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Effective Ways to Detect Silent Heart Disease 

By William Davis, MD, FACC 

Q: I am a 55-year old woman in excellent health. Because my mother suffered a fatal heart 

attack at the age of 60, I asked my primary care doctor about my risk for heart disease. My doctor 
suggested that I speak with a cardiologist. Which tests should I request as part of a complete 
cardiac work-up, and what is the rationale for each test?  

A: This is a very common dilemma: how to detect silent heart disease and the potential for a 

heart attack in someone in apparent good health and without symptoms such as chest discomfort 
or breathlessness. Unfortunately, it is an area of great confusion, even among cardiologists. 

A common sequence of testing is to obtain an electrocardiogram (EKG), exercise stress test, and 
cholesterol (lipid) panel. Your doctor may also ask you about cardiac risk factors such as smoking, high blood pressure, 
diabetes, and family history. 

How successful is this approach to detecting hidden heart disease? It fails to identify even advanced levels of heart disease in 
over 90% of people! By overwhelming majorities, future heart attack victims have normal EKGs, pass a stress test without a 
hitch, and have average cholesterol values. That is why most heart attacks, as well as the need for major heart procedures like 
bypass surgery, come as a complete surprise to both patient and doctor.1,2 

Former President Bill Clinton provides a perfect example of the failings of the conventional approach to detecting heart disease. 
Mr. Clinton, an avid jogger, underwent a stress test annually for five years, and used Lipitor®, the popular, cholesterol-lowering 
prescription medication. With little warning, Mr. Clinton nearly collapsed, prompting a visit to the emergency room at New York-
Presbyterian Hospital, where he was found to have severe, advanced coronary disease. 

Mr. Clinton’s care was hailed as a glowing example of the success of high-tech medical procedures. To the contrary, Mr. 
Clinton’s need for bypass surgery serves as an example of the enormous failure of his doctors to detect a disease that requires 
decades to develop. 

How can you learn from the millions of people like Mr. Clinton who are misled by the false reassurances provided by conventional 
testing? Three tests stand out as superior ways to uncover hidden heart disease or the potential for future catastrophe: CT 
(computed tomography) heart scans, lipoprotein testing, and the ankle-brachial index. 

CT HEART SCANS 

This 30-second test easily and accurately measures hidden coronary plaque by assessing arterial wall calcium. Calcium 
occupies 20% of the volume of all plaque that can line the coronary arteries. Measuring calcium can therefore be an easy, safe 
method of quantifying total plaque. The more plaque you have, the greater your risk for heart attacks. 

Critics have suggested that this test measures only “hard,”  or stable, plaque. This is untrue. The CT heart scan measures total 
plaque, including hard, stable plaque and the “soft,”  less stable plaque that is more likely to trigger a heart attack. The result is 
reported to you as a “score”; higher scores indicate more plaque is present.3-5 (More information on the significance of various 
scores, as well as a listing of all heart scanners in the US, can be found at www.trackyourplaque.com.)  

Had Mr. Clinton undergone a heart scan several years before he required bypass surgery, his doctors may have uncovered a high 
score of greater than 400, or possibly even one measured in the thousands (a normal score is zero). This information may have 
allowed Mr. Clinton and his physicians to implement a powerful program to help prevent or reverse heart disease and avert the 



need for future cardiac procedures. Unfortunately, few hospitals routinely offer preventive strategies such as the CT heart scan, 
instead focusing on major cardiac procedures to treat life-threatening catastrophes. 

LIPOPROTEIN TESTING 

A standard cholesterol panel, or lipid panel, assesses LDL (low-density lipoprotein), HDL (high-density lipoprotein), triglycerides, 
and total cholesterol. A far more intensive and revealing test is lipoprotein testing, an analysis that examines fat-carrying proteins 
in the blood. In addition, several non-lipid blood tests can uncover other sources of cardiovascular risk. 

Many people who have had heart attacks or major heart procedures are told that no cause can 
be identified for their disease, or that they have genetic, and therefore untreatable, causes. 
Both statements are patently untrue. In fact, lipoprotein testing identifies the causes of heart 
disease in 98% of people, even in people with favorable cholesterol values.6-9 

Lipoprotein and other advanced testing can be obtained in several ways. (For more information, 
see “Cholesterol and Statin Drugs: Separating Hype from Reality,”  Life Extension, November 
2004.) Your doctor can order and interpret these tests for you, as well as provide advice on 
treatment. The panel we obtain in patients who are interested in detecting and regressing 
(reversing) coronary disease includes: 

Lipoprotein testing 

■ LDL particle number. This test is far more predictive of risk than is testing for LDL itself.  
■ LDL subclasses and LDL particle size. Small LDL can triple heart attack risk.  
■ HDL subclasses. Measuring only HDL can provide misleading information, whereas subclass assessment can provide a 

more comprehensive picture of risk.  
■ VLDL (very low-density lipoprotein). This is one of the means by which triglycerides can contribute to heart disease.  
■ IDL (intermediate-density lipoprotein). IDL tests for a serious abnormality that can dramatically increase heart attack and 

stroke risk.  

Other testing 

■ Homocysteine. This B vitamin-dependent amino acid increases risk for heart attack, stroke, and depression.  
■ Fibrinogen. This blood-clotting protein can also escalate heart attack risk.  
■ C-reactive protein. CRP is a marker of inflammation and a cardiovascular risk factor. Inflammation in coronary plaque 

makes it more prone to “rupture,”  leading to heart attack.  
■ Insulin. Even in people with normal blood sugar, a high insulin level signifies “pre-diabetes,”  which can be a potent risk 

factor for heart disease.  

ANKLE-BRACHIAL INDEX 

The ankle-brachial index is a reliable, inexpensive, and non-invasive assessment that can indicate 
the presence of peripheral arterial disease, a condition in which the arteries of the extremities 
become progressively occluded by plaque, leading to reduced blood flow. Because peripheral 
arterial disease is a manifestation of the atherosclerotic process, this test can also help assess 
cardiovascular and cerebrovascular disease risk, as well as overall mortality risk.10  

The ankle-brachial index compares blood pressure values at the arm and ankle, both at rest and 
following light exercise. The ankle-brachial index is calculated by dividing the highest blood 
pressure at the ankle by the highest recorded pressure at the arm. This measure correlates well 
with disease severity and functional symptoms.11 A normal resting ankle-brachial index is 1.0 or 
1.1. Values below 0.95 suggest decreased blood flow in the legs, and values of 0.25 and below suggest severe peripheral arterial 
disease.12  

Emerging evidence suggests that the ankle-brachial index is related to the extent of atherosclerosis in both the heart and the 
peripheral arterial beds.13 One study demonstrated that an ankle-brachial index of less than or equal to 0.90 was strongly 
correlated with atherosclerosis of three or more coronary vessels, or severe coronary artery disease.14 In this study, however, a 
normal ankle-brachial index did not predict the absence of one- or two-vessel coronary artery disease.14 Further studies confirm 
that a lower ankle-brachial index value is associated with a higher prevalence of coronary artery disease of three or four vessels.15  



An ankle-brachial index of less than 0.90 has been found to be an independent predictor of cardiovascular events after adjustment 
for age, LDL (low -density lipoprotein), and carotid intima-media thickness.13 The ankle-brachial test appears to be especially 
indicated to help stratify cardiovascular risk in individuals with multiple cardiovascular risk factors.16 The ankle-brachial index thus 
provides another valuable tool for those seeking to assess cardiovascular risk and uncover silent cardiovascular disease.  

Using CT heart scanning in combination with lipoprotein testing and the ankle-brachial index is an easy, painless, and powerful 
approach to detecting heart disease and its risk factors.  

While no test is perfect, this approach can identify 95-98% of all hidden coronary heart disease. Of course, additional tests 
should be considered, depending on the findings of a physical examination, standard laboratory assessment, and history. 

Including a CT heart scan, lipoprotein testing, and ankle-brachial index assessment in your assessment will ensure that you 
obtain accurate insight into your risk for heart disease.  

Editor’s Note: While the computed tomography (CT) heart scan is a valuable diagnostic tool, it is also a potent X-ray that emits 
a significant amount of radiation. Life Extension has long warned that even small amounts of radiation carry health risks (see 
“Just Say No to X-rays!”  Life Extension, October 2005). Although the CT heart scan may provide crucial information for 
individuals with suspected coronary heart disease, Life Extension believes that the radiation exposure is too great to warrant its 
use as a screening tool in otherwise healthy individuals. It may be prudent for asymptomatic individuals to evaluate their 
cardiovascular risk by first using testing methods that do not expose them to radiation, such as lipoprotein testing and the ankle-
brachial index.  

Dr. Davis is an author, lecturer, and practicing cardiologist in Milwaukee, WI. He is author of the book Track Your Plaque: The 
only heart disease prevention program that shows how to use the new heart scans to detect, track, and control coronary plaque. 
Dr. Davis can be reached at www.trackyourplaque.com.  
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