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Current chest pain guidelines state that cCTA may be
preferred in people <65 years old who present with stable
chest pain and are not on optimal preventive therapies, while
stress testing may be advantageous in those 265 years old,
who have a higher likelihood of ischemia and obstructive
coronary artery disease (CAD). In PRECISE trial, a precision
strategy (PS) with risk stratification and coronary CTA with
FFRCT (CTAXFFRCT) was superior to usual testing (UT) for
the primary endpoint of death, MI, or catheterization without
obstructive coronary artery disease (CAD) at 1 year. We
explored whether these results varied by age (< or 2 65 years
old).

To determine if there are age-related differences for evaluating
adults with suspected CAD using a precision strategy vs.
functional testing and evaluate the prognostic discrimination of
CTAz selective FFRCT vs. functional testing for the diagnosis
of obstructive CAD on cardiac catheterization in intermediate
risk older (= 65) vs. younger (<65) adults.

¢ Questions

Are there any age-related differences for evaluating adults
with suspected CAD using a precision strategy vs functional
testing?

A precision evaluation strategy would result in lower number
of catheterizations without obstructive CAD.

Understanding the importance of age in selecting a testing strategy for stable symptomatic patients with suspected coronary artery disease: A prespecified analysis

from the PRECISE randomized trial.
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In PRECISE trial, patients were randomized to PS or UT.
Participants in the PS group with a PROMISE Minimal Risk Score
(PMRS) threshold value = 0.46 were assigned to an initial strategy
of deferred testing (the higher the PMRS score, the lower the risk)
and all others received cCTA = selective FFRCT. We assessed the
impact of age on 1) the primary endpoint for the entire cohort, and
2) on diagnostic performance for obstructive CAD in an
intermediate risk subset (Figure 2) excluding the lowest and
highest risk deciles according to PMRS.

Primary Endpoint by Age and Randomization Study Arm

16.40%

%o ’
14%

8.70%

7.50%

2.70%

Cumulative Incidence of Death, Non-fatal MI and
Catheterization without obstructive CAD (%)

Age <65 yo Age 265 yo

W Precision strategy ™ Functional testing

Primary Endpoint by Age and Randomization Study arm

The figure demonstrates the 12-month incidence of death, non-fatal
myocardial infarction and invasive catheterization without obstructive
coronary artery disease (CAD) in all participants of the PRECISE trial

by age and randomization study arm.
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¢+ Methods

Both younger (N=1430) and older patients (N=673) had lower
primary endpoint rates with PS vs. UT(<65: 2.7% vs. 8.7%, HR
0.30, 95% CI 0.18-0.50; 265 7.5% vs. 16.4%, HR 0.43, 95% CI
0.27-0.69; p interaction=0.32). In the intermediate risk subset
(n=1140) among patients undergoing a cardiac cath (n=111), a
finding of obstructive CAD was associated with a previous positive
CTAXFFRCT in most patients in both age groups (53.0% in <65,
72.5% in 265), but was infrequent among those with a previous
positive stress test (26.1% in <65, 9.1% in 265). The adjusted
association between test positivity and obstructive CAD on
catheterization favored CTAXFFRCT over stress testing in both age
groups (<65, HR 2.76 (1.45, 5.25); 265, HR 4.89 (1.07, 22.36)).

Age & Non-Invasive Testing Performance to Predict
Obstructive Disease on Catheterization in Intermediate Risk Patients
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Age and Non-Invasive Testing Performance to Predict Obstructive The
figure demonstrates the cumulative 12-month incidence of
obstructive CAD documented by invasive catheterization among all
intermediate risk patients with interpretable noninvasive test results
by age and test type (CTA with selective FFRCT, vs. functional
testing) in the PRECISE trial.
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¢ Summar

In summary, the performance of a CTAXFFRCT based precision
strategy was superior to usual testing for both younger and older
patients. Moreover, among intermediate risk patients,
CTAXFFRCT was a more efficient gatekeeper to the cath lab,
identified by better identifying patients with obstructive CAD
more frequently than a stress testing approach in both age
groups, and especially in those =65.

First, like the original study, the relative discrimination of cCTA with
FFRCT was not compared to individual stress testing modalities, so
the relative prognostic performance of those unique modalities
cannot be determined. Second, we were limited by the low event
rates and also sample size of patients within the age sub-groups
who underwent cardiac catheterization in PRECISE, though the
association between test positivity and obstructive CAD on cardiac
catheterization achieved statistical significance for the PS vs. UT in
both age groups despite the limited sample.

¢ Strengths

-Randomized design

-the addition of selective FFRCT to cCTA increases the
performance of an anatomic diagnostic strategy by introducing the
advantages of physiology to regulate downstream invasive testing
and improve clinical efficiency

¢ Conclusions

In PRECISE, the performance of CTAtFFRCT was superior to usual
testing for both younger and older patients. Moreover, among
intermediate risk patients, CTAXFFRCT identified patients with
obstructive CAD more frequently than a stress testing approach in
both age groups, and especially in those 265.
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