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Abstract: One of the major issues in management of the acute coronary syndrome (ACS) is classification 
of patients with atypical presentation who have low risk of having a coronary episode at presentation. There 
have been multiple studies on the stratification of high risk patients and medical management of such cases, 
however, there is a sub-class of patients who do not fit any category. In this paper, we have looked at the 
current literature on stratification of patients based on the study tools available and the risk of having a 
coronary episode during the following year. In our overview, we have found that the current methods in place 
namely, cardiac stress test and stress echocardiogram have a good prognostic factor in terms of mortality in 
the next one year and can safely stratify the patients at low risk when correlated with clinical presentation 
and laboratory studies. However, such data are limited for computerized tomography or magnetic resonant 
imaging and their application might be limited due to accessibility and cost of studies. Current guidelines 
for classification of high risk patient do an excellent job and we believe that proper application of stress 
tests together with other imaging modalities together with laboratory, clinical judgment, and proper use of 
medical management can help with safe discharge of patients from the emergency department (ED) and 
reduction of burden from healthcare.
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Introduction

Chest pain is  one of the most frequent causes of 
presentation to the emergency department (ED) which has 
a substantial financial burden (between $10 to $12 billion 
per year) on the healthcare system, however, despite this 
significant cost, an acute coronary event is confirmed only 
in a minority of these patients. It is the low threshold for 

admission to prevent a cardiac event and possible litigation 
that are the major driving forces behind this high rate of 
admissions (1). 

Thus, finding a proper method for risk stratification and 
screening would serve as a key stepping stone. There have 
been multiple methods of assessment of chest pain under 
investigation for facilitation of this process which include: 
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exercise treadmill test (ETT), exercise echocardiography, 
myocardial perfusion imaging nuclear scan, magnetic 
resonance imaging (MRI), and computer tomography 
angiography (2-5). Presently, patients presenting to the ED 
with acute chest pain undergo the protocol to rule out acute 
coronary syndrome (ACS) with electrocardiogram (ECG), 
cardiac enzymes and further testing. However, few patients 
are diagnosed with an ACS event. Primary percutaneous 
coronary intervention (PCI) is the standardized treatment 
of choice for ST segment elevation myocardial infarction 
(STEMI), non-STEMI and sometimes unstable angina; 
which allows for reperfusion of the myocardial tissue, hence, 
minimizing the damage, while chronic stable angina is 
managed medically as well for the same purpose of reducing 
damage to tissue as well as control of symptoms. Since these 
interventions heavily rely on coronary artery angiography 
(CAG), its use has exponentially grown over the recent 
years. Studies have shown that the use of the latter can be 
up to 36% in false-positive STEMI (6). 

Finding the optimal way for screening patients and a 
proper method of risk stratification can help achieve a better 
standardized system that can both have a high specificity 
and sensitivity for ruling in and out acute myocardial 
ischemia while reducing the burden on the healthcare 
system. For this reason, we will take a look at each modality 
used in screening patients and their strength and weakness 
in predicting myocardial disease outcome in patients. 

The role of exercise stress test

Several studies have investigated the use of exercise testing 
to rule out ACS in patients with low risk stratification, 
meaning, they had presented with chest pain but were 
clinically stable and ECG changes were normal or 
borderline and had nonspecific repolarization changes. 
During exercise testing, the criteria for a positive test 
for myocardial ischemia is the standard indicators of  
1.0 mm horizontal or down sloping ST-segment shift; if 
such changes were present on the ECG, further testing or 
admission were carried out (7). 

In the Rapid Rule-Out of Myocardial Ischemia 
Observation study which was the first prospective study 
looking at exercise testing using an accelerated diagnostic 
protocol for myocardial ischemia, 100 patients with chest 
pain were randomly assigned to a regular care group, and 
a chest pain center accelerated protocol group; which 
consisted of a 12-hour observation with ECG and cardiac 
enzymes. In the accelerated protocol group, exercise testing 

was performed which showed a 93% normal result and 
the 7% positive underwent a coronary angiography which 
showed negative results. Every patient with a negative test 
was discharged and followed up at 30 days which showed 
no coronary events. This resulted in a reduced length 
of hospital stay and reduction in cost per patient (8). In 
another study, authors studied the effectiveness of exercise 
stress testing as a modality for evaluation of coronary artery 
disease (CAD). Of 203 patients who were tested, 11 were 
found to have abnormal test results; of which 4 were found 
to have obstructive CAD. The calculated diagnostic yield 
for obstructive CAD was 2.5%. The authors concluded that 
the yield of routine use of noninvasive testing for CAD was 
minimal and an abnormal test has a low positive predictive 
value (PPV) (9), nevertheless, studies have shown that the 
negative predictive value of ETT has been high and can 
rule out myocardial ischemia with a high confidence (10). 

This brings up the question that despite ETT being 
widely available, there are a significant portion of the 
patient population who may not be able to undergo this test 
modality, for example, the population that cannot achieve 
85% of age-predicted maximal heart rat, poor mobility, or 
existing ECG abnormalities at rest such a left bundle branch 
block (4,7). While ETT has proven to have a great negative 
predictive value, there have been reports of it missing acute 
myocardial infarctions on rare occasions which can prove 
to be costly for the patient. In one instance, a 48-year-old 
man who presented with left sided chest pain underwent 
an ETT which was negative for myocardial ischemia, 
however, he presented 30 minutes later to the emergency 
department with acute substernal chest pain and was found 
to have acute antero-septal STEMI on ECG and underwent  
PCI (11). On another occasion, researchers report a 
67-year-old man with acute myocardial infarction which 
took place 10 minutes after a negative ETT (12). 

There have been several mechanisms proposed for the 
possible occurrence of the myocardial ischemia after a 
negative ETT. It has been speculated that it could be due 
to an atherosclerotic plaque rupture due to coronary artery 
spasms or that exercise itself can act as a trigger for platelet 
activation and thrombosis or atherosclerotic plaque ruptures 
inducing intraluminal thrombus formation (13-15). Thus, 
ETT has proven so far to be the most economical and 
relatively available myocardial test that can be performed 
in patients for checking the risk of myocardial disease in 
the hospital setting admission and as a follow up tool. It 
has a relatively good sensitivity and good PPV to rule in 
myocardial disease. Nevertheless, it has some negative sides 
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which can be outweighed by using it in conjunction with 
some of the following tools described. 

The role of stress echocardiography 

Stress echocardiography has become a strong tool in the 
diagnosis and risk stratification of patients who have CAD 
or are suspected of having the disease. The hallmark of 
myocardial ischemia during stress echocardiography is 
the occurrence of reduced systolic wall thickening due 
to the increased myocardial oxygen demand and supply-
demand mismatch. This regional systolic wall thickening 
is specific for CAD. The use of microbubbles has made 
echocardiography reliable and the results reproducible (16). 
Echocardiography has been utilized with ETT in order 
to detect CAD and it has showed good sensitivity 93% 
and specificity 71%. It has an important diagnostic value 
in patient with chest pain. When combined with ETT, 
echocardiography has the ability to help in reclassification 
of cases where ECG is not diagnostic as an ACS event (2). 
Echocardiography has demonstrated utility in diagnosis 
and risk stratification in the emergency department and 
its addition to ECG and clinical findings provides valuable 
prognostic information with a negative predictive value 
of 98%. In terms of diagnostic and prognostic accuracy, 
it is similar to stress testing by using more expensive and 
advanced imaging modalities (17). Echocardiography can 
provide structural and functional data about the heart which 
are not possible to attain by ETT alone, in addition, it can 
be done at the bedside in a few minutes. It is also possible 
to attain information about flow abnormalities by using 
doppler and study wall motion abnormalities (18). 

A n o t h e r  r e c e n t  d e v e l o p m e n t  i n  t h e  f i e l d  o f 
echocardiography is ‘continuous echocardiography’ 
which allows for continuous wall motion imaging for the 
evaluation of NSTEMI in acute chest pain syndromes in 
the settings of indeterminate ECG findings and equivocal 
cardiac biomarkers. This method of continuous monitoring 
allows for regional wall motion abnormalities and transient 
left ventricular wall motion abnormalities. This method 
of echocardiography for CAD has a sensitivity, specificity 
and accuracy of 88%, 100% and 91% respectively, while 
these measurements in ECG for detection of CAD are 
31%, 100% and 52% respectively (3). This shows that 
echocardiography can not only be an invaluable addition to 
ECG in ETT, but can also detect the abnormalities that are 
possibly missed by ECG alone. 

One of the hallmarks of echocardiography is its ability to 

add incremental and independent information to the results 
of the ETT (19-21). In a study by Marwick et al. [2001] 
exercise echocardiography was used to collect data on 5,375 
patients and this population of patients were followed up for 
6 years. The patients who had a normal echocardiography 
had a mortality of 1% per year (19). Since CAD process is 
always undergoing worsening of stenotic lesions in patients, 
the increase in mortality after 6 years is not surprising and 
can be attributed to that disease process. In the study by 
McCully et al. [1998] exercise echocardiography was done 
on a total of 1,325 patients. The median length of follow-up 
was 23 months. There were 33 cardiac events in 26 patients 
and three patients died of cardiac causes which were 14, 
19 and 20 months after the exercise echocardiogram. 
Ten patients had nonfatal myocardial infarctions and 20 
underwent catheterization. The survival rates free of cardiac 
death or nonfatal myocardial infarction at 1, 2 and 3 years 
were 99.5%, 98.8% and 98.6%. The calculated cardiac 
death and nonfatal myocardial infarction rate per person-
year was 0.5% and the cardiac event rate per person was 
0.9%. As mentioned earlier, echocardiography can be vital 
in the risk stratification of the population of individuals who 
are at intermediate level of risk based on the Duke score 
and a non-diagnostic ETT. 

The role of computer tomography coronary 
angiography (CTCA)

CTCA is another tool used to assess patients presenting 
to the hospital with chest pain that cannot undergo ETT. 
As previously mentioned, some of the reasons for ETT 
not being diagnostic can be poor mobility of the patients 
or fatigue. CT studies the primary outcome of the patient 
by using the coronary artery calcium scoring and CT 
coronary angiographic features to serve as variables in 
predictability. These are features such as plaque size and 
vessel wall involvement. High risk calcium score calculated 
by Agatston units were related to worse outcome where for 
every 100 Agatston unit increase in calcium score there was 
an increased risk of adverse outcome and higher scores of 
more than were associated with worse outcomes (4). 

Presence of more than three segments with non-calcified 
plaques predicted adverse events, and the presence of 
coronary artery stenosis was the only significant predictor 
of adverse outcome directly related to the severity of the 
stenosis as it would be expected (4). It is also important to 
mention the ability of CTCA to possess a good prognostic 
value in identification of non-obstructive CAD and by 
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combining it with the cases of more than 400 Agatston units 
it can correctly identify patients at higher risk of MI and 
the score based on CT can help distinguish among patients 
with non-obstructive CAD and those at higher risk (22). 
In addition, one study showed that CTCA has the ability 
to reclassify approximately 2/3 of the patients regarding 
their risk of developing symptomatic CAD and reclassify 
75% of intermediate risk and 59% of high risk patients 
as at a low cardiovascular risk (23). At the same time, it 
has been established that absence of any abnormalities 
on CTCA is associated with excellent negative predictive  
values (24). Another important benefit of CTCA in studying 
coronary anatomy is the decreased likelihood of causation 
of inadvertent harm to the patient by doing an ETT and 
provocation of a thrombus or plaque rupture. CTCA is 
proving to be a good alternative in cases where ETT is not 
feasible or it can be used in addition to ETT for achieving a 
more accurate diagnosis. 

CTCA has displayed an excellent diagnostic accuracy 
with sensitivity that ranges from 87–99% and specificity 
93–96%. ACCURACY trial found that CTCA is a highly 
sensitive and moderately specific test to predict significant 
coronary artery stenosis with sensitivity, specificity, PPV), 
and negative predictive value (NPV) of 94%, 83%, 48% and 
99% for more than 70% stenosis (25). The CORE 64 trial 
enrolled patients with a <600 calcium score demonstrated 
the per-patient sensitivity, specificity, PPV, and NPV for 
detecting more than 50% stenosis of 85%, 90%, 91% and 
83%, respectively (26). These findings are in line with the 
data obtained from the CONFIRM trial regarding CTCA 
being an effective tool for risk assessment for catheterization 
laboratory (22).

On CT, checking adverse plaque characteristics, will 
help in classification which include positive remodeling, 
low attenuation plaque which is suggestive of large necrotic 
core, napkin ring sign and spotty calcification. Positive 
remodeling is defined as a plaque extending eccentrically 
from the vessel wall and ‘napkin ring sign’ refers to a plaque 
core with low attenuation (27). The association of these 
high risk features with ACS has been established with 
the high risk plaques having positive remodeling and low 
attenuation necrotic cores (28). ACS has been reported of 
being up to 10 times more common in patient with high risk 
plaques. It is this strong predictive value of the CTCA that 
has made it the corner stone in cardiac analysis in coronary 
syndromes and an invaluable tool for risk stratification of 
this patient population. 

The role of MRI

Stress cardiac imaging with MRI is an imaging technique 
that is used for obtaining cardiac function and detailed 
imaging of the heart during stress. The test is performed 
by doing a perfusion imaging following an intravenous 
infusion of gadolinium contrast or by obtaining wall 
motion imagining. Pharmacologic agents’ dobutamine, 
dipyridamole or adenosine is used to induce stress. The 
images are used to assess ventricular dimensions, viability 
and the cardiac mass. According to the study by Nandalur 
et al. [2007], perfusion imaging showed a pooled sensitivity 
of 0.91 (95% CI: 0.88–0.94) and a specificity of 0.81 (95% 
CI: 0.77–0.85) when analyzed on a patient level and stress 
induced wall motion abnormalities imaging showed a pooled 
sensitivity of 0.83 (95% CI: 0.79–0.88) and specificity of 
0.86 (95% CI: 0.81–0.91) on a patient level (29). When the 
studies after the Nandalur research findings were combined 
with the ones published after, researchers obtained a pooled 
sensitivity and specificity for stress wall motion cardiac 
MRI of 0.81 (95% CI: 0.77–0.84) and 0.85 (95% CI:  
0.81–0.89) (30). MRI allows for assessment of the regional 
and global function of the ventricles and calculation of 
the ejection fraction and assesses wall motion. In terms of 
sensitivity, it is estimated to be between 90% and 100% 
while it has negative predictive value of 99%, which makes 
an excellent resource for excluding ACS and discharge of 
the patient. MRI based assessment has its own limitations as 
well (18). One limitation is the low sensitivity of magnetic 
perfusion imaging (MPI) in detecting small infarcts. 

On the other hand, MPI has the benefit of being able 
to detect ischemia and infarct, taking less time to detect an 
ischemic or infarct compared to cardiac enzymes which take 
several hours to rise, and identify risk areas in the absence 
of ECG changes. However, one major drawback of MPI is 
the requirement for expensive machinery for the study to 
take place (5). MPI as a tool for assessment of stable patients 
can provide vital information in terms of the functioning 
of the heart and be able to classify the cardiac infarct or 
ischemia in a greater extent, however, its application has 
a more pronounced use in the patient population who are 
chronically ill and cannot undergo a ETT test or not stable 
enough for an ETT. Using contrast enhancement in MRI, 
researchers have been able to show the viability of the 
cardiac muscle before revascularization and its correlation 
with recovery from acute insult versus a nonviable damage 
to the myocardium. Hyper-enhancement or the lack of 
hyper-enhancement is the main features present in the 
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myocardium that correlate with the area of cellular damage. 
It has been shown that the lack of hyper-enhancement has 
been clinically proven to correlate with improvement in 
contractility after revascularization (31). Late gadolinium 
enhancement (LGE) which is a feature on MRI in patients 
with previous infarcts has been successfully used to correlate 
Q wave location and the extent of the infarct (32). Due to 
the concern for contrast induced nephrogenic systemic 
fibrosis in patients with kidney dysfunction, the use of 
native non-contrast mapping with T1 weighted imaging has 
been studied in which the T1 relaxation times are measured 
to look for myocardial edema and fibrosis. It was shown 
recently by Liu et al. [2017] that native T1 images are good 
at picking up both acute myocardial infarct and chronic 
myocardial infarct areas, however, they cannot differentiate 
between the two (33). However, this study presents another 
method for imaging in patients who cannot undergo other 
modalities to find the site of infarct.

Other tools

Another method for establishing functional ischemic vessels 
is by measuring the quantitative functional coronary flow 
reserve (CFR) through noninvasive assessment of the 
hyperemic reactivity of myocardium to vasodilator agents. 
Quantitative CFR measurement by positron emission 
tomography has shown to be able to effectively reclassify 
the risk of future cardiovascular events (34). Therefore, 
non-contrast phase contrast (PC) cine magnetic resonance 
imaging of the coronary sinus has emerged as a noninvasive 
method for quantifying global left ventricular myocardial 
blood flow (35). CFR can be calculated as the myocardial 
blood flow during the vasodilator infusion divided by the 
myocardial blood flow at rest by the PC cine MRI of the 
coronary sinus. Kato et al. [2017] analyzed the prognostic 
value of CFR by PC cine MRI for patients with known or 
suspected CAD and studied the predictive power of cardiac 
MRI for major adverse cardiac events (MACE). Their 
research showed that impairment of CFR was a significant 
independent predictor for MACE in patients with known 
and suspected CAD. It was also shown that the predictive 
values of CFR and stress perfusion cardiac MRI for the 
occurrence of MACE were comparable in patient with 
known CAD and in the ones with suspected CAD, CFR 
showed a higher hazard ratio and area under the curve 
compared to stress perfusion cardiac MRI (36). These all 
pointed to the usefulness of CFR for risk stratification and 

its superior ability to detect ischemia. These finding are in 
line with several other studies that have shown the superior 
prognostic value of stress perfusion in cardiac MRI with 
patient with known or suspected CAD (37,38).

Future directions

In recent times, there has been substantial development 
in the management of the cardiac ischemic condition 
and their diagnosis and categorization. To perform a risk 
assessment of patients, there are multiple resources that 
are widely used. The most widely used method is the ETT. 
This method is one of the most widely used methods of 
assessment of the patient for ischemic changes which can 
rule out ischemia with a good level of confidence. This 
test is still a primary method of assessment and can reliably 
categorize patients in their risk assessment for cardiac events 
with a very low risk of adverse events in the year following 
the test. Recent studies have shown that low-risk ETT 
patients have an excellent prognosis at 40 months despite 
a common prevalence of non-obstructive and obstructive 
CAD (39).

Exercise echocardiography is another variation on the 
ETT whereby it can help diagnose the falsely negative tests 
of the ETT as having a higher risk for cardiac events but 
examining their wall motion abnormalities during the test. 
It is a test that can be utilized on a case by case basis for the 
patient populations that have a higher risk. Research has 
shown that the ability to achieve a 9-minute-high exercise 
capacity (≥10 metabolic equivalents, METS) is a predictor 
of favorable prognosis and conferred an overall MACE of 
0.4% per year (40). CTCA has also proven to be beneficial 
in assessment of cardiac patients. CTCA has also become 
more widespread in order to help stratify patients with 
intermediate risk assessment after ETT (39). Its use is 
limited to patients with severe atherosclerotic disease and 
patients with high risk plaque formation. More recently CT 
Perfusion and CTCA have been used in combination in 
order to assess coronary artery blood flow and the level of 
perfusion abnormality and the combination has proven to 
have a sensitivity of 86% and a specificity of 92% (41). MRI 
tests have proven to have good negative predictive value for 
diagnosing ACS and are being used more widely. Cardiac 
MRI has shown its significant predictive value for CFR in 
cardiac MRI stress perfusion for MACE in patients with 
known CAD (36). One of the main drawbacks of cardiac 
MRI is its cost and expertise required for interpretation. 
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Conclusions 

How can we decide between these tests is a question that 
continues to be debated among the scientific community? It 
should be remembered that the use of the systems developed 
are not a rigid framework for assessment of patients. For 
patients who present to the emergency department after 
all the work up for an ACS is negative, the follow up 
assessment depends on a case by case basis. The fact is that 
a large majority of the patients will undergo an exercise test 
after the presentation when they are stabilized. In a case of a 
negative stress test, the etiology of the disease of the patient 
is assumed not to be due to cardiac causes. However, since 
there are cases that can be missed with ETT, the clinician 
can choose to use one of the other methods of testing in 
addition to the ETT based on the availability and clinical 
suspicion. 

The occurrence of cardiac adverse effects is related to 
the patient characteristics, with more elderly populations 
with chronic diseases being at increased risk while the 
younger population at a lower risk. Overall, a negative 
ETT test result can have a good prognostic factor for 
ruling out myocardial ischemia and outpatient follow up 
with repetition of the test can provide adequate screening. 
In cases that are more complicated and in individuals who 
have more comorbid conditions, addition of the other 
screening modalities is preferable. Recently, there have 
been occurrences where individuals who have undergone 
revascularization did undergo ETT and dobutamine 
stress echo which was able to diagnose up to 4.3% of 
the individuals having re-stenosis of the vessel (42). It is 
therefore the diagnostic and prognostic value of the ETT in 
its different forms that makes it a vital tool in diagnosis of 
cardiac disease. 

Acknowledgements

The authors would like to thank Samuel Latham for his 
contribution in provision of study materials or patients.

Footnote

Conflicts of Interest: The authors have no conflicts of interest 
to declare.

References

1.	 Long B, Koyfman A. Best clinical practice: current 

controversities in evaluation of low-risk chest pain - Part 1. 
J Emerg Med 2016;51:668-76.

2.	 Merchan Ortega G, Bonaque Gonzalez JC, Sanchez 
Espino AD, et al. Long-term prognostic value of peak 
exercise echocardiogram in patients hospitalized with acute 
chest pain. Echocardiography 2017;34:869-75.

3.	 Chandraratna PA, Mohar DS, Sidarous PF, et al. 
Evaluation of Non-ST segment elevation acute chest pain 
syndromes with a novel low-profile continuous imaging 
ultrasound transducer. Echocardiography 2012;29:895-9.

4.	 Mordi I, Tzemos N. The prognostic value of CT 
coronary angiography in patients attending hospital 
with troponinnegative acute chest pain and inconclusive 
exercise treadmill tests. Eur Heart J Cardiovasc Imaging 
2016;17:542-9.

5.	 Amirian J, Javdan O, Misher J, et al. Comparative 
efficiency of exercise stress testing with and without stress-
only myocardial perfusion imaging in patients with low-
risk chest pain. J Nucl Cardiol 2017. [Epub ahead of print].

6.	 Kim JH, Roh YH, Park YS. Risk score to predict false-
positive STsegment elevation myocardial infarction in the 
emergency department: a retrospective analysis. Scand J 
Trauma Resusc Emerg Med 2017;25:61.

7.	 Amsterdam EA, Kirk JD, Diercks DB, et al. Early exercise 
testing in the management of low risk patients in chest 
pain centers. Prog Cardiovasc Dis 2004;46:438-52.

8.	 Gomez MA, Anderson JL, Karagounis LA. An emergency 
department-based protocol for rapidly ruling out 
myocardial ischemia reduces hospital time and expense: 
results of a randomized study (romio). J Am Coll Cardiol 
1996;28:25-33.

9.	 Winchester DE, Brandt J, Schmidt C, et al. Diagnostic 
yield of routine noninvasive cardiovascular testing 
in low-risk acute chest pain patients. Am J Cardiol 
2015;116:204-7.

10.	 Zalenski RJ, McCarren M, Roberts R, et al. An evaluation 
of a chest pain diagnostic protocol to exclude acute cardiac 
ischemia in the emergency department. Arch Intern Med 
1997;157:1085-91.

11.	 Al-Alawi AM, Janardan J, Peck KY, et al. Acute 
anteroseptal myocardial infarction after a negative 
exercise stress test. Sultan Qaboos Univ Med J 
2016;16:e238-41.

12.	 Kurata C, Sakata K, Taguchi T, et al. Acute myocardial 
infarction shortly after negative exercise test and 
reperfusion by intracoronary thrombolysis. Jpn Circ J 
1989;53:1382-8.

13.	 Capezzuto A, Achilli A, Pontillo D, et al. Acute myocardial 



Annals of Translational Medicine, Vol 6, No 1 January 2018 Page 7 of 8

© Annals of Translational Medicine. All rights reserved.   Ann Transl Med 2018;6(1):13atm.amegroups.com

infarction shortly after a normal exercise stress test. Case 
reports. Angiology 1995:46:521-6.

14.	 Cadroy Y, Pillard F, Sakariassen KS, et al. Strenuous but 
not moderate exercise increases the thrombotic tendency 
in healthy sedentary male volunteers. J Appl Physiol (1985) 
2002;93:829-33.

15.	 Andreotti F, Lanza GA, Sciahbasi A, et al. Low-grade 
exercise enhances platelet aggregability in patients with 
obstructive coronary disease independently of myocardial 
ischemia. Am J Cardiol 2001;87:16-20.

16.	 Gurunathan S, Senior R. Stress echocardiography in stable 
coronary artery disease. Curr Cardiol Rep 2017;19:121.

17.	 Heijenbrok-Kal MH, Fleischmann KE, Hunink MG. 
Stress echocardiography, stress single-photon-emission 
computed tomography and electron beam computed 
tomography for the assessment of coronary artery disease: 
a metaanalysis of diagnostic performance. Am Heart J 
2007;154:415-23.

18.	 Jesse RL, Kontos MC, Roberts CS, et al. Diagnostic 
strategies for the evaluation of the patient presenting with 
chest pain. Prog Cardiovasc Dis 2004;46:417-37.

19.	 Marwick TH, Case C, Vasey C, et al. Prediction of 
mortality by exercise echocardiography a strategy for 
combination with the duke treadmill score. circulation 
2001;103:2566-71.

20.	 McCully RB, Roger VL, Mahoney DW, et al. Outcome 
after norm exercise echocardiography and predictors of 
subsequent cardiac events follow-up of 1,325 patients. J 
Am Coll Cardiol 1998;31:144-9.

21.	 Syed MA, Al-Malki Q, Kazmouz G, et al. Usefulness of 
exercise echocardiography in predicting cardiac events in 
an outpatient population. Am J Cardiol 1998;82:569-73.

22.	 Andreini D, Pontone G, Mushtaq S, et al. Long-term 
prognostic impact of CT-Leaman score in patients 
with nonobstructive CAD: results from the COronary 
CT angiography evaluation for clinical outcomes 
international multicenter (CONFIRM) study. Int J 
Cardiol 2017;231:18-25.

23.	 Hadamitzky M, Meyer T, Hein F, et al. Prognostic value 
of coronary computed tomographic angiography in 
asymptomatic patients. Am J Cardiol 2010;105:1746-51.

24.	 Pundziute G, Schuijf JD, Jukema JW, et al. Prognostic 
value of multislice computed tomography coronary 
angiography in patients with known or suspected coronary 
artery disease. J Am Coll Cardiol 2007;49:62-70. 

25.	 Budoff MJ, Dowe D, Jollis JG, et al. Diagnostic 
performance of 64-multidetector row coronary computed 
tomographic angiography for evaluation of coronary 

artery stenosis in individuals without known coronary 
artery disease: results from the prospective multicenter 
ACCURACY (Assessment by Coronary Computed 
Tomographic Angiography of Individuals undergoing 
Invasive Coronary Angiography) trial. J Am Coll Cardiol 
2008;52:1724-32.

26.	 Miller JM, Rochitte CE, Dewey M, et al. Diagnostic 
performance of coronary angiography by 64-row CT. N 
Engl J Med 2008;359:2324-36.

27.	 Motoyama S, Kondo T, Sarai M, et al. Multislice computed 
tomographic characteristics of coronary lesions in acute 
coronary syndromes. J Am Coll Cardiol 2007;50:319-26.

28.	 Motoyama S, Ito H, Sarai M, et al. Plaque characterization 
by coronary computed tomography angiography and the 
likelihood of acute coronary events in mid-term follow-up. 
J Am Coll Cardiol 2015;66:337-46.

29.	 Nandalur KR, Dwamena BA, Choudhri AF, et al. Diagnostic 
performance of stress cardiac magnetic resonance imaging 
in the detection of coronary artery disease: a meta-analysis. J 
Am Coll Cardiol 2007;50:1343-53.

30.	 Health Quality Ontario. Cardiac magnetic resonance 
imaging for the diagnosis of coronary artery disease an 
evidence-based analysis. Ont Health Technol Assess Ser 
2010;10:1-38.

31.	 Kim RJ, Wu E, Rafael A, et al. The use of contrast-
enhanced magnetic resonance imaging to identify 
reversible myocardial dysfunction. N Engl J Med 
2000;343:1445-53. 

32.	 Allencherril J, Fakhri Y, Engblom H, et al. Appropriateness 
of anteroseptal myocardial infarction nomenclature 
evaluated by late gadolinium enhancement cardiovascular 
magnetic resonance imaging. J Electrocardiol 2017. [Epub 
ahead of print].

33.	 Liu X, Hou JL, Yang ZG, et al. Native T1 mapping for 
characterization of acute and chronic myocardial infarction 
in swine: Comparison with contrast-enhanced MRI. J 
Magn Reson Imaging 2017. [Epub ahead of print].

34.	 Herzog BA, Husmann L, Valenta I, et al. Longterm 
prognostic value of 13N ammonia myocardial perfusion 
positron emission tomography added value of coronary 
flow reserve. J Am Coll Cardiol 2009;54:150-6.

35.	 van Rossum AC, Visser FC, Hofman MB, et al. Global 
left ventricular perfusion: noninvasive measurement with 
cine MR imaging and phase velocity mapping of coronary 
venous outflow. Radiology 1992;182:685-91.

36.	 Kato S, Saito N, Nakachi T, et al. Stress perfusion 
coronary flow reserve versus cardiac magnetic resonance 
for known or suspected CAD. J Am Coll Cardiol 



Pour-Ghaz et al. STEMI/NSTEMI within a year following a negative stress test

© Annals of Translational Medicine. All rights reserved.   Ann Transl Med 2018;6(1):13atm.amegroups.com

Page 8 of 8

2017;70:869-79.
37.	 Greenwood JP, Herzog BA, Brown JM, et al. Prognostic 

value of cardiovascular magnetic resonance and single-
photon emission computed tomography in suspected 
coronary heart disease: long-term follow-up of a 
prospective, diagnostic accuracy cohort study. Ann Intern 
Med 2016. [Epub ahead of print].

38.	 Jahnke C, Nagel E, Gebker R, et al. Prognostic value of 
cardiac magnetic resonance stress tests: adenosine stress 
perfusion and dobutamine stress wall motion imaging. 
Circulation 2007;115:1769-76.

39.	 Cheezum MK, Subramaniyam PS, Bittencourt MS, et al. 
Prognostic value of coronary CTA vs. exercise treadmill 
testing: results from the Partners registry. Eur Heart J 
Cardiovasc Imaging 2015;16:1338-46.

40.	 Yao SS, Agarwal V, Chaudhry FA. Prognostic value of 
treadmill stress echocardiography at extremes of exercise 
performance: submaximal <85% maximum predicted 
heart rate versus high exercise capacity ≥10 metabolic 
equivalents. Echocardiography 2014;31:340-6.

41.	 George RT, Arbab-Zadeh A, Miller JM, et al. Adenosine 
stress 64- and 256-row detector computed tomography 
angiography and perfusion imaging: a pilot study 
evaluating the transmural extent of perfusion abnormalities 
to predict atherosclerosis causing myocardial ischemia. 
Circ Cardiovasc Imaging 2009;2:174-82.

42.	 Aldous S, Richards AM, Cullen L, et al. The incremental 
value of stress testing in patients with acute chest pain 
beyond serial cardiac troponin testing. Emerg Med J 
2016;33:319-24.

Cite this article as: Pour-Ghaz I, Bob-Manuel T, Marella HK, 
Kelly J, Nanda A, Skelton WP 4th, Khouzam RN. Incidence 
and predictors of acute coronary syndrome within a year 
following a negative stress test—a false sense of security: is 
routine screening any useful? Ann Transl Med 2018;6(1):13. doi: 
10.21037/atm.2017.11.12


