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Heart Disease Is Still #1
Causes of death in the US

What Americans die from, what they search on Google, and what the media reports on

100%
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Causes of deaths
in the US, 2016

Terrorism (7.2%)

Google searches
inthe US, 2016

Media coverage:
New York Times, 2016

Media coverage:
The Guardian, 2016

*This represents each causes’s share of the top ten causes of death in the US plus homicides, drug overdoses and terrorism. Collectively these 13 causes accounted for approximately 88%
of deaths in the US in 2016. Full breakdown of causes of death can be found at the CDC's WONDER public health database: https://wonder.cdc.gov/
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What do people die from? Causes of death globally in 20190 REE
The size of the entire visualization represents the total number of deaths in 2019: 55 million. in Data
Each rectangle within it is proportional to the share of deaths due to a particular cause.

7 74% died from noncommunicable diseases 14% died from infectious diseases\-\

33% died from heart diseases el S

. , Per year: 2.5 million deaths
Heart attacks, strokes, and other cardiovascular diseases.

Per average day: 6800 deaths
Per year: 18.5 million deaths
Per average day: 50,850 deaths

2.7% Diarrheal diseases

Per year: 1.5 million deaths
Per average day: 4200 deaths

2% Tuberculosis

1.5% HIV/AIDS
1.1% Malaria

1 8 % Ca n Ce rS 2.1% other infectious diseases

Per year: 10 million deaths

Per average day: 27,600 deaths
3.3% Neonatal deaths
babies who died within the first 28 days of life

0.4% Maternal deaths
0.4% Nutritional deficiencies

o . o o (o) . . .
7% Chronic respiratory diseases | 4.5% Digestive diseases 5 5% Transport s-Ciens

COPD, Asthma, and others Cirrhosis and others Per year: 1.3 million deaths
Per average day: 3500 deaths

—

clbiEbEe: 3.1% Other accidents
5 . including falls, wnings, fires.

5.7% Other noncommunicable diseases [fj ™™ ' “rewnnes ndfres

3.9% Neurological diseases
Alzheimer’s, Parkinson’s, epilepsy, 1.3% Suicides fyneosodean:
and OtherS ) % Homicides Peryear:“fé.ooogg.ams

Per average day: 1 deaths

0.2% War battle deaths 0.05% Terrorism

Less than 1% died due to— ,|

Data source: IHME Global Burden of Disease and Global Terrorism Database Inte rpe rsonal violence SI
OurWorldinData.org - Research and data to make progress against the world’s largest problems. Licensed under CC-BY by the author Max Roser ¢ )



Healt DISEase Aeatns.
USA 2021

60,000 more people died of COVID-19 during 2021 compared with 2020;
COVID-19 remained the 3rd leading cause of death

PROVISIONAL 2021 DEATHS
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Why We Need Better Tools

40 SECONDS

someone in the US has a heart attack.




Thomas Sydenham, MD 1624-
1689

A MAN IS AS OLD
AS HIS
ARTERIES.

Thomas Sydenham



Action step 1: Focus on
heart disease

DEAD
EXEGS
DON'T GET

BONUSES

wmuo oo m
WITH A MEALTHY N-.ART

Jo I <. Kahn, MDD
OF ThW BESTSLLLIR T BONOLE MEART SO0STION
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Heart disease starts young,
So start earl

Coronary Atherosderosis in American Casualties in Three Wars

100 » Any evidence of
atherosclerosis®

Presence of severe

underlying
atherosclerosis«

Korea (n=300, Vietnam (n=10S5, iIraq (n=3,832,
1951-53) 1968-78) 2001-11)
Tevidenceoffibrousthickening and/or streaking without luminal narrowing
=505 narrowing of oneor more coronary arteries
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We know why

Leading Causes of Death* Actual Causes of Death'
United States, 2000 United States, 2000

Heart Disease Tobacco
Cancer Poor diet/Physical inactivity

Stroke Alcohol consumption

Chronic lower ~ Microbial agents
respiratory disease (e.g., influenza, pneumonia)

) ‘ o Toxic agents
Unintentional injuries (e.g., pollutants, asbestos)

Diabetes Maotor vehicles

Pneumonia/influenza Firearms
Alzheimer's disease Sexual behavior

Kidney disease Illicit drug use

r T T T T T T ] T T L] L]
0 S5 10 15 20 25 30 35 o 5 10 15 20
Percentage (of all deaths) Percentage (of all deaths)

* Minifio AM, Arias E, Kochanek KD, Murphy 5L, Smith BL. Deaths: final data for 2000. Mational Vital Ststistics Reports 2002; 50(15):1-120.
t Maokdad AH, Marks 1S, Stroup DF, Gerberding JL. Actual causes of death in the United States, 2000, JAMA, 2004;201(10):1238-1 246,




__heartattacks  “

Simple Lifestyle

Don’t smoke CHANGES ~~ ™
Walk 30-40 minutes daily for ay i
Eat  servings of fruit/veg a day ";’“’RISK Ve )
Sleep 7 hours a night n \

Enjoy a few alcoholic beverages a
week

U ~ Prevent 85% of

O O O O 0O

o MORGEN STUDY 2013 Netherlands 17,887 men 9,
and women

o Karolinska study 2014 Sweden 20,721 men O
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Test Not Guess

IF CORONARY ARTERY ——

DISEASE WAS ATTACKING

YOUR FACE RATHER THA
-'&“f*

YOUR HEAR U
SOMET



L/V Early of

America’s #1 Kkiller

v\ S :APE Support HEART ATTACK ERADICATION ;5

art Att
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Sir Winston Churchill, 91 Jim Fixx, 53 7P
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© Overweight © Not Overweight
© Not Fit © Very Fit

© Heavy Smoker © Non-Smoker




Clues to silent heart

disease

Signs That May Signal
Heart Attack Risk

Hair Loss (Crown)——

Hair Loss (Temples)——=

Yellow Fatty Deposits
on Eyelid

Earlobe Crease ———=

Sourcte - Aamerican Hoart Assotiaton -
Sclentific Sossions Abstract 1533) '




Diagonal EarLobe Crease:
DELC




Erectile Dysfunction:
. .

Erectile Dysfunction Is a Warning Sign
of Atherosclerosis/Clogged Arteries

Clinical
Presentation

Comparative
Mot Actual
Artery Size

Clogged
Arteries with
the same wall
thickness

+ High BP +High BP +High BP +High BP

-Erectile -Angina -Mini Strokes  -Peripheral
Dysfunction -Heart Disease  -Dementia Vascular Disease
-Heart Attack -Stroke

o 0 OO

Penile Artery  Coronary Artery -Camtld ﬂ.rtew Femaoral Artery
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Tools of the heart attack
prevention specialist
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Common Sense

“The best test for prediction of
the risk of atherosclerosis is
the demonstration of
atherosclerosis

Dr. Ernest Schaeffer, Editor-in-
Chief of Atherosclerosis



Numerous
Risk Faclors
High LDL
Low HDL
High BP
Diabetes
Smoking
CRP
Matabolic Syn
Lp(a)
Homocysteine
Dense LDL
Lp-PLAZ
ApoB/ApoA
Family History
Sedentary Life
Obaesity
Stress

o

Carotd IMT and Plaque
Measurad by Ulirasound
Examples of Arterial

Structure Tests

Aortic and Carotid Plaque
Datactad by MRI

Caoranary Calcium Scove

Measured by CT

Measured by Ultrasound

Vascular Complance
Measured by Radial Tonometry

Examples of Arterial
Function Tests

Morovasculas Reaclivity
Measured by Fingertp Tonometry




Detect Your Plaques Earlier

Comparing Detection by Positive Cardiac CT and
Positive Nuclear Stress Test

Vs . £ L /4
) @ | ‘ '\

Stages >> Early | Moderate | Advanced Late
Obstruction none 20% 50% 70%
Symptoms none none none =
Stress test normal| normal normal |abnormal
Cardiac CT none |abnormal |abnormal | abnormal
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Shapesocilety.org

The 15t SHAPE Guidelines

Apparent Population Men>45y Women>55y!

ly Healthy
Step 1 EoREE

= Coronary Artery Calcium Score (CACS)

or
- Carotid IMT (CIMT) & Carotid Plague?

Step 2 Negative Test Positive Test
« CACS 21

«CACS =0
« CIMT <50"percentile « CIMT =50" percentile or Carotid Plaque

« CACS 100-399 or »7917% « CACS >100 & >90"9%
« CPMT =1 or »75"™¢ or CACS =400
or <505 Stencic Paque « 2505 Sencic Plague®

Step 3

LDL <100 mg'dl <70 mg'dl
<100 Optional <70 Op tional

Target
years - / S Indwadual zed Indwduahzed Indwvaual zed

Re-test imerval

1:Nohiswary of angna, heart aftack, stmoke, or pedpheral afteriyd dsease.
2: Populaian aver age 75y is considerad high risk and must receve harapy wifiout tesing for X = My ocardal
athemsderasis Folow Bastng lechaemeaTest
3: Must nat have any of e fdlowmng : Chob=200 mg/d. blood pressre > 12080 mmMg, dishete s, Guideine = _
smoking, famiy hzwory, metabolicsyndrane

Pending the devedopmen of standad pracice gaddines

:High chole=steol high blood pressure, dabetes, =moking. family histary, metabhdic syrdkome
6: For syoke prevention, idiow exstng guddines




Coronary Artery Calcium Score
(CACS)

Images ilustrating the coronary arfery calcium score of three pabients with increasing calcification grades in the temtory of the antenor descending arfery; A
no calcification; B. mild calcification; C. severe calcification.




Carotid Intima Media Thickness (CIMT)

« Direct in vivo measurement of thickness of carotid artery
wall by B-mode ultrasound

 Vessel wall thickness correlates with status of
atherosclerosis and CV events

« Atherosclerosis is a systemic disorder
— Atherosclerosis in the carotid artery is predictive of disease in other
vascular beds

de Groot E, et al. Circulation. (2004) 109[Suppl 1] 111-33-111-38



CIMT: Carotid Intimal Medial

. - eterogeneous
1.81mm Heterogeneous ;.

arotid velocities provided on reverse.

nt
carotid - 1IMT Current CIMT Measureme

Date Age at Arterial S
ur average Carotid-IMT is 0.751 SS— o

are a 56 year old with arteries of a 60 year old Male. @ reb 2016 56 60 _arst

s graph indicates your percentile score for similar sex and age.

i ith

Mean Distal 1 cm CCA IMT of General Population wi
= e 61st =77 No Coronary Heart History

Percentile 2 1 1 2Nt = i

25 75 1.15

1.10

-IMT of less than 0.60mm is generally considered healthy. 1;33

0.95
o .9
hnical Notes: b

0.85
ear old Male for cardiovascular risk stratification. 0.80

0.75
0.70

z - 0.65
Physicians Notes: 0.60




Visualized Plaque and Atherosclerotic Burden Assessment

Name: KAHN, JOEL DOB: 5/19/59 Age: 60 Gender: Male Date: 10/1/19

m Plague Description

*Plaque noted above was measured through arterial area diameter reduction, whi

ch is deliberated by measuring the circumference of the outside of the vessel subfracting any visible
stenosis.

*Carotid velocities provided on reverse.

Carotid & IMT Current and Previous ClIMLMeasurements

Date Age Percentile
Your average Carotid-IMT is 0.667

You are a 60 year old with arteries of a 51 year old Male. . Oct 2019 60 35th




ACTION STEP

Colonoscopy
Mammogram

Calcium Score







Mason Sones, MD 1958




Visual Estimation of
Coronary Stenoses

Moderate Coronar Arferg isease
Typically 40-70% blockage

30



High Interobserver Variability:
Coronary Anglography

<« valil

m National Library of Medicine [} ,qin

National Center for Biotechnology Information

Publmed Q

B About = Sections A Tools < Advanced llserGuide

o' FREE ACCESS | ABSTRACT Comparative Study

L erer s Coronary angiogram
Interobserver variability in coronary

angiography.

L M Zir, S W Miller, R E Dinsmore, J P Gilbert and
J W Harthorne

interpretation. Interobserver
variability

J E Galbraith et al. JAMA. 1978.

Show details fe 3

Originally published 1 Apr 1976 |
https://doi.org/10.1161/01.CIR.53.4.627 |
Circulation. 1976;53:627-632




Interobserver Variability 2018:
Not Much Has Changed

—— JAMA Internal Medicine @ Q

—— JAMA Internal Medicine @ Q
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Original Investigation
February 2018

Comparison of Physician
Visual Assessment With
Quantitative Coronary

Figure 1. Distribution of the Mean Difference in
Percent Diameter Stenosis Between PVA and QCA
by AMI Status

A | Lesions of patients without AMI B | Lesions of patients with AMI

300 300

Angiography in Assess-
ment of Stenosis Severi-
ty in China

Haibo Zhang, MD'; Lin Mu, 852'3; Shuang Hu, PhD'; et al

2504 2504

Frequency
- e N
w [=] w (=]
o o o o
Frequency
- e N
v o v o
o o o (=}

o
(]

40 20 o 20 40 60
Mean Difference in Mean Difference in
Percent Diameter Stenosis (PVA-QCA) Percent Diameter Stenosis (PVA-QCA)

> Author Affiliations | Article Information

JAMA Intern Med. 2018;178(2):239-247. doi:10.1001/ja-
mainternmed.2017.7821

AMI indicates acute myocardial infarction; PVA, physi-
cian visual assessment; QCA, quantitative coronary an-

giography.




Coronary CT Angiography CCTA: 2010

Minimal
(1-24%6)

Noninvasive Stress Testing

Preventive Therapy + Invasive Angiography




Why Use CCTA vs a
Heart Catheterization?

Non-invasive Imaging of Atherosclerosis

Allows for serial imaging of changes in coronary
atherosclerosis

Less expensive and minimally invasive
Less radiation exposure

3-dimensional
Assessment of the Entire Coronary Tree

Allows imaging in the culprit and non-culprit vessel



Welcome Al to Cardiology

ARTIFICIAL INTELLIGENCE

MACHINE LEARNING

@j DEEP LEARNING

\ i
Techniques

that enable Algorithms
Programmes that computers to that adapt and

alow machines improve at learn from
to mimic human tasks without vast amounts
behaviour being explicitly of data

programmed

) i 1 1 1 1 Neural Networks
(1950 1960 1970 1980 1990 2000




Coronary CCTA With Al Enables
Comprehensive Evaluation of Individual Risk

The four (4) most important features of risk: CONFIRM, ICONIC, PARADIGM, PROMISE, SCOT-HEART, ISCHEMIA, PROSPECT, etc.

High-grade enosis

High c@ficentration low-density plaque
Intermediat

i

Plaque Burden Plaque Composition Vascular Morphology Plaque Progression
(Stenosis / Remodeling)



Al-Coronary CT Angiography

'
.

Source: 7Chang HJ et al. J Am Coll Cardiol 2018; 2Ferencik M et al.

JAMA cardiol 2018; ~Williams MC et al. Circulation 2020; "van
Rosendael AR et al. JAMA Cardiol 2020; ~'Lee SE et al. JACC CVI
2018; 6Henze/ Jetal JACC CVI 2021; 7Budoff MJ et al. Eur Heart
J 2020; 8van Rosendael AR et al. J Cardiovasc Comput Tomogr
2021

Necrotic Core
(<30 HU)

Fibro-fatty
(30-130 HU)

Fibrous
(131-350 HU)

Calcium
(351-700 HU)

Calcium
(700-1000 HU)

1K plaque

(>1000 HU)

Highest "

risk

Lowest
risk

Dark Plaques
Dangerous

- strongest

predictor of

heart attack
risk.’3



Not All Plaque Is the Same.
The FUTURE IS NOW

“@;—zg
e - |

PLAQUES THAT LOOK DIFFERENT BEHAVE DIFFERENTLY.

O [T

= X

HIGH RISK INTERMEDIATER I S K

38




Summary

Plaque
Detail and
Stage

Stenosis
Summary
and Detail

Provider Report

erly

Patient

Summary
Atherosclerosis  Stage 3
Stenosis 2 Moderate

Dominance Right-Dominant

AUETUSCIETUSIS ~ Stage o

Plaque Volume (mm?)
Territory

Nolaram. NonCalcified Calcified Volume mm

RCA 56.8 436.4 306

LM+LAD 2 2312
Cx 0.1 1031

TOTAL 3 770.7

Stenosis

Severe

0% or 250% LM only

Moderate

10%

PRCA mMRCA dRCA R-PDA RPLB LM  pLAD mLAD dLAD

Coronary Imaging Service

Study Date Provider

7 Minimal

Percent Plaque Stage

Atheroma
3

27%

Minimal
4 1%

01

Report Crestet: 07/27/202 - 12:48PM EDT
Updated: 10/19/2022 - 08:52PM EDT
UOK (01)00860001924114(8012)2 8.0

eerly

Patient MRN
ANONYMOUS Large pRCA NCP burden and stenosis

56.8 mm?

Low-Density-Non-Calcified Plaque Volume

\les

559 Sreotest Diometer

Stenosis

Right Posterior Descending Artery (R-PDA

Low-Density-Non-Calcified Plaque

Total Plague Volume

0mm? I 0 mm?
0 mm? 0mm?
Total Non-Calcified Plague Volume || Total Caicfied Plaque Volume

N/A Greatest Diameter Stenosis

1 Highest Remodeling Index

Coronary Imaging Service

Cleerly ID Study Date Provider

FBAG65F1D 3/27/2020 11:41 AM NA

Vessels
with plaque
color

4932 mm? 306 overlay

Total Non-Calcified Plaque Volume alcified Plaque Volume

ion spans the pRCA and mRCA with 55% in pRCA and 10% in mRCA.

Right Posterior Lateral h (R-PLB)

Low-Density-Non-Calcified Plaque
Volume

Total Plaque Volume

IOmm3

0mm? 0mm?

Total Non-Calcified Plaque Volume Total Calcified Plaque Volume

N/A Greatest Dismeter Stenosis

1 Highest Remodeling Index

Rpor Crusted 77272022 124589 EDT
ek v e 2
et A




Al-CCTA: Improved CV
Risk Assessment

MACE Prediction:
CCTA Plague Stage is a

better predictor of short-

CAD Stage O AUCO0.73
PAV 0% w Clinical risk
and long-term MACE events [t = s s encs vl 1
=
than: E
CAD Stage 1 r
. []
Risk Score (ASCVD PAV >0-5% g
10y CVD risk <10.0% T.":
etc.). £
a

Agatston Score.
P < 0.0001

04
0] 2 4 6
CAD Stage 3 Follow-Up Time (Years)
PAV 215%
10y CVD risk 215.4%

Stenosis presence

AUC 0.82
Clinical risk
+ Al-QCT

FU =10.3 years

Nurmohamed et al JACC Imag 2023



Therapy Based on Plaque Stage

The American Journal of Medicine == Stenoses Action Rescan (until stable):

Coronary Atherosclerosis Burden and Progression

to Guide Clinical Decision Making: A Report from

the American College of Cardiology Innovations Sta e 0.

in Prevention Working Group ek GDMT / Consider de-escalation
: No Plaque

ABSTRACT Stage 1: Mild Statin, Ezetimibe

IMPORTANCE

. Stage 1 Plus
I\it:ige?azt.e «  Aspirin, Rivaroxaban
* GLP1 if diabetic

Stage 2 plus
Stage 3: +  Consider PCSK9, Icosapent ethyl,
Severe Inclisirin, Bempedoic acid, Colchicine
Freeman, A et al GLP1 and SGLT?2 if diabetic

Am J Med 2022




Coronary Imaging and CV Outcome Trials

Drug CTA Progression CVOT

Statin +++ (Regression) +++

Estrogen Neutral Neutral

Xarelto vs Warfarin + (slowed progression) +

Fish Oil (EPA) ++ (slowed progression)

Testosterone Progression

Eliquis vs Warfarin + (slowed progression)

Atorvastatin +++ (regression)

Colchicine ++ (mild regression)



https://www.ncbi.nlm.nih.gov/pubmed/20592293

1.5

0.5

-0.5

-1.5

Aged Garlic Extract

Matsumoto 2016

Total Plaque Soft Plaque

Low Att

Calcium

Plaque

I I — B "ACE

m Placebo



60-year-old female not on
medical therapy.

Plague Progression.

Current Compared
Al_ |_ o | Cleerly ID: 2600EFC9 :. Cleerly ID: 393D4BD4 # AL Compared
-: 8/12/2010 i 6/19/2017 Cleerly ID: 2600EFC9 Cleerly ID: 393D4BD4
8/12/2010 6/19/2017

-

Total Plaque Volume (mm) 64.4 csEn 1951 0 Lesion 1 ) 0 o ) Lesion 1 )

» Total Non-Calcified Plaque Volume (mm?) 643 +17;6°/ .] 78 5

Low-Density - Non-Calcified Plaque &~ 1
Volume (mm?) 0 N/A 38 @ - 1 %?3
a

Total Calcified Plaque Volume (mm?) .
+16500% Total Plague Volume Total Plaque Volume

-~
# of Severe Stenosis N/A Low-Density - Non-Calcified 0 Low-Density - Non-Calcified 3.7
@ Non-Calcified 4456 . L @ Non-Calcified 1001

@ Calcified 01 @ Calcified 155

# of Moderate Stenosis -

rs

Highest Remodeling Index
+8.3%

-

Greatest Diameter Stenosis (%) 508.3%
+ -Jh

-

Greatest Area Stenosis (%) 287.5%
+, £

Length (mm)

-6.5%

Per-Patient analysis: Per-Plaque (pLAD) analysis:
230% TPV increase 190% TPV increase

3.8 mm3 new LD-NCP 3.7 mm3 new LD-NCP
180% NCP increase 240% NCP 1
New severe LAD stenosis




Plaque Stabilization.  56-year-old man on high intensity statin.

i D 5 Current Compared

Cleerly ID: 960D53B4 Cleerly ID: ES54BB57

Current Compared 4/23/2018 8/3/2021

Cleerly ID: 960D53B4 — : s
Al_l_ -I‘ eerly " . Cleerly ID: E554BBS7 # ® Llesoni © . 5 @ Lesionl ©

4/23/2018 8/3/2021

rs

Total Plague Volume (mm?) 3 1 3 31 6 7
» Total Non-Calcified Plaque Volume (mm) 78908 B 2402 @
Low-Density - Non-Calcified Plaque 0 O 2

Total Plaque Volume Total Plaque Volume
Volume (mm3)

Low-Density - Non-Calcified 0.8 Low-Density - Non-Calcified 0

Total Calcified Plaque Volume (mm?) X . @ NonCalcified 1356 @ Non-Calcified 90.4
@ Calcified 116 ‘ @ Calcified 418

# of Severe Stenosis

# of Moderate Stenosis
Highest Remodeling Index
Greatest Diameter Stenosis (%)
Greatest Area Stenosis (%)

Length (mm)

Per-Patient analysis: Per-Plaque (pLAD) analysis:
1% TPV change/3.4 years 10% TPV reduction
* 17% decrease in non-calcified plaque 100% Low Density NCP reduction
* 230%increasein CP 33% Non-calcified plaque reduction
260% increase in CP




ALL

Total Plague Volume (mm?)

b Total Non-Calcified Plaque Volume (mm?)

Low-Density - Non-Calcified Plaque

Volume (mm?)

Total Calcified Plaque Volume (mm?)

# of Severe Stenosis

# of Moderate Stenosis

Highest Remodeling Index

Greatest Diameter Stenosis (%)

Greatest Area Stenosis (%)

Length (mm)

Current
el O

4445
4423

67.8

22

0

1

17

53

78

Per-Patient analysis:
34% total regression
33% regression of NCP
52% regression of Low density NCP

Compared

Cleerly ID: 5D3467A0 #
10/31/2018

3i1.5

298.3

32.5

13.2

Total Plaque Volume

Low-Density - Non-Calcified 46
@ Non-Calcified 190.6
@ Calcified 0

* 31% regression of pRCA plaque

Per-Plaque analysis:

Total Plaque Volume

Low-Density - Non-Calcified  29.7

@ Non-Calcified
@ calcified

* 39% regression of LD-NCP content

1327
0




Patients classified with stage 2 or 3 CAD
14.6%

Stage 2 or 3 CAD (2424)

Stage 1 CAD (477)

. Healthy (295)

Asymptomatic “healthy” population

15% (477) of people classified with stage 2 or 3
CAD

76% (2484) of patients classified with stage 1 CAD

* 36% (889/2484) of stage 1 disease patients
had no calcified plaque and would be
missed by conventional methods

* These are high risk for CAD event

9% (295/3256) of patients had moderate
and/or severe stenoses detected at their first
study




Conclusions

. CCTA-AI can be used as a non-invasive

iImaging modality with low cost and low risk

- CCTA-AI may allow more wide use to assess
drug efficacy on atherosclerosis progression
IN primary and secondary prevention
populations

- Precision tracking with CCTA-AI will allow
iIndividual assessment of efficacy of
treatments



Widespread Uses of Al

> tctmMmD: Q

NEWS > Conference News | AHA 2023

‘Proof-of-Concept’ AI-ECG
May Improve STEMI Care:
ARISE

The tool cut the time from ECG to cath lab by 10
minutes, but the positive result comes with caveats
about the trial's methodology.

by Yael L. Maxwell

CARDIOLOGY ogi
—  Searchfor... Q

RESEARCH ARTICLE | ARTICLES IN PRESS, 131945

Artificial intelligence-based
quantitative coronary
angiography of major vessels
using deep-learning

! Jae-Hyung Roh ' e

Young In Kim
Jihoon Kweon & e ... Seong-Wook Park e
Seung-Jung Park e Young-Hak Kim & £ e
Show all authors e Show footnotes

Open Access ¢ Published: March 11, 2024

DOI: https://doi.org/10.1016/.ijcard.2024.131945

N |- NdUOUIdl LIvidry Ul vieuiciie Log in
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"All truth passes through three stages.
First, 1t Is ridiculed.
Second, It is violently opposed.
Third, It Is accepted as
being self-evident."
-Arthur Schopenhauer
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