
Open access�

   1Ostojic M, Stanetic B. Open Heart 2024;11:e002908. doi:10.1136/openhrt-2024-002908

To cite: Ostojic M, Stanetic B. 
Gold standard for diagnosing 
and treating chronic ischaemic 
coronary artery disease and the 
associated complications. Open 
Heart 2024;11:e002908. 
doi:10.1136/
openhrt-2024-002908

Accepted 18 September 2024

1Institute for Cardiovascular 
Diseases Dedinje, Belgrade, 
Serbia
2Medical Faculty School of 
Medicine, Belgrade, Serbia
3Medical Faculty, University of 
Banja Luka, Banja Luka, Bosnia 
and Herzegovina
4Department of Cardiology, 
University Clinical Centre of the 
Republic of Srpska, Banja Luka, 
Bosnia and Herzegovina
5Serbian Academy of Sciences 
and Arts, Belgrade, Serbia
6Academy of Sciences and Arts 
of Republic of Srpska, Banja 
Luka, Bosnia and Herzegovina

Correspondence to
Dr Miodrag Ostojic; ​
mostojic2011@​gmail.​com

Gold standard for diagnosing and 
treating chronic ischaemic coronary 
artery disease and the 
associated complications

Miodrag Ostojic  ‍ ‍ ,1,2,3,4,5,6 Bojan Stanetic3,4

Editorial

© Author(s) (or their 
employer(s)) 2024. Re-use 
permitted under CC BY-NC. No 
commercial re-use. See rights 
and permissions. Published 
by BMJ.

In this issue of Open Heart, an appealing 
manuscript titled ‘Dobutamine stress echo-
cardiography (DSE) after positive CCTA: 
diagnostic performance using fractional flow 
reserve and instantaneous wave-free ratio 
as reference standards’ by Bråtena et al1 was 
published.

DIAGNOSTIC ACCURACY OF INVASIVE AND NON-
INVASIVE TESTING
The study by Bråtena et al1 showed that 
the accuracy, sensitivity and specificity of 
dobutamine stress echocardiography (DSE) 
were 61%, 43% and 75% against fractional 
flow reserve (FFR) and 64%, 46% and 74% 
against instantaneous wave-free ratio (iFR) in 
102 patients with positive coronary CT angi-
ography (CCTA), with low to medium pretest 
probability (23±13). The diagnostic accuracy 
of DSE did not differ significantly between 
FFR and iFR as the reference (p=0.549).

One of the strengths of this study is the 
challenging question that the authors clearly 
outlined, giving some historical perspective: 
what are the gold standards for diagnosing 
coronary artery stenosis and their prognostic 
significance in ischaemic heart disease?

Stress echocardiography has long been 
a strong determinant of the significance of 
coronary artery stenosis and risk stratification 
for future events. However, it has some short-
comings, including its suboptimal acoustic 
window, the importance of matching cross-
sectional planes prestressor and poststressor, 
and its operator dependence; it is also time-
consuming in the era of fast food, like old 
grandma's chicken soup. All these led to the 
development of FFR by Dr Nico Pijls and 
others,2 which was tested against stress echo-
cardiography to determine the cut-off values. 
The intention was to have a one-stop shop 
in the cath lab rather than relying on stress 

echocardiography. The industry jumped in 
with their interest, resulting in more support 
for randomised controlled trials (RCTs) for 
FFR (iFR, etc)3 than for stress echocardiog-
raphy. Eleven trials, including some meta-
analyses, demonstrated that FFR is more 
effective than angiography in guiding percuta-
neous coronary intervention (PCI). However, 
there are five trials, all RCTs, with negative 
results.4 It is worth noting that no individual 
RCT compares stress echocardiography with 
FFR or iFR in terms of decision-making. 
There is one retrospective non-randomised 
trial that has shown the superiority of stress 
echocardiography (using DSE segmental wall 
motion abnormality) over FFR in the risk 
stratification, regardless of whether PCI was 
performed or not.5

Nevertheless, in the latest ‘2024 Euro-
pean Society of Cardiology Guidelines 
for the management of chronic coronary 
syndromes’,3 FFR is determined to be of class 
1, level of evidence A, while stress echo is of 
class 1, level of evidence B.6 Of particular 
note is the fact that reference 1173 in the 
guidelines concludes that stress echocardiog-
raphy has no value post-PCI.7 This conclusion 
was false as only 0.59% (10 out of 1706) of 
patients underwent stress echocardiography. 
It is even more misleading as these numbers 
are not in the manuscript but was only discov-
ered by someone curious enough to search 
for it in the supplement.

So can someone believe that stress echo-
cardiography with left ventricular volumetry 
(power index), lung ultrasound (B-lines), 
heart rate reserve and the possible addition of 
coronary velocity flow reserve of the left ante-
rior descending artery (the so-called ABCDE 
protocol) may be a better diagnostic and risk 
stratification tool for major adverse cardiovas-
cular events and all-cause mortality than just 
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one number, that is, FFR or iFR? There is a lot of ongoing 
research on advanced stress echocardiography8 9 and 
adopting and implementing new findings into practice 
is not easy. Although it may sound too pessimistic, 1918 
Nobel Prize winner Max Planck’s quote is still relevant: 
‘The new scientific truth does not triumph by convincing 
its opponents and making them see the light, but rather 
because its opponents eventually die and a new genera-
tion grows up that is familiar with it’.

Of particular note is that not all stressors are equal 
in terms of their existence in real life (exercise, mental 
and cold stress, hyperventilation, shovelling snow, etc), 
including the so-called pharmacological stressors, which 
are more suitable in imaging (but patients do not inject 
dobutamine, atropine, adenosine, etc, in everyday life). 
They act on different demand–supply scales and may 
be allies. A metaphor using the fisherman approach is 
depicted in figure 1.10 11

COMPLICATIONS OF TESTING IN THE REAL WORLD
Another strength of this study is its detailed reporting 
of the complications and side effects associated with 
both invasive and non-invasive testing during the typical 
work-up of an average patient with chronic coronary 

syndrome. It is well recognised that diagnostic tests 
described in scientific literature often demonstrate lower 
accuracy and safety when applied in real-world settings 
that involve actual patients, physicians and challenges. 
This applies to both non-invasive and invasive testing.

In the case of dobutamine stress testing, the results 
in one patient were uninterpretable due to poor image 
quality at rest, while another test was terminated prema-
turely due to supraventricular tachycardia. Additionally, 
two patients experienced myocardial infarction during 
the test. One patient suffered brainstem cerebral infarc-
tion during invasive coronary angiography with pressure 
measurements. Another patient developed a transient 
third-degree atrioventricular block during infusion of 
adenosine.

On average, patients received a median radiation dose 
of 5 millisieverts (mSv) from coronary angiography with 
PCI, 4 mSv from CCTA and 2 mSv from diagnostic coro-
nary angiography with intracoronary pressure measure-
ment alone. While these doses are low compared with the 
reference values, the cumulative dose for the 104 patients 
enrolled in the study exceeded 10 mSv, equivalent to 500 
chest X-rays, with associated long-term cancer risk of 
around one extra cancer in 1000 exposed patients. The 

Figure 1  The fisherman approach. No CAD up to very severe CAD are presented as small fish (green) up to the biggest ones 
(purple), respectively. The nets with holes of different sizes, from the biggest up to the smallest, that is, dipyridamole (Dip), 
dobutamine (Dob), exercise (Ex), Dip–Dob and Dip–Ex, are presented. The ‘size of the holes’ for each stress was determined 
at the optimal cut-off between sensitivity and specificity where coronary angiography was used as the gold standard for each 
particular test in the same set of patients (204 tests in random order in 158 patients, 23 pre-PCI and post-PCI). It may be 
appreciated that the cut-off for Ex was exactly 50% stenosis (as postulated in animal experiments); for Dip, Dob, Dip–Dob and 
Dip–Ex, the cut-offs were 58%, 52%, 39% and 31%, respectively. Therefore, if the interest is just to catch a big fish, Dip will be 
used. CAD, coronary artery disease; PCI, percutaneous coronary intervention.
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risk of cancer is higher in organs receiving the highest 
doses during cardiology examinations, such as the lungs, 
red bone marrow and female breasts. Additionally, there 
is a risk of acute anaphylaxis and subacute nephrotoxicity 
from the iodinated contrast material used in both diag-
nostic and interventional radiology.

Recently, and particularly in the era of climate-
conscious healthcare, the environmental impact of cardi-
ology imaging has also gained attention. The full suite of 
invasive and non-invasive testing generates at least 300 kg 
of carbon dioxide emissions. Although freedom does not 
have a price, it is just very small part of the carbon dioxide 
produced by wars and its consequences. However, every-
body has to clean in front of their house. The direct 
economic cost of these procedures is substantial, the 
complication rate of invasive and non-invasive proce-
dures exceeds 1%, radiation burden and the associated 
long-term cancer risk are not negligible, and subacute 
nephrotoxicity induced by iodinated contrast remains a 
potential risk.12

CONCLUSION
The abovementioned factors must be carefully considered 
when pursuing extensive non-invasive and invasive testing, 
particularly considering the extra stenotic factors contrib-
uting to coronary risk and the blind spots of anatomical or 
functional assessments based only on regional wall motion. 
The substantial value of simultaneously searching for pulmo-
nary congestion (B-lines), global systolic function (volu-
metric calculations for power index), coronary microcircula-
tory dysfunction and cardiac autonomic dysfunction, among 
others, could not be overemphasised. The extra information 
that cardiac imaging provides should also be weighed against 
the robust risk stratification capability of a simple stress ECG. 
This test offers an integrated risk assessment based on symp-
toms, blood pressure response, chronotropic incompetence, 
arrhythmias and ST-segment changes.

Recognising that these costs, risks and environmental 
impacts stem from diagnostic investigations, not from 
calculating therapeutic interventions, is essential. There-
fore, reassessing current strategies that incorporate broader 
considerations, such as non-cardiological risks (including 
cancer), economic costs, environmental impact and real-
world complications, may lead us to adopt a ‘Choosing-
Wisely’ approach to managing coronary patients. The risk 
to benefit ratio of current testing strategies may shift when 
evaluating intermediate-risk populations, where diagnostic 
performance is often suboptimal, and when factoring in 
both acute and long-term risks. In this regard, an optimal 
testing strategy for coronary artery disease that minimises 
costs and risks while maximising benefits remains a signifi-
cant challenge.

A final note: The results of the study may be interpreted 
as real-world findings. They also come from the most expe-
rienced radiologists, stress echocardiographers and invasive 
cardiologists and a substudy of the more significant projects 
from Norway. Norway has one of the best health systems 

available to citizens, which very well contributed to the coun-
try’s ranking as the seventh happiest country in the world.

Contributors  MO conceived and wrote the manuscript. BS reviewed and analysed 
the references. MO is the guarantor.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests  None declared.

Patient consent for publication  Not required.

Provenance and peer review  Commissioned; internally peer reviewed.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Miodrag Ostojic http://orcid.org/0000-0002-1250-7461

REFERENCES
	 1	 N.d. Dobutamine stress echocardiography (DSE) after positive 

CCTA: diagnostic performance using fractional flow reserve and 
instantaneous wave-free ratio as reference standards" by Braten T et 
al. Open Heart.

	 2	 Pijls NH, De Bruyne B, Peels K, et al. Measurement of fractional flow 
reserve to assess the functional severity of coronary-artery stenoses. 
N Engl J Med 1996;334:1703–8. 

	 3	 Dobrić M, Furtula M, Tešić M, et al. Current status and future 
perspectives of fractional flow reserve derived from invasive 
coronary angiography. Front Cardiovasc Med 2023;10. 

	 4	 Morton K. The controversy: is FFR truly dead? 2023. Available: 
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-​
ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&​
utm_source=%5BEmail%20Subscription%5D%20Cardio%20%​
7C%20Interventional%20Cardiology_118165&utm_medium=​
Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%​
20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%​
20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&​
utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIs​
InJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4​
MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcY​
qwfa5RN8&mail_id=118165

	 5	 Gurunathan S, Ahmed A, Vamvakidou A, et al. Diagnostic 
Concordance and Clinical Outcomes in Patients Undergoing 
Fractional Flow Reserve and Stress Echocardiography for the 
Assessment of Coronary Stenosis of Intermediate Severity. J Am 
Soc Echocardiogr 2018;31:180–6. 

	 6	 Vrints C, Andreotti F, Koskinas KC, et al. 2024 ESC Guidelines 
for the management of chronic coronary syndromes. Eur Heart J 
2024;30:2024. 

	 7	 Park D-W, Kang D-Y, Ahn J-M, et al. Routine Functional Testing 
or Standard Care in High-Risk Patients after PCI. N Engl J Med 
2022;387:905–15. 

	 8	 Ostojic M, Kovacevic-Preradovic T, Nikolic A. Picano E. Stress 
echocardiography in special subsets of clinically defined patients. In: 
Stress echocardiography. Seventh edition. Eugenio Picano ed. New 
York: Springer Nature, 2023.

	 9	 Picano E, Pierard L, Peteiro J, et al. The clinical use of stress 
echocardiography in chronic coronary syndromes and beyond 
coronary artery disease: a clinical consensus statement from the 
European Association of Cardiovascular Imaging of the ESC. Eur 
Heart J Cardiovasc Imaging 2024;25:e65–90. 

	10	 Ostojic M, Picano E, Arandjelovic A. Pathogenetic mechanisms of 
stress, stress echocardiography by Eugenio Picano sixth edition, 
Library of congress control number: 2015950344. Cham Heidelberg 
New York Dordrecht London: Springer International Publishing, 
2016.

	11	 Beleslin BD, Ostojic M, Stepanovic J, et al. Stress echocardiography 
in the detection of myocardial ischemia. Head-to-head comparison 
of exercise, dobutamine, and dipyridamole tests. Circulation 
1994;90:1168–76. 

	12	 Picano E. Economic, ethical, and environmental sustainability of 
cardiac imaging. Eur Heart J 2023;44:4748–51. 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-1250-7461
http://dx.doi.org/10.1056/NEJM199606273342604
http://dx.doi.org/10.3389/fcvm.2023.1181803
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
https://www.vumedi.com/video/is-ffr-dead-addressing-contrarian-ffr-studies/?token=be5542fa-031b-4b6a-b4c0-030297f897e8&utm_source=%5BEmail%20Subscription%5D%20Cardio%20%7C%20Interventional%20Cardiology_118165&utm_medium=Video&utm_campaign=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_content=Is%20FFR%20Dead%3F%20Addressing%20Contrarian%20FFR%20Studies&utm_term=FFR&link_data=eyJidWxrX21haWxfYWN0aW9uIjoiYyIsInJlY2lwaWVudF9pZCI6MTg1MjY0NTM0NywibWFpbF9pZCI6MTE4MTY1fQ%3A1qcPLH%3AKKvWbzlnkffdPD-9hg6sXnLsNqlezHhRTcYqwfa5RN8&mail_id=118165
http://dx.doi.org/10.1016/j.echo.2017.10.012
http://dx.doi.org/10.1016/j.echo.2017.10.012
http://dx.doi.org/10.1093/eurheartj/ehae177
http://dx.doi.org/10.1056/NEJMoa2208335
http://dx.doi.org/10.1093/ehjci/jead250
http://dx.doi.org/10.1093/ehjci/jead250
http://dx.doi.org/10.1161/01.cir.90.3.1168
http://dx.doi.org/10.1093/eurheartj/ehac716

	Gold standard for diagnosing and treating chronic ischaemic coronary artery disease and ﻿the associated complications﻿
	Diagnostic accuracy of invasive and non-invasive testing
	Complications of testing in the real world
	Conclusion
	References


