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CCTA: 1η γραμμή στην διάγνωση Στεφανιαίας Νόσου

• Σε ασυμπτωματικούς για πρωτογενή πρόληψη

• Σε συμπτωματικούς με χρόνια σταθερή στηθάγχη

• Σε συμπτωματικούς με οξύ προκάρδιο άλγος

• Σε συμπτωματικούς με νέα διάγνωση καρδιακής ανεπάρκειας 



CCTA

για εκτίμηση αθηρωμάτωσης

σε ασυμπτωματικούς ασθενείς



Ahmadi etal. JACC 2019





Αξονική Στεφανιογραφία 







Severe TOD is defined as at least one of: 

1. eGFR <45 mL/min/1.73 m2 
2. eGFR 46-59 mL/min/1.73 m2 and microalbuminuria (ACR 30300 mg/g or 330 

mg/mmol)
3. proteinuria (ACR >300 mg/g or >30 mg/mmol)
4. presence of microvascular disease in at least three different sites 

a) microalbuminuria + b) retinopathy + c) neuropathy

ESC Guidelines. EHJ 2021



EHJ 2020



EHJ 2023



Screening for CAD in CEA

EHJ 2017



Asymptomatic high risk subjects 

The presence of predominantly non-calcified plaque is more prevalent in young individuals (age <50 years) who have:

➢ diabetes, 

➢ smoking, 

➢ familial hypercholesterolemia,

➢ strong family history of premature ASCVD

➢ inflammatory conditions (e.g. SLE, RA, or psoriasis), 

➢ HIV, 

➢ those working in high hazard occupations. 

Testing of such asymptomatic individuals should be performed in the context of shared decision making, if there is uncertainty 
regarding the patient’s need, or benefit for medical therapies. (i.e. statin therapy, PCSK9 inhibitors). 



CAC score predicts long-term CVD outcomes in asymptomatic DM 2.

Diabetes Care 2011
J Atheroscler Thromb 2020
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Plaque volume % low density plaque

HRP
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N=1226 asymptomatic patients



Annals Int Med 2023

34% had non-obstructive CAD
10% had obstructive CAD

DANISH study



MIAMI study



Mortensen. JACC Im 2020



Re-do CCTA 
after 2-years

Lee. JACC 2018



CCTA

σε ασθενείς με χρόνια σταθερή στηθάγχη



ESC Guidelines, EHJ 2019

Symptomatic Patient





EHJ 2023



NEJM 2018

Stable chest pain who had been referred by a physician to an outpatient cardiology 
clinic



JACC 2020



Lancet 2025



NEJM 2015

randomly assigned 10,003 symptomatic patients to a strategy of initial 
A. anatomical testing (CCTA)
or B. functional testing (exercise ECG, nuclear stress testing, or stress ECHO).
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PROMISE Trial: PROspective Multicenter Imaging Study for Evaluation of Chest Pain
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PROMISE Trial: PROspective Multicenter Imaging Study for Evaluation of Chest Pain
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STATIN

ASPIRIN



Maron. NEJM 2020

LM in 5%



Myocardial Ischemia

CCTA CAD Anatomy

Ischemia Trial
Post Hoc Analysis

Circulation 2021
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Survival After Invasive or Conservative 
Management of Stable Coronary Disease
Judith S. Hochman , MD; Rebecca Anthopolos, DrPH; Harmony R. Reynolds , MD; Sripal Bangalore , MD, MHA;  
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BACKGROUND: The ISCHEMIA trial (International Study of Comparative Health Effectiveness With Medical and Invasive 
Approaches) compared an initial invasive versus an initial conservative management strategy for patients with chronic 
coronary disease and moderate or severe ischemia, with no major difference in most outcomes during a median of 3.2 years. 
Extended follow-up for mortality is ongoing.

METHODS: ISCHEMIA participants were randomized to an initial invasive strategy added to guideline-directed medical therapy 
or a conservative strategy. Patients with moderate or severe ischemia, ejection fraction ≥35%, and no recent acute coronary 
syndromes were included. Those with an unacceptable level of angina were excluded. Extended follow-up for vital status 
is being conducted by sites or through central death index search. Data obtained through December 2021 are included 
in this interim report. We analyzed all-cause, cardiovascular, and noncardiovascular mortality by randomized strategy, using 
nonparametric cumulative incidence estimators, Cox regression models, and Bayesian methods. Undetermined deaths were 
classified as cardiovascular as prespecified in the trial protocol.

RESULTS: Baseline characteristics for 5179 original ISCHEMIA trial participants included median age 65 years, 23% women, 
16% Hispanic, 4% Black, 42% with diabetes, and median ejection fraction 0.60. A total of 557 deaths accrued during a median 
follow-up of 5.7 years, with 268 of these added in the extended follow-up phase. This included a total of 343 cardiovascular 
deaths, 192 noncardiovascular deaths, and 22 unclassified deaths. All-cause mortality was not different between randomized 
treatment groups (7-year rate, 12.7% in invasive strategy, 13.4% in conservative strategy; adjusted hazard ratio, 1.00 [95% 
CI, 0.85–1.18]). There was a lower 7-year rate cardiovascular mortality (6.4% versus 8.6%; adjusted hazard ratio, 0.78 [95% 
CI, 0.63–0.96]) with an initial invasive strategy but a higher 7-year rate of noncardiovascular mortality (5.6% versus 4.4%; 
adjusted hazard ratio, 1.44 [95% CI, 1.08–1.91]) compared with the conservative strategy. No heterogeneity of treatment 
effect was evident in prespecified subgroups, including multivessel coronary disease.

CONCLUSIONS: There was no difference in all-cause mortality with an initial invasive strategy compared with an initial 
conservative strategy, but there was lower risk of cardiovascular mortality and higher risk of noncardiovascular mortality with 
an initial invasive strategy during a median follow-up of 5.7 years.

REGISTRATION: URL: https:/ / www.clinicaltrials.gov; Unique identifier: NCT04894877.

Key Words: catheterization  coronary artery bypass  medication therapy management   myocardial ischemia  percutaneous coronary intervention
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All cause mortality
Non-significant

CV mortality

Non-CV mortality
Non-significant

According to CAD

Circulation 2023



COURAGE TRIAL

anatomy ischemia

Circulation Q&O 2019



QCTA reveals all the characteristics of a plaque in the mid LAD 
(mLAD) that are associated with ischemia: 

• lumen area stenosis 73%, 

• lumen area 1.07mm2, 

• lesion length 14mm, 

• mean plaque burden 78.39%, 

• calcium volume 25mm3 

Atherosclerotic plaque characteristics on quantitative coronary 
computed tomography angiography associated with ischemia on 
positron emission tomography in diabetic patients

Vasileios Kamperidis MD, MSc, PhD1,2, Michiel A. de Graaf MD, MSc, 
PhD1, Valtteri Uusitalo MD3, Victoria Delgado, MD, PhD1, Antti Saraste
MD, PhD3,4, Arthur J. Scholte MD, PhD1, Juhani Knuuti MD, PhD3,4, 
Jeroen J. Bax MD, PhD1

Int J CVI 2022
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Myocardial 
Bridge



BMC 2014



EHJ CI 2014



QJM 2019



JACC Adv 2022



CCTA
Σε ασθενείς με οξύ προκάρδιο άλγος



NEJM 2012

N=1000



CCTA to exclude ACS in the A&E

Eurointervention 2017



Acute coronary syndrome or myocardit is?The role

of mult imodality imaging

Ahmed Alsaileek1,2*, Mohammad Nasim1, Ahmed Alj izeeri1, Mohsen Alharthi1,2,
and Mouaz H. Al-Mallah1,2

1Division of Advanced Cardiac Imaging, King Abdulaziz Cardiac Center, King Abdulaziz Medical City, Minist ry of Nat ional

Guard - Health Af fairs, POBOX22490, Riyadh 11426, Kingdom of Saudi Arabia
2King Saud bin Abdulaziz Universit y for Health Sciences, Riyadh, Kingdom of Saudi Arabia

The presentat ion of acute myocardit is varies. In some cases it mimics acute coronary

syndrome. In this case we demonstrated the potent ial role of mult i-modality cardiac

imaging to quickly exclude coronary artery disease and confirm the diagnosis of

myocardit is.

KEYWORDS
Coronary syndrome;

Myocardit is;

Magnet ic resonance

Int roduct ion

Diagnosis of myocardit is isnot an easy one, part icularly in

the busy emergency room where pat ients often undergo

unnecessarycoronaryangiography asthey aremisdiagnosed

tohave an acute coronary syndrome. Thiscan be avoided by

a combinat ion of non-invasive mult imodality imaging.

Case presentat ion

A 23-year-old male presented to the emergency room at

KACC with acute chest pain. He had an unremarkable

past medical history and denied alcohol or drug abuse.

He was, however, a heavy smoker. Physical examinat ion

was unremarkable. Elect rocardiogram showed ST-

segment elevat ion and small Q-waves in the inferior leads

(Figure 1). Echocardiography obtained at presentat ion

revealed global hypokinesia of the left ventricle (LV)

without regional wall mot ion abnormalit ies. Cardiac

markers were elevated; his init ial t roponin I was 2.7 mg/ L

and peaked at 10.2 mg/ L, and his creat ine kinase-MB

was 11.1 ng/ mL and peaked at 21.9 ng/ mL. In view of

low probabilit yof coronaryartery disease(CAD), coronary

computed tomography angiography (CCTA) was first per-

formed to rule out obst ruct ive CAD and it revealed

normal coronary arteries (Figure 2). Thereafter, a

cardiac magnet ic resonance (CMR) was performed. Cine

images obtained in long and short axes showed mildly

dilat ed LV with a calculat ed eject ion fract ion of 56%

(Figure 3). Triple inversion recovery images showed high-

intensity signal consistent with myocardial oedema and

the late gadolinium enhancement images showed scat-

tered, non-territorial myocardial enhancement of an epi-

cardial and midwall dist ribut ion, typical of myocardit is

of the infero-lateral wall and septum (Figure 4A and B).

The LVEF was 56%. At this stage, he was further asked

whether he had had any previous illness. He admit ted

just a febrile episode a few weeks earlier. A diagnosis of

probable myocardit is was then made. Subsequent ly, the

cardiac markers peaked at 48 h with t roponin I of

10.2 mg/ L. The toxicological screen was negat ive. Sero-

logic tests for enterovirus, herpesvirus, cytomegalovirus,

and atypical bacteria were also all negat ive. The pat ient

had an unevent ful hospital course.

Discussion

The diagnosis of myocardit is is of ten difficult . The diffi-

culty in diagnosing myocardit is lies in the known

absence of specificit y and sensit ivit y of the various

diagnost ic techniques used. Non-invasive CCTA is an

ideal and fast test to rule out CADin low-to-intermediate

risk pat ient 1 and, consequent ly, to avoid coronary
* Correspondingauthor. Fax: + 966-11 8016700, Email: saileeka@hotmail.

com
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Σε ασθενείς με οξεία καρδιακή ανεπάρκεια



HF Phenotypes





Ponikowski et al. EHJ 2016
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CONCLUSION

JACC 2021



For many patients, seeing this 
picture and 
individualizing preventive therapy 
may be worth a thousand 
guidelines.

CONCLUSION
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