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A 1. FA F5o da 34 BFEHAZZTF(Acute coronary syndrome)?] =7} &
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=1 (Acute coronary syndrome)e] Y@=} &S A9
-3 G AAbe thg Thol =gkl HAES AR e Zrol=gkl g e A7 &Y

b A= 4, 2). B 7ol 279 A E 7o ®E Faste & &t

2015\ gk=r A% CT ZholEgiklolA e S8 dsq ST o] iHeE 34 &5 Al
A 1) ECG A3} myocardial enzyme levelo] 2% AAY A JAE A#Qle] NS
o CTE H3ka (Appropriateness Criteria A, Level of Evidence A), 2) ECG Z37}
uninterpretable® 7Z$- A=/ oW IAFYW CTE 1HT & Joa sdoH
(Appropriateness Criteria U, Level of Evidence B), 3) ECG Z3}7} non-diagnosticdlAu
myocardial enzyme levele] unclear® 72t 918=7F woW #4s® CTE 18T 5 ok
1 3tk (Appropriateness Criteria U, Level of Evidence B)(1). ol FA 345 E3 0]
gJAEE 548 % FANA BEEH CTE Adste 2ol N5 A& Alfe=d v&
B84 9 Al ¥ e A8 ATES A 7JdgdY (3-6). 23y, Hoffmann &
< WFEH CTY Aldo] dAdele] AAd e =5 FAT YAV =58 S7HA71a
7HAR & AAEE 8] Bl 23 ade gl s san (.

2017'd Asian Society of Cardiovascular Imaging (ASCDe] B <52 A4 FAbo] thak AE
7} FolodAde ARG EHESTTol AHE 548 5% Aol D ECG Ao} cardiac
biomarker’} =5 A/<l “d-¢ global CAD (coronary artery disease) risk7} o™ 4459
CTE #H33¥ 3 (Appropriate Use Criteria A), 2) ECG Z3~7} non-diagnosticd} Ay,
cardiac biomarker Z3}7} equivocalgt 74§ global CAD risk7} o™ A #3459 CTE
B3Rt (Appropriate Use Criteria A)(2).
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1. o]=3} 93] (Benefit and Harm)
A sHETTTe AR =2 FA

iAo A BAEH CTS wedichd,
= 93} invasive coronary angiography
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=, A7AA 5 major adverse cardiac
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2. T 843 F&A4 (Acceptability and Applicability)

Sgugts gLl CT7F Wol BEEH0] g 3 g S g ddrEs #43%F
9 CTE 298 & & 64 Ad ol CTE UR-E i ez #dsd CTe 44
Aol EAZF §lth sHAR A vlg, BE A8 A, TAR oy =9A 72§
v ol 3leg FH g oH HEE vk 847 FE4A HAEE BE20 AA
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