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Causes of decline in CHD mortality in U.S.

1980-2000

Age-adjusted death rate for CHD fell from 543 to
267 deaths/100,000 men and from 263 to 134
deaths/100,000 women, resulting in 341,745
fewer deaths in 2000 vs. 1980.

47% of this decrease was attributed to evidence-
based medical therapies and secondary
prevention for Ml and CHD (statins, ACEI, BB,
etc.) and treatment for CHF

44% of this decrease was attributed to changes in
risk factors (decreased cholesterol, BP, smoking,

physical inactivity, etc.).
Ford et al NEJM2007, 356. 2388-98; CDC



Causes of decline in CHD mortality in U.S.

1980-2000

Only 5% of this decrease was attributable
to revascularization (CABG or PCI) for
chronic stable angina, and only 1.3% was
attributable to PCI

Of the 22,059,760 PClIs performed for
stable CHD between 1980-2000, the RRR
for death was 13% and ARR was 0.2%

Ford et al NEJM2007, 356: 2388-98; CDC



Stable CAD: PCI vs Conservative
Medical Management

Meta-analysis of 11 randomized trials; N = 2,950
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COURAGE
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2287 Consented to participate

(74% of patients with protocol eligibility)

|

1149 Were assigned to PCl group
46 Did not undergo PCI
27 Had a lesion that could not be dilated
1006 Received at least one stent

1138 Were assigned to medical-therapy group

|

107 Were lost to follow-up
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97 Were lost to follow-up

1149 Were included in the primary analysis

1138 Were included in the primary analysis
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ACC/AHA guidelines: Chronic
Stable Angina Treatment

A Optimal medical therapy and aggressive
management of multiple treatment targets
without initial PCI can be implemented safely
In the majority of patients with stable CADo
two-thirds of whom may not require even a
first revascularization during long-term

follow-up



ACC/AHA/ACP-ASIM

Guidelines for
Management of
Stable Angina

Aspirin and
anti-anginals

~ Heta blocker and
* blood pressure

_ holesterol and
cigarettes

Diet and
diabetes

ff‘{ducation and
exercise



To improve quality of life (symptoms)

To reduce mortality
To reduce morbidity
To reduce progression of disease and induce

regression.



