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Coronary artery disease is a major issue in daily medical 
practice. According to NHANES 2017-2020, total coronary 
heart disease (CHD) prevalence in United States adults ≥20 
years of age is 7.1%, while the overall prevalence of angina 
pectoris is 3.9% (1). Despite an approximate 25% decline in 
death from CHD over the past decade, it remains the leading 
cause of death in the US and worldwide and is associated with 
large individual, economic, and societal burdens (2). 

The 2023 American Heart Association (AHA)/American 
College of Cardiology (ACC) Multisociety Guideline for the 
Management of Patients with Chronic Coronary Disease (3) 
was released with the intent of providing an evidenced-based 
and patient-centered approach to management of patients 
with CHD, updating and consolidating new evidence since 
the publication of the 2012 Guideline for the Diagnosis and 
Management of Patients with Stable Ischemic Heart Disease 
and the 2014 Focused Update of the Guideline for the Diagnosis 
and Management of Patients With Stable Ischemic Heart 
Disease. The 2023 Guideline displays a change of terminology, 
from “stable ischemic heart disease” to “chronic coronary 
disease (CCD)”, with the latter encompassing obstructive 
and nonobstructive coronary artery disease with or without 
previous myocardial infarction or revascularization, ischemic 

heart disease diagnosed only by noninvasive testing, and 
chronic angina syndromes with varying underlying causes. 

And what is new about diagnostic testing? 

It is noteworthy that, among the 10 top take-home messages 
listed by the Guideline, #9 states that “routine periodic 
anatomic or ischemic testing without a change in clinical or 
functional status is not recommended for risk stratification 
or to guide therapeutic decision-making in patients with 
CCD.” (3) This represents a paradigm shift from the past, when 
routine diagnostic/prognostic testing was almost universal; 
also, it carries the strength of the endorsement of several 
medical societies.

The concept behind this statement is that, in patients with CCD, 
medical treatment should be initially optimized whenever 
possible, and testing deferred. According to the 2021 AHA/
ACC Chest Pain Guideline, the optimization of anti-ischemic 
and preventive therapies is the mainstay to reduce patients´ 
angina burden and improve clinical outcomes. Indeed, the 
COURAGE, ISCHEMIA, and BARI-2D studies have shown that 
there is no reduction in major cardiovascular events with 
routine cardiovascular revascularization (4-7).

Key words: guidelines, coronary artery diseases, risk stratification, imaging

(Heart Vessels Transplant 2023; 7: 262-3. doi: 10.24969/hvt.2023.430)

Graphical abstract



263

Heart, Vessels and Transplantation 2023; 7: 262-3
New in diagnostic testing for CCD

De Lorenzo 

Class 1 recommendations for testing are limited to patients 
with CCD and a change in symptoms or functional capacity 
that persists despite optimized medical treatment, 
in whom 1) stress single-photon emission computed 
tomography (SPECT) or positron emission tomography (PET) 
imaging, cardiac magnetic resonance imaging, or stress 
echocardiography are recommended to detect the presence 
and extent of myocardial ischemia, estimate the risk of 
major adverse cardiovascular events, and guide therapeutic 
decision-making (Level of evidence: B-non-randomized), or 2) 
invasive coronary angiography is recommended for guiding 
therapeutic decision-making with the goal of improving 
anginal symptoms (Level of evidence: B-randomized). 

Regarding testing options, all available methods may be 
employed, keeping in mind the particular strengths and 
weaknesses of each method. The Guideline highlights, as 
Class 2a, that in patients selected for rest/stress nuclear 
imaging, PET may be preferred instead of SPECT, to improve 
diagnostic accuracy; that exercise treadmill testing can be 
useful to determine if symptoms are consistent with angina 
pectoris, and to evaluate functional capacity; that myocardial 
blood flow reserve determination can be useful to improve 
diagnostic accuracy and enhance risk stratification; and that 
computed tomography  coronary angiography can be useful 
to evaluate bypass graft or stent (if ≥3mm) patency. 

In summary, the Guideline displays a more “conservative” 
approach towards diagnostic testing in CCD, which may 
be considered to be in line with the recent literature of 
observational studies and clinical trials in CCD, and which 
may, ultimately, be “salutary” when compared to a past of 
diagnostic testing overuse, with its accompanying risk of 
excessive radiation exposure and increased costs.
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