
Chief Complaint: A 44-year-old asymptomatic White man concerned about his cardiac 
risk.

History of Present Illness: The patient has been concerned about his risk of MI for 23 
years, since his father died suddenly at age 47. His 52-year-old brother had coronary 
bypass surgery at age 46. He exercises vigorously on a daily basis for 1 hour and is 
asymptomatic. His blood pressure has never exceeded 120/80 mm Hg, he has never 
smoked, and denies diabetes. Total cholesterol is 174 mg/dl, LDL 98 mg/dl, HDL 58 
mg/dl, triglycerides 88 mg/dl, lipoprotein(a) 63 g/dl, fasting blood sugar 83 mg/dl, and 
hs-CRP 0.9 mg/dl.

Which of the following is the appropriate next step for this patient?

A. Reassure the patient that his risk is extremely low by Framingham criteria; no drug 
therapy is indicated.

B. Start daily aspirin, but withhold statin therapy.

C. Start aspirin and statin.

D. Order coronary calcium scan.

E. Order nuclear stress test.
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Goal of screening/prevention

 Identify disease in its pre-clinical stage, intervene 
and modify the natural history of disease

 Common practice for Breast Cancer, Colon 
Cancer, Prostate Cancer



Can we modify CAD Natural History?

PRIMARY PREVENTION

 Lifestyle changes (modifiable risk factors)

 Medical therapy

 Aspirin

 Statins

 Risk:benefit



Current guidelines
Therapy tailored to risk

1- Assess level of risk (ACC/AHA guidelines, 
Framingham, ATP-III NCEP, JNC VII)

 Low <1% year

 Intermediate 1-2% year

 High >2% year

2- Lipid goals based on risk (Non-HDL cholesterol)

 Low <160 mg/dL

 Intermediate <130 mg/dL

 High <100 mg/dL



CAD
The major independent risk factors

Cigarette smoking

Hypertension (BP ≥140/90 mmHg or on
antihypertensive medication)

Low HDL cholesterol (<40 mg/dL)

Family history of premature CHD (CHD in male
first-degree relative <55 years; CHD in female
first-degree relative <65 years)

Age (men ≥45 years; women ≥55 years)





Greenland P, Bonow RO, Brundage BH, et al. ACCF/AHA 2007 CACS. J Am Coll Cardiol 2007;49:378-402.
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Jupiter Trial- NEJM 359 (21), 2008
Heart Protection Study Collaborative Group. Lancet 360, 2002



Impact on therapeutic interventions

 Meta-analysis
 Seven randomized, controlled trials comparing imaging with 

standard care
 Medications prescribed, lifestyle interventions.
 Median of 153 patients, followed for a median of 12 months; average 

age 55 years, 45% women
 Screening imaging (SPECT, CACS, Carotid US and 

Echocardiography)

 No significant effect on drug prescribing overall.
 No significant influence on lifestyle modification (diet, exercise, 

smoking cessation),

 Hypothesis generating

Hackam et al. March 14, 2011. Archives of Internal Medicine.
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Conclusions

 Consider CACS:

 Intermediate risk patient

 Clinical question is present

 TO START OR NOT TO START





ROMICAT-II

Issues:
- Procedures (overall)
- Radiation exposure





Appropriate 
Indications

1. Symptomatic- low to intermediate pretest probability of CAD

2. Newly recognized CHF and no prior evidence of CAD, in low and intermediate 
pretest probability of CAD 

3. Noncoronary cardiac surgery, intermediate probability of coronary disease 

4. CCT was considered an appropriate test following prior normal exercise testing 
with continued symptoms or in patients with discordant ECG and imaging results 
with stress testing. 

5. New or worsening symptoms in the setting of a past normal stress study. 

6. Assessment of complex congenital heart disease, and quantitative assessment 
of right ventricular function and right ventricular morphology. 




