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BACKGROUND: The diagnostic yield of invasive coronary angiography (ICA) in patients with chronic coronary 
syndromes (CCS) in contemporary practice is uncertain. 
AIMS: We investigated the value of an advanced invasive diagnosis (AID) strategy combining angiography and 
intracoronary testing. 
METHODS: AID-ANGIO is an all-comers, prospective, multicentre study enrolling CCS patients referred for ICA. 
Obstructive coronary artery disease (CAD) was investigated with angiography and pressure guidewires. In the 
absence of obstructive CAD, intracoronary testing for ischaemia with non-obstructive coronary arteries (INOCA) 
was performed. The primary endpoint was the proportion of patients with a cause of ischaemia identified by the 
AID strategy. To assess the effect of AID on decision-making, an initial therapeutic plan was first prepared by 
clinical cardiologists based on ICA and medical information. Subsequently, based on AID data, a final therapeutic 
plan was drafted by clinical and interventional cardiologists (Ischaemia Team).
RESULTS: We enrolled 317 patients (44.2% female). Based on ICA, obstructive CAD was diagnosed in 32.2% of 
patients. With the AID strategy, a  cause of myocardial ischaemia was identified in 84.2% (p<0.001): obstructive 
CAD in 39.1% and INOCA in 45.1%. Only 15.8% of patients did not show any abnormalities. Modification of 
the original treatment plan with the AID strategy occurred in 59.9% of cases. 
CONCLUSIONS: In assessing ischaemia-generating coronary abnormalities, prespecified use of the AID strategy was 
associated with a 2.6-fold increase in diagnostic yield compared with ICA (84.2% vs 32.2%, respectively), largely 
due to the identification of INOCA. Modification of the therapeutic plan with the AID strategy occurred in 59.9% 
of cases. (ClinicalTrials.gov: NCT05635994)
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Invasive coronary angiography (ICA) is a  standardised 
method to identify coronary artery disease (CAD). 
However, its diagnostic yield is very low, with a reported 

prevalence of obstructive CAD of <38% in a  nationwide 
series of 400,000  patients with chronic coronary syndrome 
(CCS)1. Such limited performance may be explained by the 
fact that ICA alone is a  suboptimal tool for assessing the 
functional relevance of intermediate-grade stenosis2-5 and in 
its inability to identify non-obstructive causes of myocardial 
ischaemia6. 

Contemporary American and European clinical practice 
guidelines recommend the evaluation of intermediate-grade 
stenosis with pressure guidewires, using fractional flow 
reserve (FFR) or non-hyperaemic pressure ratios7-9. Likewise, 
they recommend considering an invasive assessment of 
microvascular function and vasomotor responses in patients 
with persistent anginal symptoms and coronary arteries that 
are either angiographically normal or have functionally non-
significant stenoses7-9. Despite the widespread availability of 
the technologies, functional assessment of obstructive and non-
obstructive causes of myocardial ischaemia in the catheterisation 
laboratory is heterogeneous and far from optimal, precluding 
adequate cause-based, stratified treatment10,11.

The objective of our study was to investigate the diagnostic 
yield of an invasive strategy for a  hierarchical identification 
of obstructive and non-obstructive mechanisms of ischaemia 
in patients with CCS, performed at the time of ICA. We 
also aimed to assess how the obtained information modified 
a  therapeutic plan based only on ICA and the available 
clinical information. 

Editorial, see page 14

Methods 
STUDY OVERVIEW
Advanced Invasive Diagnosis for Patients with Chronic 
Coronary Syndromes Undergoing Coronary ANGIOgraphy 
(AID-ANGIO) is an all-comers, observational, prospective, 
multicentre study (ClinicalTrials.gov: NCT05635994) carried 
out at four hospitals in the Madrid region (Spain). The study 
activities were approved by the local ethics committee at each 
of the enrolling centres, and written informed consent was 
obtained from all participants. 

STUDY POPULATION
The study enrolled all consecutive patients with CCS referred 
for ICA by their responsible clinical cardiologist due to 
angina and/or evidence of ischaemia in non-invasive tests and/
or the presence of CAD in coronary computed tomography 
angiography (CCTA). 

Clinical scenarios for CCS identified by European Society 
of Cardiology (ESC) guidelines were considered7. Only 

patients with congestive heart failure or severe left ventricular 
dysfunction were excluded, since invasive functional coronary 
assessment in these scenarios remains uncertain12. Patients 
with previous coronary artery bypass graft (CABG) or who 
had undergone percutaneous coronary intervention (PCI) 
within the past 3  months were not included. A  full list of 
exclusion criteria is provided in Supplementary Table 1. 

THE AID STRATEGY
The advanced invasive diagnosis (AID) strategy is 
a  hierarchical algorithm designed to streamline the 
assessment of both obstructive and non-obstructive causes of 
myocardial ischaemia at the time of ICA. The protocol was 
started by performing ICA in a  standard fashion. Patients 
were instructed not to take either caffeine or antianginal 
medications within the 12  hours before the procedure. The 
radial artery approach was the preferred arterial access. 
Orthogonal angiographic projections were obtained to ensure 
optimal outlining of epicardial vessels. Severe-grade stenoses 
(≥90% diameter stenosis [DS] by visual assessment) were 
considered flow limiting and responsible for the patients’ 
symptoms, without further physiological assessment. 
Intermediate-grade stenoses (<90% DS by visual assessment) 
were evaluated with FFR and/or resting full-cycle ratio 
(RFR) to determine their physiological significance (Figure 1). 
General recommendations for adequate pressure guidewire 
measurements were followed13,14. Under full heparinisation 
(50-70 U/kg with an activated clotting time over 250 s), 
a  dedicated 0.014 inch guidewire was advanced into the 
target vessel via a 6 Fr guiding catheter. Pressure equalisation 
was performed at the tip of the catheter, and then the wire 
was positioned distal to the stenosis. Flushing of contrast 
media with saline was ensured before measuring the RFR 
and/or FFR.

Patients with either angiographically normal epicardial vessels 
or only intermediate stenoses with non-ischaemic FFR/RFR 
values (FFR >0.80 and/or RFR >0.89) underwent functional 

Impact on daily practice
There is a  large discrepancy between the invasiveness of 
invasive coronary angiography (ICA) and the limited 
diagnostic information it delivers in chronic coronary 
syndromes. The advanced invasive diagnosis strategy is 
a  compendium of current recommendations by European 
and American clinical practice guidelines which allows 
the identification of an actionable cause of myocardial 
ischaemia in more than 80% of patients. Ischaemia with 
non-obstructive coronary arteries, which is the most 
prevalent cause of myocardial ischaemia, cannot be 
diagnosed based on ICA or clinical information alone.

Abbreviations
AID	 advanced invasive diagnosis

CAD	 coronary artery disease

CCS	 chronic coronary syndrome

CFR	 coronary flow reserve

CMD	 coronary microvascular dysfunction

FFR	 fractional flow reserve

ICA	 invasive coronary angiography

IMR	 index of microcirculatory resistance

INOCA	� ischaemia with non-obstructive coronary 
arteries

PCI	 percutaneous coronary intervention

RFR	 resting full-cycle ratio
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coronary testing to rule out microcirculatory and/or vasomotor 
coronary disorders causing ischaemia with non-obstructive 
coronary arteries (INOCA). A  physiological evaluation of the 
epicardial and microvascular domains was performed using 
the PressureWire X Guidewire (Abbott) with the CoroFlow 
Cardiovascular System (Coroventis), which is equipped with both 

a pressure sensor, to evaluate FFR and RFR, and a thermistor, to 
perform thermodilution-based flow measurements. 

The interpretation of intracoronary testing was based 
on available ESC guidelines on CCS7 and the European 
Association of Percutaneous Cardiovascular Interventions 
(EAPCI) consensus document on INOCA15. A  diagnosis of 

Coronary angiography performed

Any coronary stenoses?

YES NO

% diameter stenosis

FFR, RFR

ACh, CFR, IMR

Vascular function tests

Abnormal Normal

FINAL DIAGNOSIS AND TREATMENT RECOMMENDATION

Cause of ischaemia detected Normal study

AIl ≥90% Any <90%

FFR ≤0.80
RFR ≤0.89

FFR >0.80
RFR >0.89

Figure 1. Schematic representation of the advanced invasive diagnosis (AID) algorithm. The AID strategy combines invasive 
angiography with intracoronary testing to outline obstructive and non-obstructive causes of myocardial ischaemia. 
ACh: acetylcholine; CFR: coronary flow reserve; FFR: fractional flow reserve; ICA: invasive coronary angiography; IMR: index 
of microcirculatory resistance; RFR: resting full-cycle ratio
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endothelium-independent coronary microvascular dysfunction 
(CMD) was established in the presence of a reduced coronary 
flow reserve (CFR) and/or an increased index of microcirculatory 
resistance (IMR), measured by bolus thermodilution. The 
abnormality cutoff value for CFR was <2.0 and for IMR was 
≥25. The calculation of IMR was corrected by Yong’s formula 
to estimate the influence of epicardial disease. Measurements 
were performed in the left anterior descending artery by 
default, since it supplies a  larger myocardial mass. However, 
other coronary arteries could be studied at the operator’s 
discretion if the initial tests were negative and clinical 
suspicion was high. Steady-state hyperaemia was induced 
by intravenous infusion of adenosine at 140 μg/kg/min16. To 
assess endothelium-dependent coronary function, sequential 
intracoronary boli of acetylcholine at concentrations of 2 μg, 
20 μg, 100 μg, and 200 μg in the left main or 2 μg, 20 μg, and 
80 μg in the right coronary artery were manually performed. 
The time administration of each dose lasted from 50-60 s, 
followed by flushing of the guiding catheter with saline to 
ensure that the whole dose reached the coronary arteries15,17. 
Epicardial coronary spasm was diagnosed if a ≥90% reduction 
of angiographic vessel diameter was present, with reproduction 
of the patient’s anginal symptoms and transient ischaemic 
electrocardiogram (ECG) changes at the time of acetylcholine 
administration. Conversely, microvascular spasm was 
diagnosed when both anginal symptoms and ischaemic ECG 
changes occurred, in the absence of epicardial spasm15. Further 
details regarding the functional coronary assessment protocol 
are provided elsewhere14. 

IMPACT OF THE AID STRATEGY ON CLINICAL 
DECISION-MAKING
In order to assess how the complementary information 
obtained with the AID strategy might modify the therapeutic 
plan based on ICA and available clinical information, the 
study was conducted in two steps. First, once ICA was 
performed, the angiographic images were shown to the 
patient’s referring clinical cardiologist. They were asked 
to identify epicardial stenoses affecting vessels amenable to 
revascularisation, specifying if they were angiographically 
severe or not. In the case of intermediate-grade stenoses, they 
were asked to judge whether they were ischaemia-generating 
or not. In scenarios of angiographically normal vessels, 
whenever non-obstructive ischaemia was suspected as the 
underlying cause for the patient’s symptoms, the referring 
clinical cardiologist was also requested to specify the suspected 
INOCA endotype (vasomotor, CMD, or mixed). The clinical 
cardiologist was then asked to suggest a tentative therapeutic 
plan, advocating for revascularisation (PCI or CABG) or 
medical treatment (including the selection of specific drugs). 
All of this information was collected in a written document 
to which the interventional cardiologists were blinded. As 
a  second step, the AID strategy was then applied, and the 
results of intermediate-grade stenosis assessment and/or 
functional coronary testing were collected in a separate form. 
The final step consisted of a  meeting between the clinical 
and interventional cardiologists (Ischaemia Team) to review 
the case and decide on a  definite diagnosis and therapeutic 
plan. Modification from the initial to the final therapeutic 
plan was recorded. Treatment recommendations for patients 

with INOCA were followed11,15 and are summarised in 
Supplementary Table 2. The additional time required to apply 
the full AID-ANGIO strategy was calculated as the difference 
in procedural time between patients in whom a diagnosis was 
made on ICA alone and those in whom thermodilution and 
acetylcholine testing were performed.

STUDY ENDPOINTS
The primary endpoint of the study was the proportion 
of patients in whom a  cause of myocardial ischaemia was 
identified with ICA alone, as well as with the support of the 
AID strategy. Secondary endpoints included the proportion 
of patients in whom non-obstructive causes of myocardial 
ischaemia were identified, as well as the proportion of cases 
in which the AID strategy led to a  change from the initial 
therapeutic plan, which was based on clinical information and 
ICA alone. The study did not aim to assess clinical outcomes 
associated with assigned therapeutic strategies. 

STATISTICS
Quantitative variables are expressed as median and 
interquartile range (IQR) or mean and standard deviation. 
Categorical variables are expressed as frequencies and 
percentages and were compared with the chi-square test. 
All tests were 2-sided, and differences were considered 
statistically significant with p-values<0.05. Statistical analyses 
were performed using the Stata IC12.1 statistical software 
package (StataCorp). 

Results 
STUDY POPULATION 
The study was conducted between June 2022 and December 
2023. Supplementary Table 3 shows the dates each hospital 
participated in the study. Out of 365 consecutive patients 
with CCS referred for ICA, 317  patients who fulfilled the 
inclusion criteria were prospectively enrolled, comprising 
the study population. The causes for the exclusion of 
the 48 remaining patients (13.2%) are summarised in 
Supplementary Table 4.

BASELINE CHARACTERISTICS
The patient population included a relevant number of female 
patients (44.2%). The mean age was 66 (IQR 58-73) years, 
and 61.2% had undergone a  non-invasive ischaemia test or 
CCTA. Other baseline characteristics, including angina-related 
quality of life, assessed with the Seattle Angina Questionnaire 
(SAQ), and the results from non-invasive ischaemia tests are 
summarised in Table 1.

ANGIOGRAPHY-BASED DIAGNOSIS
Based on angiography alone, clinical cardiologists 
identified obstructive CAD with angiographically severe 
stenoses in 102 (32.2%) patients, of whom 22 (21.6%) 
concomitantly presented intermediate-grade stenoses. 
Likewise, 74  patients (23.3%) had intermediate-grade 
or ambiguous stenoses, and 141 (44.5%) presented no 
angiographic stenoses, precluding a  definite diagnosis. 
However, taking into account the clinical history and 
the results of non-invasive tests, suspected diagnoses of 
obstructive CAD, INOCA, and chest pain of non-ischaemic 



EuroIntervention 2025;21:35-45 • Adrián Jerónimo et al. 39

Comprehensive diagnosis in CCS patients

origin were reached in 126 (39.7%), 165 (52.1%) and 
26 (8.2%) patients, respectively. Further information 
regarding tentative diagnosis and therapeutic plan by 
the clinical cardiologists is summarised in Supplementary 
Table 5-Supplementary Table 8.

PRIMARY AND SECONDARY STUDY ENDPOINTS
With the support of the AID strategy, a cause of myocardial 
ischaemia was identified in 267 (84.2%) of the patients, 
which represents an additional 47.9% of patients with an 
identified cause of myocardial ischaemia, compared to ICA 
alone (p<0.001). Overall, the implementation of the AID 
strategy resulted in a 2.6-fold increase in the diagnostic yield 
of ICA (84.2% vs 32.2%) (Central illustration).

Obstructive CAD was diagnosed in 124 (39.1%) patients, of 
whom 35 (28.2%) presented with intermediate-grade stenoses 
with significant RFR and/or FFR values. The distribution of 
obstructive lesions is summarised in Supplementary Table 9. 
INOCA was diagnosed in 143 (45.1%) patients of the study 
population, including microvascular dysfunction in 32 cases 
(22.4%), vasomotor disorders in 78 (54.5%), and a  mixed 
endotype in 33  patients (23.1%). Among those patients 
diagnosed with vasomotor disorders, 55.9% presented with 
epicardial spasm, whereas the rest (44.1%) presented with 
microvascular spasm. Only 50 patients (15.8%) presented no 
evident cause of myocardial ischaemia (Figure 2). Information 
regarding the invasive functional test is summarised in 
Supplementary Table 10. 

Application of the AID strategy, in addition to the clinical 
information and ICA, resulted in a  change in the initial 
therapeutic plan in 190/317 cases (59.9%), including the 
avoidance of unnecessary PCI in 19 (20.4%) of patients 
(Figure 3). Moreover, out of the 165 cases in whom the 
clinical cardiologist proposed INOCA during the tentative 
diagnosis, an incorrect diagnosis was made in 78.2% of 
cases, either because INOCA was not confirmed by the 
AID strategy (35.7%) or because the wrong endotype was 
identified in the initial plan (64.3%) (Figure 4). Further details 
regarding these changes are summarised in Supplementary 
Table 11-Supplementary Table 13 and Supplementary Figure 1. 
Overall, the application of the full AID strategy, including 
CFR and IMR measurements and acetylcholine testing, 
resulted in a median additional time of 15 minutes, compared 
to ICA alone (Supplementary Table 14).

ADVERSE EVENTS AND COMPLICATIONS
Overall, the systematic application of the AID strategy was 
safe. Among patients undergoing assessment with a  pressure 
guidewire, 2 cases of iatrogenic coronary artery dissection 
occurred (0.9%), which was guide catheter related in one case 
and wire related in the other; both were successfully managed 
with coronary stenting. Development of transient atrial 
fibrillation was documented in 8 (4.3%) cases in response to the 
administration of acetylcholine and in 1 (0.5%) case in response 
to adenosine. Also, 1 (0.5%) case of ventricular fibrillation 
occurred in response to acetylcholine in a patient who developed 
extensive epicardial spasm and ischaemia; this was successfully 
managed with electrical cardioversion and intracoronary nitrates. 
There were no deaths. Detailed information on all safety aspects 
is provided in Supplementary Table 15. 

Table 1. Baseline characteristics of the study population. 

Characteristics N=317

Age, years 66 (58-73)

Female sex 140 (44.2)

Hypertension 197 (62.2)

Dyslipidaemia 208 (65.6)

Diabetes 92 (29.0)

Insulin dependent 15 (16.3)

Active smoker 49 (15.5)

Former smoker 103 (32.5)

Body mass index, kg/m² 27.67 (25.0-30.2)

Family history of CAD 23 (7.3)

Peripheral vascular disease 15 (4.7)

Chronic kidney disease 18 (5.6)

eGFR, mL/min/1.73 m² 84.2 (69.6-94.2)

Previous MI 50 (15.8)

Previous PCI 57 (18.0)

Previous ICA 112 (35.3)

Symptoms

Exertional angina CCS 185 (58.4)

I 17 (8.3)

II 142 (76.8)

III 26 (13.8)

Episodes of angina at rest 47 (14.8)

Atypical chest pain 62 (19.6)

Dyspnoea 57 (18.0)

Symptom assessment 265 (83.6)

SAQ - Physical limitation 75.0 (60.0-88.9)

SAQ - Angina stability 50.0 (33.3-66.7)

SAQ - Angina frequency 75.0 (66.7-83.3)

SAQ - Treatment satisfaction 81.0 (66.7-90.5)

SAQ - Quality of life 53.3 (40.0-66.7)

SAQ - Overall score 71.7 (61.6-78.8)

Complementary tests

LVEF on TTE, % 60 (55-65)

Exercise ECG test 131 (41.3)

Positive result 91 (69.4)

Stress echocardiography 55 (17.4)

Positive result 36 (65.5)

SPECT 34 (10.7)

Positive result 25 (73.5)

Stress MRI 1 (0.3)

Positive result 1 (100)

CCTA 47 (14.8)

Data are presented as median (IQR) or n (%). CAD: coronary artery disease; 
CCS: Canadian Cardiovascular Society; CCTA: coronary computed 
tomography angiography; ECG: electrocardiography; eGFR: estimated 
glomerular filtration rate; ICA: invasive coronary angiography; 
IQR: interquartile range; LVEF: left ventricular ejection fraction; 
MI: myocardial infarction; MRI: magnetic resonance imaging; 
PCI: percutaneous coronary intervention; SAQ: Seattle Angina 
Questionnaire; SPECT: single-photon emission computed tomography; 
TTE: transthoracic echocardiography
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Discussion
Although ICA continues to be the most commonly used 
technique for the diagnosis of CAD, our findings show 
a  large discrepancy between its invasive nature and the 
amount of information it delivers. The low diagnostic 
yield of ICA in our study was mainly due to the frequent 
existence of non-obstructive causes of myocardial 
ischaemia but also to the uncertainty surrounding 
the relevance of intermediate stenoses. Application of 
a  prespecified structured diagnostic approach at the time 
of ICA led to a significant change in the initial therapeutic 
plan, which had been laid out by the clinical cardiologist 
on the grounds of angiography and available clinical 
information. This approach also led to a  significant 
change in the therapeutic management applied to patients 
in whom INOCA was initially suspected. 

The AID strategy is based on recommendations made by 
European and American guidelines for the invasive assessment 
of intermediate stenoses and non-obstructive causes of 
ischaemia. By enrolling an all-comer population of patients 
with CCS, the AID-ANGIO study provided valuable insights 
into the prevalence of obstructive CAD, as well as vasomotor 

disorders and CMD in real-world patients referred for ICA. 
The study was performed in a  well-balanced population in 
terms of sex (44.2% female), with exertional angina as the 
most prevalent symptom, and an SAQ angina frequency score 
of 75.0 points, denoting more symptomatic patients than in 
the ISCHEMIA trial (81.4 points)18. 

The distribution of coronary abnormalities in our all-
comers population is of interest when revisiting the value 
of other diagnostic tools in patients with CCS. CCTA, an 
increasingly used diagnostic tool, has the advantages of non-
invasiveness and allowing functional stenosis analysis (i.e., 
FFR derived from CCTA [FFR-CT])19. Yet, CCTA cannot 
diagnose INOCA20,21, which occurred in 45.1% of our 
patients. Non-invasive ischaemia tests capable of measuring 
CFR, like positron emission tomography or cardiac 
magnetic resonance, are valuable in diagnosing CMD. In 
fact, ischaemic ECG changes and/or anginal symptoms in 
exercise stress tests have been recently described as having 
excellent sensitivity and positive predictive values to detect 
CMD. Yet these tests cannot diagnose vasomotor disorders, 
which we observed in 35.0% of patients in our study 
population. 

EuroIntervention	 Central Illustration

The AID-ANGIO study: characteristics and main results.

A

B ANGIOGRAPHY

Identified cause of ischaemia 32.2% Identified cause of ischaemia 84.2%

No ischaemia cause
identified 67.8%

No ischaemia cause
identified 15.8%

INOCA 45.1%

Obstructive CAD 39.1%Obstructive CAD 32.2%

AID STRATEGY

Consecutive patients with CCS referred for
ICA by their clinical cardiologist317 Female sex44% Median age66 y

Adrián Jerónimo et al. • EuroIntervention 2025;21:35-45 • DOI: 10.4244/EIJ-D-24-00499

A) Baseline patient characteristics. B) ICA alone identified a cause of myocardial ischaemia in 32.2% of the patients. The AID 
strategy identified a cause of myocardial ischaemia in 84.2% of the patients, which represents a 2.6-fold increase in the 
diagnostic yield. INOCA was the most prevalent cause of myocardial ischaemia (45.1%). AID: advanced invasive diagnosis; 
CAD: coronary artery disease; CCS: chronic coronary syndrome; ICA: invasive coronary angiography; INOCA: ischaemia with 
non-obstructive coronary arteries
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Overall, ICA alone demonstrated obstructive CAD in only 
32.2% of patients with at least one severe stenosis, a  figure 
similar to that reported in the reference study by Patel et al1. 
Of note, the AID strategy also provided additional information 
in patients who presented with intermediate-grade stenoses 
(21.6%), leading to several changes in the revascularisation 
plan, including in 27  patients with multivessel disease; this 
mirrors the findings from previous studies such as FAME22 and 
SYNTAX II23. Pressure guidewire interrogation also influenced 

the decision to perform revascularisation in patients with 
a  single intermediate-severity stenosis, with a  further 17.9% 
allocated to medical treatment after application of the AID 
strategy.

A key finding of our study is the high prevalence of INOCA 
in patients with CCS, which occurred in 45.1% of patients. 
Importantly, INOCA was diagnosed not only in patients 
with angiographically normal vessels but also in patients 
with functionally non-significant stenoses, with a  similar 

ANGIOGRAPHY AID STRATEGY

Severe
stenoses

Severe + intermediate
stenoses

Intermediate
stenoses

No stenoses

80 | 25.2%

22 | 6.9%

74 | 23.3%

141 | 44.5%

Severe
flow-limiting stenoses

Severe + functionally non-significant stenoses

Functionally non-significant
stenoses + INOCA

80 | 25.2%

Functionally significant stenoses 22 | 7.0%

Functionally non-significant stenoses, no INOCA 14 | 4.4%

No stenosis, no INOCA
36 | 11.4%

No stenoses + INOCA

105 | 33.1%

38 | 12.0%

9 | 2.8%

Severe + functionally significant stenoses 13 | 4.1%

OBSTRUCTIVE CAD
INOCA

NO ISCHAEMIA

Figure 2. Diagnostic yield of ICA and the AID strategy. The left column shows the number of patients with severe- and 
intermediate-grade stenoses and those with angiographically normal coronary arteries. The right column shows the final 
diagnosis, based on the AID strategy. AID: advanced invasive diagnosis; CAD: coronary artery disease; ICA: invasive coronary 
angiography; INOCA: ischaemia with non-obstructive coronary arteries 
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incidence in both scenarios (74.4% and 73.0%, respectively). 
We also found that inferring the INOCA endotype from 
ICA and clinical information was not feasible (Figure 4), 
a  critical aspect in determining effective medical treatment 
to improve symptom control and quality of life11. Recent 
research has revealed that, contrary to the general belief, 
vasomotor disorders are triggered by physical exercise24, 
and intracoronary testing is superior to clinical suspicion for 
their diagnosis20. Establishing the presence of INOCA at the 
time of ICA may avoid additional diagnostic tests, thereby 
reducing healthcare costs25-27.

Based on the substantial improvement in diagnostic yield 
and the impact on clinical decision-making, as discussed 
above, we believe that application of the predefined AID 
strategy should be considered in all patients with CCS referred 
for ICA. Our proposal is that clinical and interventional 
cardiologists integrate clinical and invasive data for decision-
making as part of an Ischaemia Team. Overall, intracoronary 
instrumentation was performed in 74.8% of patients 
to investigate obstructive and non-obstructive causes of 
ischaemia. When INOCA was suspected, operator adherence 
to testing the endothelium-dependent (acetylcholine) and 
-independent (adenosine) pathways was very high (around 
97% in both cases) (Supplementary Table 10). In agreement 

with previous studies, complications were extremely rare 
and were successfully managed in the catheterisation 
laboratory28,29.

Limitations
In aiming for a widespread applicability of the AID strategy 
and its integration into the workflow of the catheterisation 
laboratory, several simplifications were introduced in the 
diagnostic algorithm. First, patients with angiographically 
or functionally severe stenoses did not undergo functional 
testing to rule out INOCA, even though both conditions 
may occasionally coexist. Currently, pressure guidewire 
interrogation of angiographically severe stenoses is not 
recommended in clinical practice guidelines. Second, in 
agreement with consensus documents15, intracoronary 
testing for INOCA was performed preferentially in the 
left coronary artery. Third, during acetylcholine testing, 
assessment of endothelial function − combining mechanical 
infusion of acetylcholine and quantitative angiography to 
accurately assess changes in vessel diameter, as suggested 
elsewhere − was not performed30. Fourth, a  simplified 
washout of antianginal medication (>12 hours before ICA) 
was permitted on the grounds of persistent symptoms under 
such treatment.

PCI

95 | 93%

CABG 25 | 8%

Medical treatment for obstructive CAD 8 | 3%

PCI

72 | 23%

Medical treatment for INOCA

165 | 52%

Medical treatment for INOCA

143 | 45%

CABG 35 | 11%

Tentative treatment plan Treatment plan after AID strategy

Medical treatment for obstructive CAD 17 | 5%

No anti-ischaemic treatment 26 | 8%
No anti-ischaemic treatment

50 | 16%

Figure 3. Impact of the AID strategy on clinical decision-making. The tentative therapeutic plan (left column), which had been 
laid out by clinical cardiologists based on angiography and clinical information alone, changed after the application of the AID 
strategy (right column). Linking bars with the same colour indicate no change in the treatment plan. Light grey linking bars 
indicate a modification of treatment, even inside the same treatment category (for example, change in PCI targets or INOCA 
endotype). AID: advanced invasive diagnosis; CABG: coronary artery bypass graft; CAD: coronary artery disease; 
INOCA: ischaemia with non-obstructive coronary arteries; PCI: percutaneous coronary intervention 
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Conclusions
The application of a structured invasive diagnostic strategy in 
patients with CCS referred for ICA, compared with ICA alone, 
was associated with a 2.6-fold increase in the identification of 
a cause for myocardial ischaemia, which, very frequently, was 
of a non-obstructive origin. The information delivered by the 
AID strategy had a major impact on the final therapeutic plan 
for patients with obstructive and non-obstructive myocardial 
ischaemia.

Authors’ affiliations
1. Department of Cardiology, Hospital Clínico San Carlos 
IDISSC, CIBER-CV, Madrid, Spain and Universidad 
Complutense de Madrid, Madrid, Spain; 2. Hospital 
Universitario Príncipe de Asturias, Alcalá de Henares, Spain; 
3. Hospital Universitario Severo Ochoa, Leganés, Spain; 
4. Hospital Universitario de Fuenlabrada, Fuenlabrada, Spain

Acknowledgements 
We thank Mrs Silvia Travieso for the image editing in this 
manuscript.

Funding
The AID-ANGIO study was sponsored by the Fundación 
Interhospitalaria para la Investigación Cardiovascular 

(Madrid, Spain), which receives unrestricted research support 
from Abbott.

Conflict of interest statement
A. Jerónimo is supported by Sociedad Española de 
Cardiología through a  mobility grant (SEC/PRS-MOV-INT 
24). N. Gonzalo has received speaker and consultancy fees 
from Abbott, Boston Scientific, and Philips. J. Escaned is 
supported by the Intensification of Research Activity project 
INT22/00088 from Spanish Instituto de Salud Carlos III; and 
declares having served as speaker and advisory board member 
for Abbott and Philips. The other authors have no conflicts of 
interest to declare. 

References
	 1. ���Patel MR, Peterson ED, Dai D, Brennan JM, Redberg RF, Anderson HV, 

Brindis RG, Douglas PS. Low diagnostic yield of elective coronary angio-
graphy. N Engl J Med. 2010;362:886-95.

	 2. ���De Bruyne B, Pijls NH, Kalesan B, Barbato E, Tonino PA, Piroth Z, Jagic N, 
Möbius-Winkler S, Rioufol G, Witt N, Kala P, MacCarthy P, Engström T, 
Oldroyd KG, Mavromatis K, Manoharan G, Verlee P, Frobert O, Curzen N, 
Johnson JB, Jüni P, Fearon WF; FAME 2 Trial Investigators. Fractional 
flow reserve-guided PCI versus medical therapy in stable coronary disease. 
N Engl J Med. 2012;367:991-1001. 

	 3. ���Escaned J, Echavarría-Pinto M, Garcia-Garcia HM, van de Hoef TP, de 
Vries T, Kaul P, Raveendran G, Altman JD, Kurz HI, Brechtken J, Tulli M, 

Correct INOCA
diagnosis

36 | 22%

No INOCA

46 | 28%

Incorrect
INOCA
endotype

83 | 50%

Endothelium-dependent
endotype

20 | 56%

No abnormalities detected

37 | 80%

Obstructive
CAD

9 | 20%

Endothelium-dependent
endotype

45 | 54%

Endothelium-
independent
endotype
10 | 28%

Mixed
endotype

6 | 17%

Mixed endotype

23 | 28%

Endothelium-
independent
endotype

15 | 18%

10
0%

100%

Figure 4. Final diagnosis and therapeutic plan in patients in whom INOCA was initially suspected. Among patients in whom the 
clinical cardiologist initially suspected INOCA, a correct diagnosis was made in 22% according to the findings in the AID 
strategy. In the remaining cases, the initial diagnosis was erroneous because of different INOCA endotypes, normal coronary 
function, or underestimation of obstructive disease. AID: advanced invasive diagnosis; CAD: coronary artery disease; 
INOCA: ischaemia with non-obstructive coronary arteries



EuroIntervention 2025;21:35-45 • Adrián Jerónimo et al.44

Von Birgelen C, Schneider JE, Khashaba AA, Jeremias A, Baucum J, 
Moreno R, Meuwissen M, Mishkel G, van Geuns RJ, Levite H, Lopez-
Palop R, Mayhew M, Serruys PW, Samady H, Piek JJ, Lerman A; ADVISE 
II Study Group. Prospective Assessment of the Diagnostic Accuracy of 
Instantaneous Wave-Free Ratio to Assess Coronary Stenosis Relevance: 
Results of ADVISE II International, Multicenter Study (ADenosine 
Vasodilator Independent Stenosis Evaluation II). JACC Cardiovasc Interv. 
2015;8:824-33.

	 4. ���Tonino PA, De Bruyne B, Pijls NH, Siebert U, Ikeno F, van’ t Veer M, 
Klauss V, Manoharan G, Engstrøm T, Oldroyd KG, Ver Lee PN, 
MacCarthy PA, Fearon WF; FAME Study Investigators. Fractional flow 
reserve versus angiography for guiding percutaneous coronary interven-
tion. N Engl J Med. 2009;360:213-24. 

	 5. ���Toth G, Hamilos M, Pyxaras S, Mangiacapra F, Nelis O, De Vroey F, Di 
Serafino L, Muller O, Van Mieghem C, Wyffels E, Heyndrickx GR, 
Bartunek J, Vanderheyden M, Barbato E, Wijns W, De Bruyne B. Evolving 
concepts of angiogram: fractional flow reserve discordances in 4000 coro-
nary stenoses. Eur Heart J. 2014;35:2831-8.

	 6. ���Ford TJ, Corcoran D, Berry C. Stable coronary syndromes: pathophysio-
logy, diagnostic advances and therapeutic need. Heart. 2018;104:284-92.

	 7. ���Knuuti J, Wijns W, Saraste A, Capodanno D, Barbato E, Funck-Brentano C, 
Prescott E, Storey RF, Deaton C, Cuisset T, Agewall S, Dickstein K, 
Edvardsen T, Escaned J, Gersh BJ, Svitil P, Gilard M, Hasdai D, Hatala R, 
Mahfoud F, Masip J, Muneretto C, Valgimigli M, Achenbach S, Bax JJ; 
ESC Scientific Document Group. 2019 ESC Guidelines for the diagnosis 
and management of chronic coronary syndromes. Eur Heart J. 2020;41: 
407-77. 

	 8. ���Virani SS, Newby LK, Arnold SV, Bittner V, Brewer LC, Demeter SH, 
Dixon DL, Fearon WF, Hess B, Johnson HM, Kazi DS, Kolte D, 
Kumbhani DJ, LoFaso J, Mahtta D, Mark DB, Minissian M, Navar AM, 
Patel AR, Piano MR, Rodriguez F, Talbot AW, Taqueti VR, Thomas RJ, van 
Diepen S, Wiggins B, Williams MS; Peer Review Committee Members. 
2023 AHA/ACC/ACCP/ASPC/NLA/PCNA Guideline for the Management 
of Patients With Chronic Coronary Disease: A  Report of the American 
Heart Association/American College of Cardiology Joint Committee on 
Clinical Practice Guidelines. Circulation. 2023;148:e9-119. 

	 9. ���Neumann FJ, Sousa-Uva M, Ahlsson A, Alfonso F, Banning AP, Benedetto U, 
Byrne RA, Collet JP, Falk V, Head SJ, Jüni P, Kastrati A, Koller A, 
Kristensen SD, Niebauer J, Richter DJ, Seferović PM, Sibbing D, 
Stefanini GG, Windecker S, Yadav R, Zembala MO. 2018 ESC/EACTS 
Guidelines on myocardial revascularization. EuroIntervention. 2019;14: 
1435-534.

	 10. ���Demir OM, Schrieken C, Curio J, Rahman H. Behavioural determinants 
impacting the adoption rate of coronary physiology. Int J Cardiol. 
2021;330:12-4.

	 11. ���Ford TJ, Stanley B, Good R, Rocchiccioli P, McEntegart M, Watkins S, 
Eteiba H, Shaukat A, Lindsay M, Robertson K, Hood S, McGeoch R, 
McDade R, Yii E, Sidik N, McCartney P, Corcoran D, Collison D, Rush C, 
McConnachie A, Touyz RM, Oldroyd KG, Berry C. Stratified Medical 
Therapy Using Invasive Coronary Function Testing in Angina: The 
CorMicA Trial. J Am Coll Cardiol. 2018;72:2841-55.

	 12. ���Del Buono MG, Montone RA, Camilli M, Carbone S, Narula J, Lavie CJ, 
Niccoli G, Crea F. Coronary Microvascular Dysfunction Across the 
Spectrum of Cardiovascular Diseases: JACC State-of-the-Art Review. J Am 
Coll Cardiol. 2021;78:1352-71.

	 13. ���Picard F, Pighi M, Ly HQ. Fractional flow reserve and resting indices for 
coronary physiologic assessment: Practical guide, tips, and tricks. Catheter 
Cardiovasc Interv. 2017;90:598-611. 

	 14. ���Jeronimo A, Travieso A, Paredes-Vázquez JG, Finocchiaro F, Shabbir A, 
Faria D, Gómez-Polo JC, Fernández-Rozas I, Grande-Ingelmo JM, García-
Romo E, Pérez-Velasco JG, García-Lledó A, Curcio A, Alonso-Bello J, 
Gonzalo N, Mejía-Rentería H, Escaned J. Comprehensive Assessment of 
Myocardial Ischemia Mechanisms in the Catheterization Laboratory: 
Design and Rationale of the Advanced Invasive Diagnosis Strategy for 
Patients with Stable Coronary Syndromes Undergoing Coronary 
ANGIOgraphy - the AID-ANGIO Study. Cardiovasc Revasc Med. 
2023;53:45-50. 

	 15. ���Kunadian V, Chieffo A, Camici PG, Berry C, Escaned J, Maas AHEM, 
Prescott E, Karam N, Appelman Y, Fraccaro C, Buchanan GL, 

Manzo-Silberman S, Al-Lamee R, Regar E, Lansky A, Abbott JD, 
Badimon L, Duncker DJ, Mehran R, Capodanno D, Baumbach A. An 
EAPCI Expert Consensus Document on Ischaemia with Non-Obstructive 
Coronary Arteries in Collaboration with European Society of Cardiology 
Working Group on Coronary Pathophysiology & Microcirculation 
Endorsed by Coronary Vasomotor Disorders International Study Group. 
EuroIntervention. 2021;16:1049-69.

	 16. ���Layland J, Carrick D, Lee M, Oldroyd K, Berry C. Adenosine: physiology, 
pharmacology, and clinical applications. JACC Cardiovasc Interv. 
2014;7:581-91. 

	 17. ���Gutiérrez E, Gómez-Lara J, Escaned J, Cruz I, Ojeda S, Romaguera R, 
Moreno R. Assessment of the endothelial function and spasm provocation 
test performed by intracoronary infusion of acetylcholine. Technical report 
from the ACI-SEC. REC Interv Cardiol. 2021;3:286-96. 

	 18. ���Maron DJ, Hochman JS, Reynolds HR, Bangalore S, O’Brien SM, 
Boden WE, Chaitman BR, Senior R, López-Sendón J, Alexander KP, 
Lopes RD, Shaw LJ, Berger JS, Newman JD, Sidhu MS, Goodman SG, 
Ruzyllo W, Gosselin G, Maggioni AP, White HD, Bhargava B, Min JK, 
Mancini GBJ, Berman DS, Picard MH, Kwong RY, Ali ZA, Mark DB, 
Spertus JA, Krishnan MN, Elghamaz A, Moorthy N, Hueb WA, 
Demkow M, Mavromatis K, Bockeria O, Peteiro J, Miller TD, Szwed H, 
Doerr R, Keltai M, Selvanayagam JB, Steg PG, Held C, Kohsaka S, 
Mavromichalis S, Kirby R, Jeffries NO, Harrell FE Jr, Rockhold FW, 
Broderick S, Ferguson TB Jr, Williams DO, Harrington RA, Stone GW, 
Rosenberg Y; ISCHEMIA Research Group. Initial Invasive or Conservative 
Strategy for Stable Coronary Disease. N Engl J Med. 2020;382:1395-407. 

	 19. ���Mizukami T, Tanaka K, Sonck J, Vandeloo B, Roosens B, Lochy S, 
Argacha JF, Schoors D, Suzuki H, Belsack D, Andreini D, Barbato E, De 
Mey J, De Bruyne B, Cosyns B, Collet C. Evaluation of epicardial coronary 
resistance using computed tomography angiography: A  Proof Concept. 
J Cardiovasc Comput Tomogr. 2020;14:177-84. 

	 20. ���Sidik NP, Stanley B, Sykes R, Morrow AJ, Bradley CP, McDermott M, 
Ford TJ, Roditi G, Hargreaves A, Stobo D, Adams J, Byrne J, Mahrous A, 
Young R, Carrick D, McGeoch R, Corcoran D, Lang NN, Heggie R, 
Wu O, McEntegart MB, McConnachie A, Berry C. Invasive Endotyping in 
Patients With Angina and No Obstructive Coronary Artery Disease: 
A Randomized Controlled Trial. Circulation. 2024;149:7-23.

	 21. ���Seitz A, McChord J, Bekeredjian R, Sechtem U, Ong P. Definitions and 
Epidemiology of Coronary Functional Abnormalities. Eur Cardiol. 
2021;16:e51.

	 22. ���Serruys PW, Morice MC, Kappetein AP, Colombo A, Holmes DR, 
Mack MJ, Ståhle E, Feldman TE, van den Brand M, Bass EJ, Van Dyck N, 
Leadley K, Dawkins KD, Mohr FW; SYNTAX Investigators. Percutaneous 
coronary intervention versus coronary-artery bypass grafting for severe 
coronary artery disease. N Engl J Med. 2009;360:961-72.

	 23. ���Escaned J, Collet C, Ryan N, De Maria GL, Walsh S, Sabate M, Davies J, 
Lesiak M, Moreno R, Cruz-Gonzalez I, Hoole SP, Ej West N, Piek JJ, 
Zaman A, Fath-Ordoubadi F, Stables RH, Appleby C, van Mieghem N, van 
Geuns RJ, Uren N, Zueco J, Buszman P, Iñiguez A, Goicolea J, Hildick-
Smith D, Ochala A, Dudek D, Hanratty C, Cavalcante R, Kappetein AP, 
Taggart DP, van Es GA, Morel MA, de Vries T, Onuma Y, Farooq V, 
Serruys PW, Banning AP. Clinical outcomes of state-of-the-art percutane-
ous coronary revascularization in patients with de novo three vessel dis-
ease: 1-year results of the SYNTAX II study. Eur Heart J. 
2017;38:3124-34.

	 24. ���Sinha A, Dutta U, Demir OM, De Silva K, Ellis H, Belford S, Ogden M, Li 
Kam Wa M, Morgan HP, Shah AM, Chiribiri A, Webb AJ, Marber M, 
Rahman H, Perera D. Rethinking False Positive Exercise 
Electrocardiographic Stress Tests  by  Assessing Coronary Microvascular 
Function. J Am Coll Cardiol. 2024;83:291-9. 

	 25. ���Heggie R, Briggs A, Stanley B, Good R, Rocchiccioli P, McEntegart M, 
Watkins S, Eteiba H, Shaukat A, Lindsay M, Robertson K, Hood S, 
McGeoch R, McDade R, Yii E, Collison D, Oldroyd K, Ford TJ, Berry C. 
Stratified medicine using invasive coronary function testing in angina: 
A  cost-effectiveness analysis of the British Heart Foundation CorMicA 
trial. Int J Cardiol. 2021;337:44-51.

	 26. ���Schumann CL, Mathew RC, Dean JL, Yang Y, Balfour PC Jr, Shaw PW, 
Robinson AA, Salerno M, Kramer CM, Bourque JM. Functional and 
Economic Impact of INOCA and Influence of Coronary Microvascular 
Dysfunction. JACC Cardiovasc Imaging. 2021;14:1369-79. 



EuroIntervention 2025;21:35-45 • Adrián Jerónimo et al. 45

Comprehensive diagnosis in CCS patients

	 27. ���Jespersen L, Abildstrøm SZ, Hvelplund A, Galatius S, Madsen JK, 
Pedersen F, Højberg S, Prescott E. Symptoms of angina pectoris increase the 
probability of disability pension and premature exit from the workforce 
even in the absence of obstructive coronary artery disease. Eur Heart J. 
2013;34:3294-303. 

	 28. ���Wei J, Mehta PK, Johnson BD, Samuels B, Kar S, Anderson RD, Azarbal B, 
Petersen J, Sharaf B, Handberg E, Shufelt C, Kothawade K, Sopko G, 
Lerman A, Shaw L, Kelsey SF, Pepine CJ, Merz CN. Safety of coronary 
reactivity testing in women with no obstructive coronary artery disease: 
results from the NHLBI-sponsored WISE (Women’s Ischemia Syndrome 
Evaluation) study. JACC Cardiovasc Interv. 2012;5:646-53.

	 29. ���Takahashi T, Samuels BA, Li W, Parikh MA, Wei J, Moses JW, Fearon WF, 
Henry TD, Tremmel JA, Kobayashi Y; Microvascular Network. Safety of 
Provocative Testing With Intracoronary Acetylcholine and Implications for 
Standard Protocols. J Am Coll Cardiol. 2022;79:2367-78.

	 30. ���Widmer RJ, Samuels B, Samady H, Price MJ, Jeremias A, Anderson RD, 
Jaffer FA, Escaned J, Davies J, Prasad M, Grines C, Lerman A. The func-
tional assessment of patients with non-obstructive coronary artery disease: 
expert review from an international microcirculation working group. 
EuroIntervention. 2019;14:1694-702. 

Supplementary data
Supplementary Table 1. Exclusion criteria.
Supplementary Table 2. Therapeutic recommendations in 
patients with INOCA for treating physicians.
Supplementary Table 3. Enrolment periods at each partici
pating centre.
Supplementary Table 4. Causes for patients’ exclusion from 
the study.
Supplementary Table 5. Suspected diagnosis according to the 
clinical cardiologist’s report.
Supplementary Table 6. Suspected endotype in patients with 
suspicion of INOCA according to the clinical cardiologist’s 
report.

Supplementary Table 7. Tentative therapeutic approach 
performed by the clinical cardiologist, based on clinical 
information and angiographic images.
Supplementary Table 8. Medical treatment indicated by the 
clinical cardiologist.
Supplementary Table 9. Characterisation of significant coronary 
lesions in patients with obstructive CAD.
Supplementary Table 10. Invasive functional test parameters 
in patients without obstructive CAD.
Supplementary Table 11. Further details on the changes 
performed in the therapeutic plan according to the information 
obtained with the AID strategy.
Supplementary Table 12. Medical treatment indicated after 
the application of the AID strategy.
Supplementary Table 13. Causes of myocardial ischaemia in 
patients referred to ICA upfront and after having undergone 
non-invasive ischaemia tests or CCTA.
Supplementary Table 14. Procedural time, X-ray time and 
contrast volume in patients in whom only angiography was 
performed, compared to those in whom the full AID strategy 
was applied (including acetylcholine testing and CFR and 
IMR measurements).
Supplementary Table 15. Adverse effects and safety information 
regarding the administration of adenosine and acetylcholine.
Supplementary Figure 1. Medical treatment indicated before 
and after the application of the AID strategy in patients 
without obstructive CAD.

The supplementary data are published online at:  
https://eurointervention.pcronline.com/ 
doi/10.4244/EIJ-D-24-00499	



Supplementary data 

Supplementary Table 1. Exclusion criteria.  

Age < 18 or >90 years old.  
Pregnancy.  
Severe left ventricle systolic dysfunction (LVEF ≤30 %). 
Congestive heart failure.  
Any concomitant severe valvular heart disease (VHD).  
Severely decreased renal function (glomerular filtration rate < 30 mL/min/1.73 m2). 
Previous coronary artery bypass grafting (CABG).  
Percutaneous coronary intervention (PCI) within the previous 3 months.  
Presence of any anatomic features hampering intracoronary instrumentation with 
pressure guidewires. 
Contraindications to the administration of adenosine (asthma, 2nd or 3rd grade 
atrioventricular block without pacemaker, history of a non-ablated accessory 
pathway-mediated tachycardia) or acetylcholine (asthma, 2nd or 3rd grade 
atrioventricular block without pacemaker, paroxysmal atrial fibrillation).  

 
CABG: coronary artery bypass graft; LVEF: left ventricular ejection fraction; PCI: 
percutaneous coronary intervention; VHD: valvular heart disease. 
 
 
Supplementary Table 2. Therapeutic recommendations in patients with INOCA for 
treating physicians.  
 
All patients - Lifestyle changes (physical exercise, Mediterranean diet, 

mindfulness / techniques to cope with stress). 
- Cardiovascular risk factors strict control (hypertension, 

diabetes, dislypidaemia, smoking cessation, avoid 
overweight). 

- ACEi/ARBs, statins.  
Endothelium-
independent 
endotype 

- BB. 
- CCB dihydropyridine. 
- Ranolazine 

Endothelium-
dependent 
endotype  

- CCB non-dihydropyridine and/or dihydropyridine *.  
- Long action nitrates. 
- Ranolazine. 

Mixed 
endotype 

- CCB.  
- Ranolazine, long action nitrates. 

*Short action nitrates are useful to manage acute-onset chest pain episodes.  
 
ACE: angiotensin-converting enzyme; ARBs: angiotensin II receptor blockers; BB: 
betablockers; CCB: calcium channel; INOCA: myocardial ischaemia with non-
obstructive coronary arteries.  
 
 
  



Supplementary Table 3. Enrolment periods at each participating centre.  
 
Centre Period 
Hospital Clínico San Carlos  June 2022 – December 2023 (n=141) 
Hospital Universitario Severo Ochoa September 2022 – December 2023 

(n=70) 
Hospital Universitario Príncipe de Asturias October 2022 – December 2023 (n=67) 
Hospital Universitario de Fuenlabrada November 2022 – December 2023 

(n=39) 
 
 
 
Supplementary Table 4. Causes for patients’ exclusion from the study.  
 

 
 
 
*Severe aortic stenosis (8), severe tricuspid regurgitation (2). **Severe coronary 
tortuosity.  
 
CABG: coronary artery bypass graft; CAD: coronary artery disease; COPD: chronic 
obstructive pulmonary disease; LAD: left anterior descending coronary artery; LVEF: left 
ventricular ejection fraction; PCI: percutaneous coronary intervention; VHD: valvular 
heart disease. 
 
 
Supplementary Table 5. Suspected diagnosis according to the clinical cardiologist’s 
report.  
 
 N = 317 
Obstructive CAD 126 (39.7) 
INOCA 165 (52.1) 
Chest pain of non-ischemic origin 26 (8.2) 

 
CAD: coronary artery disease; INOCA: myocardial ischaemia with non-obstructive 
coronary arteries 
  



Supplementary Table 6. Suspected endotype in patients with suspicion of INOCA 
according to the clinical cardiologist’s report.  
 
 N = 165 
Vasomotor disorders (endothelium-dependent abnormalities) 51 (30.9) 
Endothelium-independent microvascular dysfunction 85 (51.5) 
Mixed 29 (17.6) 

 
INOCA: myocardial ischaemia with non-obstructive coronary arteries 
 
 
 
Supplementary Table 7. Tentative therapeutic approach performed by the clinical 
cardiologist, based on clinical information and angiographic images. 
 
 N = 317 
PCI 93 (29.3) 
CABG 25 (7.9) 
Medical treatment for obstructive CAD 8 (2.5) 
Medical treatment for INOCA 165 (52.1) 
No anti-ischemic treatment (Chest pain of non-ischemic origin) 26 (8.2) 

 
CABG: coronary artery bypass graft; CAD: coronary artery disease; INOCA: 
myocardial ischaemia with non-obstructive coronary arteries; PCI: percutaneous 
coronary intervention. 
 
 
 
Supplementary Table 8. Medical treatment indicated by the clinical cardiologist. 
 
 N = 173 
Nitrates 92 (53.2) 
BB 73 (42.2) 
CCB Dihydropyridines 41 (23.7) 
CCB Non – dihydropyridines 58 (33.5) 
ACE-inhibitors / ARBs 81 (46.8) 
Statins 115 (66.5) 
Other antianginal drugs 2 (1.2) 

 
ACE: angiotensin-converting enzyme; ARBs: angiotensin II receptor blockers; BB: 
betablockers; CCB: calcium channel blockers 
 
 
  



Supplementary Table 9. Characterisation of significant coronary lesions in patients 
with obstructive CAD. 
 
 N = 124 
Only LM disease 2 (1.61) 
1-vessel disease* 60 (48.4) 
2-vessel disease* 28 (22.6) 
3-vessel disease* 12 (9.7) 
LM + 1-vessel disease 6 (4.8) 
LM + 2-vessel disease  7 (5.7) 
LM + 3-vessel disease 5 (4.0) 

 
CAD: coronary artery disease; LM: left main 
 
*Except for LM 
 
 
 
  



Supplementary Table 10. Invasive functional test parameters in patients without 
obstructive CAD. 
 
 N = 193 
Performed in the left coronary artery 185 (95.9) 
Pd/Pa 0.95 (0.93-0.97) 
RFR  0.93 (0.92-0.95) 
Adenosine test 188* (97.4) 
FFR 0.91 (0.88-0.93) 
CFR 2.9 (2.1-4.3) 
CFR≤2  46 (24.5) 
IMR 17 (12.5-25) 
IMR≥25 48 (25.5) 
Acetylcholine test 187** (96.9) 
Chest pain (similar to patient’s previous symptoms) 120 (64.2) 
ECG changes 100 (53.5) 
Epicardial spasm 62 (33.2) 

 
CFR: coronary flow reserve; FFR: fractional flow reserve; IMR: index of 
microcirculatory resistance; Pa: aortic pressure; Pd: distal pressure; RFR: resting full-
cycle ratio 
 
 
Protocol deviations 

5 patients with an indication for vascular functional assessment according to the study 
algorithm underwent acetylcholine test, but not adenosine. In 3 of them, a positive result 
in the acetylcholine test had been observed and the operator decided not to perform further 
evaluation with adenosine. In the other two, a technical problem with the Coroventis 
Coroflow Cardiovascular System (Coroventis, Uppsala, Sweden) occurred. All of these 
patients were included in the analysis.  

On the other hand, 6 patients underwent adenosine test but not acetylcholine. In 4 of them, 
a diagnosis of endothelium-independent microvascular dysfunction was made, and the 
operator decided not to perform the acetylcholine test. The other 2 were precluded from 
acetylcholine administration at operator’s discretion due to a previous history of 
paroxysmal atrial fibrillation despite being on anticoagulant therapy. These patients were 
also included in the analysis.  
 
 
  



Supplementary Table 11. Further details on the changes performed in the 
therapeutic plan according to the information obtained with the AID strategy.  
 

From To N=190 
PCI No anti-ischemic treatment 5 (2.6) 
PCI PCI * 11 (5.8) 
PCI CABG 10 (5.3) 
PCI Medical treatment for obstructive CAD 6 (3.2) 
PCI Medical treatment for INOCA 

• Endothelium-independent 
• Endothelium-dependent 
• Mixed 

8 (4.2) 
3 (37.5) 
4 (50.0) 
1 (12.5) 

CABG CABG * 1 (0.5) 
Medical treatment for 
obstructive CAD 

PCI 1 (0.5) 

Medical treatment for 
obstructive CAD 

Medical treatment for INOCA 
• Endothelium-dependent 

1 (0.5) 
1 (100.0) 

Medical treatment for INOCA 
• Endothelium-independent 
• Endothelium-dependent 
• Mixed 

No anti-ischemic treatment 37 (19.5) 
17 (45.9) 
14 (37.8) 
6 (16.2) 

Medical treatment for INOCA 
• Endothelium-independent 

PCI 5 (2.6) 
5 (100.0) 

Medical treatment for INOCA 
• Endothelium-independent 
• Endothelium-dependent 
• Mixed 

Medical treatment for obstructive CAD  4 (2.1) 
1 (25.0) 
2 (50.0) 
1 (25.0) 

Medical treatment for INOCA 
• Endothelium-independent 

 
 

• Endothelium-dependent 
 
 

• Mixed 

Medical treatment for INOCA 
• Endothelium-dependent 
• Mixed 

 
• Endothelium-independent 
• Mixed 

 
• Endothelium-independent 
• Endothelium-dependent 

83 (43.7) 
33 (39.8) 
17 (20.5) 
 
11 (13.3) 
6 (7.2) 
 
4 (4.8) 
12 (14.5) 

No anti-ischemic treatment PCI 2 (1.0) 
No anti-ischemic treatment Medical treatment for obstructive CAD  1 (0.5) 
No anti-ischemic treatment Medical treatment for INOCA 

• Endothelium-independent 
• Endothelium-dependent 
• Mixed 

15 (7.9) 
3 (20.0) 
8 (53.3) 
4 (26.7) 

*Change in the number of lesions to treat.  
 
CABG: coronary artery bypass graft; CAD: coronary artery disease; INOCA: myocardial 
ischaemia with non-obstructive coronary arteries; PCI: percutaneous coronary 
intervention. 
  



Supplementary Table 12. Medical treatment indicated after the application of the 
AID strategy.  
 
 N = 160 
Nitrates 54 (33.8) 
BB 44 (27.5) 
CCB Dihydropyridines 33 (20.6) 
CCB Non – dihydropyridines 94 (58.8) 
ACE-inhibitors / ARBs 68 (42.5) 
Statins 100 (62.5) 
Other antianginal drugs 5 (3.1) 

 
ACE: angiotensin-converting enzyme; ARBs: angiotensin II receptor blockers; BB: 
betablockers; CCB: calcium channel blockers 
 
 
 
Supplementary Table 13. Causes of myocardial ischaemia in patients referred to 
ICA upfront and after having undergone non-invasive ischaemia tests or CCTA. 
 
 Referred to ICA 

upfront 
N = 123 

Referred to ICA after non-
invasive ischaemia test or CCTA 
N = 194 

p Value 

Obstructive CAD 50 (40.7) 74 (38.1) 0.128 
INOCA 53 (43.1) 90 (46.4) 
No cause of 
ischaemia identified 

20 (16.3) 30 (15.5) 

 
CAD: coronary artery disease; CCTA: coronary computed tomography angiography; 
ICA: invasive coronary angiography; INOCA: myocardial ischaemia with non-
obstructive coronary arteries. 
 
 
 
Supplementary Table 14. Procedural time, X-ray time and contrast volume in 
patients in whom only angiography was performed, compared to those in whom 
the full AID strategy was applied (including acetylcholine testing and CFR and 
IMR measurements). 
 
 Only angiography Full AID 

strategy 
p Value 

Procedural time (minutes) 40 (30-50) 55 (45-60) <0.001 
X-ray time (minutes) 5 (4-9) 10 (7-13) <0.001 
Contrast volume (mL) 73 (60-82) 140 (118-166) <0.001 

 
AID: advanced invasive diagnosis.  
 
  



Supplementary Table 15. Adverse effects and safety information regarding the 
administration of adenosine and acetylcholine.  
 
Adverse effects in adenosine test 
 
 N = 188 
Chest pain 53 (28.2) 
Dyspnoea  34 (18.1) 
Headache 2 (1.1) 
Dizziness  9 (4.8) 
Cough 5 (2.7) 
Bronchospasm 1 (0.5) 
Transient complete AV block 5 (2.7) 
Ventricular arrythmia 0 (0) 
Atrial fibrillation 1 (0.5) 

 
 
Adverse effects in acetylcholine test 
 
 N = 188 
Sinus bradycardia  33 (17.7) 
Transient Atrioventricular block 25 (13.4) 
Atrial fibrillation* 8 (4.3) 
Ventricular fibrillation 1 (0.5) 

*Three cases required pharmacological cardioversion with amiodarone.  
 
 
 
 
  



 

 
Supplementary Figure 1. Medical treatment indicated before and after the application 
of the AID strategy in patients without obstructive CAD.  
 
 
ACE: angiotensin-converting enzyme; ARBs: angiotensin II receptor blockers; BB: 
betablockers; CAD: coronary artery disease; CCB-D: calcium channel blockers 
dihydropyridine; CCB-Non D: calcium channel blockers non-dihydropyridine. 
 
 




