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INDICATIONS FOR CORONARY ARTERIOGRAPHY

	1. Patients with known or possible angina pectoris who have survived sudden cardiac death.

	2. Patients with UA/ STEMI and any of the following high-risk indicators:

a. Recurrent angina/ ischemia a rest or with low-level activities despite intensive anti-ischemic therapy

b. Elevated TnT or TnI

c. New or presumably new ST-segment depression

d. Recurrent angina/ ischemia with CHF symptoms, an S3 gallop, pulmonary edema, worsening rales or new worsening mitral regurgitation

e. High risk findings on noninvasive stress testing

f. Depressed LV systolic function (e.g. EF less than 0.40 on noninvasive study)

g. Hemodynamic instability

h. Sustained ventricular tachycardia

i. PCI within 6 months

j. Prior CABG

· In the absence of these findings, either an early conservative or an early invasive strategy in hospitalized patients without contraindications for revascularization.

	3. Patients with STEMI who are:

a. Candidates for primary or rescue PCI

b. In cardiogenic shock and are candidates for revascularization

c. Candidates for surgical repair of ventricular septal rupture (VSR) or severe mitral regurgitation

d. With persistent hemodynamic and/or electrical instability

	4. Post-STEMI patients with spontaneous episodes of myocardial ischemia or episodes of myocardial ischemia provoked by minimal exertion.

	5. Patients with intermediate or high risk findings on noninvasive testing after STEMI

	6. Patients who are sufficiently stable before definitive therapy of a mechanical complication of STEMI such as acute mitral regurgitation, ventricular septal rupture, pseudoaneurysm or LV aneurysm

	7. Patients recovering from STEMI who are persistently hemodynamically unstable

	8. Patients who survived STEMI who had clinical heart failure during the acute episode but subsequently demonstrated well-preserved function.


Other Indications for Coronary Angiography

	1. Patients with an uncertain diagnosis after noninvasive testing in whom the benefit of a more certain diagnosis outweighs the risk and cost of coronary angiography.

	2. Patients who cannot undergo noninvasive testing because of disability, illness or morbid obesity

	3. Patients with an occupation requirement for a definitive diagnosis

	4. Patients who by virtue of young age at on set of symptoms, noninvasive imaging, or other clinical parameters are suspected of having a nonatherosclerotic cause for myocardial ischemia (coronary artery anomaly, Kawasaki disease, primary coronary artery dissection, radiation induced vasculopathy).

	5. Patients in whom coronary artery spasm is suspected and provocative testing may be necessary.

	6. Patients with a high pretest probability of left main or three vessel CA

	7. Patients with recurrent hospitalization for chest pain in whom a definite diagnosis  is judged necessary

	8. Patients with an overriding desire for a definitive diagnosis and a greater than low probability of CAD

	9. It is reasonable to perform coronary arteriography when STEMI is suspected to have occurred by a mechanism other than thrombotic occlusion of an atherosclerotic plaque.  This would include coronary embolism, certain metabolic or hematological diseases, or coronary artery spasm.



	10.  Coronary arteriography is reasonable in STEMI patients with any of the following: diabetes mellitus, LVEF less than .040, CHF, prior revascularization, or life-threatening ventricular arrhythmias



	11.  Catherterization and revascularization may be considered as part of a strategy of routine coronary arteriography for risk assessment after fibrinolytic therapy.




ACC/ AHA GUIDELINES

Recommendations for Coronary Angiography to Establish a Diagnosis in Patients with suspected Angina, including those known CAD who have a significant change in anginal symptoms.
	Class I 

	Patients with known or possible angina pectoris who have survived sudden cardiac death. (Level of Evidence B)

	Class IIa

	1. Patients with an uncertain diagnosis after noninvasive testing in whom the benefit of a more certain diagnosis outweighs the risk and cost of coronary angiography. (Level of Evidence: C)

2. Patients who cannot undergo noninvasive testing because of disability, illness or morbid obesity. (Level of Evidence: C)

3. Patients with an occupational requirement for a definitive diagnosis (Level of Evidence: C)

4. Patients who by virtue of young age at onset of symptoms, noninvasive imaging, or other clinical parameters are suspected of having a non-atherosclerotic cause for myocardial ischemia (coronary artery anomaly, Kawasaki disease, primary coronary artery dissection, radiation-induced vasculopathy).  (Level of Evidence: C)

5. Patients in whom coronary artery spasm is suspected and provocative testing may be necessary (Level of Evidence: C)

6. Patients with a high pretest probability of left main or three vessel CAD (Level of Evidence: C)

	Class IIb

	1. Patients with recurrent hospitalization for chest pain in whom a definite diagnosis is judged necessary. (Level of Evidence: C)
2. Patients with an overriding desire for a definitive diagnosis and a greater than low probability of CAD (Level of Evidence: C)

	Class III

	1. Patients with significant comorbidity in whom the risk of coronary arteriography outweighs the benefit of the procedure (Level of Evidence: C)
2. Patients with an overriding personal desire for a definitive diagnosis and a low probability of CAD (Level of Evidence: C)


Coronary Angiography in Patients with Unstable Angina and Non-ST Elevation Myocardial Infarction

	Class I

	1. An early invasive strategy in patients with UA/NSTEMI and any of the following high-risk indicators. (Level of Evidence: A)

a. Recurrent angina/ ischemia at rest or with low-level activities despite intensive anti-ischemic therapy

b. Elevated TnT or TnI

c. New or presumably new ST segment depression

d. Recurrent angina/ ischemia with CHF symptoms, an S3 gallop, pulmonary edema, worsening rales, or new or worsening MR

e. High risk findings on noninvasive stress testing

f. Depressed LV systolic function (e.g., EF less than 0.40 on noninvasive study)

g. Hemodynamic instability

h. Sustained ventricular tachycardia

i. PCI within 6 months

j. Prior CABG

2. In the absence of these findings, either an early conservative or an early invasive strategy in hospitalized patients without contraindications for revascularization (Level of Evidence: B)

	Class IIa

	1. An early invasive strategy in patients with repeated presentations for ACS despite therapy and without evidence for ongoing ischemia or high risk (Level of Evidence: C)

	Class III

	1. Coronary angiography in patients with acute chest pain and a low likelihood of ACS (Level of Evidence: C)
2. Coronary angiography in patients with acute chest pain and a low likelihood of ACS (Level of Evidence: C)

3. Coronary angiography in patients who will not consent to revascularization regardless of the findings (Level of Evidence: C)


Coronary Angiography in Patients with ST Elevation Myocardial Infarction
	Class I

	Diagnostic coronary angiography should be performed:

a. In candidates for primary or rescue PCI (Level of Evidence: A)

b. In patients with cardiogenic shock who are candidates for  revascularization (Level of Evidence: A)

c. In candidates for surgical repair of ventricular septal rupture (VSR) or severe MR (Level of Evidence: B)

d. In patients with persistent hemodynamic and/or electrical instability (Level of Evidence: C)

	Class III

	Coronary angiography should not be performed in patients with extensive comorbidities in whom the risks of revascularization are likely to outweigh the benefits (Level of Evidence: C)


Coronary Angiography in Patients Post-ST elevation myocardial infarction

	Class I

	1. Coronary arteriography should be performed in patients with spontaneous episodes of myocardial ischemia or episodes of myocardial ischemia provoked by minimal exertion during recovery from STEMI (Level of Evidence: A)

2. Coronary arteriography should be performed for intermediate or high risk findings on Noninvasive testing after STEMI  (Level of Evidence: B)

3. Coronary arteriography should be performed if the patient is sufficiently stable before definitive therapy of a mechanical complication of STEMI, such as acute MR, VSR, pseudoaneurysm, or LV aneurysm. (Level of Evidence: B)

4. Coronary arteriography should be performed in patients with persistent hemodynamic instability. (Level of Evidence: B)

5. Coronary arteriography should be performed in survivors of STEMI who had clinical heart failure during the acute episode but subsequently demonstrated well-preserved LV function (Level of Evidence: C)


	Class IIa

	1. It is reasonable to perform coronary arteriography when STEMI is suspected to have occurred by a mechanism other than thrombotic occlusion of an atherosclerotic plaque.  This would include coronary embolus, certain metabolic or hematologic diseases, or coronary artery spasm (Level of Evidence: C)

2. Coronary arteriography is reasonable in STEMI patients with any of the following: diabetes mellitus, LVEF less than 0.40, CHF, prior revascularization, or life threatening ventricular arrhythmias (Level of Evidence: C)

	Class IIb

	Catheterization and revascularization may be considered as part of a strategy of routine coronary arteriography for risk assessment after fibrinolytic therapy (Level of Evidence: B)

	Class III

	Coronary arteriography should not be  performed in survivors of STEMI who are thought not to be candidates for coronary revascularization. (Level of Evidence: A)
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