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Study objective: The evaluation for suspected acute coronary syndrome is a common and high-risk presentation in emergency
departments (EDs). After exclusion of acute myocardial infarction (MI), patients often undergo early (within 72 hours) noninvasive
cardiac testing. We evaluated the association between early noninvasive testing and death/acute MI in ED patients suspected of
acute coronary syndrome.

Methods: We used a retrospective cohort study design within the adult ED patient population (from October 2015 to December
2020) in whom MI was ruled out, belonging to a large integrated health care delivery system. Using data on history (H),
electrocardiogram (E), age (A), risk factors (R), and troponin (T), we computed the HEART risk score. We stratified the cohort into
low (score 0 to 3), intermediate (score 4 to 6), and high (score !7) risk and followed them up to 1-year after ED discharge. The
association between noninvasive testing within 3 days of the ED visit and composite risk of death/acute MI within 1-year of
discharge was evaluated by propensity score analysis.

Results: The cohort included 174,917 patients (61% low risk [age 53; women 58%; noninvasive testing 5%], 36% intermediate
risk [age 71; women 52%; noninvasive testing 18%], and 3% high risk [age 74, women 45%; noninvasive testing 23%]). The risk
reduction in death/acute MI associated with early noninvasive testing was "1.54% ("1.95% to "1.12%) number needed to treat
(NNT)¼65; "4.93% ("5.66% to"4.20%) NNT¼20, and "8.98% (95% confidence interval -11.32% to "6.64%) NNT¼11; and, in
the low, intermediate, and high-risk respectively.

Conclusion: Early noninvasive testing was associated with reduced risk of 1-year death or acute MI across all risk groups. [Ann
Emerg Med. 2025;86:311-323.]

Please see page 312 for the Editor’s Capsule Summary of this article.
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INTRODUCTION
Background

Chest pain, a symptom that often triggers an
evaluation for suspected acute coronary syndrome (ACS),
is the second most frequent reason for all United States
emergency department (ED) visits and accounts for more
than 7 million annual encounters.1 The minority (13%)
of ED chest pain visits are related to ACS, and accurate
diagnosis is challenging with high clinical and medico-
legal stakes.2 To minimize missed ACS, emergency
physicians will often order early (within 72 hours)
noninvasive testing, such as a stress test or coronary

computed tomography angiography, after
electrocardiogram and cardiac biomarkers have excluded
acute myocardial infarction (MI).

Importance
Professional guidelines from the American Heart

Association/American College of Cardiology (AHA/ACC),
European Society of Cardiology (ESC), and the American
College of Emergency Physicians (ACEP) emphasize the
importance of risk stratification to inform further testing,
including noninvasive testing and invasive angiography.3-5

However, there are varying recommendations on how to
use such information to guide subsequent management
after MI has been excluded by electrocardiogram and
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Editor’s Capsule Summary

What is already known on this topic
The appropriate follow-up of emergency department
(ED) patients who are ruled out for acute myocardial
infarction remains uncertain.

What question this study addressed
What is the benefit of early follow-up visits and
noninvasive testing when stratified by pre-test
HEART risk score?

What this study adds to our knowledge
Early noninvasive testing was associated with a
reduced risk of 1-year all-cause and cardiovascular
causes of death across risk groups. It is unclear
whether noninvasive testing or engaging patients in
risk-reduction strategies are most impactful.

How this is relevant to clinical practice
Rapid post ED care matters after acute myocardial
infarction, but the specific ideal steps are unclear.

cardiac biomarkers. The 2021 AHA/ACC Guideline for
the Evaluation and Diagnosis for Chest Pain suggests that
noninvasive testing is not routinely needed for low-risk
patients, whereas intermediate to high pretest patients may
benefit most from cardiac testing.3 The 2020 ESC
Guidelines for the Management of ACS in patients
presenting without persistent ST-segment elevation state
that “stress testing with imaging or coronary computed
tomography angiography will be the best option in patients
with low-to-moderate clinical likelihood of unstable
angina.”4 The AHA/ACC and ESC Guidelines do not
provide further guidance on the timing or setting of
subsequent testing after MI. Finally, the 2018 ACEP
Critical Issues in the Evaluation and Management of
Emergency Patients with Suspected Non-ST-Elevation
Acute Coronary Syndromes recommends against routine
noninvasive testing prior to discharge in low-risk patients.5

These professional guidelines reveal uncertainty about the
optimal approach to risk stratification. The efficacy of early
noninvasive testing on clinical outcomes is unclear, and no
prior research has assessed effect modification by pretest risk.

Goals of This Investigation
We previously reported a small reduction in 30-day

death/acute MI associated with early noninvasive testing.6

In this study, we further develop our prior work to assess
association of early noninvasive testing on 1-year outcomes

stratified by pretest risk using the extensively validated
history (H), electrocardiogram (E), age (A), risk factors (R)
and troponin (T) (HEART) score.7-15 Specifically, our
primary objective was to evaluate the association of early
noninvasive testing on the 1-year composite risk of all-
cause death and acute MI stratified by pretest HEART
risk score. Secondary outcomes included independent risk
of all-cause mortality, coronary vascular disease (CVD)-
specific mortality, and acute MI. Lastly, we also evaluated
if relative risk ratio of noninvasive testing differs across
HEART score strata, which could indicate differential
benefits of noninvasive testing, independent of patients
baseline risk.

METHODS
Study Design, Population, and Settings

We conducted a retrospective cohort study within the
member population of Kaiser Permanente Southern
California, an integrated health care organization with
more than 8,000 physicians, 15 hospitals, and 196 medical
offices. Kaiser Permanente Southern California provides
comprehensive health care to more than 4.9 million racially
and socio-economically diverse members residing within 7
counties of Southern California. Health care at Kaiser
Permanente Southern California is coordinated through
region-wide electronic medical records that capture detailed
information on care provided to members.

Kaiser Permanente Southern California hospitals
provide care to more than 1 million ED patients per year
(study sites ranging from approximately 25,000 to 95,000
ED visits per year). Of these ED visits, approximately 80%
are health plan members. During the study period, all sites
used the same troponin laboratory assay (Beckman Coulter
Access AccuTnIþ3) as well as a uniform 0$5 ng/mL MI
threshold. Physicians were asked to document the history
and ECG findings discretely in the medical record, to be
combined with age, risk factors, and troponin level to
calculate a HEART score for appropriate patients.16

Emergency physicians can order noninvasive testing as part
of the evaluation and discharge plan of patients with
suspected ACS.

The study was approved by the institutional review
board of Kaiser Permanente Southern California. The
study design and reporting followed the Strengthening the
Reporting of Observational Studies in Epidemiology
reporting guidelines for cohort studies.

Selection of Participants
We included all Kaiser Permanente Southern California

members aged 18 years or more between October 1, 2015,
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and December 31, 2020, presenting at 13 EDs operated by
Kaiser Permanente Southern California and who had valid
HEART score documentation. We required all patients to
have continuous health plan enrollment in the 12 months
prior to as well as 12 months after discharge from their
index ED visit unless they died during follow-up.

We excluded patients if: (1) MI was diagnosed in them
(based on International Classification of Diseases 9 or 10
codes), or they had an initial troponin level more than
0.5 ng/dl during the index ED encounter; (2) they died in
the ED at index event; (3) they were transferred from an
outside facility; (4) they were under institutional facility
care or end-of-life care; or (5) they had documented “do
not resuscitate” order in the electronic medical records.

Measurements
Outcomes, intervention, and covariates measurement.

Primary Outcome

The primary outcome was composite event of all-cause
death or acute MI event during 1-year follow-up from the
ED discharge date.

Secondary Outcomes

Secondary clinical outcomes included composite death
or acute MI within 30 days, composite death or acute MI
within 31 to 365 days, and individual event rates of all-
cause death within 1 year, cardiovascular cause of death
within 1 year, and acute MI during the 1-year follow-up
after the index chest pain visit.

Interventions
The exposure was performance of noninvasive cardiac

testing within 3 days of the ED visit. Noninvasive testing
included any of the following: stress electrocardiogram,
stress echocardiogram, stress nuclear myocardial perfusion,
or coronary computed tomography (CT) angiogram that
were identified by current procedural terminology codes or
electronic medical records order entry.

Covariates
Covariates included patient demographics and clinical

history. We used the health plan’s administrative records to
obtain information on age (years), sex, and race. We
obtained clinical data from the electronic medical records.
We defined comorbidities and cardiac risk factors using
laboratory values, medication use, and diagnostic or
procedure codes along with the Elixhauser index. The
details of the procedure and diagnostic codes have been
described elsewhere.6,17-19 Body mass index (BMI) was

measured from ED intake documentation or the most
recently available visit, whereas smoking and family history
of coronary artery disease or stroke were self-reported
electronic medical records fields. Those with a history of
percutaneous coronary intervention (PCI) or coronary
artery bypass graft (CABG) were considered to have had
prior coronary revascularization.

Explanatory Causal Variables
To explore the mechanism of the potential benefit

associated with noninvasive testing, we measured coronary
revascularization procedures and pharmacological
treatment consistent with medical management of coronary
artery disease risk. Cardiac procedures, including CABG,
PCI, and invasive angiography, were measured during 2
time periods 1) during the index ED visits, 2) from
discharge to 30 days post discharge, and from 31 to 365
days after ED discharge. Additionally, we also identified
prescription medication use during the 1-year post ED
discharge for the following classes of medications: 1)
antidiabetic, 2) antithrombotic, 3) antihyperlipidemic, and
4) antihypertensive.

Analysis
We first stratified the cohort into low-risk (score 0 to 3),

intermediate-risk (score 4 to 6), and high-risk (score !7)
subcohorts based on the patient’s HEART score. Within
each subcohort, we used propensity score analysis,
specifically inverse probability of treatment weight models,
to evaluate the association of early noninvasive testing on
the composite outcome of death/acute MI.20 The inverse
probability of treatment weight analysis combined a 2-step
procedure where we first estimated the probability of
receiving early noninvasive testing using a logit model with
sociodemographic, cardiac comorbidities, and noncardiac
comorbid conditions as predictors (see Supplemental
Methods for details, available at http://www.annemergmed.
com). Next, we used the estimated inverse-probability
weights to compute weighted averages of the outcomes for
each exposure level. Lastly, the contrast of these weighted
averages provided estimates of the risk difference of the
primary outcome (and each secondary outcome evaluated
separately). We then computed the number needed to treat
(NNT) to benefit from early noninvasive testing as the
inverse of the absolute risk difference for each outcome.

To evaluate if the benefit of early noninvasive testing
differed by baseline risk, we compared relative risk ratios
estimated from Poisson regression models stratified by
HEART risk and specifying robust estimates of variance.
These Poisson models adjusted for same covariates as
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specified in the inverse probability of treatment weight
model (see Supplemental Methods for details).

As exploratory analysis to understand the mechanism of
benefit attributable to early noninvasive testing, we
evaluated differences between cardiac procedures and
prescription medication use between those who had early
noninvasive testing versus those who did not have early
noninvasive testing using inverse probability of treatment
weight models. These inverse probability of treatment
weight models were similar to our primary inverse
probability of treatment weight analysis using a logit model
with sociodemographic, cardiac comorbidities, and
noncardiac comorbid conditions as predictors to obtain
probability of early noninvasive testing and then contrasted
the weighted averages to obtain the risk differences.

For the inverse probability of treatment weight model,
we checked balancing of the covariates based on raw and
weighted standardized differences in proportion and
variance of each covariate. To ensure that our inferences
were robust to the choice of statistical modeling, we
performed extensive sensitivity analysis to account for
functional form and unobserved confounding bias (see

Supplemental Methods for details). All hypothesis tests
were 2-sided with an apriori type I error set at 5%. Data
were analyzed using Stata or MP version 15 software (Stata
Corp LLC, College Station, TX).

RESULTS
Characteristics of Study Subjects

Between May 2016 and December 2020, we identified
a total number (N) of 186,611 Kaiser Permanente
Southern California patients who had an ED visit and had
a HEART score (Figure 1). After applying the exclusions
based on primary MI, death at the index ED visit, do not
resuscitate, or hospice status, the final analytic cohort
included 174,917 patients. Based on HEART score, the
majority of the included cohort was categorized as low risk
(61%) (N¼106,478 [mean age, 53 years; women, 58%;
early noninvasive testing, 5%]), followed by 36%
categorized as intermediate risk (N¼63,037 [mean age, 71;
women, 52%; early noninvasive testing, 18%]), and 3%
categorized as high risk (N¼5,402 [mean age, 74; women,
45%; early noninvasive testing, 23%]) (Table 1 and

Figure 1. Study patient flowchart. Patients presenting with chest pain to an emergency department and patients included in the
analysis. KP, Kaiser Permanente.
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Figure 2. Risk difference forest plot. Difference in risk associated with early noninvasive testing and number needed to
treat.
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Figure 1). The unadjusted proportion of composite
outcome of death or acute MI increased by HEART risk,
increased as the duration of follow-up increased, and was
consistently higher in the no-early noninvasive testing
group compared with those who received early noninvasive
testing (Table 2).

Main Results
For the primary outcome of all-cause death or acute MI

within 1-year of ED discharge, early noninvasive testing
was associated with reduced mortality which varied
according to risk category; "1.54% (95% confidence
interval [CI] "1.95 to "1.12) NNT ¼ 65 (95% CI 51 to
89); "4.93% (95% CI "5.66 to "4.20) NNT¼20 (95%
CI 18 to 24); and "8$98% (95% CI "11.32 to "6.64)
NNT¼11 (95% CI 9 to 15) risk reduction in the low-risk,
intermediate risk, and high-risk subcohorts, respectively
(Figure 2). These differences were primarily due to risk

reduction in all-cause mortality of "1.73% (95%
CI "2.08 to "1.38); "5.07% (95% CI "5.73 to "4.41);
and "8.47% (95% CI "10.43 to "6.51); in the low-risk,
intermediate risk, and high-risk subcohorts, respectively.

The risk difference in cardiovascular cause of death
was "0.81% (95% CI "1.09 to "0.53), "3.20% (95%
CI "3.81 to "2.59), and "6.17% (95% CI "7.98
to "4.35) in the low-risk, intermediate risk, and high-risk
subcohorts, respectively. The risk difference in acute MI
alone was not statistically significant in any subcohort. In
the secondary composite outcome of death or acute MI
within 30-days early noninvasive testing was associated risk
reduction ranging from "0.16% (95% CI "0.28
to "0.03), NNT ¼ 625 (95% CI 357 to 3,333) in the
low-risk cohort to "2.55% (95% CI "3.57 to "1.52),
NNT¼39 (95% CI 28 to 66), in the high-risk subcohort.
Over a longer follow-up from 31 to 365 days, the risk
reduction increased in magnitude and ranged

Table 3. Differences in cardiac procedures and prescription medication use.

Procedures and Medications
Low Risk

(HEART Score 0-3) (%)
Intermediate Risk

(HEART Score 4-6) (%)
High Risk

(HEART Score 7-10) (%)

Procedures

CABG at index ED visit 0.05 ("0.02 to 0.12) 0.24 (0.07 to 0.41)* "1.02 ("1.86 to "0.17)*

CABG in 30 d 0.15 (0.03-0.27)* 0.03 ("0.04 to 0.10) "0.47 ("0.86 to "0.08)*

CABG within 31-365 0.07 ("0.06 to 0.20) 0.31 (0.07-0.55)* 0.33 ("0.42 to 1.09)

CABG discharge to 365 d 0.22 (0.05-0.40)* 0.34% (0.09-0.59)* "0.14% ("0.98 to 0.71)

PTCA at index ED visit 0.18 (0.04-0.31)* 0.30 (0.13-0.48)* "0.33 ("1.49 to 0.83)

PTCA in 30 d 0.18 (0.06-0.30)* 0.10 ("0.02 to 0.23) "0.31 ("0.71 to 0.10)

PTCA within 31-365 d 0.04 ("0.09 to 0.16) 0.42 (0.12-0.71)* 0.27 ("0.69 to 1.23)

PTCA discharge to 365 d 0.22 (0.04-0.40)* 0.52 (0.20-0.84)* "0.03 ("1.07 to 1.00)

Revascularization at index ED visit 0.23 (0.07 to 0.38)* 0.54 (0.30-0.78)* "1.33 ("2.73 to 0.06)

Revascularization in 30 d 0.33 (0.16-0.51)* 0.13 ("0.02 to 0.27) "0.77 ("1.33 to "0.21)

Revascularization within 31-365 d 0.12 ("0.07 to 0.30) 0.64 (0.29-0.99)* 0.73 ("0.48 to 1.93)

Revascularization discharge to 365 d 0.45 (0.20-0.70)* 0.77 (0.40-1.14)* -0.02 ("1.33 to 1.30)

Invasive angiography at index ED visit 0.85 (0.55-1.15)* 1.30 (0.90-1.69)* "2.96 ("5.08 to "0.85)*

Invasive angiography in 30 d 0.76 (0.48-1.04)* 0.48 (0.21-0.75)* 1.22 (0.07-2.38)*

Invasive angiography within 31-365 d 1.25 (0.76-1.73)* 1.21 (0.66-1.76)* 1.24 ("0.73 to 3.22)

Invasive angiography discharge to 365 d 2.01 (1.45-2.56)* 1.69 (1.09-2.29)* 2.47 (0.24-4.70)*

Medications

Antidiabetic medication use in 1-y 1.22 (0.06-2.38)* 0.16 ("0.89 to 1.22) 3.38 (0.17-6.60)*

Antithrombotic medication use in 1-yr "0.95 ("1.95 to 0.05) -2.05 ("3.13 to "0.97)* 1.37 ("1.97 to 4.7)

Antihyperlipidemic medication use in 1 y 7.75 (6.39-9.11)* 4.37 (3.38-5.37)* 7.86 (5.16-10.56)*

Antihypertensive medication use in 1 y 3.39 (2.15-4.63)* 1.15 (0.41-1.88)* 5.50 (3.61-7.38)*

PCI, Percutaneous coronary intervention.
Estimates are based on inverse of treatment probability models where receipt of early noninvasive testing was modeled as a logit function of age, sex, race, Hispanic ethnicity,
income quintiles, insurance type, BMI categories, smoking status, cardiac comorbidities (CAD, stroke, past history of CABG or PCI, family history of CAD, family history of stroke,
arrythmia, congestive heart failure, complicated hypertension, uncomplicated hypertension, valvular disease, pulmonary circulation disorders, and peripheral vascular disorders)
and noncardiac comorbid condition based on the Elixhauser comorbidity index.
*Data indicate statistically significant differences.
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from "1.39% (95% CI "1.79 to "0.99), NNT ¼ 72
(95% CI 56 to 101) in the low-risk subcohort to "6.53%
(95% CI "8.71 to "4.34), NNT¼ 15 (95% CI 11 to 23)
in the high-risk subcohort.

The relative risk estimates obtained from adjusted
Poisson regression models were similar with incidence rate
ratio of 0.53 (95% CI 0.41 to 0.69); 0.50 (95% CI 0.45 to
0.56); and 0$55 (95% CI 0.46 to 0.67) in the low-risk,
intermediate risk, and high-risk subcohorts respectively.

Mechanism of Benefit. We explored the potential
mechanisms for the decrease in mortality among patients
undergoing noninvasive testing. We found a consistent
increase in invasive coronary angiography in all risk
categories (absolute increase in 30 days after the ED
discharge 0$48% to 1$22% and in 365 days after the ED
discharge 1.69% to 2.47%) (Table 3). A small absolute
increase in revascularizations (PCI or CABG) was present
only 365 days after the ED discharge among patients of low
risk (0.45%) and intermediate risk (0.77%). We observed
that there was a moderate increase in the use of
antihyperlipidemic (4.37% to 7.86%) and antihypertensive
(1.15% to 5.50%) medications in all risk categories. The
increase of the antidiabetic medications was noted in
patients of low risk (1.22%) and high risk (3.38%). Lastly,
we found that the use of antithrombotic medications
decreased among patients of low risk (0.95%) and
intermediate risk ("2.05%).

Sensitivity Analyses. Based on the ratio of variance of
weighted standardized difference, we found that the 2 arms
were well balanced on observed covariates in the inverse
probability of treatment weight model (Appendix E1
[e.Table 1-e.Table 3], available at http://www.annemergmed.
com). The exposure probability density graphs did not
demonstrate violation of the overlap assumption underlying
the inverse probability of treatment weight model.

Sensitivity analyses of primary outcome using
multivariable logistic or probit models, doubly robust
augmented inverse probability-weighted regression
adjustment, and generalized method of moments
instrumental variables models all indicate that early
noninvasive testing was associated with statistically
significant benefit in each subcohort of HEART category
(Appendix E1 [e.Table 4-e.Table 6]).

LIMITATIONS
Because of the observational nature of the study, we

cannot rule out residual confounding and that clinicians
have expert clinical judgment and ordered early noninvasive
testing for a healthier cohort of patients, especially as the
benefit on mortality was several points higher than changes

in medication use or revascularization patterns. These
findings highlight the need for large randomized controlled
trials of early noninvasive testing versus no testing.

Our patient population was geographically limited to
Southern California and belonged to an integrated and
capitated health care system. Health plan members had ready
access to outpatient care. Differences in access to primary care,
specialists, noninvasive testing, and prescription medications
may limit generalizability to other health care systems. We
included all-cause rather than cardiac mortality in our primary
outcome, as our study team found it difficult to accurately
assign cause of death for out-of-hospital deaths. It is possible
some deaths were unrelated to the index ED visit. Our study
was conducted prior to adoption of high sensitivity troponin
assays, which may identify more patients with MI at the index
visit.21 Lastly, due to the observational and retrospective
nature of the study, confounding by indication cannot be
ruled out completely. Although the analysis was stratified by
HEART score, within strata differences explaining receipt of
noninvasive testing may remain.

DISCUSSION
In this large cohort of ED patients suspected of ACS

with HEART risk score data, we report that early
noninvasive testing was associated with decreased one-year
death or acute MI in low-, intermediate-, and high-risk
groups. Our analysis shows that noninvasive testing
provides a similar relative risk reduction across the HEART
risk groups, but when this is applied to the varying baseline
risk, it produces a greater absolute risk reduction for
patients with a higher baseline HEART risk (NNT:
low¼65; intermediate¼20, high¼11). This suggests that
noninvasive testing is associated with benefit across risk
groups, but the benefit itself may be proportional to the
baseline risk. Determination of whether the benefits of
noninvasive testing outweigh the harms and justify the
costs will depend on the baseline risk. To our knowledge,
this is the first study to assess the effectiveness of early
noninvasive testing by pretest risk at a population level.

There are several possible explanations for the apparent
benefit of early noninvasive testing on mortality. Prior
studies have suggested that closer outpatient follow-up, as
occurs with patients who receive early noninvasive testing, is
associated with better outcomes.22-24 In the early
noninvasive testing arm, there was increased use of guideline-
directed therapies, including antidiabetic,
antihyperlipidemic, and antihypertensive medication. These
results are consistent with the results of a meta-analysis,
which showed an increase in the use of preventive measures
(antihyperlipidemic and antihypertensive medications,
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exercise, and dietary changes) in patients with abnormal
noninvasive testing, such as after testing for the presence of
coronary atherosclerosis with noncontrast CT.23 Use of
noninvasive testing and detecting abnormalities on the test
may have offered additional opportunities for prescribing
antiplatelet therapy and lipid-lowering therapy. The results
of the Scottish Computed Tomography of the HEART
(SCOT-HEART) trial demonstrated 4-fold increase in
guideline-directed preventive therapies (antihyperlipidemic
and antithrombotic) medications in stable chest pain patients
who received coronary computed tomography
angiography.24 In the trial, the decrease in death and
myocardial infarction was observed more than 50 days after
the test and was associated with changes in medical therapies
rather than in invasive coronary angiography or
revascularization. Our results also suggest larger absolute
changes in preventive medication use than in interventional/
revascularization procedures. Therefore, we postulate a
hypothesis that increased follow-up and preventive treatment
play a role in improved outcomes after noninvasive testing.

Our findings have important clinical management
implications. All patients, regardless of risk, should follow up
with an outpatient provider to optimize medical
management of cardiovascular risk factors. The results of
noninvasive testing need to be effectively communicated to
outpatient settings so appropriate preventive measures are
implemented in patients with abnormal noninvasive testing.
For low-risk patients, early noninvasive testing was associated
with a small reduction in 30-day death/MI ("0.16%
absolute risk, NNT¼625) and incremental increase in
revascularization (0.33%). Routine early noninvasive testing
in this subgroup is unlikely to be cost effective if we only
consider it from a short-term ED decisionmaking
perspective. However, over a longer follow-up, noninvasive
testing may lead to treatment intensification and improve
medication adherence in patients with abnormal test results,
which could be considered in the outpatient setting. Hence,
we believe further guidelines are necessary to help clinicians
integrate noninvasive testing results into their preventive
strategies in outpatient settings.

This study has several methodologic strengths. We
analyze a large, multicenter cohort of suspected ACS
patients presenting to an ED. The cohort belongs to one of
the largest integrated health care systems in the United
States, with significant racial-ethnic and sociodemographic
diversity. We address the data limitations of prior reports
by combining extensive clinical information from the
electronic medical records, HEART score data collected at
the time of the ED evaluation, and comprehensive
outcomes data, including hospitalizations at out-of-system
hospitals and death registries. Finally, our results are robust

to multiple analytic approaches, including an instrumental
variable analysis to mitigate unobserved confounding.

In conclusion, we found that early noninvasive testing
was associated with significant risk reduction of 1-year all-
cause death and 1-year cardiovascular cause of death in
low, intermediate, and high-risk patients as stratified by
HEART score. The relative risk ratio was similar across
the 3 HEART score groups, indicating that clinical
benefit depends on the baseline risk. Our exploratory
analysis of the mechanism of benefit was consistent with
prior studies that have suggested that closer outpatient
follow-up and medical management, as occurs with
patients who receive early noninvasive testing, could be
driving better outcomes.
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