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Ischaemic Heart Disease

The 2024 European Society of Cardiology (ESC) congress introduced key 
advancements in the management of chronic coronary syndrome (CCS). 
Updated guidelines incorporated new evidence in the diagnosis and 
treatment of CCS, and few Late-breaking Clinical Trials dealt with CCS.1

New Recommendations from 2024 European 
Society of Cardiology Guidelines
Definition and Diagnostic Approach
The task force provided a more comprehensive definition of CCS, 
encompassing all clinical conditions characterised by transient, reversible 
imbalances between myocardial oxygen demand and blood supply, 
leading to myocardial ischaemia.

A four-step, stepwise diagnostic approach is recommended for individuals 
with suspected CCS. The task force endorses the use of the risk factor-
weighted clinical likelihood model to estimate the pretest likelihood of 
obstructive epicardial coronary artery disease (CAD). This scoring system 
incorporates several variables, including sex, age, angina symptoms and 
cardiovascular (CV) risk factors, with adjustments based on individual 
specific features (e.g. peripheral artery disease, resting ECG, 
echocardiography or vascular calcifications).2 This tailored approach 
tripled the number of individuals classified as having a very low likelihood 
(≤5%) of obstructive CAD, which should defer further diagnostic testing, 
while enhancing the precision of estimated annualised event rates of MI 
and mortality.1

Pathophysiology of Chronic Coronary 
Syndrome and Identification of Chronic 
Coronary Syndrome Endotype
The current ESC guidelines also reappraise the pathophysiology of CCS, 
including both structural and functional abnormalities of the epicardial 
and microvascular districts.

Coronary vasomotor disorders and coronary microvascular dysfunction 
have emerged as significant contributors to CCS, accounting for 41% and 
40%, respectively, of non-obstructive CAD.3 Notably, coronary 

microvascular dysfunction has been associated with increased rates of 
major adverse cardiac events over a 5-year follow-up period.4 Coronary 
vasomotor disorders have been similarly linked to sudden cardiac death 
and MI.5 

A significant update is the recommendation (class 1, level of evidence b) 
for invasive coronary functional testing in the catheterisation laboratory to 
confirm or rule out the diagnosis of obstructive CAD or angina with non-
obstructive coronary arteries.1 Doppler flow velocity and thermodilution-
based methods are used to assess coronary flow reserve and 
microvascular resistance,6 while acetylcholine coronary provocative 
testing is the gold standard for evaluating coronary vasomotor disorders.7 
These diagnostic techniques allow for the identification of specific CCS 
endotypes, facilitating personalised therapies with potential prognostic 
benefits.8

Lifestyle Interventions
The 2024 ESC guidelines emphasise the importance of shared decision-
making between clinicians and patients. Clinicians are encouraged to 
tailor treatment plans to the individual’s preferences, capabilities and 
healthcare costs, while striving to simplify medication regimens where 
feasible. Additionally, the guidelines recommend lifelong education 
programmes, to enhance long-term adherence to healthy lifestyles and 
medications.

Psychological support and exercise-based cardiac rehabilitation are key 
pillars of secondary prevention of CCS, with robust evidence showing a 
reduction in mortality rates compared with placebo.9,10 Of interest, 
achieving and maintaining a healthy weight is a primary objective for 
patients with CCS, as it positively impacts clinical outcomes, improves 
risk-factor control and enhances quality of life. For patients who fail to 
meet weight targets, pharmacological intervention with glucagon-like 
peptide-1 receptor agonists may be considered. These agents have 
demonstrated efficacy in promoting weight loss and reducing the 
incidence of major adverse cardiac events, both in patients with and 
without type 2 diabetes.11,12
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Medical Therapy
The updated guidelines integrate new evidence regarding optimal 
antiplatelet therapy secondary prevention in CCS. Specifically, clopidogrel 
monotherapy is now recommended as a safe alternative to aspirin 
monotherapy.1 This recommendation is substantiated by recent large-
scale randomised clinical trials (RCTs), which have demonstrated a 
potential reduction in the composite ischaemic/haemorrhagic endpoint 
with clopidogrel compared with aspirin.13–15

A precise assessment of the individual’s ischaemic and haemorrhagic risk 
profile is crucial for guiding antiplatelet therapy in patients with CCS after 
percutaneous coronary intervention (PCI). For patients at high ischaemic 
risk and low bleeding risk, ticagrelor monotherapy may be considered as 
an alternative strategy.1 Conversely, a short duration of dual antiplatelet 
therapy (1–3 months) is recommended for patients at high bleeding risk 
and low ischaemic risk, compared with the conventional 6-month regimen. 
This recommendation, which was introduced in previous guidelines, has 
been further reinforced by the recent Master-DAPT trial.16

Strong evidence supports the use of sodium-glucose cotransporter 2 
inhibitors and glucagon-like peptide-1 receptor agonists, as these agents 
offer CV benefits beyond their glucose-lowering effects.17,18 Both sodium-
glucose cotransporter 2 inhibitors and glucagon-like peptide-1 receptor 
agonists are now recommended as first-line therapies for patients with 
type 2 diabetes and CCS to reduce major adverse cardiac events, 
regardless of glycaemic control and glucose-lowering medications.1

Additionally, low-dose colchicine should be considered in CCS patients 
with atherosclerotic CAD. This recommendation is supported by the 
results of the LODOCO2 trial, which demonstrated a significant reduction 
of adverse events in 5,550 patients with CCS over a median follow-up of 
2.4 years.19

Myocardial Revascularisation
The prognostic role of myocardial revascularisation in CCS remains 
unclear. The large ischaemia trial, which included 5,179 patients with CAD 
and moderate to severe inducible myocardial ischaemia (excluding those 
with left main disease and reduced [<35%] left ventricular ejection fraction 
[LVEF]) found that invasive and conservative strategies led to comparable 
outcomes. Notably, at 7 years of follow-up, the invasive strategy was 
associated with lower rates of spontaneous MI and non-cardiac mortality, 
while the conservative strategy was linked to a reduced occurrence of CV 
mortality.20 Current guidelines recommend myocardial revascularisation 
for CCS patients with LVEF >35% and functionally significant lumen 
disease, three-vessel disease or significant single- or two-vessel disease 
involving the proximal left anterior descending artery.1

The prognostic impact of myocardial revascularisation in patients with 
impaired LVEF (≤35%) is still debated. The landmark STICH trial 
demonstrated that coronary artery bypass grafting (CABG) was superior to 
medical therapy in reducing all-cause and CV mortality at a median follow-
up of 9.8 years.21 Conversely, the REVIVED-BCIS2 trial found that PCI did 
not significantly reduce the composite primary endpoint of all-cause 
death or heart failure rehospitalisation compared with optimal medical 
therapy at a 3.4-year follow-up.22 

Based on these findings, current guidelines suggest that the decision 
between revascularisation and medical therapy should be made through 
a Heart Team discussion. For surgically eligible CCS patients with 
multivessel CAD and LVEF ≤35%, CABG is recommended over medical 

therapy. PCI may be considered as an alternative to CABG for patients 
who are at high surgical risk or not operable.1

In patients with lumen disease, CABG is recommended over medical 
therapy alone to improve survival according to recent RCTs.23 However, 
PCI is recommended for patients with low anatomical CAD complexity and 
should be considered for those with moderate anatomical CAD complexity.1

For symptomatic patients with functionally significant obstructive CAD 
despite guideline-directed medical treatment, PCI is recommended to 
alleviate symptoms, as supported by the recent ORBITA-2 trial.24

Recent observational evidence has highlighted the importance of Heart 
Team discussions in the decision-making process for revascularisation.25 
These findings have been integrated into the current guidelines (class 1 
recommendation, level of evidence C).1

Of interest, current guidelines for the first time recommend the use of 
intracoronary imaging, either intravascular ultrasound or optical coherence 
tomography, for guiding PCI in complex lesions, such as lumen lesions, true 
bifurcations, and long lesions. The landmark RENOVATE-COMPLEX PCI and 
OCTOBER trials demonstrated better outcomes with intravascular 
ultrasound-guided PCI compared to angiography-guided PCI.26,27

Finally, based on recent RCTs, drug-eluting stents are recommended over 
drug-coated balloons for the treatment of in-stent restenosis.28

Late-breaking Clinical Trials
The EPIC-CAD trial randomised 1,040 patients with stable CAD (≥6 months 
after revascularisation for CCS or ≥12 months for acute coronary syndrome; 
or medical therapy alone) and high-risk AF to edoxaban, or edoxaban plus 
a single antiplatelet agent. At 12 months, edoxaban monotherapy was 
associated with a lower risk of clinical events, mainly driven by a reduction 
of major bleedings.29

The Rec-CAGEFREE I trial enrolled 2,272 with de novo non-complex CAD. 
Notably, paclitaxel-coated balloons did not achieve expected non-
inferiority versus drug-eluting stents in regard to a 2-year device-oriented 
composite endpoint.30

Gaps in Knowledge
From a pathological perspective, the reasons why patients with common 
risk factors progress differently to CAD or coronary microvascular 
dysfunction are not fully understood. Identifying additional pathological 
mechanisms could be crucial for a better understanding of these 
conditions.

Currently, there is a lack of a precise diagnostic work-up for patients with 
angina with non-obstructive coronary arteries, and RCTs are needed to 
evaluate whether tailored medications can improve clinical outcomes in 
these patients.

The prognostic impact of myocardial revascularisation in patients with 
CCS also requires further investigation: future RCTs should focus on high-
risk patients with anatomically complex CAD to close the gap between 
current randomised evidence and real-world clinical practice.

Finally, implementing strategies to enhance patient adherence to healthy 
lifestyles and medications is essential for improving patients’ quality of life 
and clinical outcomes.
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Conclusion
The ESC Congress 2024 represents a significant advance for CCS 
patients, moving towards a precise diagnosis of CCS endotype and 
patient-tailored management. The guidelines also broaden the 

armamentarium of recommended medical treatments and advocate for 
the routine use of imaging guidance in complex PCI. Nevertheless, 
improving outcomes for CCS patients is a lengthy process that requires 
extensive research. 
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