Sensitivity Specificity
Author Scanner Type Patients (%) (%)

Raff et al (67) 64-Section CT 70 86 95
Leschka et al (66) 64-Section CT 67 94 97
Mollet et al (69) 64-Section CT 51 99 95
Fine et al (68) 64-Section CT 66 95 96
Ropers et al (73) 64-Section CT 81 93 97
Ehara et al (70) 64-Section CT 69 90 94
Ong et al (72) 64-Section CT 82 96
Oncel et al (71) 64-Section CT 80 96 98
Meijboom et al (77) 64-Section CT 88 90
Weustink et al (76) Dual-Source CT 95 95
Johnson et al (75) Dual-Source CT 88 98
Leber et al (25) Dual-Source CT 94 99
Ropers et al (26) Dual-Source CT 92 97
Brodoefel et al (74) Dual-Source CT 91 92

Bastarrika, G., Y. S. Lee, et al. (2009). "CT of coronary artery disease.” Radiology 253(2): 317-338.
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Benefits:
CCTA in the ED

Halpern E. Radiology 2009; 25(2):332-45

® Step-and-shoot “Triple Rule Out” can

eliminate need for further diagnostic testin
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Benefits:
CCTA in the ED

® Shuman, et al.: | yr follow-up on 70 pts w/
neg (<50% stenosis) CCTA through ED

® No cardiac events at |2 months

® 49/70 unknown
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Limitations of other
imaging modalities

SENS (%) SPEC (%)

Stress Echo 79
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CCTA Appropriateness
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ACCF/SCCT/ACR/AHA/ASE/ASNC/NASCI/SCAI/SCMR 2010
Appropriate Use Criteria for Cardiac Computed Tomography

A Report of the American College of Cardiology Foundation Appropriate Use Criteria Task °
Force, the Society of Cardiovascular Computed Tomography, the American Caollege of
Radiology, the American Heart Assodiation, the American Sodiety of Echocardiography, the ®

American Society of Nuclear Cardiology, the North American Society for Cardiovascular
Imaging, the Society for Cardiovascular Angiography and Interventions, and the Socdety for

Cardiovascular Magnetic Resonance t t
CARDIAC COMPUTED TOMOGRAPHY WRITING GROUP eW ' I I e I n e S
Allen J. Taylor, MD, FACC, FAHA, Char*. Manuel Cergueira, MD, FACC, FASNCH,

Johin McB. Hodgson, MD, FACC, FSCALL Daniel Mark, MD, MPH, FACC, FAHA®; James Min, MD, FACCE:
Painck O'Gara, MD, FACC, FAHA : Geoffrey D. Rubin, MD, FSCETMRj#

FECHNICAL PANEL

Chnstopher M. Kramer, MD, FACC, FAHA, Moderator; Allen J. Taylor, MD, FACC, FAHA, Wnting Group 1 . J ( )- -
Lizmson; Daniel Berman, MD, FACCS; Alan Brown, MD, FACC, FAHA, FNLA*; Faroog A, Chaudhry, MD, PreV|OUS. Hendel RC’ et al' ACC 2006 48 7 : |475 97
FACC, FAHA, FASE**; Ricardo C, Cury, MD$%; Milind Y. Desan, MD, FACCH; Andrew J. Einste:n, MD, PhD,

FACC, FAHA, FASNCY; Antoanctte S, Gomes, MD, FAHA, FSIRY; Robert Hamington, MD, FACC, FAHA,
FSCAI*; Udo Hoffmann, MD, MPHE, Rahul Kkare, MDY Joha Lesser, MD, FACCY; Christopher McCann, MD,
FACCES: Al Rowenberg, MD, FACC |§ Robert Schwartz, MD, FACCH; Mare Shelton, MD, FACC*; Gerald W,

Smetana, MDAY; Sidney C. Smuth, Jr, MD, FACC, FAHA
ACCEF APPROPRIATE USE CRITERIA TASK FORCE
Michael J. Wolk, MD, MACC, C Joseph M. Allen, MA; Steven Bailey, MD, FACC,
FSCAL; Pamela S. Douglas, MD, MACC, FAHA, FASE; Robent C. Hendel, MD, FACC, FAHA, FASNC;
Chastopher M. Kramer, MD, FACC, FAHA; James Min, MD, FACC, FSCCT: Manssh R. Pasel, MD, FACC: Score 7 tO 9

-
Appropriateness for

Leskee Shaw, PhD, FACC, FASNC: Raymond F. Stainback, MD, FACC, FASE

Appropriate test for specific indication

Score 4 to 6
Uncertain for specific indication (test may be
generally acceptable and may be a reasonable
approach for the indication).

May need more research
Score 1 to 3
Inappropriate test for specific indication

Circulation is avaiable 8 hitgpicrcahsgoursshoorg DO 108 VCTRMO L IR ot

Taylor AJ, et al. Circulation 2010 vol. 122 (21) pp. €525-55
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Detection of CAD in Symptomatic Patients Without Known Heart Disease Symptomatic — Nonacute
Symptoms Possibly Representing an Ischemic Equivalent

« ECG interpretable AND
« Able to exercise
« Intermediate pretest probability of CAD

« ECG uninterpretable or unable to exercise
« Low pretest probability of CAD

« ECG uninterpretable or unable to exercise
« Intermediate pretest probability of CAD

Detection of CAD in Symptomatic Patients Without Known Heart Disease Symptomatic — Acute Symptoms
With Suspicion of ACS (Urgent Presentation)

« Normal ECG and cardiac biomarkers A7)
» Low pretest probability of CAD

« Normal ECG and cardiac biomarkers A7)
« Intermediate pretest probability of CAD

« ECG uninterpretable A7)
« Low pretest probability of CAD

» ECG uninterpretable A7)
« Intermediate pretest probability of CAD

« Nondiagnostic ECG or equivocal cardiac biomarkers A

Taylor AJ, et al. Circulation « Low pretest probability of CAD

20 I O VOI' I 22 (2 I) PP . « Nondiagnostic ECG or equivocal cardiac biomarkers A(D
e525-55 « Intermediate pretest probability of CAD
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Detection of CAD in Symptomatic Patients Without Known Heart Disease Symptomatic — Nonacute
Symptoms Possibly Representing an Ischemic Equivalent

« ECG interpretable AND
« Able to exercise
» Intermediate pretest probability of CAD

« ECG uninterpretable or unable to exercise
« Low pretest probability of CAD

« ECG uninterpretable or unable to exercise
« Intermediate pretest probability of CAD

Detection of CAD in Symptomatic Patients Without Known Heart Disease Symptomatic — Acute Symptoms
With Suspicion of ACS (Urgent Presentation)

« Normal ECG and cardiac biomarkers A7)
» Low pretest probability of CAD

« Normal ECG and cardiac biomarkers A7)
« Intermediate pretest probability of CAD

« ECG uninterpretable A7)
« Low pretest probability of CAD

o ECG uninterpretable A7)
« Intermediate pretest probability of CAD

« Nondiagnostic ECG or equivocal cardiac biomarkers A

Taylor AJ, et al. Circulation « Low pretest probability of CAD

2010 vol. 122 (2 I ) PP- , « Nondiagnostic ECG or equivocal cardiac biomarkers A7)
e525-55 « Intermediate pretest probability of CAD
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Detection of CAD in Symptomatic Patients Without Known Heart Disease Symptomatic — Nonacute
Symptoms Possibly Representing an Ischemic Equivalent

« ECG interpretable AND
« Able to exercise
» Intermediate pretest probability of CAD

« ECG uninterpretable or unable to exercise
« Low pretest probability of CAD

» ECG uninterpretable or unable to exercise
« Intermediate pretest probability of CAD

Detection of CAD in Symptomatic Patients Without Known Heart Disease Symptomatic — Acute Symptoms
With Suspicion of ACS (Urgent Presentation)

Normal ECG and cardiac biomarkers A7)
Low pretest probability of CAD

Normal ECG and cardiac biomarkers A(7)
Intermediate pretest probability of CAD

ECG uninterpretable A7)
Low pretest probability of CAD

ECG uninterpretable A7)
Intermediate pretest probability of CAD

. Nondiagnostic ECG or equivocal cardiac biomarkers A7)
Taylor A, et al. Circulation Low pretest probability of CAD

20 I 0 VOI- I 22 (2 I ) PP . Nondiagnostic ECG or equivocal cardiac biomarkers A7)
e525-55 Intermediate pretest probability of CAD
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Taylor AJ, et al. Circulation
2010 vol. 122 (21) pp.
e525-55
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Detection of CAD in Other Clinical Scenarios—New-Onset or Newly Diagnosed Clinical HF and
No Prior CAD

« Reduced left ventricular ejection fraction A7)
o Low pretest probability of CAD

» Reduced left ventricular ejection fraction A7)
» Intermediate pretest probability of CAD

Detection of CAD in Other Clinical Scenarios — Preoperative Coronary Assessment Prior to
Noncoronary Cardiac Surgery

« Coronary evaluation before noncoronary cardiac surgery A7)
» Intermediate pretest probability of CAD

Use of CTA in the Setting of Prior Test Results — Prior ECG Exercise Testing

20. Normal ECG exercise test A7)
Continued symptoms

Prior ECG exercise testing A7)
Duke Treadmill Score — intermediate risk findings

Use of CTA in the Setting of Prior Test Results — Sequential Testing After Stress Imaging
Procedures

» Discordant ECG exercise and imaging results A (8)

» Stress imaging results: equivocal A (8)




Taylor AJ, et al. Circulation
2010 vol. 122 (21) pp.
e525-55
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Detection of CAD in Other Clinical Scenarios— New-Onset or Newly Diagnosed Clinical HF and
No Prior CAD

» Reduced left ventricular ejection fraction A7)
o Low pretest probability of CAD

» Reduced left ventricular ejection fraction A7)
» Intermediate pretest probability of CAD

Detection of CAD in Other Clinical Scenarios — Preoperative Coronary Assessment Prior to
Noncoronary Cardiac Surgery

« Coronary evaluation before noncoronary cardiac surgery A7)
« Intermediate pretest probability of CAD

Use of CTA in the Setting of Prior Test Results — Prior ECG Exercise Testing

20. Normal ECG exercise test A7)
Continued symptoms

Prior ECG exercise testing A7)
Duke Treadmill Score — intermediate risk findings

Use of CTA in the Setting of Prior Test Results — Sequential Testing After Stress Imaging
Procedures

» Discordant ECG exercise and imaging results A (8)

» Stress imaging results: equivocal A (8)




Use of CTA in the Setting of Prior Test Results — Evaluation of New or Worsening Symptoms in the
Setting of Past Stress Imaging Study

e Previous stress imaging study normal A(8)

Risk Assessment Postrevascularization (PCI or CABG)— Symptomatic (Ischemic Equivalent)

39. « Evaluation of graft patency after CABG A(8)

Risk Assessment Postrevascularization (PCI or CABG)— Asymptomatic — Prior Coronary Stenting

43. o Prior left main coronary stent with stent diameter >3 mm A7)

Taylor AJ, et al. Circulation
2010 vol. 122 (21) pp.
e525-55
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Use of CTA in the Setting of Prior Test Results — Evaluation of New or Worsening Symptoms in the
Setting of Past Stress Imaging Study

« Previous stress imaging study normal A(8)

Risk Assessment Postrevascularization (PCI or CABG)— Symptomatic (Ischemic Equivalent)

39. » Evaluation of graft patency after CABG A(8)

Risk Assessment Postrevascularization (PCI or CABG) — Asymptomatic — Prior Coronary Stenting

43, e Prior left main coronary stent with stent diameter 23 mm A7)

Taylor AJ, et al. Circulation

2010 vol. 122 (21) pp.
e525-55
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Evaluation of Cardiac Structure and Function — Adult Congenital Heart Disease

46. » Assessment of anomalies of coronary arterial and other thoracic arteriovenous
vessels

47. « Assessment of complex adult congenital heart discase

Evaluation of Cardiac Structure and Function— Evaluation of Ventricular Morphology and Systolic
Function

Evaluation of left ventricular function A7)
Following acute MI or in HF patients
Inadequate images from other noninvasive methods

Quantitative evaluation of right ventricular function

Assessment of right ventricular morphology
Suspected arrhythmogenic right ventricular dysplasia

Evaluation of Cardiac Structure and Function— Evaluation of Intra- and Extracardiac Structures

53. « Characterization of native cardiac valves A (8)
» Suspected clinically significant valvular dysfunction
Inadequate images from other noninvasive methods

Characterization of prosthetic cardiac valves
Suspected clinically significant valvular dysfunction

Inadequate images from other noninvasive methods

Evaluation of cardiac mass (suspected tumor or thrombus)
Inadequate images from other noninvasive methods

Evaluation of pericardial anatomy

Evaluation of pulmonary vein anatomy
Prior to radiofrequency ablation for atrial fibrillation

T&)’IOI’ AJ’ et al' CerUIatlon . Noninvasive coronary vein mapping
20 I O VOI I 22 (2 I ) PP Prior to placement of biventricular pacemaker

e5 25 L, 5 5 . Localization of coronary bypass grafts and other retrosternal anatomy
Prior to reoperative chest or cardiac surgery
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Evaluation of Cardiac Structure and Function — Adult Congenital Heart Disease

46. » Assessment of anomalies of coronary arterial and other thoracic arteriovenous
vessels

47. « Assessment of complex adult congenital heart discase

Evaluation of Cardiac Structure and Function— Evaluation of Ventricular Morphology and Systolic
Function

Evaluation of left ventricular function A7)
Following acute MI or in HF patients
Inadequate images from other noninvasive methods

Quantitative evaluation of right ventricular function

Assessment of right ventricular morphology
Suspected arrhythmogenic right ventricular dysplasia

Evaluation of Cardiac Structure and Function— Evaluation of Intra- and Extracardiac Structures

53. Characterization of native cardiac valves A(8)
Suspected clinically significant valvular dysfunction
Inadequate images from other noninvasive methods

Characterization of prosthetic cardiac valves
Suspected clinically significant valvular dysfunction

Inadequate images from other noninvasive methods

Evaluation of cardiac mass (suspected tumor or thrombus)
Inadequate images from other noninvasive methods

Evaluation of pericardial anatomy

Evaluation of pulmonary vein anatomy
Prior to radiofrequency ablation for atrial fibrillation

Ta)’lor AJ’ et a|° CirCUIation . Noninvasive coronary vein mapping
20 I O VOI I 22 (2 I ) PP Prior to placement of biventricular pacemaker

e5 25 = 5 5 . Localization of coronary bypass grafts and other retrosternal anatomy
Prior to reoperative chest or cardiac surgery
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SUMMARY:

Wednesday, April 6, 2011

APPROPRIATE INDICATIONS: CORONARY AND CARDIAC CT

CLINICAL SCENARIO FOR THESE INDICATIONS: ORDER
NON-ACUTE SX *Low or Intermediate Pretest Probability CCTA
(WITHOUT KNOWN HEART DZ) +/- ECG uninterpretable +/- can exercise
ACUTE or URGENT SX eLow or Intermediate Pre-test Probability CCTA
(WITHOUT KNOWN HEART DZ) Negative, Non-diagnostic or Equivocal

Biomarkers and/or ECG
New Onset CHF *LOW or INTERMEDIATE Pretest Probability CCTA
(WITHOUT KNOWN HEART DZ)
SYMPTOMATIC PT e Evaluate suspected coronary Anomalies CCTA
PRE-OP NON-CORONARY Intermediate Pretest Probability CCTA
CARDIAC SURGERY
(WITHOUT KNOWN HEART DZ)
PRIOR STRESS TESTS ¢CONTINUING OR WORSENING SYMPTOMS CCTA
*DISCORDANT STRESS ECG / IMAGING
*EQUIVOCAL STRESS IMAGING
®CARDIAC MASS / THROMBUS | elf limited info from Echo, TEE, or MRI (problem | Cardiac CT
solvin
VALVULAR DISEASES 8) (n0 Bblocker
ePERICARDIAL EVALUATION e For Morphology and/or Function Calculation or NTG)
CORONARY ARTERY BYPASS | Prior to Re-Do CABG (to assess positions and CTA CHEST-
GRAFT MAPPING patency of bypass grafts- esp. LIMA) ZY::::‘
CORONARY CALCIUM SCORE | eLow-Intermediate Pretest Probability Coronary
e|ntermediate Pretest Probability Cal.cmm
Scoring CT

eDiabetics >40 yr old

CONTRAINDICATIONS to
CORONARY CTA:

(MOST ARE RELATIVE)

e Weight >300 Ilbs
e Calcium Score >500

e|odine (Contrast) allergy (and not pre-medicated)

e Contraindication to B-blocker, NTG
eSevere Asthma or COPD
o AFIB

Adapted from:

Taylor AJ, et al. Circulation 2010 (21) pp. €525-55




Example Cases
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Example: Acute CP

TT——
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Example: Acute CP

J —. ".JJ "m
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Example: Acute CP

J —. ".JJ "m
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Example:“Malignant” Coronary Anomaly
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“Benign” Coronary Anomaly

Example
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Example: “Benign” Coronary Anomaly
|
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Example: “Benign” Coronary Anomaly

Length: 1°
Mean: 78250
Max: 1035
Mirc 440
SDev. 20429
Length: 1.79mm
Mearc 349.00
Mac 1024
Mn: 108

SDev. 11942
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Example: Cardiac Tumor

N-r"‘lm..7",).
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Example: Cardiac Tumor
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FAQ: CAC

® VWhat does the Calcium Score mean!?
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Calcium Scores mean:

® An independent and incremental prognostic
value for risk stratification over
Framingham risk score-based strategy
alone
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What is risk of significant coronary
stenosis at cath depending on CAC?

® Budoff (2002): 1851 Symptomatic patients
® Range of CAC =0 (21%) to 6649

® Mean 380, median | |6
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Stenosis in patients with high CAC
(MESA data)

® Had cath: CAC 528 +772
® Non-sig dz: 43%

® | vessel dz: 23%
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Hard Cardiac Event
Risk

o Hazard Ratio Annual
for Cardiac | Incidence (%
Event per yr)

patients

0.1
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ALL CAUSE 10 yr.
mortality

CAC SCORE

|0 yr All Cause Mortality (%)

0

| .0




“Negative” Calcium Score

Shareghi et SCCT 2007:
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FAQ: CAC

® VWhat does the Calcium Score mean!?
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Management of CAC

CAC

| 0-yr risk stratification

0

very low

low

Wednesday, April 6, 2011
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FAQ - CCTA

® Do insurances cover CCTA?

® Why is CCTA a better test than CAC?

° Does CCTA take the place of 2 stress test’

ey e,
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FAQ - CCTA

® Do insurances cover CCTA?

® Why is CCTA a better test than CAC?

° Does CCTA take the place of 2 stress test’
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Insurance Coverage

® All major insurances including Medicare
and Anthem cover CCTA
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FAQ - CCTA

® Do insurances cover CCTA?

® Why is CCTA a better test than CAC?

° Does CCTA take the place of 2 stress test’

ey e,
‘eamt ¢
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CCTA vs. CAC

® CCTA: Usually SX patients

® Direct visualization of coronary artery
lumen and wall
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FAQ - CCTA

® Do insurances cover CCTA?

® Why is CCTA a better test than CAC?

RO, Does CCTA take the place of a stress test7 .
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CCTA - Stress

® NO pharamacolgic stress (future direction)

® Complementary to MPI
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CCTA in patients w/ Stress Imaging:
2010 Consensus Appropriateness

® Normal ECG Stress Test w/ continued Sx

® Duke Treadmill Score - Intermediate risk

® Discordant stress ECG and imaging findings
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FAQ - CCTA

® Do insurances cover CCTA?

® Why is CCTA a better test than CAC?

RO, Does CCTA take the place of a stress test7 .
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Ordering Questions

® ANY medical specialty can order CCTA
® Use Appropriate Indications (printed info)
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SUMMARY:
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APPROPRIATE INDICATIONS: CORONARY AND CARDIAC CT

CLINICAL SCENARIO FOR THESE INDICATIONS: ORDER
NON-ACUTE SX *Low or Intermediate Pretest Probability CCTA
(WITHOUT KNOWN HEART DZ) +/- ECG uninterpretable +/- can exercise
ACUTE or URGENT SX eLow or Intermediate Pre-test Probability CCTA
(WITHOUT KNOWN HEART DZ) Negative, Non-diagnostic or Equivocal

Biomarkers and/or ECG
New Onset CHF *LOW or INTERMEDIATE Pretest Probability CCTA
(WITHOUT KNOWN HEART DZ)
SYMPTOMATIC PT e Evaluate suspected coronary Anomalies CCTA
PRE-OP NON-CORONARY Intermediate Pretest Probability CCTA
CARDIAC SURGERY
(WITHOUT KNOWN HEART DZ)
PRIOR STRESS TESTS ¢CONTINUING OR WORSENING SYMPTOMS CCTA
*DISCORDANT STRESS ECG / IMAGING
*EQUIVOCAL STRESS IMAGING
®CARDIAC MASS / THROMBUS | elf limited info from Echo, TEE, or MRI (problem | Cardiac CT
solvin
VALVULAR DISEASES 8) (n0 Bblocker
ePERICARDIAL EVALUATION e For Morphology and/or Function Calculation or NTG)
CORONARY ARTERY BYPASS | Prior to Re-Do CABG (to assess positions and CTA CHEST-
GRAFT MAPPING patency of bypass grafts- esp. LIMA) ZY::::‘
CORONARY CALCIUM SCORE | eLow-Intermediate Pretest Probability Coronary
e|ntermediate Pretest Probability Cal.cmm
Scoring CT

eDiabetics >40 yr old

CONTRAINDICATIONS to
CORONARY CTA:

(MOST ARE RELATIVE)

e Weight >300 Ilbs
e Calcium Score >500

e|odine (Contrast) allergy (and not pre-medicated)

e Contraindication to B-blocker, NTG
eSevere Asthma or COPD
o AFIB

Adapted from:

Taylor AJ, et al. Circulation 2010 (21) pp. €525-55




Conclusions
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to direct patient care.




Ihanks for your atenhon

Questions? Handout:
xraydoc97@yahoo.com http://stanford.edu/~hallett
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