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Abstract

The scope of this review is to underline the diagnostic and prognostic significance of non-invasive 
tests, with special reference to myocardial perfusion scintigraphy and computed tomography angiogra-
phy, to assess cardiac perfusion and anatomy in patients with micro- and macrovessel coronary disease. 

From available data it appears that functional testing should still be considered as the most ac-
curate tool for the evaluation of patients with macrovessel coronary disease. In fact, the determina-
tion of the cardiac global ischemic burden remains the most important tool for the clinical manage-
ment of patients with different types of ischemic heart diseases. For this purpose, several instrumen-
tal techniques can be adopted. 

Recent technological advancements have introduced the possibility to obtain physiologic evalua-
tion of coronary stenosis by computed tomography angiography, thereby enabling this test to poten-
tially provide an integrated anatomic-physiologic assessment of macrovessel coronary disease. Apart 
from the use of computational fluid dynamics to non-invasively calculate coronary fractional flow 
reserve, these advances also include evaluation of rest-stress myocardial perfusion from a typically 
acquired computed tomography angiography. 

Finally, the pathophysiologic potential role of endothelial dysfunction and its relation with myo-
cardial perfusion in determining prognosis is also discussed. A potential increasing future role of 
coronary plaque characterization is hypothesized.
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crovascular CAD, the presence and extent of induc-
ible myocardial ischemia grossly correlate with 
clinical outcome and should therefore be considered 
as the most relevant factor to perform a close fol-
low-up of these patients. In fact, anatomic evalua-
tion of obstructive stenosis does not determine the 
hemodynamic significance of the visualized lesions 
and, therefore, it lacks the prognostic insight. The 
scope of this review is to underline the importance 
of evaluating the presence and extent of myocardial 
ischemia beyond the evaluation of coronary anat-
omy in the prognostic stratification of patients pre-
senting with different types of CAD. 

The significance of myocardial perfusion ab-
normalities in patients with microvascular coro-
nary artery disease: The cardiac Syndrome X is 
characterized by angina-like chest pain and positive 
exercise test, in the presence of angiographically 
normal coronary arteries. Although multiple patho-
genetic causes have been hypothesized [Chierchia 
S, Fragasso G, 1996], coronary microvascular dys-

Introduction

Despite the development of highly sensitive di-
agnostic tools for anatomic determination of 
micro- and macrovessel coronary artery disease 
(CAD), the determination of global cardiac isch-
emic burden remains the most important tool for 
the management of patients with different types of 
CAD. For this purpose, several instrumental tech-
niques can be adopted. 

In patients with suspected or established CAD, 
physiological testing remains the gold standard, es-
pecially in the prognostic evaluation of the disease. 
In this context, myocardial perfusion scintigraphy 
(MPS) appears as a very accurate technique. Indeed, 
as evident in patients with either epicardial or mi-
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function appears as a likely mechanism in a sizeable 
proportion of patients. Some studies conducted in 
patients with cardiac Syndrome X reported reduced 
progression of the angiographic dye (“slow-flow”) 
and suggested that this phenomenon could be pos-
sibly caused by small vessel disease [Tambe AA et 
al., 1972; Przybojewski JZ, Becker PH, 1986; Van 
Lierde J et al., 1991; Burckhartt BA et al., 1998; 
Kapoor A et al., 1998]. Furthermore, in small pa-
tient series with slow-flow, histologic evidence of 
small vessel coronary disease has been described 
[Mosseri M et al., 1986; Mangieri E et al., 1996]. 
More recently, direct evidence of transient revers-
ible myocardial underperfusion during MPS occur-
ring during slow-flow has been demonstrated and 
associated to a worse long-term prognosis [Frag-
asso G et al., 2009].

The conventional stress/rest MPS has also been 
confirmed to be a very useful prognostic tool in 
patients with Syndrome X [Fragasso G et al., 
2014], where the observation of stress perfusion 
defects had traditionally been considered as a 
“false-positive” result. In this study, prognosis in 
patients with normal coronary arteries but scinti-
graphic evidence of relatively mild inducible myo-
cardial hypoperfusion was not as good as in pa-
tients with normal perfusion, especially in terms of 
morbidity. In fact, in those Syndrome X patients 
who revealed transient scintigraphic perfusion de-
fects, decreased survival and increased hospital-
ization, as well as severe and longer symptomatic 
burden requiring multidrug therapy were observed. 
More specifically, significant increment of the sec-
ondary end-points (cardiovascular hospitaliza-
tions) and greater symptomatic burden in the posi-
tive MPS group, clearly indicate worse functional 
prognosis in these patients. This observed incre-
mental predictive value of MPS for future events 
has been proven in two other studies, demonstrat-
ing significant differences in the prognosis of pa-
tients between positive and negative MPS patients 
with angiographically “non-significant” CAD 
[Delcour KS et al., 2009; Adamu U et al., 2010]. 
On the other hand, these results also indirectly 
confirm the association between a negative MPS 
and very low event rates [Soman P et al., 1999].

Microvascular-induced myocardial ischemia:  
The concept that searching for ischemia rather 
than epicardial vessel stenosis could be more ef-

fective in risk stratification has different physio-
logical explanations. The mechanisms by which 
prognosis in Syndrome X patients with positive 
MPS could be worse are probably related to an ef-
fective reduction of microcirculation vasodilatory 
reserve [Cannon RO et al., 1983; Legrand V et al., 
1985] being the cause of symptoms, positive re-
sponse to exercise testing and inducible scinti-
graphic defects [Tweddel AC et al., 1992; Romeo F 
et al., 1993; Fragasso G et al., 1996]. In fact, his-
tologic evidence of small vessel coronary disease 
in patients with angina, normal coronary arteries 
and slow-flow has been previously shown [Moss-
eri M et al., 1986; Mangieri E et al., 1996]. Addi-
tionally, abnormal subendocardial hypoperfusion 
has been detected in patients with angina and an-
giographically normal coronary arteries by cardiac 
magnetic resonance imaging [Panting JR et al., 
2002], supporting the concept that chest pain in 
these patients may be related to non-transmural 
myocardial ischemia. This hypothesis is supported 
by cardiac magnetic resonance spectroscopy data 
showing reduced myocardial ratios of phosphocre-
atine to adenosine triphosphate, consistent with cel-
lular ischemia, in some women with chest pain and 
normal coronary arteries [Buchthal SD et al., 2000].

In patients with chest pain and normal angio-
grams, abnormalities of the coronary microcircula-
tion have been attributed to endothelial dysfunction 
[Motz W et al., 1991; Quyyumi AA et al., 1992; 
Egashira K et al., 1993; Piatti P et al., 2003]. Al-
though most studies have shown that patients with 
angina and normal coronary arteries bear a benign 
prognosis [Pasternak RC et al., 1980 ; Proudfit WL 
et al., 1980; Isner JM et al., 1981; Kemp HG et al., 
1986;  Kaski JC et al.,1995], recent investigations 
indicate that in patients with non-obstructive coro-
nary disease and evidence of myocardial ischemia, 
the presence of endothelial dysfunction [Suwaidi JA 
et al., 2000; Von Mering G et al., 2004] and the 
long-term persistence of chest pain [Johnson BD et 
al., 2006] are associated with adverse cardiovascu-
lar events. In a study population of 42 women with 
angina and angiographically normal coronary arter-
ies it has been shown that approximately 30% of 
those exhibiting severe endothelial dysfunction de-
veloped CAD during a 10-year follow-up [Bugiar-
dini R et al., 2004]. It has also been recently shown 
that in patients with angina, positive exercise test 
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and normal coronary arteries, the presence of endo-
thelial dysfunction is associated with potentially in-
ducible myocardial hypoperfusion and a worse 
prognosis [Fragasso G et al., 2009]. Therefore, the 
occurrence of exercise-induced ST-segment changes 
and myocardial perfusion abnormalities, especially 
if associated with endothelial dysfunction, could 
predict a worse outcome and should not be regarded 
as a false-positive result. 

The mechanisms beyond electrocardiographic 
(ECG) changes are difficult to discriminate in pa-
tients with angina who present with positive exer-
cise ECG but unremarkable perfusion scintigraphy. 
Although these are often considered “false-positive” 
tests, they may reveal an earlier stage of microvas-
cular dysfunction [Brush J et al., 1988].

The significance of myocardial perfusion 
abnormalities in patients with epicardial coro-
nary artery disease: The observed prognostic 
significance of myocardial perfusion abnormali-
ties in patients with angina pectoris and normal 
epicardial coronary arteries appears particularly 
relevant in view of previous evidence suggesting 
that searching for ischemia rather than for the 
mere presence of atherosclerotic stenosis could 
represent a better prognostic tool even in pa-
tients with macroscopic CAD. In the COURAGE 
Trial (Clinical Outcomes Utilizing Revascular-
ization and Aggressive Drug Evaluation), a 
strategy-driven trial randomizing 2287 patients 
to optimal medical therapy (OMT) with or with-
out percutaneous coronary intervention (PCI), 
revealed no difference by treatment in the pri-
mary end point of death or acute myocardial in-
farction for a median 4.6 years of follow-up 
(p=0.62) [Boden W et al., 2007]. The COUR-
AGE trial included a nuclear sub-study to mea-
sure ischemic burden in a subset of patients 
[Shaw L et al., 2008]. The primary aim of the 
nuclear sub-study was to compare changes in 
ischemic burden after randomization to 
PCI+OMT compared with OMT alone and to ex-
plore associations with patient outcome. The 
nuclear sub-study demonstrated that the magni-
tude of ischemia on MPS was proportional to the 
risk of death or myocardial infarction. Regard-
less of treatment assignment, the magnitude of 
residual ischemia on follow-up MPS was pro-
portional to the risk of death or myocardial in-

farction and ≥5% reduction in ischemia by inter-
vention was associated with a significant reduc-
tion of risk. It is remarkable that this study has 
reported to date the largest series on ischemia 
reduction with medical therapy in a clinical trial. 
From the OMT patients exhibiting significant 
ischemia reduction, the majority were also an-
gina free, generally with mild residual ischemia 
on their follow-up MPS. 

Relatively recent evidence supporting the non-
inferiority of functional compared to anatomical 
testing for risk stratification has been provided by 
the Prospective Multicenter Imaging Study for 
Evalution of Chest Pain (PROMISE) Study [Doug-
las P et al., 2015]. The study included 10.003 
symptomatic patients who were randomly assigned 
to a strategy of initial anatomical testing with the 
coronary computed tomographic angiography 
(CTA) or functional testing (exercise ECG, nuclear 
stress testing or stress echocardiography). The 
composite primary endpoints were death, myocar-
dial infarction, hospitalization for unstable angina 
or major procedural complications. The secondary 
endpoints included invasive cardiac catheteriza-
tion that did not show obstructive CAD and radia-
tion exposure. In symptomatic patients with sus-
pected CAD who required non-invasive testing, a 
strategy of initial CTA, as compared with func-
tional testing, did not improve clinical outcomes 
(over a median follow-up of 2 years). An insignifi-
cant improvement in performance was observed in 
the functional testing arm: during follow-up, 164 
(3.3%) patients in the CTA group and 151 (3.0%) pa-
tients in the functional testing group had a primary 
end-point event (p=0.75). The results have shown 
that in symptomatic patients with suspected CAD 
who require non-invasive testing, an initial strategy 
of coronary anatomy assessment was not associated 
with better clinical outcomes than functional testing 
over a median follow-up of 2 years and was indeed 
associated to a greater radiation burden.

The fact that anatomy alone does not allow a 
prognostic evaluation of patients with stable forms 
of CAD is confirmed by previous studies showing 
that that myocardial infarction frequently develops 
from previously non-severe lesions. In addition, it 
is often difficult to predict the location of a subse-
quent infarct from analysis of the first coronary 
angiogram [Ambrose J et al, 1988].
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Future clinical implications: Functional test-
ing remains the gold standard in the prognostic 
evaluation of coronary artery disease. In this con-
text, myocardial perfusion scintigraphy is the most 
sensitive technique [Fragasso G et al., 1999]. In 
patients with Syndrome X, positive functional test-
ing has traditionally been considered as a false-pos-
itive result. Usually patients were reassured after a 
normal coronary angiogram, despite the presence of 
angina, abnormal stress ECG and frequent evidence 
of inducible myocardial ischemia on stress MPS. As 
evident in patients with epicardial CAD, the pres-
ence and extent of inducible myocardial ischemia 
grossly correlate with clinical outcome and should 
not be minimized but indeed taken into account to 
perform a close follow-up of these patients. The 
presence of inducible myocardial ischemia in pa-
tients with Syndrome X may predict future events: 
in such patients, morbidity and even mortality are 
higher than patients without inducible ischemia. 

In patients with non-acute CAD, the COUR-
AGE trial has evidenced that up-front percutane-
ous coronary intervention (PCI) based on angio-
graphic stenosis severity does not reduce coronary 
events more than initial medical treatment [Boden 
W et al., 2007]. Additionally, randomized trials re-
port better outcomes when PCI is guided by frac-
tional flow reserve rather than by angiographic se-
verity [Pijls N et al., 2010] [De Bruyne B et al., 
2012], confirming the primary role of functional 
versus anatomic evaluation of CAD.

In several prospective multicentre trials, CTA 
has been proven as having high diagnostic accu-

racy for stenosis detection as compared to invasive 
angiography. Nevertheless, anatomic evaluation of 
obstructive stenosis does not determine the hemo-
dynamic significance of the visualized lesions. Re-
cent technological innovations have introduced the 
possibility to obtain physiologic evaluation of cor-
onary stenosis by CTA, thereby enabling this test 
to potentially provide an integrated anatomic-
physiologic assessment of CAD [Koo B et al., 
2011]. Apart from the use of computational fluid 
dynamics to non-invasively calculate fractional 
flow reserve, these advances also include evalua-
tion of rest-stress myocardial perfusion from a 
typically acquired CTA [Feuchtner G et al., 2012]. 

Nevertheless, true progress in the diagnosis, 
treatment, and prevention of CAD is dependent on 
understanding the mechanisms of coronary plaque 
progression. Autopsy studies have identified high-
risk, or vulnerable, plaques that result in acute coro-
nary syndromes or sudden cardiac death. Diagnostic 
techniques for vulnerable-plaque detection are 
needed. Recent advances in intravascular imaging 
have significantly improved the ability to detect 
high-risk, or vulnerable, plaque in vivo by using 
various methods. In the near future, plaque charac-
terization will certainly have an increasing role in 
the management of CAD [Tarkin J et al., 2016].

In conclusion, functional testing remains the 
most useful tool for risk stratification in micro- and 
macrovascular CAD. Recent technical advancement 
allowing a combined anatomic and physiological 
approach by CTA could possibly become the best 
diagnostic/prognostic tool in the very near future. 

REFERENCE         S
4.	 Brush JE Jr, Cannon RO 3rd, Schenke WH, 

Bonow RO, Leon MB., et al. Angina due to 
coronary microvascular disease in hyperten-
sive patients without left ventricular hypertro-
phy. N Engl J Med. 1988; 319(20): 1302-1307.

5.	 Buchthal SD, den Hollander JA, Merz CN, 
Rogers WJ, Pepine CJ., et al. Abnormal myo-
cardial phosphorus-31 nuclear magnetic reso-
nance spectroscopy in women with chest pain 
but normal coronary angiograms. N Engl J 
Med. 2000; 342: 829-835.

6.	 Bugiardini R, Manfrini O, Pizzi C, Fontana F, 
Morgagni G. Endothelial function predicts future 
development of coronary artery disease: a study 

1.	 Adamu U, Knollmann D, Almutairi B, Alra-
washdeh W, Deserno V., et al. Stress/rest myo-
cardial perfusion scintigraphy in patients with-
out significant coronary artery disease. J Nucl 
Cardiol. 2010; 17(1): 38-44.

2.	 Ambrose JA, Tannenbaum MA, Alexopoulos D, 
Hjemdahl-Monsen CE, Leavy J., et al. Angio-
graphic progression of coronary artery disease 
and the development of myocardial infarction. 
J Am Coll Cardiol. 1988; 12(1): 56-62. 

3.	 Boden WE, O’Rourke RA, Teo KK, Hartigan 
PM, Maron DJ., et al. Optimal medical therapy 
with or without PCI for stable coronary disease. 
N Engl J Med. 2007; 356(15): 1503-1516.



9

The New Armenian Medical Journal, Vol. 12 (2018), No 1, p. Lauretta L. et al.5-10

17.	 Fragasso G, Lu C, Dabrowski P, Pagnotta P, 
Sheiban I, Chierchia SL. Comparison of stress/rest 
myocardial perfusion tomography, dipyridamole 
and dobutamine stress echocardiography for the 
detection of coronary disease in hypertensive pa-
tients with chest pain and positive exercise test. J 
Am Coll Cardiol. 1999; 34(2): 441-447.

18.	Fragasso G, Rossetti E, Dosio F, Gianolli L, 
Pizzetti G., et al. High prevalence of the thal-
lium-201 reverse redistribution phenomenon 
in patients with syndrome X. Eur Heart J. 
1996; 17(10): 1482-1487.

19.	 Isner JM, Salem DN, Banas J, Levine HJ. Long-
term clinical course of patients with normal 
coronary arteriography: follow-up study of 121 
patients with normal or nearly normal coronary 
arteriograms. Am Heart J. 1981; 102: 645-653.

20.	Johnson BD, Shaw LJ, Pepine CJ, Reis SE, 
Kelsey SF., et al. Persistent chest pain predicts 
cardiovascular events in women without ob-
structive coronary artery disease: results from 
the NIH-NHLBI-sponsored Women’s Isch-
aemia Syndrome Evaluation (WISE) study. 
Eur Heart J. 2006; 27(12): 1408-1415.

21.	Kapoor A, Goel PK, Gupta S. Slow coronary 
flow – a cause for angina with ST segment el-
evation and normal coronary arteries. A case 
report. Int J Cardiol. 1998; 67: 257-261.

22.	Kaski JC, Rosano GM, Collins P, Nihoyan-
nopoulos P, Maseri A, Poole-Wilson PA. Car-
diac syndrome X: clinical characteristics and 
left ventricular function: Long-term follow-up 
study. J Am Coll Cardiol. 1995; 25(4): 807-814.

23.	 Kemp HG, Kronmal RA, Vlietstra RE, Frye RL. 
Seven year survival of patients with normal or 
near normal coronary arteriograms: a CASS reg-
istry study. J Am Coll Cardiol. 1986; 7: 479-483.

24.	 Koo BK, Erglis A, Doh JH, Daniels DV, Jegere S., 
et al. Diagnosis of ischemia-causing coronary ste-
noses by noninvasive fractional flow reserve com-
puted from coronary computed tomographic an-
giograms. Results from the prospective multi-
center DISCOVER-FLOW (Diagnosis of Isch-
emia-Causing Stenoses Obtained ViaNoninvasive 
Fractional Flow Reserve) study. J Am Coll Car-
diol. 2011; 58(19): 1989-1997.

25.	 Legrand V, Hodgson JM, Bates ER, Aueron FM, 
Mancini GB., et al. Abnormal coronary flow re-
serve and abnormal radionuclide exercise test re-
sults in patients with normal coronary angiograms. 
J Am Coll Cardiol. 1985; 6(6): 1245-1253.

on women with chest pain and normal angio-
grams. Circulation. 2004; 109(21): 2518-2523.

7.	 Burckhartt BA, Mukerji V, Alpert MA. Coro-
nary artery slow-flow associated with angina 
pectoris and hypotension: a case report. Angi-
ology. 1998; 49(6): 483-487.

8.	 Cannon RO III, Watson RM, Rosing DR, Ep-
stein SE. Angina caused by reduced vasodila-
tor reserve of the small coronary arteries. J Am 
Coll Cardiol. 1983; 1(6): 1359-1373.

9.	 Chierchia SL, Fragasso G. Angina with nor-
mal coronary arteries: diagnosis, pathophysi-
ology and treatment. Eur Heart J. 1996; 
17(Suppl G): 14-19.

10.	 De Bruyne B, Pijls NHJ, Kalesan B, Barbato E, 
Tonino PA., et al. Fractional flow reserve-guided 
PCI versus medical therapy in stable coronary 
disease. N Engl J Med. 2012; 367(11): 991-1001.

11.	 Delcour KS, Khaja A, Chockalingam A, Kup-
puswamy S, Dresser T. Outcomes in patients 
with abnormal myocardial perfusion imaging 
and normal coronary angiogram. Angiology. 
2009; 60(3): 318-321.

12.	 Douglas PS, Hoffmann U, Patel MR, Mark DB, 
Al-Khalidi HR., et al. Outcomes of anatomical 
versus functional testing for coronary artery dis-
ease. N Engl J Med. 2015; 372(14): 1291-1300. 

13.	 Egashira K, Inou T, Hirooka Y, Yamada A, Urabe 
Y, Takeshita A. Evidence of impaired endothelium-
dependent coronary vasodilatation in patients with 
angina pectoris and normal coronary angiograms. 
N Engl J Med. 1993; 328(23): 1659-1664.

14.	Feuchtner GM, Plank F, Pena C, Battle J, Min 
J., et al. Evaluation of myocardial CT perfu-
sion in patients presenting with acute chest 
pain to the emergency department: comparison 
with SPECT-myocardial perfusion imaging. 
Heart. 2012; 98(20): 1510-1517.

15.	Fragasso G, Chierchia SL, Arioli F, Caran-
dente O, Gerosa S., et al. Coronary slow-flow 
causing transient myocardial hypoperfusion in 
patients with cardiac syndrome x: long-term 
clinical and functional prognosis. Int J Cardiol. 
2009; 137(2): 137-144.

16.	Fragasso G, Lauretta L, Busnardo E, Cera M, 
Godino C., et al. Prognostic role of stress/rest 
myocardial perfusion scintigraphy in patients 
with cardiac syndrome x. Int J Cardiol. 2014; 
173(3): 467-471.



10

The New Armenian Medical Journal, Vol.12 (2018), No 1, p.Lauretta L. et al. 5-10

26.	Mangieri E, Macchiarelli G, Ciavolella M, 
Barillà F, Avella A., et al. Slow coronary flow: 
clinical and histopathological features in pa-
tients with otherwise normal epicardial coro-
nary arteries. Cathet Cardiovasc Diagn. 1996; 
37(4): 375-381.

27.	Mosseri M, Yarom R, Gotsman MS, Hasin Y. 
Histologic evidence for small-vessel coronary 
artery disease in patients with angina pectoris 
and patent large coronary arteries. Circulation. 
1986; 74: 964-972.

28.	 Motz W, Vogt M, Rabenay O, Scheler S, Lückhoff 
A, Strauer BE. Evidence of endothelial dysfunc-
tion in coronary resistance vessels in patients 
with angina pectoris and normal coronary angio-
grams. Am J Cardiol. 1991; 68(10): 996-1003.

29.	Panting JR, Gatehouse PD, Yang GZ, Grothues 
F, Firmin DN., et al. Abnormal subendocardial 
perfusion in cardiac syndrome X detected by 
cardiovascular magnetic resonance imaging. N 
Engl J Med. 2002; 346(25): 1948-1953.

30.	Pasternak RC, Thibault GE, Savoia M, DeSanc-
tis RW, Hutter AM Jr. Chest pain with angio-
graphically insignificant coronary arterial ob-
struction. Clinical presentation and long-term 
follow-up. Am J Med. 1980; 68(6): 813-817.

31.	Piatti P, Fragasso G, Monti LD, Setola E, Lu-
cotti P., et al. Acute intravenous L-arginine in-
fusion decreases endothelin-1 levels and im-
proves endothelial function in patients with an-
gina pectoris and normal coronary arteriograms: 
correlation with asymmetric dimethylarginine 
levels. Circulation. 2003; 107(3): 429-436.

32.	Pijls NH, FearonWF, ToninoPA, Siebert U, 
Ikeno F., et al. Fractional flow reserve versus 
angiography for guiding percutaneous coro-
nary intervention in patients with multivessel 
coronary artery disease: 2-year follow-up of 
the FAME (fractional flow reserve versus an-
giography for multivessel evaluation) study. J 
Am Coll Cardiol. 2010; 56(3): 177-184.

33.	Proudfit WL, Bruschke VG, Sones FM Jr. Clin-
ical course of patients with normal, slightly or 
moderately abnormal coronary arteriograms: 
10 year follow up of 521 patients. Circulation. 
1980; 62: 712-717.

34.	 Przybojewski JZ, Becker PH. Angina pectoris and 
acute myocardial infarction due to “slow-flow phe-

nomenon” in nonatherosclerotic coronary arteries: 
a case report. Angiology. 1986; 37: 751-761.

35.	Quyyumi AA, Cannon RO III, Panza JA, Dio-
dati JG,Epstein SE. Endothelial dysfunction in 
patients with chest pain and normal coronary 
arteries. Circulation. 1992; 86(6): 1864-1871.

36.	Romeo F, Rosano GMC, Martuscelli E, Lom-
bardo L, Valente A. Long-term follow-up of 
patients initially diagnosed with syndrome X. 
Am J Cardiol. 1993; 71(8): 669-673.

37.	 Shaw LJ, Berman DS, Maron DJ, Mancini GB, 
Hayes SW., et al. Optimal medical therapy with or 
without percutaneous coronary intervention to re-
duce ischemic burden: results from the Clinical 
Outcomes Utilizing Revascularization and Aggres-
sive Drug Evaluation (COURAGE) trial nuclear 
substudy. Circulation. 2008; 117(10): 1283-1291.

38.	Soman P, Parsons A, Lahiri N, Lahiri A. The 
prognostic value of a normal Tc-99m sestamibi 
SPECT study in suspected coronary artery dis-
ease. J Nucl Cardiol. 1999; 6: 252-256.

39.	Suwaidi JA, Hamasaki S, Higano ST, Nishimura 
RA, Holmes DR Jr, Lerman A. Long-term fol-
low-up of patients with mild coronary artery 
disease and endothelial dysfunction. Circula-
tion. 2000; 101(9): 948-954.

40.	Tambe AA, Demany MA, Zimmerman HA, 
Mascarenhas E. Angina pectoris and slow-
flow velocity of dye in coronary arteries - a 
new angiographic finding. Am Heart J. 1972; 
84: 66-71.

41.	Tarkin JM, Dweck MR, Evans NR, Takx RA, 
Brown AJ., et al. Imaging Atherosclerosis. Circ 
Res. 2016; 118(4): 750-769.

42.	 Tweddel AC, Martin W, Hutton I. Thallium scans 
in syndrome X. Br Heart J. 1992; 68: 48-50.

43.	Van Lierde J, Vrolix M, Sionis D, De Geest H, 
Piessens J. Lack of evidence for small vessel 
disease in a patient with “slow dye progres-
sion” in the coronary arteries. Cathet Cardio-
vasc Diagn. 1991; 23(2): 117-120. 

44.	 Von MeringGO, Arant CB, Wessel TR, McGorray 
SP, Bairey Merz CN., et al. Abnormal coronary 
vasomotion as a prognostic indicator of cardio-
vascular events in women: results from the Na-
tional Heart, Lung, and Blood Institute-Spon-
sored Women’s Ischemia Syndrome Evaluation 
(WISE). Circulation. 2004; 109(6): 722-725.


