
World Journal of
Cardiology

ISSN 1949-8462 (online)

World J Cardiol  2022 August 26; 14(8): 446-472

Published by Baishideng Publishing Group Inc



WJC https://www.wjgnet.com I August 26, 2022 Volume 14 Issue 8

World Journal of 

CardiologyW J C
Contents Monthly Volume 14 Number 8 August 26, 2022

MINIREVIEWS

Effects of medically generated electromagnetic interference from medical devices on cardiac implantable 
electronic devices: A review

446

Barmore W, Patel H, Voong C, Tarallo C, Calkins Jr JB

ORIGINAL ARTICLE

Retrospective Cohort Study

SVEAT score outperforms HEART score in patients admitted to a chest pain observation unit454

Antwi-Amoabeng D, Roongsritong C, Taha M, Beutler BD, Awad M, Hanfy A, Ghuman J, Manasewitsch NT, Singh S, 
Quang C, Gullapalli N

Observational Study

Cardiometabolic risk factors in young Indian men and their association with parameters of insulin 
resistance and beta-cell function

462

Gupta Y, Goyal A, Kalaivani M, Tandon N



WJC https://www.wjgnet.com II August 26, 2022 Volume 14 Issue 8

World Journal of Cardiology
Contents

Monthly Volume 14 Number 8 August 26, 2022

ABOUT COVER

Editorial Board Member of World Journal of Cardiology, Maurizio Giuseppe Abrignani, MD, Doctor, Operative Unit 
of Cardiology, Department of Medicine, S. Antonio Abate Hospital of Trapani, ASP Trapani, Erice I-91016, Trapani, 
Italy. maur.abri@alice.it

AIMS AND SCOPE

The primary aim of World Journal of Cardiology (WJC, World J Cardiol) is to provide scholars and readers from 
various fields of cardiology with a platform to publish high-quality basic and clinical research articles and 
communicate their research findings online.  
    WJC mainly publishes articles reporting research results and findings obtained in the field of cardiology and 
covering a wide range of topics including acute coronary syndromes, aneurysm, angina, arrhythmias, athero-
sclerosis, atrial fibrillation, cardiomyopathy, congenital heart disease, coronary artery disease, heart failure, 
hypertension, imaging, infection, myocardial infarction, pathology, peripheral vessels, public health, Raynaud’s 
syndrome, stroke, thrombosis, and valvular disease.

INDEXING/ABSTRACTING

The WJC is now abstracted and indexed in Emerging Sources Citation Index (Web of Science), PubMed, PubMed 
Central, Scopus, Reference Citation Analysis, China National Knowledge Infrastructure, China Science and 
Technology Journal Database, and Superstar Journals Database. The 2022 edition of Journal Citation Reports® cites 
the 2021 Journal Citation Indicator (JCI) for WJC as 0.35. The WJC’s CiteScore for 2021 is 0.9, and Scopus CiteScore 
rank 2021: Cardiology and Cardiovascular Medicine is 260/336. 

RESPONSIBLE EDITORS FOR THIS ISSUE

Production Editor: Hua-Ge Yu; Production Department Director: Xiang Li; Editorial Office Director: Jia-Ru Fan.

NAME OF JOURNAL INSTRUCTIONS TO AUTHORS

World Journal of Cardiology https://www.wjgnet.com/bpg/gerinfo/204

ISSN GUIDELINES FOR ETHICS DOCUMENTS

ISSN 1949-8462 (online) https://www.wjgnet.com/bpg/GerInfo/287

LAUNCH DATE GUIDELINES FOR NON-NATIVE SPEAKERS OF ENGLISH

December 31, 2009 https://www.wjgnet.com/bpg/gerinfo/240

FREQUENCY PUBLICATION ETHICS

Monthly https://www.wjgnet.com/bpg/GerInfo/288

EDITORS-IN-CHIEF PUBLICATION MISCONDUCT

Ramdas G Pai, Dimitrios Tousoulis, Marco Matteo Ciccone, Pal Pacher https://www.wjgnet.com/bpg/gerinfo/208

EDITORIAL BOARD MEMBERS ARTICLE PROCESSING CHARGE

https://www.wjgnet.com/1949-8462/editorialboard.htm https://www.wjgnet.com/bpg/gerinfo/242

PUBLICATION DATE STEPS FOR SUBMITTING MANUSCRIPTS

August 26, 2022 https://www.wjgnet.com/bpg/GerInfo/239

COPYRIGHT ONLINE SUBMISSION

© 2022 Baishideng Publishing Group Inc https://www.f6publishing.com

© 2022 Baishideng Publishing Group Inc. All rights reserved. 7041 Koll Center Parkway, Suite 160, Pleasanton, CA 94566, USA

E-mail: bpgoffice@wjgnet.com  https://www.wjgnet.com

https://www.wjgnet.com/bpg/gerinfo/204
https://www.wjgnet.com/bpg/GerInfo/287
https://www.wjgnet.com/bpg/gerinfo/240
https://www.wjgnet.com/bpg/GerInfo/288
https://www.wjgnet.com/bpg/gerinfo/208
https://www.wjgnet.com/1949-8462/editorialboard.htm
https://www.wjgnet.com/bpg/gerinfo/242
https://www.wjgnet.com/bpg/GerInfo/239
https://www.f6publishing.com
mailto:bpgoffice@wjgnet.com
https://www.wjgnet.com


WJC https://www.wjgnet.com 454 August 26, 2022 Volume 14 Issue 8

World Journal of 

CardiologyW J C
Submit a Manuscript: https://www.f6publishing.com World J Cardiol 2022 August 26; 14(8): 454-461

DOI: 10.4330/wjc.v14.i8.454 ISSN 1949-8462 (online)

ORIGINAL ARTICLE

Retrospective Cohort Study

SVEAT score outperforms HEART score in patients admitted to a 
chest pain observation unit

Daniel Antwi-Amoabeng, Chanwit Roongsritong, Moutaz Taha, Bryce David Beutler, Munadel Awad, Ahmed 
Hanfy, Jasmine Ghuman, Nicholas T Manasewitsch, Sahajpreet Singh, Claire Quang, Nageshwara Gullapalli

Specialty type: Cardiac and 
cardiovascular systems

Provenance and peer review: 
Unsolicited article; Externally peer 
reviewed.

Peer-review model: Single blind

Peer-review report’s scientific 
quality classification
Grade A (Excellent): 0 
Grade B (Very good): 0 
Grade C (Good): C 
Grade D (Fair): 0 
Grade E (Poor): 0

P-Reviewer: Salahi S, Iran

Received: October 21, 2021 
Peer-review started: October 23, 
2021 
First decision: April 7, 2022 
Revised: May 21, 2022 
Accepted: August 5, 2022 
Article in press: August 5, 2022 
Published online: August 26, 2022

Daniel Antwi-Amoabeng, Moutaz Taha, Bryce David Beutler, Munadel Awad, Ahmed Hanfy, 
Jasmine Ghuman, Nicholas T Manasewitsch, Sahajpreet Singh, Claire Quang, Nageshwara 
Gullapalli, Department of Internal Medicine, Reno School of Medicine, University of Nevada, 
Reno, NV 89502, United States

Chanwit Roongsritong, Institute for Heart and Vascular Health, Renown Regional Medical 
Center, Reno, NV 89502, United States

Corresponding author: Bryce David Beutler, MD, Doctor, Department of Internal Medicine, 
University of Nevada, Reno School of Medicine, 1155 Mill Street W-11, Reno, Nevada 89502, 
United States. brycebeutler@hotmail.com

Abstract
BACKGROUND 
Timely and accurate identification of subgroup at risk for major adverse 
cardiovascular events among patients presenting with acute chest pain remains a 
challenge. Currently available risk stratification scores are suboptimal. Recently, a 
new scoring system called the Symptoms, history of Vascular disease, Electrocar-
diography, Age, and  Troponin (SVEAT) score has been shown to outperform the 
History, Electrocardiography, Age, Risk factors and Troponin (HEART) score, one 
of the most used risk scores in the United States.

AIM 
To assess the potential usefulness of the SVEAT score as a risk stratification tool 
by comparing its performance to HEART score in chest pain patients with low 
suspicion for acute coronary syndrome and admitted for overnight observation.

METHODS 
We retrospectively reviewed medical records of 330 consecutive patients admitted 
to our clinical decision unit for acute chest pain between January 1st to April 17th, 
2019. To avoid potential biases, investigators assigned to calculate the SVEAT, and 
HEART scores were blinded to the results of 30-d combined endpoint of death, 
acute myocardial infarction or confirmed coronary artery disease requiring 
revascularization or medical therapy [30-d major adverse cardiovascular event 
(MACE)]. An area under receiving-operator characteristic curve (AUC) for each 
score was then calculated. C-statistic and logistic model were used to compare 
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predictive performance of the two scores.

RESULTS 
A 30-d MACE was observed in 11 patients (3.33% of the subjects). The AUC of SVEAT score 
(0.8876, 95%CI: 0.82-0.96) was significantly higher than the AUC of HEART score (0.7962, 95%CI: 
0.71-0.88), P = 0.03. Using logistic model, SVEAT score with cut-off of 4 or less significantly 
predicts 30-d MACE (odd ratio 1.52, 95%CI: 1.19-1.95, P = 0.001) but not the HEART score (odd 
ratio 1.29, 95%CI: 0.78-2.14, P = 0.32).

CONCLUSION 
The SVEAT score is superior to the HEART score as a risk stratification tool for acute chest pain in 
low to intermediate risk patients.

Key Words: Acute chest pain; Risk stratification tool; Symptoms, history of Vascular disease, Electro-
cardiography, Age, and  Troponin score; History, Electrocardiography, Age, Risk factors and Troponin score

©The Author(s) 2022. Published by Baishideng Publishing Group Inc. All rights reserved.

Core Tip: Most chest pain risk stratification scores do not use several readily available data. The 
Symptoms, history of Vascular disease, Electrocardiography, Age, and  Troponin (SVEAT) score was 
shown to outperform the History, Electrocardiography, Age, Risk factors and Troponin (HEART) score in 
30-d major adverse cardiovascular event. In our retrospective cohort study, we validated the performance 
of the SVEAT score and confirmed that the SVEAT score is superior to the HEART score as a risk strati-
fication tool for acute chest pain in low to intermediate risk patients.

Citation: Antwi-Amoabeng D, Roongsritong C, Taha M, Beutler BD, Awad M, Hanfy A, Ghuman J, Manasewitsch 
NT, Singh S, Quang C, Gullapalli N. SVEAT score outperforms HEART score in patients admitted to a chest pain 
observation unit. World J Cardiol 2022; 14(8): 454-461
URL: https://www.wjgnet.com/1949-8462/full/v14/i8/454.htm
DOI: https://dx.doi.org/10.4330/wjc.v14.i8.454

INTRODUCTION
Acute chest pain is one of the most common presenting symptoms to the emergency department[1,2]. 
Several non-cardiac conditions share clinical features with acute myocardial infarction and the 
emergency room clinician must rapidly identify those patients with chest pain who are most likely to 
have active coronary events from those who have chest pain due to other reasons. The key immediate 
task is to identify if a patient could benefit from being hospitalized for acute coronary syndrome (ACS) 
evaluation and those who can be safely discharged. This requires an estimation of the pretest 
probability of ACS. However, the accuracy of individual history, physical exam and electrocardiogram 
findings have been found to have limited utility for diagnosing ACS[3]. Therefore, multiple scoring 
systems and pathways have been proposed as risk stratification tools for these patients[4-7]. Among 
them, the History, Electrocardiography, Age, Risk factors and Troponin (HEART) score is arguably the 
most utilized particularly in the United States. Unfortunately, it has been shown in some studies to 
identify less than half of low-risk patients[4-6,8]. In an unselected population of chest pain patients in 
the emergency department, the HEART score and clinical gestalt had the same diagnostic accuracy for 
ACS[9]. The HEART score assigns a maximum score of 2 for chest pain deemed “highly suspicious” for 
ACS and suggests further inpatient evaluation for ACS for a score of 4 or more. By not clearly defining 
the classification of a patient’s chest pain, the score introduces subjectivity and considerable inter-rater 
variability[10]. The score also incorporates traditional cardiac risk factors such as diabetes, hypercholes-
terolemia, and hypertension, which have been shown to have limited value in diagnosis ACS especially 
in those older than 40 years[11]. To control health care utilization and cost, it is imperative to identify 
low risk patients with chest pain for discharge from the emergency department. However, it is perhaps 
more important to not miss real cases of ACS in otherwise low risk patients. Among patients without 
the traditional risk factors for ACS, the HEART score may not be sensitive in identifying those who 
would benefit from further evaluation. Thus, there is a need for alternative risk stratification for this 
patient group. Recently, a new scoring system based on five sets of clinical variables; characteristics of 
chest pain Symptoms, history of Vascular disease, Electrocardiography, Age, and  Troponin (SVEAT 
score, Table 1) has been reported to outperform the HEART score[8]. The objective of this study is to 
assess the potential usefulness of SVEAT score as a risk stratification tool by comparing its performance 
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Table 1 Definition of the Symptoms, History of Vascular disease, Electrocardiography, Age, and  Troponin score

Component Characteristics Points

Symptoms Typical unstable angina pectoris 3

Stable angina, Canadian Cardiovascular Society Class I or II 1

Non-cardiac chest pain -2

Vascular disease Recent myocardial infarction or percutaneous coronary intervention < 90 
days

2

Coronary artery bypass grafting > 5 years 2

Prior coronary event other than above 1

Prior revascularization for peripheral disease or carotid disease 2

EKG Dynamic or new ischemic ST or T wave changes 3

ST depression of unknown duration without cause 2

ST changes with left ventricular hypertrophy, intraventricular conduction 
delay, digitalis, or metabolic issue

1

Old Q wave indicating prior myocardial infarction or pre-existing ST 
changes

1

No ST changes 0

Normal EKG in the presence of severe ongoing chest pain -2

Age (years) > 75 2

50-75 1

30-49 0

< 30 -1

Troponin I (ng/mL) 0.7 or higher 5

> 0.12 but < 0.7 2

> 0.04 but < or = 0.12 1

Normal (< or = 0.004) with unclear duration of chest pain 0

Normal after > 4 h of constant chest pain -2

Reproduced from Roongsritong et al[8], 2020. With permission from Elsevier, Table 1 was reprinted from: Roongsritong C, Taha ME, Pisipati S, Aung S, 
Latt H, Thomas J, Namballa L, Al-Hasnawi HJ, Taylor MK, Gullapalli N. SVEAT Score, a Potential New and Improved Tool for Acute Chest Pain Risk 
Stratification. Am J Cardiol 2020; 127: 36-40. Copyright © 2020 Elsevier Inc.

to HEART score in chest pain patients with low suspicion for acute coronary syndrome and admitted 
for overnight observation.

MATERIALS AND METHODS
The registry of patients admitted to our clinical decision units between January 1st to April 17th, 2019, 
were retrospectively reviewed. Our clinical decision unit allows for close observation of chest pain 
patients who are at low risk for true major adverse cardiovascular event (MACE). Admission to this unit 
allows for serial monitoring of the patient’s symptoms, cardiac enzymes, and electrocardiograms. To 
minimize any potential biases, one group of investigators was assigned to abstract relevant information 
necessary to calculate SVEAT score, and another was assigned to collect information for HEART score 
according to the published criteria[4,8]. The occurrence of MACE defined as all-cause mortality, acute 
myocardial infarction, confirmed coronary artery disease requiring revascularization or medical therapy 
at 30 d were then validated by two independent investigators who were blinded to the SVEAT and 
HEART score for each patient. The abstracted data were then provided to another set of investigators 
who were blinded to the outcome data to calculate the SVEAT and the HEART scores. Patients with ST 
segment elevation myocardial infraction were excluded from the study. The fourth-generation ultra-
high sensitivity troponin I assay was used in all participants at our institution during the study period 
like the original SVEAT score study. Acute myocardial infarction was diagnosed based on standard 
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criteria[12]. The predictive power of the SVEAT and HEART scores for 30-d MACE were compared 
using c-statistic, based on area under the receiving-operator characteristic curve (AUC). Chi-squared 
test for equality of area under the curve was used to compare the performance of the SVEAT score to the 
HEART score. Categorical variables were summarized as counts (%) and between group comparisons 
were performed using Fisher’s exact test. Continuous variables were summarized as means ± SD and 
difference between means by outcome compared using Student’s t-test. All analyses were performed at 
a two-tailed 5% level of significance using Stata version 16.1 (Stata Corporation, College Station, TX, 
United States).

RESULTS
A total of 330 subjects were included in the study. Baseline patient characteristics are shown in Table 2. 
There were slightly more male (52.1%) than female subjects. The mean age was 59.5 ± 13.9 years. The 
incidence of 30-d MACE in our population was 3.33%. The subjects who suffered 30-d MACE were 
significantly older than those who did not (74.3 ± 13.2 years vs 59.0 ± 13.6 years, P < 0.0001). There were 
however no other significant differences in baseline characteristics between the two groups (Table 2).

Figure 1 illustrates the receiver-operator-characteristic curves of the SVEAT and HEART scores in 
predicting 30-d MACE. The AUC of the SVEAT score (0.8876, 95%CI: 0.82-0.96) is significantly higher 
than AUC of the HEART score (0.7962, 95%CI: 0.71-0.88), P = 0.03. Using logistic model, SVEAT score ≤ 
4 significantly predicted 30-d MACE (odds ratio 1.52, 95%CI: 1.19-1.95, P = 0.001) but the HEART score 
≤ 3 did not (odds ratio 1.29, 95%CI: 0.78-2.14, P = 0.32) (Table 3).

DISCUSSION
Currently, despite numerous risk stratification protocols, most low-risk patients presenting with acute 
chest pain are not being released from emergency department. The 2020 European Society of Cardiology 
Guideline for ACS recommends using an ultrahigh sensitivity troponin (hs-Tn) assay with 0/1-h hs-Tn 
protocol for ruling out acute coronary syndrome but also emphasizes the importance of incorporating 
clinical information into the decision-making process[12]. It additionally proposes using Global Registry 
of Acute Coronary Events score for prognostic purposes but does not recommend any specific clinical 
risk score for initial risk stratification[12]. The American College of Cardiology/American Heart 
Association has not updated their guideline since 2014 when they stated that none of available risk 
prediction tools at the time was definitively demonstrated to be superior to clinician judgement[13].

The HEART score is perhaps the most widely used risk stratification tool in the United States due to 
its simplicity and large amount of supporting evidence[6,14,15]. The criteria for its History and EKG 
component are however somewhat subjective. Consequently, inter-observer variability and scoring 
inconsistency have been reported[16-18]. More importantly, it has been shown to be able to identify 
merely less than half of low-risk patients[5,17,18]. One of the potential contributing factors for the latter 
issue is that the HEART score does not incorporate some of the useful clinical information readily 
available on initial evaluation. To circumvent some of the pitfalls of the HEART score, the SVEAT score 
was developed. There are a few differences between the SVEAT and HEART scores. First, larger weight 
(higher points) is assigned to the findings associated with higher likelihood of subsequent acute 
coronary event clinically and negative point for those traditionally associated with negative likelihood 
of the events in a stepwise manner. This approach allows wider range of potential scores, and we 
believe theoretically could help better discriminating among various risk group of patients. Secondly, 
the criteria for EKG changes and assigned point for each change are much more clearly defined. 
Moreover, the presence of vascular disease is included in the SVEAT score instead of risk factor which 
has been shown to be only a weak predictor in acute chest pain evaluation[19]. In fact, the SVEAT score 
has recently been shown to outperform the HEART score[8]. Like the previous study, this analysis 
found SVEAT score to be superior risk stratification tool to HEART score for acute chest pain evaluation 
in low-risk patients.

There are certainly a few limitations in our study. Firstly, the overall 30-d MACE incidence of 3.3% in 
this study is rather low and substantially lower than in the previous report of 19.6%[13]. This may 
unfavorably increase the possibility of our finding to be due to statistical chance. An extremely low 
event rate in this study is likely explained by our study design to include only those retrospectively 
identified from a low-risk chest pain registry at our institution. The incidence of MACE in our 
population however is in line with the recent report of real-world data in the United States where ED 
visit for acute chest pain exceeds 8 million annually[20]. Among these patients, < 5% of them 
subsequently experienced acute coronary syndrome. Second, the sample size of our study is relatively 
small for a retrospective design. As indicated in the methodology section, we did try to design our study 
to minimize potential biases. Lastly, this is a single center study and therefore future confirmation in a 
multicenter study in wider range of population, and larger sample size will be needed.
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Table 2 Baseline patient characteristics

30-d MACE
Continuous variables Overall (n = 330)

Yes, n = 11 (3.3%) No, n = 319 (96.7%)
P value

Age, mean ± SD (yr) 59.5 ± 13.9 74.3 ± 13.2 59 ± 13.6 < 0.0001

BMI, mean ± SD (kg/m2) 30.7 ± 7.8 27.8 ± 6.3 30.7 ± 7.8 0.23

Males, n (%) 172 (52.1) 7 (63.6) 165 (51.7) 0.55

Diabetes, n (%) 94 (28.5) 5 (45.5) 89 (27.9) 0.31

Dyslipidemia, n (%) 153 (46.4) 4 (36.4) 149 (46.7) 0.55

Hypertension, n (%) 206 (62.4) 10 (90.9) 196 (61.4) 0.06

Smoker, n (%) 177 (53.6) 9 (81.8) 168 (52.7) 0.07

Dyslipidemia: Total cholesterol > 200 mg/dL or low density lipoprotein > 130 mg/dL or non-high density lipoprotein cholesterol > 160 mg/dL. MACE: 
Major adverse cardiovascular events; BMI: Body mass index.

Table 3 Logistic model of major adverse cardiovascular events with HEART and SVEAT scores as covariates using cut-off of ≤ 4 points 
for SVEAT and ≤ 3 points for HEART for low-risk

30-d MACE Odds ratio P value 95%CI

HEART score 1.29 0.32 0.78-2.14

SVEAT score 1.52 0.001 1.19-1.95

MACE: Major adverse cardiovascular events; SVEAT: Symptoms, History of Vascular disease, Electrocardiography, Age, and  Troponin; HEART: History, 
Electrocardiography, Age, Risk factors and Troponin.

Figure 1 Receiver operating characteristics for HEART and SVEAT scores. There area under the curve was significantly larger for SVEAT than HEART 
(P = 0.03). SVEAT: Symptoms, history of Vascular disease, Electrocardiography, Age, and  Troponin; HEART: History, Electrocardiography, Age, Risk factors and 
Troponin; ROC: Receiver operating characteristics.

CONCLUSION
In conclusion, our study suggests potential usefulness of the newly developed SVEAT score as a risk 
stratification tool among low-risk patients admitted to clinical decision unit for evaluation of acute chest 
pain. We found that SVEAT score significantly outperforms the commonly used HEART score. 
Incorporating SVEAT score as part of a clinical assessment of these patients may help improve resource 
utilization while maintaining minimal risk of future cardiovascular events in low-risk patients 
presenting to emergency department with acute chest pain.
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ARTICLE HIGHLIGHTS
Research background
Cardiovascular disease is the leading cause of death worldwide. Early identification of patients at risk 
for major cardiovascular events can expedite treatment and significantly reduce morbidity and 
mortality.

Research motivation
Risk stratification scoring systems used to identify patients at risk of major cardiovascular events, 
including the History, Electrocardiography, Age, Risk factors and Troponin (HEART) score, are often 
ineffective and may exclude many patients who would benefit from urgent intervention.

Research objectives
We aimed to assess the value of a new risk stratification scoring system, the Symptoms, history of 
Vascular disease, Electrocardiography, Age, and  Troponin (SVEAT), by comparing its performance to 
that of the HEART score among chest pain patients with low suspicion for acute coronary syndrome.

Research methods
We retrospectively reviewed medical records of 330 consecutive patients admitted to our clinical 
decision unit for acute chest pain between January 1st to April 17th, 2019. To avoid potential biases, 
investigators assigned to calculate the SVEAT, and HEART scores were blinded to the results of 30-d 
combined endpoint of death, acute myocardial infarction or confirmed coronary artery disease required 
revascularization or medical therapy [30-d major adverse cardiovascular event (MACE)].

Research results
A 30-d MACE was observed in 11 patients (3.33% of the subjects). The area under receiving-operator 
characteristic curve (AUC) of SVEAT score (0.8876, 95%CI: 0.82-0.96) was significantly higher than the 
AUC of HEART score (0.7962, 95%CI: 0.71-0.88), P = 0.03. Using logistic model, SVEAT score with cut-
off of 4 or less significantly predicts 30-d MACE (odd ratio 1.52, 95%CI: 1.19-1.95, P = 0.001) but not the 
HEART score (odd ratio 1.29, 95%CI: 0.78-2.14, P = 0.32).

Research conclusions
The SVEAT score is superior to the HEART score as a risk stratification tool for acute chest pain in low 
to intermediate risk patients.

Research perspectives
In our study, the SVEAT score was superior to the HEART score as a risk stratification tool for acute 
chest pain in low to intermediate risk patients. Future research is warranted to evaluate the SVEAT 
score among large, heterogeneous populations and among high-risk individuals presenting with chest 
pain.
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