H E A LT H C A R E B R I E F
Noninvasive evaluation of coronary artery disease:
broadening coverage to enhance care and value
Context
Coronary artery disease (CAD) remains the
most common cause of death in the U.S.
The incidence of CAD is expected to rise
over the next three decades as the largest
segment of our population will become
senior citizens.
The diagnosis and management of CAD
accounts for a significant portion of
health care spending and the American
Heart Association projects that between
2013 and 2030 medical costs of CAD will
increase by about 100 percent.1 Providers
faced with patients requiring noninvasive
diagnosis or exclusion of CAD in the
elective outpatient setting have many
testing modalities available to them. These
include EKG stress testing without imaging,
stress testing with imaging (echo, nuclear/
PET, MRI), and direct coronary imaging
using CCTA (with or without fractional flow
reserve calculation).

New focus on alternative tests
In a 2014 study, only 47 percent of patients
with an abnormal noninvasive testing
result had obstructive CAD on coronary
angiography.2 In that study, the vast
majority of patients were tested using stress
myocardial perfusion imaging (MPI) and/or
stress echo (SE). The poor performance of
these modalities has refocused attention
on the alternatives such as PET perfusion
imaging, coronary computed tomography
angiography (CCTA) and cardiac MRI.
Utilization of these modalities has been
curtailed by availability of both expertise

and imaging equipment, and by limited
payer coverage policies driven in part by
increased cost of testing. Nonetheless, an
accumulating body of evidence suggests
that these alternative modalities, because
of their superior accuracy when compared
to MPI and SE, may actually be more
cost-effective because of reduced need for
downstream imaging, in particular coronary
angiography.

Discrepancies in testing
accuracy emerge

Several recent publications have compared
the various approaches to noninvasive
diagnosis of CAD and concluded that SE
and MPI are less accurate than (or in some
cases are inferior to) PET, 4-7 CCTA,4, 8-10
and MRI.4, 7-8 Data regarding the favorable
impact of these newer modalities on
cost of care are also emerging. Leading
researchers compared PET perfusion
imaging with MPI and found that, with
no difference in clinical outcomes, a 50
percent reduction in referrals to coronary
angiography and an overall cost savings
of 30 percent was seen when PET was
selected as the initial imaging test.3 Another
study11 demonstrated that in patients for
whom coronary angiography was planned,
an approach using CCTA with fractional
flow reserve (FFR) as indicated resulted in
33 percent cost savings at one year. Use
of cardiac MRI, at least in the emergency
room setting, has been shown to reduce
referrals to coronary angiography and
cardiac-related cumulative one-year
costs with no adverse impact on clinical
outcomes.12

Our assessment
Implications for
health plans
In the case of outpatient evaluation of
CAD, there are several technologies
available. In comparing these it is
important to look primarily at clinical
outcomes and then address long
term value. Importantly, cost of
care considerations must extend
beyond the unit cost of the index test.
Inaccurate or inconclusive testing,
which leads to additional testing,
is financially wasteful and often
exposes the patient to additional
procedural risks.
Coverage restrictions should not limit
the use of newer technologies, which
have been shown to reduce overall
cost without compromising quality of
care. At AIM Specialty Health® (AIM),
we are well-positioned to determine
whether the clinical and cost
advantages of newer technologies
seen in trials are translated to
real-world settings. This information
will inform future coverage positions
to ensure that your members
continue to have access to
high-quality, high-value care.
Our goal is to ensure that the most
appropriate services are available to
your members when the need arises.
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