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Following revascularization with PCI or CABG in a more chronic (>3
For those pts who may be classified into > 1 of the clinical 
indication tables and/or algorithms, this flow chart places 
clinical conditions into a hierarchy to aid in assessing 
appropriateness for radionuclide imaging. *Symptomatic pts 
who are being considered for a preop evaluation for 
noncardiac surgery should begin down the algorithm as if 
“No.”

Following revascularization with PCI or CABG in a more chronic (>3 
months) setting, recurrence of symptoms or presence of incomplete 
revascularization were felt to be appropriate indications for RNI. For 
asymptomatic pts < 2 yrs after PCI, RNI was rated inappropriate. For 
asymptomatic pts at < 5 yrs after CABG or those  2 yrs after PCI, RNI 
was rated uncertain. If CABG was performed > 5 years ago, RNI is 
appropriate. *Assumes that additional revascularization is feasible.

Pts with an ischemic equivalent, consisting of symptoms associated with CAD or ECG findings, were divided based on the 
likelihood of CAD. If pts had intermediate or high likelihood for CAD, RNI was appropriate. RNI was also appropriate for 
pts at low likelihood if they were unable to exercise or had an uninterpretable ECG. For pts with suspected ACS, RNI was 
appropriate irrespective of TIMI score or troponin levels.



Only in high CHD risk pts was RNI felt to be appropriate; those with intermediate risk & uninterpretable ECG were uncertain. 
Syncope did not alter appropriateness separate from CHD risk; low-risk pts inappropriate & high-risk  appropriate. 
*Asymptomatic pts with the following clinical indications are appropriate (or uncertain) for RNI and do not require risk 
assessment by either step: 1) new-onset or newly diagnosed CHF with low LVEF without ischemic equivalent who have not 
had prior CAD evaluation AND have no planned cath (A); 2) VT (A); 3)  troponin without other evidence of ACS (A); 4) new-had prior CAD evaluation AND have no planned cath (A); 2) VT (A); 3)  troponin without other evidence of ACS (A); 4) new
onset a fib (U). †Includes DM or presence of other clinical atherosclerotic disease, including peripheral arterial disease, AAA,
carotid artery disease, & renal artery disease.

When new or worsening symptoms were present, RNI was (A) if prior abnormal results were present; uncertain if prior study 
was normal. RNI was (I) when no or stable symptoms were present if prior test results were known, except when performed > 2 
yrs later, and only if an abnormal study was previously present or if the pt was at intermediate or greater CHD risk. In those 
circumstances RNI was (U) *RNI is appropriate if prior test results were uncertain in the following 2 scenarios: 1) Coronarycircumstances, RNI was (U). RNI is appropriate if prior test results were uncertain in the following 2 scenarios: 1) Coronary 
stenosis or anatomic abnormality of uncertain significance by cath; OR 2) Equivocal, borderline, or discordant stress testing 
where obstructive CAD remains a concern.

RNI was felt to be inappropriate for preop risk assessment except in intermediate risk or vascular surgery when at least 1 risk 
factor is present and the pt has poor or unknown functional capacity. Additionally, pts who are asymptomatic up to 1 yr post 
normal cath, noninvasive test, or previous revascularization in the setting of intermediate risk or vascular surgery were also (I) 
for RNI. *History of ischemic heart disease, compensated or prior heart failure, cerebrovascular disease, diabetes mellitus 
(requiring insulin), or renal insufficiency (Cr >2.0).


