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Bilaga 1 - Litteratursokning

Fraga 1: PTP bedémningsmodell

Cochrane Library via Wiley 2023-05-10

(Search updated 2023-12-19, see below)

Search terms

Items
Patient, problem found
#1. MeSH descriptor: [Myocardial Ischemia] explode all trees 36 843
#2. (myocardial ischemia* OR myocardial ischaemia* OR ischemic 44 676
heart disease* OR cardiac ischemia* OR cardiac ischaemia* OR
coronary artery disease* OR chronic coronary syndrome* OR
CAD):ti,ab,kw
#3. 1OR2 61 384
Intervention
#4. (pretest probability OR pretest probabilities OR pre-test 630
probability OR pre-test probabilities OR PTP):ti,ab,kw
#5. 3 AND 4 120
Final NOT (CT.gov OR ICTRP) 96

[Mesh] = Term from the Medline controlled vocabulary, including terms found below this term in the
MeSH hierarchy
:ti,ab,kw= Term found in title, abstract or keywords
* = Truncation

So6kning uppdaterad: 2023-12-19, 3 traffar

Embase via Elsevier 2023-05-10
(Search updated 2023-12-19, see below)

Search terms

Items

Patient, problem found
#1. Coronary artery disease/exp 404 141
#2. Heart muscle ischemia/exp 101 039
#3. myocardial ischemia*:ti,ab,kw OR myocardial 287 647

ischaemia*:ti,ab,kw OR ischemic heart disease*:ti,ab,kw OR

cardiac ischemia*:ti,ab,kw OR cardiac ischaemia*:ti,ab,kw OR

coronary artery disease*:ti,ab,kw OR chronic coronary

syndrome*:ti,ab,kw OR cad:ti,ab,kw
#4. 1OR2OR3 589 345




Intervention

#5. pretest probability:ti,ab,kw OR pretest probabilities:ti,ab,kw OR 12 136
pre-test probability:ti,ab,kw OR pre-test probabilities:ti,ab,kw
OR ptp:ti,ab,kw
#6. 4ANDS 1376
Final Article, review, article in press 758
/exp = Includes terms found below this term in the EMTREE hierarchy
:ab,ti,kw= Term found in title and/or abstract and/or keyword
* = Truncation
Sokning uppdaterad: 2023-12-19, 60 tréaffar
PubMed via NLM 2023-05-10
(Search updated 2023-12-19, see below)
Search terms
Items
Patient, problem found
#1. Myocardial Ischemia[Mesh] 469 218
#2. myocardial ischemia*[ti/ab] OR myocardial ischaemia*[ti/ab] 183 768
OR ischemic heart disease*[ti/ab] OR cardiac ischemia*[ti/ab]
OR cardiac ischaemia*[ti/ab] OR coronary artery
disease*[ti/ab] OR chronic coronary syndrome*[ti/ab] OR
CAD[ti/ab]
#3. 1OR2 545 579
Intervention
#4. pretest probability[ti/ab] OR pretest probabilities[ti/ab] OR pre- 8 479
test probability[ti/ab] OR pre-test probabilities[ti/ab] OR
PTP[ti/ab]
Final 3 AND 4 760

[Mesh] = Term from the Medline controlled vocabulary, including terms found below this term in the
MeSH hierarchy
[ti/ab] = Term found in title and/or abstract
* = Truncation

Sokning uppdaterad: 2023-12-19, 45 tréffar

Antal traffar: 1 614 + 108 =1 722

Efter borttag av dubbletter: 936 + 53 = 989

Citeringssokning p& PMID 33180904 2023-05-16: 22 traffar (efter borttag av 2

dubbletter)

Totalt antal traffar: 989 + 22 =1 011



Fraga 2: Effekter av DT kranskérl

Cochrane Library via Wiley 2023-10-04

Search terms Items
found
Patient, problem
#1. MeSH descriptor: [Myocardial Ischemia] explode all trees 37 112
#2. (myocardial ischemia* OR myocardial ischaemia* OR ischemic 46 396

heart disease* OR cardiac ischemia* OR cardiac ischaemia* OR
coronary artery disease* OR chronic coronary syndrome* OR
CAD OR coronary arterioscleros* OR coronary
atheroscleros*):ti,ab, kw

#3. 10R2 62 950

Intervention

#4. MeSH descriptor: [Computed Tomography Angiography] 429
explode all trees
#5. (coronary computed tomograph* angiograph* OR coronary CT 2410
angiograph* OR CCTA):ti,ab,kw
#6. 40R5 2 581
#7. 3 AND 6 1929
Final Limits: Eng, publ. year >= 2019 434

NOT (CT.gov OR ICTRP)

[Mesh] = Term from the Medline controlled vocabulary, including terms found below this term in the
MeSH hierarchy

:ti,ab,kw= Term found in title, abstract or keywords

* = Truncation

Embase via Elsevier 2023-10-04

Search terms Items
found

Patient, problem
#1. Coronary artery disease/exp 413 859
#2. Heart muscle ischemia/exp 102 146
#3. Coronary atherosclerosis/de 36 227
#4. myocardial ischemia*:ti,ab,kw OR myocardial 302 564

ischaemia*:ti,ab,kw OR ischemic heart disease*:ti,ab,kw OR
cardiac ischemia*:ti,ab,kw OR cardiac ischaemia*:ti,ab,kw OR
coronary artery disease*:ti,ab,kw OR chronic coronary
syndrome*:ti,ab,kw OR cad:ti,ab,kw OR coronary
arterioscleros*:ti,ab,kw OR coronary atheroscleros*:ti,ab,kw

#5. 10R20R30R4 604 205

Intervention

#6. Computed tomographic angiography/exp 88 584

#7. coronary computed tomograph* angiograph*:ti,ab,kw OR 11 404
coronary CT angiograph*:ti,ab,kw OR CCTA:ti,ab,kw

#8. 6 OR 7 90 642




#9. 5 AND 8 19 881
Final Limits: Eng, publ. year >= 2019 5 755
Article, review, article in press
/exp = Includes terms found below this term in the EMTREE hierarchy
/de = Term from the EMTREE controlled vocabulary
:ab,ti,kw= Term found in title and/or abstract and/or keyword
* = Truncation
PubMed via NLM 2023-10-04
Search terms Items
found
Patient, problem
#1. Myocardial Ischemia[Mesh] 473 066
#2. myocardial ischemia*[ti/ab] OR myocardial ischaemia*[ti/ab] 193 133
OR ischemic heart disease*[ti/ab] OR cardiac ischemia*[ti/ab]
OR cardiac ischaemia*[ti/ab] OR coronary artery
disease*[ti/ab] OR chronic coronary syndrome*[ti/ab] OR
CAD[ti/ab] OR coronary arterioscleros*[ti/ab] OR coronary
atheroscleros*[ti/ab]
#3. 10R2 553 359
Intervention
#4. Computed tomography angiography[Mesh] 14 868
#5. coronary computed tomograph* angiograph*[ti/ab] OR 19 421
coronary CT angiograph*[ti/ab] OR CCTA[ti/ab]
#6. 4ORS5 30 319
#7. 3 AND 6 12 335
Final Limits: Eng, publ. year >= 2019 3 830

[Mesh] = Term from the Medline controlled vocabulary, including terms found below this term in the

MeSH hierarchy

[ti/ab] = Term found in title and/or abstract

* = Truncation

Totalt antal traffar: 10 019

Efter borttag av dubbletter: 7 257



Fraga 3: Halsoekonomiska aspekter

Embase via Elsevier 2023-04-19

Search terms Items
found
Patient, problem
#1. Coronary artery disease/exp 402 779
#2. coronary artery disease*: ti,ab,kw OR CAD: ti,ab,kw 185 862
#3. 10R2 461 681
#4. Thorax pain/exp 115076
#5. Stable angina pectoris/exp 12 995
#6. angina:ti,ab,kw OR chest pain: ti,ab,kw 145 168
#7. 40R50R6 208 040
Intervention
#8. Computed tomographic angiography/exp 83 393
#9. coronary computed tomograph* angiograph*:ti,ab,kw OR 8 202
coronary CT angiograph*:ti,ab,kw OR CCTA:ti,ab,kw
#10. 8 OR9 85 098
#11. 3 AND 7 AND 10 4 571
Study type: Economic evaluations!
#12. 'economics'/de OR 'cost'/de OR 'health economics'/exp OR 2637 981
'budget'/de OR budget*:ti,ab,kw OR economic*:ti,ab,kw OR
cost:ti,ab,kw OR costs:ti,ab,kw OR costly:ti,ab,kw OR
costing:ti,ab,kw OR price:ti,ab,kw OR prices:ti,ab,kw OR
pricing:ti,ab,kw OR pharmacoeconomic*:ti,ab,kw OR
'pharmaco economic*':ti,ab,kw OR expenditure:ti,ab,kw OR
expenditures:ti,ab,kw OR expense:ti,ab,kw OR
expenses:ti,ab,kw OR financial:ti,ab,kw OR finance:ti,ab,kw OR
finances:ti,ab,kw OR financed:ti,ab,kw OR (cost* NEAR/2
(effective* OR utilit* OR benefit* OR minimi* OR analy* OR
outcome OR outcomes)):ti,ab,kw OR (value NEAR/2 (money
OR monetary)):ti,ab,kw OR 'statistical model'/de OR 'economic
model*':ti,ab,kw OR 'probability'/de OR markov:ti,ab,kw OR
'monte carlo method'/de OR 'monte carlo':ti,ab,kw OR 'decision
theory'/de OR 'decision tree'/de OR (decision* NEAR/2 (tree*
OR analy* OR model*)):ti,ab,kw
#13. 11 AND 12 548
Final Limits: Eng, publ. year >= 2019 116

Article, review, article in press

/exp = Includes terms found below this term in the EMTREE hierarchy
/de = Term from the EMTREE controlled vocabulary
:ab,ti,kw= Term found in title and/or abstract and/or keyword

* = Truncation

1 CADTH search filters database. Modifierat validerat sokfilter efter Embase via Ovid.

PubMed via NLM 2023-04-19




Search terms Items
found
Patient, problem
#1. Myocardial Ischemia[Mesh] 470 305
#2. coronary artery disease*[ti/ab] OR CAD[ti/ab] 123 163
#3. 10R2 524 722
#4. Angina, Stable[Mesh] 1 608
#5. Chest Pain[Mesh] 57 485
#6. angina(ti/ab] OR chest pain[ti/ab] 91 956
#7. 4 0R50R6 110 776
Intervention
#8. Computed tomography angiography[Mesh] 14 704
#9. coronary computed tomograph* angiograph*[ti/ab] OR 18 677
coronary CT angiograph*[ti/ab] OR CCTA[ti/ab]
#10. 4 ORS 29 503
#11. 3 AND 7 AND 10 2 366
Study type: Economic evaluations?
#12. economics[Mesh:noexp] OR Costs and Cost Analysis[Mesh] OR 1447452
economics, nursing[Mesh] OR economics, medical[Mesh] OR
economics, pharmaceutical[Mesh] OR economics,
hospital[Mesh] OR economics, dental[Mesh] OR Fees and
Charges[Mesh] OR budgets[Mesh] OR budget*[ti/ab] OR
economic*[ti/ab] OR cost[ti/ab] OR costs[ti/ab] OR
costly[ti/ab] OR costing[ti/ab] OR price[ti/ab] OR prices[ti/ab]
OR pricing[ti/ab] OR pharmacoeconomic*[ti/ab] OR pharmaco
economic*[ti/ab] OR expenditure[ti/ab] OR expenditures[ti/ab]
OR expense[ti/ab] OR expenses[ti/ab] OR financial[ti/ab] OR
finance[ti/ab] OR finances[ti/ab] OR financed[ti/ab] OR value
for money[ti/ab] OR monetary value*[ti/ab] OR models,
economic[Mesh] OR economic model*[ti/ab] OR markov
chains[Mesh] OR markov[ti/ab] OR monte carlo method[Mesh]
OR monte carlo[ti/ab] OR decision theory[Mesh] OR decision
tree*[ti/ab] OR decision analy*[ti/ab] OR decision
model*[ti/ab]
#13. 11 AND 12 227
Final Limits: Eng, publ. year >= 2019 63

[Mesh] = Term from the Medline controlled vocabulary, including terms found below this term in the

MeSH hierarchy

[ti/ab] = Term found in title and/or abstract

* = Truncation

2 CADTH search filters database. Validerat sokfilter for PubMed.

Cochrane Library via Wiley 2023-04-21

Search terms

Patient, problem

Items
found




#1.

MeSH descriptor: [Myocardial Ischemia] explode all trees

36 760

#2.

(coronary artery disease* OR CAD):ti,ab,kw

29 621

#3.

10R2

51 153

#4.

MeSH descriptor: [Angina, Stable] explode all trees

420

#5.

MeSH descriptor: [Chest Pain] explode all trees

6 027

#6.

(angina OR chest pain):ti,ab,kw

20 955

#7.

40R50R6

20 955

Intervention

#8.

MeSH descriptor: [Computed Tomography Angiography]
explode all trees

429

#9.

(coronary computed tomograph* angiograph* OR coronary CT
angiograph* OR CCTA):ti,ab,kw

2 337

#10.

8OR9

2503

#11.

3 AND 7 AND 10

590

Study type: Economic evaluations3

#12.

MeSH descriptor: [Economics] this term only OR MeSH
descriptor: [Costs and Cost Analysis] explode all trees OR MeSH
descriptor: [Economics, Nursing] explode all trees OR MeSH
descriptor: [Economics, Medical] explode all trees OR MeSH
descriptor: [Economics, Pharmaceutical] explode all trees OR
MeSH descriptor: [Economics, Hospital] explode all trees OR

MeSH descriptor: [Economics, Dental] explode all trees OR MeSH

descriptor: [Fees and Charges] explode all trees OR MeSH
descriptor: [Budgets] explode all trees OR MeSH descriptor:
[Models, Economic] explode all trees OR MeSH descriptor:
[Markov Chains] explode all trees OR MeSH descriptor: [Monte
Carlo Method] explode all trees OR MeSH descriptor: [Decision
Theory] explode all trees OR (economic model* OR markov OR
monte carlo OR decision tree* OR decision analy* OR decision
model* OR budget* OR economic* OR cost OR costs OR costly
OR costing OR price OR prices OR pricing OR
pharmacoeconomic* OR pharmaco economic* OR expenditure
OR expenditures OR expense OR expenses OR financial OR
finance OR finances OR financed OR value for money OR
monetary value*):ti,ab,kw

226 152

#13.

11 AND 12

127

Final

Limits: Eng, publ. year >= 2019
NOT (CT.gov OR ICTRP)

32

[Mesh] = Term from the Medline controlled vocabulary, including terms found below this term in the
MeSH hierarchy
:ti,ab,kw= Term found in title, abstract or keywords
* = Truncation

3 CADTH search filters database. Modifierat validerat sokfilter fér PubMed.

Totalt antal traffar: 211

Efter borttag av dubbletter: 135



Bilaga 2. Exkluderade publikationer

Referens Anledning till
exklusion

ESC 2019 PTP

Adamson PD, Newby DE, Hill CL, Coles A, Douglas PS, Fordyce CB. Fel intervention

Comparison of International Guidelines for Assessment of
Suspected Stable Angina: Insights From the PROMISE and SCOT-
HEART. JACC Cardiovasc Imaging. 2018;11(9):1301-1310

Albuquerque F, Lopes PM, Freitas P, et al. Influence of Age on the Fel studiedesign
Diagnostic Value of Coronary Artery Calcium Score for Ruling Out
Obstructive Coronary Disease in Symptomatic Patients. Am J
Cardiol. 2023;205:35-39.

Baskaran L, Danad I, Gransar H, et al. A Comparison of the Updated Fel intervention
Diamond-Forrester, CAD Consortium, and CONFIRM History-Based
Risk Scores for Predicting Obstructive Coronary Artery Disease in
Patients With Stable Chest Pain: The SCOT-HEART Coronary CTA
Cohort. JACC Cardiovasc Imaging. 2019;12(7 Pt 2):1392-1400.

Chepurnenko SA, Nasytko AD, Shavkuta GV, Kostenko VL. Results of Fel utfall
Computed Tomographic Coronary Angiography in Comparison with
the Table of Pretest Probability of Chronic Coronary
Syndrome. Kardiologiia. 2021;61(3):30-35.

Choi BG, Park JY, Rha SW, Noh YK. Pre-test probability for coronary Fel intervention
artery disease in patients with chest pain based on machine learning
techniques. Int J Cardiol. 2023;385:85-93.

Derimay F, Finet G, Rioufol G. Coronary artery stenosis prediction does Fel publikationstyp
not mean coronary artery stenosis obstruction. Eur Heart J.
2021;42(42):4401. doi:10.1093/eurheartj/ehab332

Di Carli MF, Gupta A. Estimating Pre-Test Probability of Coronary Artery Fel publikationstyp
Disease: Battle of the Scores in an Evolving CAD Landscape. JACC
Cardiovasc Imaging. 2019;12(7 Pt 2):1401-1404.

Feger S, Ibes P, Napp AE, et al. Clinical pre-test probability for Fel intervention
obstructive coronary artery disease: insights from the European
DISCHARGE pilot study. Eur Radiol. 2021;31(3):1471-1481.

Feuchtner GM, Barbieri F, Langer C, et al. Non obstructive high-risk Fel intervention
plaque but not calcified by coronary CTA, and the G-score predict
ischemia. J Cardiovasc Comput Tomogr. 2019;13(6):305-314

Foldyna B, ] Karady, D Banerji, M T Lu, M Ferencik, T Mayrhofer, D O Fel publikationstyp
Bittner, J E Udelson, C B Fordyce, N Meyersohn, H Emami, P S
Douglas, U Hoffmann, Cardiac MR PET CT Program, 3100 Diamond
and Forrester-predicted vs. coronary CTA-observed prevalence of
obstructive CAD in patients with stable chest pain: results from the
PROMISE trial, European Heart Journal, Volume 39, Issue suppl_1,
August 2018, ehy563.3100

Foldyna B, Udelson JE, Karady J, et al. Pretest probability for patients Grunden till

with suspected obstructive coronary artery disease: re-evaluating modellen




Diamond-Forrester for the contemporary era and clinical
implications: insights from the PROMISE trial. Eur Heart J Cardiovasc
Imaging. 2019;20(5):574-581.
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Forrester Estimates of Pretest Probability of Coronary Artery
Disease: Time for New Methods. JAMA Intern Med.
2021;181(5):579-580.

Fel publikationstyp
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score as a gatekeeper for further testing in patients with low pretest
probability of obstructive coronary artery disease: A cost-
effectiveness analysis. Rev Port Cardiol. 2023;42(7):617-624.

Fel intervention
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Fel publikationstyp
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coronary artery disease using computed tomography angiography in
patients with stable chest pain depending on clinical probability and
in clinically important subgroups: meta-analysis of individual patient
data. BMJ. 2019;365:11945.

Fel intervention

Havistin R, Ivanov A, Patel P, et al. Analysis of clinical risk models vs.
clinician's assessment for prediction of coronary artery disease
among predominantly female population. Coron Artery Dis.
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Fel intervention
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Fel studiedesign
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Fel intervention
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decreasing pre-test probability on the performance of diagnostic
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2019;20(11):1198-1207.

Grund till modellen
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Fel publikationstyp
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clinical, laboratory, and electrocardiogram data enhance the
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Fel intervention
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10
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11
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Bilaga 3. Inkluderade studier

Effektstudier

Study, author, Study

year, country design
CAPP RCT
McKavanagh

2015

UK

(1]

Participants

Setting: Rapid Access Chest Pain
Clinics (RACPC)

Inclusion: symptoms of stable
chest pain defined as troponin
negative without symptoms

suggestive of unstable angina.

Exclusion: unstable angina or
contraindications to both EST and
cardiac CTA.

N =500

Age (mean = SD):
EST 58.9 +10.2
CCTA57.8+10.0
Females, n (%)

EST 114 (46.5)
CCTA 105 (43.2)
Cholesterol mmol/L, (mean =
SD):

EST5.4+ 1.1
CCTA53 =11
Hypertension, n (%)
EST 73 (29.8)

CCTA 77 (31.7)

Interventions

Exercise stress
electrocardiography
test (EST)

Cardiac
computerized
tomography
angiography (CCTA)

Outcomes

Primary: change in score
within the Seattle Angina
Questionnaires (SAQ)

Secondary: the number
of patient hospitalizations,
MACEs, further
investigations needed,
and final CAD diagnoses

Follow-up: 1 year

Results

Risk ratio, RR (95% CI) and risk
difference, RD (95% Cl):
e All cause death:
o RR1.01(0.06-16.03)
o RD0.00(-0.01-0.01)
e Nonfatal Ml:
o RR0.50(0.05-5.48)
o RD 0.00(-0.02-0.01)
e All adverse events:
o RR0.50(0.13-1.98)
o RD0.01(-0.04-0.01)

RoB

Some
concerns
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Study, author,
year, country

PROMISE
Douglas 2015
USA

(2]

Study
design

RCT

Participants

Diabetes, n (%)
EST 12 (4.9)
CCTA 14 (5.8)
Smoking, n (%)
EST 47 (19.2)
CCTA 46(18.9)
Setting: primary care, radiology,
cardiology, and hospital-based
practices.

Inclusion: symptomatic outpatients
with suspected CAD. Age >54
years (men) or >64 (women) or an
age of 45 to 54 years (in men) or 50
to 64 years (in women) with at least
one cardiac risk factor.

Exclusion: unstable hemodynamic
status or arrhythmias that required
urgent evaluation for suspected
acute coronary syndrome, a history
of CAD or evaluation for CAD
within the previous 12 months, or
clinically significant congenital,
valvular, or cardiomyopathic heart
disease.

N=10003

Age (mean = SD): 60.8 £ 8.3
Females: 52.7%
Dyslipidemia: 67.7%
Hypertension: 65.0%
Diabetes: 21.4%

Smoking (past/present): 51.1%

Interventions

Functional testing
including exercise
electrocardiography
(10%), exercise or
pharmacologic nuclear
stress testing, and stress
echocardiography.

Anatomical testing with
=64-slice multidetector
coronary computed
tomographic angiography
(CCTA).

Outcomes

Time to first event using
the composite of the
following major
cardiovascular events:
¢ Death

® Myocardial infarction
® Major complications
from cardiovascular
procedures including
testing

¢ Unstable angina
hospitalization

Follow-up, median (IQR):
25 (18-34) months

Results RoB

Exercise electrocardiography Low
vs. CCTA

Composite of all cause death,
nonfatal MI, hospitalization for
unstable angina, or major

procedural complications):

HR 1.80 (0.66-4.86)

Risk ratio, RR (95% CI) and risk
difference, RD (95% Cl):
e All cause death:
o RR1.69(0.41-7.05)
o RD0.00(-0.01-0.02)
e Nonfatal Ml:
o RR1.02(0.14-7.19)
o RD0.00(-0.01-0.01)
e All adverse events:
o RR1.86(0.69-5.00)
o RD0.01(-0.01-0.03)
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Study, author,
year, country

CRESCENT
Lubbers 2016
The Netherlands
[3]

PRECISE
Douglas 2023
USA

(4]

Study
design

RCT

RCT

Participants

Setting: Four hospitals, after
referral.

Inclusion: Patients aged 18 or
older with stable chest pain or
angina equivalent symptoms
potentially caused by obstructive
CAD. Renal impairment, contrast
allergy, atrial fibrillation, or other
test-specific contraindications did
not preclude study participation.

Exclusion: known CAD or invasive

angiography or stress test
performed within the last year.

N =350
Age (mean = SD): 55+8
Females: 55%
Dyslipidemia:
EST 61%
CCTA 54%
Hypertension:
EST 52%
CCTA 52%
Diabetes:
EST 16%
CCTA17%
Smoking: N/A
Setting: Physician offices, clinics,
hospital outpatient departments,
and diagnostic testing facilities

Interventions

Exercise stress
electrocardiography test
(EST)

Coronary computed
tomography angiography
(CCTA)

Precision strategy (PS)
further testing was
deferred in participants
with a PROMISE minimal
risk score (PMRS) >0.46

Outcomes

Primary: clinical
effectiveness, defined as
the absence of chest pain
complaints after 1 year.

Secondary: diagnostic
yield, defined as the
proportion of patients
undergoing
revascularization after
invasive angiography

Survival analysis was
based on a composite
endpoint of all-cause
mortality, non-fatal
myocardial infarction,
major stroke, unstable
angina pectoris with
objective ischaemia
and/or requiring
revascularization,
unplanned cardiac
evaluations, and late

coronary revascularization

procedures.
Follow-up: 1 year

Composite of invasive
coronary angiography
without obstructive CAD
(clinical efficiency
endpoint) and death or

Results

Risk ratio, RR (95% CI) and risk
difference, RD (95% Cl)
e All cause death:

o RR0.45(0.06-3.17)

o RD-0.01(-0.04-0.02)
e Nonfatal Ml:

o RR0.45(0.03-7.16)

o RD-0.01(-0.02-0.01)
e All adverse events:

o RR0.36(0.10-1.32)

o RD-0.03(-0.07-0.01)

Adjusted hazard ratio, HR
(95%, Cl)
e Primary composite end
point: 0.29 (0.20-0.41)

RoB

Some
concerns

Low
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Study, author,
year, country

Mark 2016
(PROMISE)
USA

(5]

Study
design

RCT

Participants

Inclusion: Patients without known
CAD or prior testing, who had
stable symptoms of suspected CAD
recommended for nonemergent
testing.

Exclusion: Patients with unstable
symptoms, previous CAD testing
with the past year, or cCTA
contraindications.

N=2103

Age (mean = SD): 58.4 +11.5
Females: 49.8%
Dyslipidemia:

PS: 63.2%

UT: 65.1%

Hypertension:

PS: 60.7%

UT: 57.9%

Diabetes:

PS: 16.7%

UT: 18.8%

Smoking (past/present):

PS: 51.5%

UT: 53.0%

Setting: primary care, radiology,
cardiology, and hospital-based
practices.

Inclusion: symptomatic outpatients
with suspected CAD. Age >54
years (men) or >64 (women) or an
age of 45 to 54 years (in men) or 50

Interventions

(i.e., low risk), while a
PMRS <0.46 led to cCTA
with noninvasive FFR-CT
for 30-90% stenoses.

Usual testing (UT)
Testing in the UT group
was at the treating
clinician’s discretion

Functional testing
including exercise
electrocardiography
(ECQ), exercise or
pharmacologic nuclear
stress testing, and stress
echocardiography.

Outcomes

nonfatal Ml (safety
endpoint)

Follow-up, median (IQR):

11.8(11.3-12.3) months

Results RoB

e Death from any cause: 0.74
(0.24-2.35)

¢ Nonfatal myocardial
infarction: 0.74 (0.24-2.35)

e Invasive cardiac

catheterization without
obstructive coronary
disease: 0.19(0.12-0.30)

Mean difference (anatomic - Low
Duke Activity Status Index  functional) MD (95% Cl):

(DASI) and the Seattle e DASI0.1(-0.9t0 1.1)

Angina Questionnaire SAQ

(SAQ) e QOL scale -0.2 (-1.3 10 0.9)

Primary QoL measures:

Follow-up, median (IQR):
25 (18-34) months
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Study, author,
year, country

Jorgensen 2017
Denmark
[6]

Study
design

Observational

Participants

to 64 years (in women) with at least
one cardiac risk factor.

Exclusion: unstable hemodynamic
status or arrhythmias that required
urgent evaluation for suspected
acute coronary syndrome, a history
of CAD or evaluation for CAD
within the previous 12 months, or
clinically significant congenital,
valvular, or cardiomyopathic heart
disease.

N = 5985

Age (mean): 60.0

Females: 52.0%

Dyslipidemia: 67.9%
Hypertension: 65.9%

Diabetes: 21.2%

Smoking (past/present): 51.5%
Setting: outpatient clinical setting

Data source: National Patient
Registry

Inclusion: stable patients
undergoing initial noninvasive
testing for CAD, with
comprehensive follow-up.

Exclusion: patients undergoing
initial testing during hospitalization
due to suspected unstable angina
or myocardial infarction (M),

Interventions

Anatomical testing with
=64-slice multidetector
coronary computed
tomographic angiography
(CCTA).

Functional testing .
included exercise
electrocardiography (79%)

and nuclear stress testing.
Nuclear stress testing was
performed during

physical exercise (24%) or .
pharmacological stress

(76%), using single-

photon emission

computed tomography

Outcomes

The long-term primary
endpoint was all-
cause mortality,
defined by vital status
in the National
Population Registry.
The secondary
endpoints were
hospital-verified fatal
and nonfatal Ml
during admission or
emergency room visit,
defined as a primary
diagnosis of acute Ml

Results

Exercise electrocardiography

vs. CCTA:

Hazard ratio, HR (95% ClI)
e All-cause mortality 1.03

(0.93to 1.14)
e MI0.72(0.61 to 0.84)

RoB

Serious
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Study, author,
year, country

Jo 2023
Korea
(7]

Study
design

Observational

Participants

patients with a prior diagnosis of
either CAD or heart failure, or any
history of invasive coronary
angiography, percutaneous
coronary intervention (PCl), or
coronary artery bypass grafting
(CABG). Patients <30 years of age,
patients with noncardiac surgery
within 30 days, tests performed
during hospital admission and
patients who had >1 noninvasive
cardiac test on the same day.

N =86 705

Age (mean = SD):
Functional 57.4 +12.8
CCTA57.4+£10.9
Females:

Functional 51.2%
CCTA 55%
Dyslipidemia:

N/A

Hypertension:

N/A

Diabetes with complications:
Functional 3.5%
CCTA2.7%
Smoking:

N/A

Setting: outpatient clinical setting.

Data source: Nationwide claims
database of the National Health
Insurance Service in South Korea.

Interventions Outcomes Results RoB

Coronary computed coded as 121 in the
tomography angiography International
(CCTA) Classification of

Disease-Version 10, as
well as the combined
endpoint of all-cause
mortality and MI.

Follow up: median (IQR)
3.6 years (2.0 to 5.3 years)

Noninvasive functional The primary end point TMT vs. CCTA: Serious
tests (TMT, SPECT) was a composite of Hazard ratio, HR.q (95% Cl)

cardiac death and Ml e Primary composite end

during the follow-up point 0.84 (0.65 to 1.08)

period. The secondary
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Study, author,
year, country

Study
design

Participants

Inclusion: patients who underwent
1 of the noninvasive diagnostic
strategies including CCTA,
treadmill test (TMT) and SPECT
under clinical diagnoses of angina
pectoris, other symptoms and signs
involving the circulatory and
respiratory systems, pain in the
throat and chest, atherosclerosis,
and abnormalities of breathing as a
primary diagnosis.

Exclusion: patients who underwent
revascularization, including
percutaneous coronary intervention
or coronary artery bypass grafting
or had Ml at any time before the
index test. Patients who died during
the test month were excluded from
the studly.

N =CCTA 7864; TMT 17 312
Age (mean = SD):
CCTA57.8+x14.5
TMT 51.8+13.9
Females (%):
CCTA 475

TMT 46.6
Dyslipidemia (%):
CCTA55.9

TMT 53.0
Hypertension (%):
CCTA 55.1

Interventions

Coronary computed
tomography angiography
(CCTA)

Outcomes

end point was the
composite of the primary
end point and
revascularization.

Results

e Cardiac death 0.64 (0.44 to
0.92)
e MI1.04(0.74 to 1.48)

RoB
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Study, author,
year, country

Study
design

Participants

TMT 47.8
Diabetes (%):
CCTA42.6

TMT 36.4
Smoking (%): N/A

Interventions

Outcomes

Results

RoB
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ESC-PTP studier

Author,
year,
country
Bing 2020 RCT

UK (SCOT-HEART)
(8]

Study design

Bjerking
2022
Winther
2021
Denmark
[9,10]

Existing registry

Study
setting

Cardiology
clinics

Tertiary

Participant characteristics

N=3 755

Age (mean (range)): 57 (50-64)
Females: 45.7%
Hyperlipidemia: 55.3%
Hypertension: 32.5%
Diabetes: 7.9%

Smoking: 48.1%

Typical chest pain: 33.6%
Atypical chest pain: 23.7%
Non-anginal chest pain: 42.8%
N=42 328

Age (mean (SD)): 58 (13.8)
Females: 54%
Hyperlipidemia: 35.4%
Hypertension: 46.7%
Diabetes: 11.9%

Smoking: 22.1%

Typical chest pain: 9.8%
Atypical chest pain: 18.8%
Non-anginal chest pain: 58.6%
Dyspnoea: 12.9%

Obstructive CAD prevalence 8.8%

Outcome

Obstructive CAD defined as
coronary artery area stenosis
>70% in a major epicardial
vessel or >50% in the left main
stem on CCTA.

ICA diagnosed obstructive
CAD, defined as FFR < 0.80 in
coronary arteries with
diameters >2 mm if ICA-FFR
was performed, or >50%
stenosis verified at ICA if ICA-
FFR was not performed.

Model performance
Calibration Discrimination

N/A N/A

Calibration-in-the- AUC
large 0.76 (0.75to0 0.77)
-0.51(-0.54; -0.47)

Calibration slope
1.13(1.08;1.17)
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Eurlings
2022
Netherlands
[11]

Fordyce
2022
USA
(12]

Fyyaz 2021
UK
(13]

Retrospective

cohort

RCT
(PROMISE)

Retrospective

cohort

Secondary
outpatient
clinic care

Both
community
practices
and
academic
medical
centers.

Cardiology
clinics

N=696

Age (mean (SD)): 65.6 (12.6)
Females: 51%

LDL-cholesterol, mmol/L
(SD):3.4+1.2

Systolic BP (mean = SD): 143+24
Diastolic BP (mean + SD): 85+13
Diabetes: 11%

Smoking: 22%

Typical chest pain: 31%
Atypical chest pain: 38%
Non-anginal chest pain: 31%

Prevalence of CAD: 16.2%
N=4533

N=612

Age (mean £ SD): 56 (11)
Females: 50%
Hyperlipidemia (%): N/A

CAD defined by a coronary
stenosis >50% in at least one
coronary vessel in ICA or CT
angiography or having a

coronary event within 6 months.

Obstructive CAD on CCTA,
defined as =70% stenosis of
major epicardial artery or 250%
left main artery)

CAD on CCTA. The severity of
coronary stenoses was
classified, based on visual
assessment as; severe>70% or

N/A

N/A

N/A

AUC
0.80(0.76 to0 0.85)

Adjusted AUC 0.66
(0.64 t0 0.68)

N/A
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Lopes 2022
Portugal
(14]

Meng 2023
China
(15]

Prospective cohort

Prospective cohort

Tertiary
hospital

Tertiary
hospital

Hypertension (%): N/A
Diabetes (%): N/A
Smoking (%): N/A

Typical chest pain: 13%
Atypical chest pain: 82%
Non-anginal chest pain:5%
N=320

Age (median (IQR)): 63 (53-70)
Females: 58.7%
Hyperlipidemia: 55.9%
Hypertension: 68.8%
Diabetes: 17.2%

Smoking: 33.4%

Typical chest pain: 14.0%
Atypical chest pain: 47.8%
Non-anginal chest pain: 38.1%

observed prevalence of
obstructive CAD: 16.3%

N=5 289

Age (mean = SD): 56.1 (10.3)
Females: 51%
Hyperlipidemia: 34%
Hypertension: 41%
Diabetes: 19%

Smoking: 29%

Typical chest pain: 17%
Atypical chest pain: 45%

>50% in the left main stem
(LMS), Moderate if >50-70%
stenosis and mild if 30-50%
stenosis

Relative
underestimation of
6.5% (p for
miscalibration
0.712)

Obstructive CAD defined as
any =50% luminal stenosis on
CCTA. Whenever ICA was
performed, patients were
reclassified accordingly using
the same =50% luminal stenosis
threshold.

Obstructive CAD was defined
as present if a patient had at
least one lesion with = 50%
diameter stenosis or any
unassessable segments
because of severe calcification
on CCTA

H-Ly? = 95.46, p <
0.0001

AUC
0.74 (0.66-0.81)

AUC
0.74(0.72-0.75)
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Rasmussen RCT Cardiology
2023 (SCOT-HEART) clinics
Denmark

[16]

Rijlaarsdam- Existing registry
Hermsen

2021

Netherlands

[17]

Non-anginal chest pain: 38%

Obstructive CAD: 19%
N=1585

Age (mean (SD)): 57.2+9.5
Females: 45.8%
Hyperlipidemia: 40.7%
Hypertension: 33.6%
Diabetes: 9.5%

Smoking: 51.3%

Typical chest pain: 35.0%
Atypical chest pain: 24.4%
Non-anginal chest pain: 40.6%

Prevalence of CAD:
N=642

Age (mean £ SD): 63 (11)
Females: 50%
Hyperlipidemia: 28%
Hypertension: 47%
Diabetes: 18%
Smoking: 17%

Typical chest pain: 19%
Atypical chest pain: 32%
Non-anginal chest pain: 49%

Obstructive CAD was defined
as >70% diameter stenosis in
a major epicardial vessel on
CTA.

Obstructive CAD defined as
=50% stenosis in at least one
vessel on invasive coronary
angiography or - if invasive
coronary angiography was not
performed - the occurrence of
major adverse cardiovascular
events comprising all-cause
mortality, nonfatal myocardial
infarction, and coronary
revascularization within 12
months following CMR.

Calibration in the
large 0.54, slope

1.09

N/A

AUC 0.78 (0.76 to
0.81)

AUC
0.64 (0.62 to 0.65)
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Zhao 2022
China
(18]

Zhou 2022
China
[19]

Prospective cohort

Prospective cohort

Tertiary
hospital

Tertiary
hospital

N=602

Age (mean = SD): 62.3(11.6)
Females: 45%
Hyperlipidemia: 52%
Hypertension: 68%
Diabetes: 100%

Smoking: 47%

Typical chest pain: 13%
Atypical chest pain: 40%
Non-anginal chest pain: 47%

Obstructive CAD: 45%

N=4 207

Age (mean + SD): 57.4 (9.5)
Females: 47%
Hyperlipidemia: 37%
Hypertension: 43%
Diabetes: 14%

Smoking: 33%

Typical chest pain: 23%
Atypical chest pain: 40%
Non-anginal chest pain: 37 %

Obstructive CAD: 28%

Obstructive CAD defined as
present if a patient had at least
one lesion with =50% diameter
stenosis or any unassessable
segments at CCTA.

H-Lx? = 92.47

Obstructive CAD. Each
coronary segment with a >2mm
diameter was analyzed for the
presence of coronary diameter
stenosis. The maximal degree
of coronary diameter stenosis
was defined as no CAD (0%),
nonobstructive CAD (1-49%)
and obstructive CAD (=50%).

AUC
0.78(0.75;0.82)

AUC
0.70(0.69-0.72)
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Bilaga 4 — Kanslighetsanalys apparatur
och skoterskor

Tabell 4.1 visar 10 olika scenarion och kinslighetsanalyser 6ver antal apparatur som
behovs for att utfora undersokningarna vid variation pa 8, 12 och 16 undersokningar per
dag.

Tabell 4.1. Kéanslighetsanalys apparatur

Olika Antal apparatur som kravs vid 8 Antal apparatur som krdvs vid 12  Antal apparatur som kréavs vid 16
utfall DT/dag/team/apparatur DT/dag/team/apparatur DT/dag/team/apparatur
1 0 0 0

2 3 2 2

3 hdg 2 1 1

3 1&g 1 1 1

4 hég 5 4 3

4 13g 4 3 2

5 7 4 3

6 hdg 4 3 2

6 139 2 1 1

7 hég ) 6 4

7 1&g 8 5 4

8 hog 8 5 4

8 13g 5 4 3

9 hog 7 4 3

9 13g 3 2 2

10 10 7 5
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Tabell 4.2 visar 10 olika scenarion och kénslighetsanalyser 6ver kostnaden for att kdpa in
den apparatur som behovs for att utfora undersokningarna vid variation pa 8, 12 och 16
undersokningar per dag samt om kostnaden for inkop av apparatur varierar mellan 10,
17,5 och 25 miljoner per apparatur.

Tabell 4.2: Kanslighetsanalys apparaturkostnad

Olika 8 12 16 8 12 16 8 12 16
utfall DT/da DT/dag DT/da DT/dag DT/da DT/da DT/da DT/da DT/dag
g (10 (10 g (10 (17,5 g (17,5 g (17,5 g (25 g (25 (25

MSEK) MSEK) MSEK) MSEK) MSEK) MSEK) MSEK) MSEK) MSEK)

1 0,0 0,0 0,0 0,0 0,0 0,0 0,0 0,0 0,0
2 32,6 21,7 16,3 57,0 38,0 28,5 81,4 54,3 40,7
3 hog 21,8 14,6 10,9 38,2 25,5 19,1 54,5 36,4 27,3
3 18g 10,8 7,2 5,4 18,8 12,5 9,4 26,9 17,9 13,4
4 hog 54,4 36,3 27,2 95,2 63,4 47,6 136,0 90,6 68,0
4189 43,3 28,9 21,7 75,8 50,5 37,9 108,3 72,2 54,1
5 66,1 44,1 33,1 115,7 77,1 57,9 165,3 110,2 82,6
6 hog 44,3 29,5 22,2 77,5 51,7 38,8 110,7 73,8 55,4
6 189 21,8 14,6 10,9 38,2 25,5 19,1 54,5 36,4 27,3
7 hog 87,9 58,6 44,0 153,9 102,6 76,9 219,8 146,6 109,9
7 18g 76,9 51,2 38,4 134,5 89,7 67,3 192,2 128,1 96,1
8 hog 76,9 51,2 38,4 134,5 89,7 67,3 192,2 128,1 96,1
8 13g 54,4 36,3 27,2 95,2 63,4 47,6 136,0 90,6 68,0
9 hog 66,1 44,1 33,1 115,7 77,1 57,9 165,3 110,2 82,6
9 1&g 32,6 21,7 16,3 57,0 38,0 28,5 81,4 54,3 40,7
10 98,7 65,8 49,3 172,7 115,1 86,3 246,7 164,5 123,3
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Tabell 4.3 visar resultaten fran kinslighetsanalys pa sjukskoterskor vid 8, 12 respektive
16 undersokningar per dag samt 2 respektive 3 skoterskor som kriavs per undersékning.

Antal skéterskor vid 2/team (8 DT/dag) Antal skéteskor Antal skoterskor Antal skoterskor vid Antal skéteskor Antal skéteskor vid
vid 2/team (12 som krévs vid 3/team (8 DT/dag) vid 3/team (12 3/team (16 DT/dag)
DT/dag) 2/team (16 DT/dag)
DT/dag)
o o o o o o
7 4 3 10 7 5
4 3 2 7 4 3
2 1 1 3 2 2
11 7 5 16 11 8
9 6 4 13 9 6
13 9 7 20 13 10
9 6 4 13 9 7
4 3 2 7 4 3
18 12 9 26 18 13
15 10 8 23 15 12
15 10 8 23 15 12
11 7 5 16 11 8
13 9 7 20 13 10
7 4 3 10 7 5
20 13 10 30 20 15
Tabell 4.3. Kinslighetsanalys antal sjukskéterskor for respektive utfall
Olika Antal Antal Antal Antal Antal Antal
utfall skoterskor skoterskor skoterskor skoterskor skoterskor skoterskor
vid 2/team vid 2/team vid 2/team vid 3/team vid 3/team vid 3/team
(8 DT/dag) (12 DT/dag) (16 DT/dag) (8 DT/dag) (12 DT/dag) (16 DT/dag)
1 0 0 0 0 0 0
2 7 4 3 10 7 5
3 hoég 4 3 2 7 4 3
3 13g 2 1 1 3 2 2
4 hog 11 7 5 16 11 8
4 1&g 9 6 4 13 9 6
5 13 9 7 20 13 10
6 hog 9 6 4 13 9 7
6 13g 4 3 2 7 4 3
7 hog 18 12 9 26 18 13
7 13g 15 10 8 23 15 12
8 hog 15 10 8 23 15 12
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8 13g
9 hég
9 13g

10

11

20

13

10

16

20

10

30

11

13

20

10

15
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Tabell 4.4. Kinslighetsanalys av antal kardiologer/radiologer som kravs for bedomning av
undersokningssvaret frdn DT Kranskarl. Rédknat pa 252 arbetsdagar pa ett ar och 30 minuter per

bedémning.

Alternativ

1: 100% arbetsprov

2: 67 % arbetsprov,
33%CT

3: 67% arbetsprov,
33 % till specialist

4: 33% till
arbetsprov. 33% till
CT, 33% till specialist

5:33 % arbetsprov,
67% CT

6: 33% arbetsprov,
67% specialist

7:67% CT, 33%
specialist

8: 67% specialist,
33% CT

9: 100% specialist

10: 100% CT

Antal
DT

6565

6565

13328

13328

6565

19 893

Specialist
remitterar
majoritet till
DT (0,67)

4398

4398

8930

4398

8930

13328

Specialist
remitterar

minoritet till DT

(0,33)

2166

2166

4398

2166

4398

6565

Totalt

antal

DT Hog

6565

4398

10963

13328

8930

17726

15 495

13328

19 893

Totalt

antal

DT Lag

6565

2166

8731

13328

4398

15494

10963

6565

19 893

Antal
kardiologer
/radiologer

0,0

1,6

0,5

2,2

3,3

1,1

3,8

2,7

1,6

4,9
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Bilaga 5 — Kanslighetsanalys undersokningspris

Resultaten fran kéanslighetsanalys 6ver undersokningspris ses i tabell 5.1. Reducering av utgangspriset 11 065 SEK med 10-90%
procent for alla olika scenarion (1—10) samt om en majoritet (hog) eller minoritet (14g) andel blir remitterade till DT kranskéarl
efter besok hos specialist. Tabellen visar nettokostnaden for undersokningar 6ver ett ar for respektive scenario. Redovisas i
miljoner kronor (MSEK).

Tabell 5.1. Kanslighetsanalys undersokningspris

Olika utfall Utgangspris 90% 80% 70% 60% 50% 40% 30% 20% 10%
Undersokningspris DT 1106 9958 8852 7745 6639 5532 4426 3320 2213 1107
Andel remitteras till DT Hog Lag Hog Lag Hog Lag Hog L&g Hog 1&g Hog L&g Hog L&g Hog L&g Hog L&g Hog L&g

fran specialist

1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

2 64,7 64,7 57,4 57,4 50,2 50,2 42,9 42,9 35,6 35,6 28,4 28,4 21,1 21,1 13,8 13,8 6,6 6,6 -0,7 -0,7
3 59,3 34,6 54,5 32,2 49,6 29,8 44,7 27,4 39,9 25,1 35,0 22,7 30,1 20,3 25,3 17,9 20,4 15,5 15,5 13,1
4 123,8 99,1 111,7 89,4 99,5 79,8 87,4 70,1 75,3 60,4 63,1 50,8 51,0 41,1 38,9 SIS 26,7 21,8 14,6 12,1
5 131,3 1314 116,66 116,6 101,9 101,9 87,1 87,1 72,6 72,6 57,6 57,6 42,9 42,9 28,1 28,1 13,4 13,4 -1,4 -1,4
6 120,5 70,3 110,6 65,5 100,7 60,6 90,8 550 80,9 55,9 71,1 46,0 61,2 41,1 o135 36,3 41,4 31,4 I3 26,5
7 190,7 166,0 171,1 148,8 151,5 131,7 131,8 1146 112,2 97,4 92,6 80,3 73,0 63,1 53,4 46,0 33,8 28,8 14,2 11,7
8 185,2 1350 168,0 122,9 150,9 110,8 133,7 98,6 116,6 86,5 99,4 74,4 82,3 62,2 65,1 50,1 48,0 38,0 30,9 25,8
9 179,8 105,0 165,1 97,7 150,3 90,4 135,6 83,2 120,8 75,9 106,1 68,6 91,3 61,4 76,6 54,1 61,8 46,9 47,1 39,6

10 196,0 196,0 174,0 174,0 152,0 152,0 130,0 130,0 108,0 108,0 86,0 86,0 64,0 64,0 42,0 42,0 20,0 20,0 -2,1 -2,1



Bilaga 6 — SCOT-HEART

Korttidsuppféljning:

DT kranskarl Arbetsprov Risk Difference Risk Difference
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Douglas 2015 (PROMISE) 2 489 2497 36.3% 0.0001 [-0.0075, 0.0080] ——
Lubbers 2016 (CRESCENT) 1 2349 1 108  58% -0.0051[0.0249 0.0148] —
Meckavanagh 20145 (CAPF) 1 250 2 250 125% -0.0040[-0.0175, 0.0084] L
SCOTHEART 2014 22 2073 34 2073 4558% -0.0063 [0.0134, 0.0008] —il
Total (95% CI) 3051 2928 100.0% -0.0036 [-0.0084, 0.0012] <
Total events 26 40
Heterogeneity: Tau‘:. 0.00; Chi*=1.649 df=3(P=064), F=0% '-D.DS -D.lj25 5 D.d25 D.DSI
Testfor averall effect Z=1.49(F =014} DT kranskar Arbetsprov

Figur 6.1. Metaanalys av antalet hjartinfarkt med resultat frain SCOT HEART (1,7 ars uppfoljning).

Langtidsuppfoljning:

oT Arbetsprov Risk Difference Risk Difference
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Jo 2023 53 TBB4 104 17312 383% 0.0007 [-0.0014, 0.0028]
Jargensen 2017 258 32861 830 A3744 39.0% -0.0076 [-0.0080,-0.00632] ]
SCOT-HEART 4.8 &r 44 2073 T3 2073 228% -0.0140[-0.0241,-0.0039] ——
Total (95% Cl) 42898 73129 100.0% -0.0059 [-0.0132,0.0015]
Total events 356 1007
_Il-_letnta;ugenemrl:l T?fu :gf?;%mp:jﬂs.f;, df= 2 (P =0.00001); F=96% iy 008 b 0ns 0
est for overall effect Z=186 (F=012) DT Arbetsprov

Figur 6.2. Metaanalys av antalet hjartinfarkt med resultat frain SCOT HEART (4,8 &rs uppfoljning).
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