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Objectives. Management of chronic coronary syndrome (CCS) encompasses a broad spectrum of practices, posing considerable
complexity and variability. While guidelines have been established to augment the management quality of CCS, notable disparities
persist across their recommendations. Tis study strives to scrutinize, compare, and reconcile these guideline recommendations
pertaining to the diagnosis, treatment, and management of CCS patients. Our goal is to align these recommendations with
contemporary clinical practices, thus laying a robust foundation for their pragmatic application in clinical settings. Methods. A
comprehensive systematic search was conducted across multiple databases, including PubMed, EMBASE, China National
Knowledge Infrastructure, Wanfang Database, China Science and Technology Journal Database, Chinese Biomedical Literature
Service System, Chinese Science and Technology Periodical Database, and Chinese Biological Medicine Database. Te timeframe for
this search spanned from their inception up toMay 30, 2022, aiming to collate all published guidelines relevant to CCS. Subsequently,
two independent reviewers undertook the task of appraising the quality of these guidelines by utilizing the Appraisal of Guidelines for
Research and Evaluation II instrument. Results. Te search yielded a total of 10,699 citations. Following a thorough evaluation,
fourteen clinical practice guidelines and four consensus statements, each ofering specifc recommendations for CCS, were selected.
Te quality of these guidelines showcased a broad spectrum of variation. Te domain of “presentation clarity” received the highest
accolades, while “applicability” languished at the lower end of the scoring spectrum. On average, the guidelines attained a quality
score denoting sufciency. Furthermore, recommendations across diferent guidelines for the diagnosis, treatment, andmanagement
of CCS displayed a striking level of divergence. Conclusion. Te landscape of published CCS guidelines is marked by extensive
variations in scope, quality, and recommendations. Hence, there is a compelling need for collaborative eforts amongst multi-
disciplinary professionals to forge comprehensive, higher-quality evidence-based guidelines; such a concerted approach is paramount
to enhance treatment efcacy and health outcomes for patients grappling with CCS.

1. Introduction

In 2019, the European Society of Cardiology (ESC) updated
its guidelines for the diagnosis and management of chronic
coronary syndrome (CCS), leading to a signifcant reclas-
sifcation within coronary artery disease (CAD). Te term
“stable coronary artery disease” (SCAD) was replaced by

“CCS,” and CAD was divided into acute coronary syndrome
(ACS) and CCS. Te guidelines characterize CAD as
a chronic process [1, 2], acknowledging that atherosclerotic
lesions within the coronary artery system are dynamic [3],
span a wide spectrum, and exhibit a changing natural his-
tory, involving various parts of the coronary circulation [4].
Moreover, they incorporate stages of asymptomatic

Hindawi
International Journal of Clinical Practice
Volume 2023, Article ID 9504108, 8 pages
https://doi.org/10.1155/2023/9504108

https://orcid.org/0000-0003-0143-0726
https://orcid.org/0009-0001-9319-0661
https://orcid.org/0009-0000-7875-4847
https://orcid.org/0009-0000-9569-492X
https://orcid.org/0009-0001-7368-3872
https://orcid.org/0000-0002-2235-4673
https://orcid.org/0000-0002-8983-2019
https://orcid.org/0009-0009-1343-985X
https://orcid.org/0009-0002-1191-2796
https://orcid.org/0009-0004-8939-0670
https://orcid.org/0000-0003-3558-7764
https://orcid.org/0000-0002-9832-7778
mailto:xuejiehan@126.com
mailto:coldmoon_ly@163.com
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2023/9504108


coronary heart disease, myocardial ischemia, vasospasm,
and microcirculatory lesions, alongside the clinical mani-
festations predominantly marked by acute coronary
thrombosis. Tis overhaul is rooted in the understanding
that coronary heart disease is a dynamic process, marked by
the accumulation of atherosclerotic plaque and changes in
coronary circulation function, leading to both relatively
stable periods and potential instability due to plaque rup-
ture, plaque erosion, and calcifed nodules, hence empha-
sizing the dynamic nature of coronary heart disease. In
alignment with this, China’s 2018 revised guidelines de-
lineate the stable course following chronic stable labor
angina, ischemic cardiomyopathy, and ACS as stable cor-
onary heart disease, all of which share a common patho-
genesis and pathophysiological basis. Consequently, patients
with these conditions are collectively referred to as CCS
patients [2]. Terefore, this systematic review includes
guidelines that cover stable coronary artery disease, chronic
coronary artery disease, chronic myocardial ischemia syn-
drome, stable angina, and exertional angina, even those
published before 2019. CCS represents a growing clinical
challenge worldwide [5], being a leading cause of morbidity
and mortality [6], with an extremely high case fatality rate,
signifcantly endangering public health and safety. Tere-
fore, optimizing the management of CCS patients is of
paramount importance.

Clinical practice guidelines (CPGs) are crucial in med-
icine, providing physicians and other healthcare pro-
fessionals with evidence-based recommendations for the
care of patients with various diseases or clinical conditions
[7]. Although several CPGs for CCS have been issued,
discrepancies exist between their recommendations. Tese
variations might be due to the fact that CPGs from diferent
countries are based on diferent sources and qualities of
evidence. Tis review aims to summarize and compare the
quality and consistency of CPGs for the diagnosis, treat-
ment, and management of CCS patients, aiming to assist
clinicians in making more informed clinical decisions and
urging CCS guideline developers to thoroughly consider the
quality of the evidence.

2. Methods

2.1. Search and Selection. We conducted a comprehensive
search across a range of databases including PubMed,
EMBASE, China National Knowledge Infrastructure,
Wanfang Database, China Science and Technology Journal
Database, Chinese Biomedical Literature Service System,
Chinese Science and Technology Periodical Database, and
Chinese Biological Medicine Database, spanning from their
respective inception dates until May 30, 2022. For our
search, we utilized a variety of keywords, including “chronic
coronary syndrome [Mesh],” “CCS [Title/Abstract],” “stable
coronary artery disease [Title/Abstract],” “chronic coronary
artery disease [Title/Abstract],” “chronic myocardial ische-
mia syndrome [Title/Abstract],” “Coronary Heart Disease
[Title/Abstract],” “CAD [Title/Abstract],” “CHD [Title/
Abstract],” “Angina, Stable [Title/Abstract],” “SAP [Title/
Abstract],” “chronic angina [Title/Abstract],” “exertional

angina [Title/Abstract],” “angina [Title/Abstract],” and
“stable angina [Title/Abstract],” in conjunction with
“Guideline [MeSH],” “guideline [Title/Abstract],” “expert
consensus [Title/Abstract],” or “recommendation statement
[Title/Abstract].” Tese keywords were appropriately ad-
justed and applied in Chinese databases using their equiv-
alent terms in Chinese; the detailed search strategies are
depicted in Figure 1.

In addition to database searches, we explored a selection of
websites for relevant literature, including the National Group
Standard Information Platform, Chinese Medical Association,
Google Scholar, National Institute for Health and Care Ex-
cellence, Scottish Intercollegiate Guidelines Network, Guide-
lines International Network, World Health Organization, and
the Cochrane Library. Te task of selecting pertinent clinical
practice guidelines and consensus statements was undertaken
independently by two researchers.

2.2. Eligibility Criteria. CPGs were deemed eligible for in-
clusion based on the following criteria:

(i) Emphasis on the diagnosis, and/or treatment, and/
or management of adult patients diagnosed with
chronic coronary syndromes

(ii) Provision of specifc recommendations tailored to
this patient demographic

(iii) Absence of special target population restrictions,
which encompasses but is not limited to pregnant
women and elderly individuals

(iv) Development under the auspices of nonproft
entities, including academic institutions, govern-
ment agencies, disease-specifc foundations, or
professional associations or societies

(v) Publication in either Chinese or English, ensuring
accessibility and comprehensibility

(vi) Exclusion of documents classifed as protocols,
abstracts, editorial comments, overviews, review
articles, and systematic reviews, to maintain a fo-
cus on comprehensive and authoritative sources

(vii) Disqualifcation of multiple versions of CPGs
developed by the same organization or group, with
preference given to the most updated version

(viii) In instances where CPGs were developed by the
same institution for the same type of disease,
preference was given to the version encompassing
the most comprehensive content, thus ensuring
a thorough and an extensive review

Tese criteria were meticulously crafted to ensure the
inclusion of robust, relevant, and authoritative guidelines,
facilitating a comprehensive analysis and comparison of the
recommendations for the diagnosis, treatment, and man-
agement of chronic coronary syndromes.

2.3.AssessmentofCPGsQuality. TeAppraisal of Guidelines
for Research and Evaluation II instrument (AGREE II)
serves as a pivotal tool designed to tackle the issue of
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guideline quality variability, providing a rigorous and
transparent framework for guideline development assess-
ment. It encompasses 23 quality items, systematically dis-
tributed across six domains, alongside an additional item for
overall quality assessment [8]. Tese domains include the
following: (1) scope and purpose (items 1–3), (2) stakeholder
involvement (items 4–6), (3) rigor of development (items
7–14), (4) clarity of presentation (items 15–17), (5)

applicability (items 18–21), (6) editorial independence
(items 22-23), and (7) an overall assessment (item 24). Each
item within these categories is evaluated by using a seven-
point scale, where a score of 1 denotes “strongly disagree”
and a score of 7 implies “strongly agree.” To calculate the
domain scores, expressed as a percentage of the maximum
possible score for that specifc domain, the following for-
mula was utilized:

domain score �
obtained score − minimumpossible score

maximumpossible score − minimumpossible score
 . (1)

Temaximum possible score� the highest possible score
(i.e., 7)× number of items× number of appraisers (i.e., 2).
Teminimum possible score� the lowest possible score (i.e.,
1)× number of items× number of appraisers (i.e., 2).

Refecting on the outcomes of prior published works
[9, 10], we categorized the domain scores into three distinct
tiers: high-quality (spanning 67–100%), sufcient quality
(ranging from 33 to 67%), and low quality (encompassing
0–33%). Te appraisal of CPGs’ quality was independently
conducted by two reviewers, both external to the guideline
development group, by utilizing the AGREE II instrument. In
instances where an AGREE II item is absent in a CPG, a score
ranging from 0 to 3 is assigned, contingent on the specifc
context. If disagreements arise, a third reviewer intervenes,
facilitating a resolution until a consensus is achieved.

2.4. Basic Characteristics of the Included Documents and
Extraction of Recommendations. Two reviewers in-
dependently carried out the extraction of both basic
characteristics and recommendation content from the
included CPGs, covering areas such as (1) information
pertaining to the development of the guideline (e.g., the
development group, country, and year of publication), (2)
the scope and content of the guideline (e.g., target pop-
ulation, diagnostic procedures, treatment options, and
management strategies), (3) the grading systems used for
the recommendations (e.g., the level of evidence and the
strength of the recommendations), and (4) the specifc
recommendations put forth in the guidelines (e.g., for
diagnosis and assessment, treatment, management, and
rehabilitation).

Records identifed through databases
searching (n=12132) :

CNKI (n=982), WanFang (n=4487),
VIP (n=477), SinoMed (n=707),

PubMed (n=3044), EMBase (n=2435)

Additional records identifed
through other sources (n=22) 

Records afer duplicates removed
(n=10699)

Records screened
(n=10699) 

Full-text articles assessed
for eligibility (n=108) 

Articles included (n=18)
· 14 guidelines
· 4 consensus statements

Records excluded
(n=10591)

Full-text articles excluded with reasons (n=90)
· Unavailable (n=27)
· Other language (n=2)
· Not about CCS (n=24)
· Not a guideline (n=30)
· Updated guideline available (n=1)
· Special target population restrictions (n=1)
· Guidelines developed by the same institution
for the same type of disease (n=5) 

Figure 1: Screening chart of this study.
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3. Results

3.1. Selection of CPGs. Te comprehensive search resulted in
a total of 10,699 citations, ultimately yielding eighteen CPGs
that provided specifc recommendations. Tis ensemble
comprised fourteen guidelines [11–24] and four consensus
statements [12, 25–27]. A meticulously detailed fowchart,
delineating the process of search and selection, is depicted in
Figure 1.

Geographically, the development of these CPGs spanned
across various regions: six CPGs [11–14, 25, 28] originated in
China, four [16, 19, 22, 24] were formulated in Britain, two
[17, 23] emerged from the United States, with Japan [20],
Asia [26], Brazil [21], Malaysia [18], Italy [27], and Europe
[15] each contributing one. Note that, one of the CPGs had
undergone previous iterations and updates [20].

In terms of content, ffteen of the CPGs [11–15, 18–26, 28]
incorporated recommendations pertinent to diagnosis and
assessment. Recommendations regarding treatment were
found in ffteen CPGs [11–22, 24, 26, 27], and management
strategies were addressed in thirteen CPGs
[11, 13–16, 18–22, 24, 25, 28].Te intricate characteristics and
specifc details of the eligible CPGs are meticulously cataloged
and can be accessed from Supplementary Table 1.

3.2. Quality Assessment. Te results of appraising the CPGs
by using the AGREE II instrument are delineated in Sup-
plementary Table 2. Te evaluations yielded high-quality
scores in three specifc domains (domains 1, 2, and 4),
whereas the remaining domains (domains 3, 5, and 6)
achieved scores indicative of sufcient quality. Te domain
entitled “clarity of presentation” (domain 4) stood out with
the highest average score of 92%, closely followed by the
domain “scope and purpose” (domain 1) with an average
score of 89%. On the other end of the spectrum, the domain
“applicability” (domain 5) registered the lowest average
score, coming in at 47%. In a general sense, the CPGs under
review attained an average score that refects sufcient
quality, marked at 69%. Furthermore, both evaluators
concurred in their recommendation of fourteen CPGs
[11–16, 18–24, 26]. In contrast, the remaining four CPGs
[17, 25, 27, 28] received a recommendation from at least one
of the two evaluators, albeit with specifed conditions for
alterations.

3.3. Diagnosis and Assessment. Fifteen CPGs
[11–15, 18–26, 28] have provided extensive coverage on the
diagnosis and assessment of CCS. Te recommendations
within these CPGs predominantly focus on (in more than
50% of the guidelines) the assessment and stratifcation of
risk factors, the evaluation of symptoms, and the utilization
of ECG and ultrasonography. Among these, the assessment
of risk factors stands out as the most frequently addressed
recommendation. On the other hand, a smaller proportion
of CPGs (in less than 50% of the guidelines) underscore the
signifcance of applying invasive diagnostic methods, PE, X-
rays, laboratory investigations, and stress testing. Note that,
although both CTA [14, 15, 18–21, 26] and CAG

[11, 14, 15, 19–21, 26] are endorsed in seven CPGs under
invasive diagnosis, they fnd no recommendation in one
particular CPG [13]. Comprehensive details and levels of
recommendations pertinent to diagnosis and assessment are
meticulously laid out in Supplementary Table 3.

3.4. Treatment. Fifteen CPGs [11–22, 24, 26, 27] provided
recommendations regarding the treatment of CCS. It was
noted that the treatment recommendations primarily fell
into two categories: pharmacological and non-
pharmacological, with pharmacotherapy being the pre-
dominant form of treatment. Te pharmacologic
interventions served two main therapeutic objectives: pre-
venting and improving patient outcomes, and alleviating
symptoms. Tirteen CPGs [13–22, 24, 26, 27] encompassed
recommendations for the prevention and enhancement of
outcomes, with aspirin being the most frequently recom-
mended medication in these instances. In terms of drug
treatments intended for symptom relief, the guidelines
predominantly emphasized the utilization of beta-blockers,
CCBs, and nitrates, as indicated by their recommendation in
a majority of the guidelines (no. of guidelines≥ 50%).
Pertaining to nonpharmacological treatments, the prevalent
recommendation in most CPGs (no. of guidelines≥ 50%)
was for PCI and CABG. It is crucial to highlight that two
specifc CPGs [16, 24] categorically contraindicated the
application of TENS and EECP. Moreover, the recom-
mendations regarding the employment of acupuncture
varied across two CPGs [11, 24]. Te comprehensive details
and gradings of these treatment recommendations can be
found in Supplementary Table 4.

3.5. Management and Rehabilitation. Tirteen CPGs
[11, 13–16, 18–22, 24, 25, 28] ofered comprehensive rec-
ommendations on the management and rehabilitation of
CCS. Upon careful examination of these recommendations,
we discerned that they spanned fve key domains: man-
agement of risk factors, oversight during the rehabilitation
period, reevaluation in cases of inefective treatment, re-
ferrals for inconclusive treatments, and the imperative for
a multidisciplinary approach involving various health pro-
fessionals. Te recommendations predominantly centered
around (as indicated by coverage in over 50% of the
guidelines) the management of risk factors, with exercise
emerging as the most frequently endorsed recommendation.

Amongst the other CPGs, there was a pronounced
emphasis on the cessation of smoking, along with the me-
ticulous control of blood pressure and blood glucose levels,
dietary management, and weight regulation. It is noteworthy
to highlight that fve CPGs [11, 13, 18, 20, 28] advocated for
dietary therapy, while one particular CPG [24] abstained
from doing so.

Pertaining to the domain of rehabilitation management,
the guidelines collectively endorse regular reviews and as-
sessments. A subset of these guidelines further recommends
a holistic rehabilitation approach, encompassing nutritional
guidance, exercise (including aerobic exercises, strength
training, balance exercises, and fexibility training), and the
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potential integration of traditional Chinese or Western
medicinal practices.

Moreover, there is a consistent call across various
guidelines for the reassessment of treatment efcacy, urging
referrals for cases deemed inefective, and underscoring the
value of a multidisciplinary approach that harnesses the
expertise of diverse health professionals.

Te intricate details and the stratifcation of these
management recommendations are meticulously docu-
mented in Supplementary Table 5.

4. Discussion

Tis systematic review scrutinized a total of eighteen CPGs
[11–28], all pertinent to the diagnosis, treatment, and
management of CCS. A substantial variability was observed
in the quality of these CPGs, particularly pronounced in
domains such as applicability and editorial independence. In
addition, there were notable discrepancies in the recom-
mendations across these CPGs.

4.1.Quality ofCurrentCPGs forCCS. Utilizing the AGREE II
tool for assessment, it became evident that the majority of
the CPGs exhibited commendable clarity concerning their
scope and purpose. Nonetheless, there was a general in-
adequacy in the domains of the rigor of development, ap-
plicability, and editorial independence, with the domain of
“applicability” scoring particularly low. For instance, only
a selected few CPGs [13, 15, 16, 18–26] explicitly provided
guidance or tools to facilitate the application of their rec-
ommendations. In contrast, the majority of the remaining
CPGs [11, 12, 14, 15, 17, 27, 28] were found to be defcient,
lacking in both implementation strategies and the requisite
resources to efectively put the recommended practices into
action. Although several CPGs [11–13, 16, 18, 19, 22, 26]
claimed to employ systematic methodologies in evidence
retrieval, there were others [14, 15, 17, 20, 21, 23–25, 27, 28]
that did not, signaling a need for heightened emphasis on the
rigor of evidence in future iterations of CPGs. Furthermore,
a considerable number of CPGs [13, 14, 17, 20–23, 25–28]
fell short of mentioning the procedures for guideline up-
dates, with only a small fraction [11, 12, 15, 16, 18, 19, 24]
addressing this aspect, a practice that should be made
mandatory in forthcoming guideline development
endeavors.

In summation, the quality of these CPGs was found to be
extensively variable. Te variability observed across diferent
domains could be attributed to the diverse nature of the
development bodies, and/or the potential lack of adherence
to a standardized set of criteria during their formulation.

4.2. Key Findings. In this review, we incorporated a total of
eighteen CPGs pertinent to CCS and proceeded to analyze
the consistency across the recommendations. However, we
identifed some degree of variation amongst these CPGs.

Divergences are noticeable among ffteen CPGs
[11–15, 18–26, 28], specifcally in terms of the recommen-
dations for the diagnosis and assessment of CCS. For

instance, CTA is advocated for diagnosing or assessing the
risk of CCS in seven guidance documents [14, 15, 18–21, 26],
while another CPG [13] holds a contrary stance. It articulates
that routine utilization of CTA for the diagnosis or risk
stratifcation of coronary heart disease is not advisable.
Nonetheless, CTA may be considered if there are contra-
indications to stress testing, or when functional tests are
inconclusive in determining the diagnosis or risk level. Te
same CPG [13] also dissuades routine CAG testing in pa-
tients exhibiting normal left ventricular systolic function,
low risk upon noninvasive testing, and absence of ischemia
on asymptomatic, noninvasive testing. Conversely, seven
CPGs [11, 14, 15, 19–21, 26] endorse the use of CAG for the
diagnosis or risk assessment of CCS. Hence, the question of
whether CTA and CAG tests should be routinely recom-
mended for the diagnosis and evaluation of CCS, along with
their specifc clinical applications, awaits consensus and
resolution in future CPGs.

Discrepancies are also observed in ffteen CPGs
[11–22, 24, 26, 27] that furnish recommendations for
treating CCS. In the context of nonpharmacologic treat-
ments, one CPG [11] recommends acupuncture as a means
to alleviate CCS symptoms and ameliorate myocardial is-
chemia, while another [24] explicitly discourages its use for
CCS patients. Despite its widespread clinical application in
China, acupuncture remains a contentious method for
treating chronic pain, partly due to the fact that traditional
acupuncture theory, with its emphasis on meridians and
nonphysiological processes such as qi energy fow, is not
readily explicable through anatomical terms. A compre-
hensive meta-analysis [29], encompassing 39 trials with
a total of 20,827 patients, concluded that acupuncture is
efective for chronic pain, and its benefts persist over time.
Some studies [30–32] posit that acupuncture can exert short-
term physiological efects related to pain relief. However, the
data required to elucidate the persistence of this efect and
the mechanisms through which acupuncture mitigates pain
are still defcient [29]. It is our hope that future CPGs can
address this controversy, and we underscore the need for
more extensive, multicenter, high-quality clinical studies to
substantiate the clinical efcacy of acupuncture in treating
chronic pain.

Among the recommendations pertaining to the man-
agement and rehabilitation of CCS, fve guidelines
[11, 13, 18, 20, 28] advocate for the utilization of diet therapy
in addressing CCS. Conversely, there is one guideline [24]
that takes a difering stance, advising against this approach.
It articulates a clear position, stating that there is a lack of
compelling evidence to support the use of vitamin or fsh oil
supplements as a treatment for stable angina. Furthermore,
it highlights the absence of research exploring the impact of
dietary modifcations on both morbidity and mortality rates.
Consequently, it underscores the necessity for randomized
controlled trials to undertake a comparative analysis be-
tween comprehensive cardiac rehabilitation and standard
care for patients diagnosed with stable angina [24].

On a broader scale, there is a noticeable degree of
variability across the existing CPGs pertaining to the di-
agnosis, treatment, and management of CCS.Tis variability
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can, in part, be attributed to the fact that CPGs, originating
from diferent organizations or geographical regions, are
grounded in diverse resources and possess varying levels of
evidence quality.

In addition, CCS has traditionally been conceptualized
as a consequence of induced ischemia. Observing the
treatment recommendations put forth by the existing CPGs,
it becomes apparent that the primary focus of treatment is
centered around the reduction or elimination of induced
ischemia. Tis is predominantly achieved through phar-
macological interventions such as beta-blockers, CCBs,
nitrates, and strategies such as interventional therapy or
bypass surgery. However, recent data accumulation suggests
that the atherosclerotic load plays a more pivotal role in
determining the outcomes of CCS, specifcally in terms of
the quantity and stability of coronary plaque. Tis holds true
even in scenarios where induced ischemia is not promi-
nently featured. Te existence and overall load of athero-
sclerosis serve to elevate the risk of cardiovascular events. In
this context, the ISCHEMIA [33], REVIVED-BCIS2 [34],
and ORBITA [35] clinical trials have emerged as signifcant
and representative studies within the realm of CCS in recent
years. Te outcomes of these trials collectively highlight that
optimal pharmacotherapy and conservative treatment
should be prioritized as the primary course of action for CCS
patients. In addition, they call for more stringent criteria to
be applied when considering coronary stent therapy. Tese
fndings ofer valuable insights for CCS patients, illumi-
nating the trade-ofs between invasive and conservative
treatments. Tey also validate the notion that an exclusive
focus on the reduction or elimination of induced ischemia
through interventional means does not yield satisfactory
outcomes. Consequently, there is a pressing need to reorient
the treatment objectives for CCS, shifting the focus towards
the reduction of arterial plaque and alleviating the athero-
sclerotic burden. Treatment strategies should pivot towards
arresting the progression of atherosclerosis, incorporating
more potent antiplatelet drugs, anticoagulant medications,
and agents that foster plaque stabilization.Tis approach not
only reduces plaque formation and progression but also
alleviates symptoms in CCS patients, subsequently miti-
gating the risk of cardiovascular events. Te existing CPGs
exhibit a near-total omission of evidence stemming from
clinical evidence-based studies such as ISCHEMIA, RE-
VIVED-BCIS2, and ORBITA. Tis oversight has the po-
tential to impinge on the precision of clinicians’ treatment
decisions for CCS patients, potentially depriving patients of
the most efcacious treatment options.

4.3. Strengths and Limitations. Tis investigation stands as
a pioneering endeavor to systematically review the quality of
CPGs pertinent to CCS. In the process of this study,
a thorough and systematic approach to literature search was
employed with the aim of identifying CPGs that are relevant
to the diagnosis, treatment, and management of CCS. As for
the content within these CPGs, we opted for the utilization
of charts as a means to provide a visual comparison of the
consistency and disparities present in the recommendations

across diferent CPGs. In addition, we took the initiative to
highlight the strength of recommendations in certain
guidelines, thereby enabling the target demographic to glean
high-frequency or high-intensity recommendations in
a more intuitive manner. Te evaluation of the CPGs was
conducted independently by two reviewers, employing the
AGREE II tool, which subsequently revealed a signifcant
degree of variability within the published CPGs for CCS.
Tis was particularly evident in the domains of applicability
and editorial independence. Te insights gained from this
could potentially serve as a valuable resource for the en-
hancement of future CCS guidelines.

Nevertheless, it is imperative to acknowledge the limi-
tations that accompany this study. Te decision to exclude
CPGs that were not written in Chinese or English may have
resulted in the inadvertent omission of certain pertinent
CPGs. Consequently, this may render the conclusions drawn
from this study somewhat constrained in their applicability
to other countries or regions, due to the language restrictions
in place. Moreover, it is worth noting that AGREE II, the tool
employed for domain score evaluation, lacks universally
recognized cutof points. In light of this, our approach in-
volved referring to prior articles [9, 10] that addressed
domain scores, a decision that is not without its potential for
controversy.

5. Conclusions and Future Recommendations

Te introduction of CCS as a concept not only heralds
a shift in nomenclature but also signifes an enhancement
in clinical researchers’ grasp of the pathogenesis un-
derlying CAD. Tis paradigmatic shift draws attention to
the signifcance of atherosclerotic burden, moving be-
yond merely focusing on inducible ischemia, a nuance
that has been insufciently captured in existing CPGs.
Tere is a noticeable divergence in both the quality and
the recommendations emanating from the published
guidelines specifc to CCS, underscoring an imperative
for interdisciplinary collaboration to forge compre-
hensive and evidence-based CPGs. Such guidelines are
pivotal in championing optimal treatment pathways and
improving health outcomes for individuals grappling
with CCS.

Furthermore, it is advocated that the development of
CPGs adheres to standardized protocols, exemplifed by the
AGREE II evaluation criteria. Tis approach is instrumental
in pinpointing and bridging the extant gaps within CPGs,
thereby furnishing users with a more holistic suite of in-
formation. Although the majority of CPGs fnd their roots in
systematic literature reviews, discrepancies remain preva-
lent, particularly concerning the criteria employed to cate-
gorize evidence and the methodologies utilized to formulate
recommendations. Tese discrepancies inevitably lead to
variations in the level of recommendation accorded to
identical interventions across diferent CPGs. Tere is,
therefore, a pressing need to standardize the procedures and
methodologies that underpin the formation of recommen-
dation opinions, aiming to enhance both the consistency and
usability of the guidelines.
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Moreover, it is of paramount importance to take into
account diverse subgroups and clinical settings in the de-
velopment of CPGs, recognizing that they may harbor
unique needs and prerequisites. Recommendations that are
meticulously tailored to these specifc subgroups and set-
tings stand to augment clinical efcacy and simplify the
utilization of the guidelines for healthcare professionals. In
addition, a comprehensive literature search revealed
a scarcity of clinical and epidemiological studies focusing on
CCS, highlighting a promising avenue for future research
endeavors in this domain.
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