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ACC/AHA Chest Pain Guidelines

Level A evidence for diagnosing CAD and guiding treatment decisions

@ Elevating Coronary CTA: CCTA is the only Class 1 noninvasive test with

COR LOE RECOMMENDATIONS

Index Diagnostic Testing

Anatomic Testing

1. For intermediate-high risk patients with stable chest pain and no known CAD, CCTA is effective for
diagnosis of CAD, for risk stratification, and for guiding treatment decisions (1-12).

- Diagnose CAD
«  Stratify patient risk
« Guide treatment decisions

Coronary CTA enables clinicians to
Take Informed Action

Gulati, et al. 2021 Chest Pain Guidelines. J Am Coll Cardiol.



Quantifying atherosclerosis with CCTA is becoming
more robust and reproducible with defined measures

~ Stenosis - L5 Non-calcified Plaque
Severity Ny Volume j
" :

Vessel area 12.76 Vessel area 11.97

Lumen area 3.36 Lumen area 2.72
Plague area 9.40 Plaque area 9.25

SCCT Guidelines on Atherosclerosis 2020



Patients Are Not Reaching LDL Targets

Known LDL-Management Challenges?

Inadequate risk classification

Underutilization of combination
therapies

Lack of patient adherence to Rx

2/3"% of patients remain 270 mg/dL
in this 5,000+ U.S. patient registry.?

Median LDL-C
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Most patients are low risk prior to Ml
in the contemporary setting

0°! 09 0 000

O CH s cid
18% (51% 0% (63%

No documented No documented No prior Not using any
SMuRFs symptoms physician visits preventive drugs

0o 0

Source: Nurmohammed et al EHJ 2025



Visual semiquantitiation of plaque should
be included in @ modern report

CAD-RADS 2.0: Include plaque quantification in every report

Overall amount CAC SIS* Visual*
of coronauy plaque v" Visual quantification
P1 Mild 1-100 <2 1-2 vessels with mild amount of \/ . l
Slaine Segment involvement score
P2  Moderate 101-300 3-4 1 -2 vessels with moderate v Calcium score

amount; 3 vessels with mild
amount of plaque

P3  Severe 301-999 5-7  3vessels with moderate amount; 1 Ma nagement recommendatio
vessel with severe amount of . .
take into account severity of

plaque
P4 Extensive >1000 >8 2-3 vessels with severe amount of stenosis ﬂ plaque burden
plaque

Comtents lists available at ScionceDire
Journal of Cardiovascular Computed Tomography
journal homepage: www.Jou tCardiovascularCT.con

CAD-RADS™ 2.0 - 2022 Coron
doc

Practice guidelines

ary Artery Discase — Reporting and Data System an expert consensus
Computed T phy (SCCT), v
o Radiology (ACR) and the North /

seular
1 College «

ESC CONGRESS 2022
Barcelona & Online

Koweek ', John Lesser ™,
Michelle C, Williams °, Eric



Plague is a power predictor of risk

Overall amount of plaque = associated with events

» 3242 patients
» Median 3.6 year follow up

Similar risk CV death or MI with non-
obstructive CAD with SIS > 4 as

>

, Obstructive CAD with SIS<4 .7,
31 3.0
(1.5-6.4) (1.3-6.9)

1.2
(0.7 -2.4)
1

o.

No CAD Non-obstructive Non-obstructive  Obstructive Obstructive
CAD, SIS s4 CAD, SIS >4 CAD, SIS <4 CAD, SIS>4

Adjusted hazard ratio for CV death or MI

Bittencourt, Blankstein et al, Circulation CV imaging 2014

Western Denmark Heart Registry

-> 23,759 symptomatic patients

—— T ——
| Equal Amount of CAC J
cN:cc:g I Classification based on CAC burden

) Classification based on obstructive CAD

CAC1-99
Non-obstructive CAD

CAC 100-399
1 Vessel obstructive CAD

Better predicto

than stenosis !
CAC400-1,000
2 Vessel obstructive CAD

CAC>1,000
3 Vessel obstructive CAD

0 10 20 30 40 50
Event Rate Per 1,000 Person Years

Mortensen et al. IACC 2020



ow can SIS be enough??

All of the patients have 1 -2 segment of plague hardly the same disease burden



Plague progression is a
needed step prior to Ml



Unfortunately, CACS is not an effective measure
in younger subjects and cannot be followed to
track treatment response



Tracking CACS alone once present is ineffective

No or low-intensity statin
+ Plaque progression
+ Increased lipid pool

e
+ Intense inflammation —:/< }.\
= 1\

« Thin fibrous cap
+ Microcalcification
+ Expansive remodeling

Advers¢
events

Vulnerability
High-intensity statin . o
+ Plaque regression == laE reoc st
+ Decreased lipid pool \ <
+ Reduced inflammation j ) » gle'::':t'
« Thick fibrous cap
« Dense calcium sheets Stability

+ Increased fibroproliferation?

Source: Ferencik et al Athero 2015.

Absolute Annual Change of
Plaque Volume (mm?3)
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Total Plaque Volume — Low CPV with High PCPV
M 1st Quartile m 2nd Quartile — Low CPV with Low PCPV
M 3rd Quartile M 4th Quartile — High CPV with High PCPV

— High CPV with Low PCPV

Low Percent Calcified PV

« Total plaque progression (+++)

« Calcified plaque progression (+)

+ New high-risk plaque features (++)

« Increased risk of plaque progression and MACE

High Percent Calcified PV

« Total plaque progression (+/-)

« Calcified plaque progression (+)

« New high-risk plaque features (-)

« Decreased risk of plaque progression and MACE

Source: Weir- Mccall, Leipsic et al JACC Imaging 2020.
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Support & Acceptance of AI-CPA is Growing

Discussing the What and Why of Al-CPA

THE 2 e
LANCET QP&

Discussing the When and How of Al-CPA

Shift CAD care toward “an emphasis on early
detection of disease” with “proactive intervention at
every stage” while “recognising the prognostic
importance of the coronary plaque itself”

“Medical management of non-obstructive CAD plays
an essential role in plaque stabilization and
regression”

“Phenotyping of non-obstructive CAD with CCTA ... can
provide substantial value in the personalization of
preventive therapies.”

Statements Published in 2025

“Among patients who have visual evidence of plaque
on coronary CTA, adding QCPA* may be useful for
enhancing risk assessment and guiding the initiation or
intensification of preventive therapies.”

“Ideally, a single report that includes and integrates
both coronary CTA (qualitative) and QCPA (TPV, NCPV
and CPV) data would be preferable.”

“Serial coronary QCPA may be reasonable if [it] will
result in a meaningful change to patient management.

”

*QCPA: Quantitative Coronary Plaque Analysis



ACC Scientific Statement: AI-CPA in
Clinical Practice

Clinical Indication for Plague Analysis

* Among patients who have visual evidence of plaque on coronary CTA, adding Al-CPA may be useful for
enhancing risk assessment and guiding the initiation or intensification of preventive therapies.

Recommendations:

Quantitative Coronary Plaque

L. .. y . q Validate algorithms against invasive imaging or
Analysis in Clinical Practice: histology reference data
Amount of Total Plaque V| Visualize plaque on CCTA before ordering Al-CPA

3
Plaque Volume, mm . N (discard the sub-clinical disease argument)
Mild 1-100 / ; ‘.1"‘-\,
1 A Report total, calcified, and non-calcified plaque
Moderate 101-250 N '«’ \ volumes (TPV, CPV, NCPV) and excluded segments
. \

Severe 251-750 / , Repeat Al-CPA after 2-5+ years if patient management
Extensive >750 may change

Chandrashekhar Y, et al. JACC Cardiovasc Imaging 2025. DOI:10.1016/j.jcmg.2025.11.008
14



Atherosclerosis is not considered binary any longer-
Lessons from the Dyslipidemia Guidelines

Managing Adults With Subclinical Atherosclerosis

Management of patients with
subclinical atherosclerosis

LEGEND
W o
[] comrza
B coras

B cora-HoBeneit

. COR 3-Harm

!

CAC =110 99 AU and
<75th percentile for
age, sex, race

|

Start moderate-
intensity statin
Goal: 230%-49%
LDL-C reduction;
LDL-C <100 mg/dL
and non-HDL-G
<130 mg/dL

2a

v

CAC 2100 to 299 AU
or 275th percentile for
age, sex, race

!

Start LDL-C-
lowering therapy
Goal: 250% LOL-C
reduction;

LDL-C <70 mg/dL
and non-HDL-C
<100 mag/dL

Severe;

CAC 2300 to 999 AU

!

Start LDL-C-
lowering therapy
Goal: 250% LDL-C
reduction;

LDL-C <70 mg/dL
and non-HDL-C
<100 mg/dL

v

Optional apoB goal
<70 mg/dL

|

Optional goal:
LDL-C of <55 mg/dL
and non-HOL-G
<B5 md/dL

.

Optional apaB goal
<55 mg/dL

2a

v

Extensive:

CAC =1000 AU

!

Start LDL-C-
lowering therapy
Goal: 250% LOL-C
reduction;

LDL-C <55 mg/dL
and non-HOL-C
<85 mag/dL

v

Optional apoB goal
<33mg/dL

b

Incidental CAC on
nongated CT

|

v v

Moderate-to-severe
CAC

Mild CAC

Start moderate- 2= Start moderate- to
intensity statin high-intensity statin
Goal: 230% LDL-C Goal: 250% LDL-C
reduction; reduction;

LOL-C <100 mg/dL LDL-C <70 mg/dL
and non-HDL-C and non-HDL-C
<130 mg/dL <100 mg/dL




Need Robust and Validated Tools

LEVEL 4 - THERAPEUTIC EFFICACY

LEVEL 3 - DIAGNOSTIC THINKING EFFICACY

LEVEL 2 - DIAGNOSTIC ACCURACY EFFICACY

LEVEL 1 - TECHNICAL EFFICACY

Fryback and Thornbury's 30 framework of the efficacy of diagnostic imaging.

Source: Fryback and Thornbury 1991; Jukema et al RAD CTI 2025



Accuracy: REVEALPLAQUE Study

Total Plaque Volume Calcified Plaque Volume Non-calcified Plaque Volume
0 r=0.91 ° o0 r=0091 % r=0.87
p =<.0001 p = <.0001 A p = <.0001 °

a0 Slope =0.99 o w0 Slope =105 Slope =0.98
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Narula, et al. JCCT 2023. DOI:
10.1016/j.jcct.2023.05.096



Growing validation of the reproducibility of
guantitative atherosclerosis

Figure 2: Plaque volume varisbility for TPV, CPV, and NCPV.
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Source: Mengesha et al JACC Advances 2026



Population Context: Plaque Nomograms

19

Plaque Volume Nomogram (Male)

Results

Plaque volume stratification by age  _
and sex now available to helpaidin = ; & >
: optimizing patient management : - w
Study Design ’ P 0 § 2

~12,000 patients from 29
health care systems in US

Age- and Sex-Specific Nomegraphlic CT

and Canada undergoing SoEehve e Bt From 5 Lorde
clinically-indicated CCTA

Quantitative plaque
assessment using Al QPCA

Tzimas, et al. JACC CVI 2023. DOI:
10.1016/j.jcmg.2023.05.011



1.
2.

Plague Volumes Inform Risk of MACE

FISH & CHIPS 100
s \“%t
98 n .
E \w Multiple variable*
¢ through 3.3 § pot Plaque Stage TPV (mm3) HR(95%Cl)  p-value
years by Plaque Stage in 7,899 NHS 3 ¥ 0 0 Reference
England patients undergOing :;": gf Likelihood-Ratio P-value: 0.0003 + Censor 1 1 100 1AE [0_,7 2_’1—] 02517
cIinicaIIy indicated CCTA3 § 9 o —— 2 101-250 2.46[1.25-4.83] 0.0090
® 0| 1845 1841 1830 1487 940 501 55 O 3 251-750 3.18[1.55-6.53] 0.0017
. 1| 3295 3278 3261 2712 1760 915 130 o] 2 S7EN £ 1017 9511 £91 <0 AONA
Controlled for age, sex, DM, HTN, it e Tm im0 om0 : -
dyslipidemia, stenosis, & FFR B S St S St s e e
0 300 600 900 1200 1500 1800 2100
Days

Mass General Brigham CCTA Registry

through median 6.3 years by
DECIDE Plaque Stage in 15,060 MGB patients
undergoing clinically indicated CCTA«
* AI-QCP volume was associated with adverse
cardiovascular events independent of traditional
cardiovascular risk factors and stenosis severity

Fairbairn, et al. Presented at AHA Scientific Sessions November 2025.
Presented poster from ACC.26

MACE by Total Plaque Volume Category (DECIDE cutoffs)
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(per 1,000)
A )
S o S &

Annual Incidence Rate
o

1.86
|

o

MACE Annual Rates MACE Hazard
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The treatment of valvular heart disease has been
disrupted by the advent of transcatheter interventions



ORIGINAL ARTICLE

Transcatheter Aortic-Valve Replacement for
Asymptomatic Severe Aortic Stenosis

P. Généreux, A. Schwartz, |.B. Oldemeyer, P. Pibarot, D_J. Cohen, P. Blanke,
B.R. Lindman, V. Babaliaros, W.F. Fearon, D.V. Daniels, A.K. Chhatriwalla,
C. Kavinsky, H. Gada, P. Shah, M. Szerlip, T. Dahle, K. Goel, W. O'Neill, T. Sheth,
C.J). Davidson, R.R. Makkar, H. Prince, ¥. Zhao, R.T. Hahn, J. Leipsic, B. Redfors,
S.). Pocock, M. Mack, and M_B. Leon, for the EARLY TAWVR Trial Investigators®

THE

S TAYR Primary Endpoint

g q=cs HR [95%ClI]: 0.50 [0.40, 0.63]
5 o TAVR p < 0.001 51.2%
S 2 404
O S 35.1%
N O
£ 8  20-
3 < NNT ~6 at 2Y
e
Q.
5 0 - Median follow-up 3.8 years
| | | | | |
0 12 24 36 48 60
Months from Randomization
No. at risk:
TAVR 455 390 363 285 142 103

CS 446 305 266 187 117 46



CT remains essential in patient selection

Enrollment

Patients consented for screening
(N=1520)

1

Randomized
(N=1000)

Top 5 Reasons for Rejection by Case Review Committee
(based on a screening sample of 60 cases)

Severe LVOT Calcium - 38% =

Adverse Aortic Root (includes small sinus of Valsalva and/or : :
small, calcified sinotubular junction) - 17% Pt

Withdrew (n=0) Follow-Up Withdrew (n=4)

Poor TF Access - 7%

30 Day follow-up 30 Day follow-up

> 496/496 450/454 4_
Anomalous Coronary - 5% T T
High risk of prosthesis patient mismatch - 5% T

Analysis

98.4% of patients available for primary
endpoint analysis at 1 year

*Additional details on the following page

Centre for
Heart Valve Innovation —

St. Paul's Hospital, Vancouver




CT plays an essential role in annular
sizing and device selection




Clear and established guidance
regarding sizing

TABLE 5 Summary of Recommendations for the Sizing and Reporting of the Aortic Valve, Annulus and Outflow Tract

Grade of
Recommendation Recommendation™

Annulus assessment and planning

While facilitated or semi-automated workflows may be used, the interpreter analyzing the imaging must be able to confirm the Strong
accuracy of the generated annular plane and perform manual corrections if required.

Systolic measurements are preferred for measurement and calculation of device sizing Strong

Area and perimeter measurements are preferred for sizing of the aortic annulus over isolated 2 dimensional measurements and Strong
should be provided in the report

Landing zone calcification

Annular and subannular calcification should be qualitatively described regarding morphology and extent as well as relation to Strong
the aortic valve cusps.

Valve morphology

Number of cusps should be stated, and if a bicuspid valve is present, its morphology should be classified. Strong

The presence of a median raphe and the absence/presence of calcification of this should be mentioned Strong

The aortic annulus size should be measured and reported in bicuspid aortic valves as for tricuspid aortic valves. Strong

Aortic root measurement

Pre-TAVI/TAVR CT assessment should include coronary height, mean S0V diameter, and 5TJ height and diameter Strong

Coronary ostial distance from aortic annulus should be measured in a perpendicular fashion from the established annular plane Strong

*Based on level of consensus.
CT = computed tomography; SOV — sinus of valsalva; 5T) = sinotubular junction; TAVI = transcatheter aortic valve implantation; TAVR — transcatheter aortic valve
replacement.

Source: SCCT CT TAVR Guidelines 2019 JACC Imaging/JCCT



The Virtual Basal Ring

Sinotubular junction

Aortic leaflets
Aortic Annulus
RC = Right coronary cusp; NC = Non-coronary cusp;

LC = Left coronary cusp Source: Leipsic et al JACC Img April 2011

Aortic Annular Diameter




Step & Description

Step 1: Start out with multi-planar images in default axial,
sagittal, and coronal orientation; center cross-hairs onto the
aortic valve

Step 2: Align the cross-hairs in the sagittal and coronal views
with the long axis of the aortic root; the resulting double
oblique transverse view will depict the aortic valve en face.

Step 3: Move the double oblique transverse plane up and
down to identify the lowest insertion point of the right
coronary cusp which is usually located at about 1 o’clock.
Position the center of the cross-hairs exactly at the most
basal insertion point of the right coronary cusp (white arrow
head).

Step 4: Rotate the cross-hairs counter-clock-wise without
moving up and down while maintaining its center position so
that the formerly coronal view (here red cross-hair)
transects the lowest insertion point of the non-coronary
cusp, which is located at approximately 8 o'clock (white
arrow head).

Step 5: The formerly coronal, now double-oblique view will
show the lowest insertion point both of the right coronary
cusp and the non-coronary cusp (white arrow heads). In this
view, rotate the (here orange) cross-hair indicating the
double-oblique transverse view to transect exactly through
the most basal insertion point of the non-coronary cusps.
Once this is achieved, the transverse double oblique plane
will contain two of the three lowest cusp insertion points.

Step 6: In the formerly sagittal view, rotate (without moving
it) the cross-hair of the transverse double oblique plane
(here orange) until the lowest insertion point of the left
coronary cusp just barely appears in the double oblique
transverse view (white arrow head). Now, the formerly axial
plane is exactly aligned with the lowest cusp insertion points
of all three aortic cusps and represents both the orientation
as well as the level of the annular plane.

Step 7: Measurements of aortic annulus dimensions should
be performed in the annular plane by means of a contouring
tool.

Centre for
Heart Valve Innovation —

St. Paul’s Hospital, Vancouver Source: TAVR SCCT Guidelines 2019




Post TAVR Imaging- Lessons from VARC-3



HALT : Hypo-Attenuated Leaflet Thickening

P

<25% 25-50% 50-75% >75%
% leaflet involvement Blanke et al, JACC IMG 2019

MODERATE SEVERE IMMOBILE

50-70% >70% 100%
RELM RELM RELM

RLM : Restricted Leaflet Motion




The D-shaped annulus

Anatomical Assessment for TMVI Eligibility and Device Sizing
Pertinent Annular Measurements

TT-distance

30 ANNULAR SEGMEMTATION (CT/2D TEE)

« Annular area
+ Perimeter

« SL-Distance
+ |C-Distance

—= Device Size

DEVICE SIMULATION

FOR LVOT OBSTRUCTION PREDICTION (CT)

» Embedded geometry in CT data set
i = Trajectory determines device orientation
Posterior perimeter * Quantification of Neo-LVOT area

——= Risk of LVOT Obstruction:
Simulated .

device

ettt 3D /1A PLANE + MA TRAJECTORY
annulus (CT)

LANDING ZONE CHARACTERISTICS (CT/2D AND 3D TEE)

« Annular calcium —= Adequate Landing Zone:
= MY mitral annular disjunction yag/na

» Myocardial shelf

« Leaflet length

« Directly inserting papillary muscles

Source: Blanke et al. JACCI 2015



Stepwise approach to annular segmentation

Perimeter

Source: Weir McCall et al Radiology 2018



Varied contrast timing allows for Tricuspid Valve/Annular Evaluation




Prediction of LVOT Obstruction



CT Neo LVOT powerful predictor of risk!!!

Neo-LVOT Area (cm?)

9.0
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5.0

4.0

3.0

20

¢ No LVOT Obstruction

= LVOT Obstruction

100 -

80 -

GO—J

Sensitivity

40 H

20

Neo-LVOT Area
MA-IVS Distance
LVEDD

Relative Wall Thickness
LV Mass Index

Aortomitral Angle
IR R R

60 80 100

100-Specificity

p <0.001 p=0.019 p =0.001 p <0.001
2 o o
L o o
i ° °
- o
B o
r o
= o
- &
- 5]
_ € .
L iz
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Overall Viv ViR ViMAC

No LVOT Obstruction LVOT Obstruction

Overall 3.2(2.3-4.5) 0.6 (0.3-1.3)
Viv 3.0(2.2-4.3) 0.8(0.4-1.2)
ViR 3.8(2.6-5.4) 1.4 (0.6 -1.7)
ViMAC 24(1.9-238) 0.5(0.2-1.1)

Cutoff

AUC value pvalue Sensitivity Specificity
Neo-LVOT Area 0.98 1.7 < 0.001 96.2 92.3
MA-IVS Distance 0.91 17.8 < 0.001 84.6 95.8
LVEDD 0.74 48 < 0.001 88.5 53.3
Relative Wall Thickness 0.70 0.38 0.001 96.2 38.9
LV Mass Index 0.64 105 0.02 65.4 61.1
Aortomitral Angle 0.51 — 0.92 46.2 411

Source: Yoon et al JACC Int 2019




Good agreement between Pre and Post Implant NEO
LVOT Measurements with certain devices

Source: Puehler et al JACC INT 2022



Efficacy of ASA in mitigating LVOT Obstruction

Source: Belfekih et al CCl 2025



CCTA will be used to plan coronary
Interventions



You would not do a TAVR without a
non-invasive evaluation of the annulus



Would you rather make decisions around
|CA with this ......




Objective 1: Completeness of Revascularization (INV) @

Among 1825 pts randomized to INV in whom a revasc procedure was
performed within 6 months, prior to a primary endpoint event

Mode of revasc Complete revascularization rate (%)
All 43.3%
ACR assessment PCI 46.2%
(n=1802) CABG 35.8%
Hybrid 40.0%
BPC| mCABG mHybrid |
All 58.3%
0
FCR assessment " o1.1%
(n=1743) CABG 50.6%

Hybrid 64.0%

0 20 40 60 80 100

40




Consistent event reduction with complete

revascularization

Repeat revascularization

Myocardial Infarction

Study name QOdds ratio and 95% CI

Odds Lower Upper
ratio  limit  limit

Bourassa et al® 131 102 169 ]
Deligonul et al” 064 038 108 E
Généreux et al® 0.64 0.50 0.82 [ |
Hambraeus et a™ 033 031 036 B
ljsselmuiden et al® 0.76 0.42 1.37
Kip et al® 084 065 109 -=-
Kloeter et al* 060 027 133 it
Mariani et al™ 045 005 377 &
Park et al”” 049 038 064 B
Rosner et al® 063 050 079 [ ]
Sohn et al* 1.04 052 209 -
Song et al* 048 033 069 5B
Tamburino et al” 041 026 063 s
Vanden Brandetal® 016 010 026 HIl-
Yang et al*® 059 019 180 ——
Kobayashi et al** 113 037 34
Chang et al® 087 071 107

060 045 0.80 L

0.01 0.1 1 10

Favors CR Favors IR

Study name

Bourassa et al®®
Deligonul et al®*’
Généreux et al®
Hambraeus et al*?
ljsselmuiden et al®
Kloeter et al**
Mariani et al’?
Park st al'?
Rosner et al®
Sohn et al*®

Song et al*®

Odds
ratio

1.03
0.71
0.54
0.55
1.40
1.48
2.74
0.28
0.66
0.45
0.72

Vian den Brand etal®  0.83

Yang et al*®
Kobayashi et al*®
Valenti et a*®
Nikolsky et al*?

Chang et al®®

0.64
0.83
2.92
Q.30
0.54
0.63

Odds ratio and 95% Cl
Lower Upper
limit  limit

071 150 . 3

0.19 268 .

034 087 -

050 0862 [ |

047 418 ——

0.09 2394 =

0.71 10863 -

010 083 e S—

051 084 ]

0.14  1.42 ——te

030 170 ——

038 181

007 580 —ﬁ_}

024 288

0.15 56.91 -

023 040 =

031 094 -

050 078 [$)

0.01 0.1 1 10 100
Favors CR Favors IR

CR- (OR: 0.60, 95%Cl: 0.45-0.80)

CR- OR: 0.64, 95% CI:0.50-0.81)

Source: Nagaraja et al. JAHA 2016



orior to PCI

MIP = Maximal Intensity Projection

= Coronary anatomy and case complexity based on
calcium burden and lesion type & location

» Vessel course and tortuosity
= Optimal angles for angiography and PCI

Axial images

= Coronary ostium position and guide selection
= Mormal RCA position ~11 oclock and LCA 4 o'clock
= Aortic dimension for LCA guide catheter curve selection

MPR = Multi-Planar Reconstruction

= Lesion location
= Plaque & calcium distribution and composition
* Disease length and estimated stent length

Cross-sections

= Lesion morphology, calcium arc
* Plaque burden
= Proximal and distal reference lumen diameters

Rich pre-procedural data now available

FFRcr = Fractional Flow Reserve derived from CCTA

= Functional significance
= Delta FFR
* FFR~ pullback for CAD pattern assessment (focal vs. diffuse

Virtual PCI

* FFR based virtual PCl to inform stent length based on predicted
post-PCl FFR
= Vessel course and tortuosity

= Optimal ang

Myocardial mass

= Vessel-specific myocardial mass at risk
= Side-branch protection, 2-stent techniques
» Risk for myocardial injury based on jeopardized mass

Live guidance from C-arm & CT co-registration

= Optimal angles for angiography and PCI
» Live interaction with CCTA data during case
= Stent length and positioning

Source: Sandoval and Leipsic et al JSCAI 2025
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Conclusions

 CCTA is an incredibly powerful too that is useful far beyond diagnostic
purposes

e Cardiac CT plays a fundamental role in planning structural heart and
valvular interventions

* Lessons gleaned from planning TAVR are now being applied to the
integration of CCTA to plan PCI
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