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Pretest probability of CAD by age,
gender symptoms
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Intermediate probability of CAD
1. Typical angina: males(30-39), females(< 60)
2. Atypical angina: males(all age), females(= 40)
3. Non cardiac chest pain: males( = 40), females(= 60)
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ISSUE Iin Stable Angina

1. Lipid lowering therapyA| target goal
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Lipid Lowering
Therapy:

Target Goal




LDL-C Lowering Therapy in Patients
With CHD and CHD Risk Equivalents

Intensive lifestyle therapies

Maximal control of other risk factors

Consider starting LDL-C lowering drugs simultaneously with lifestyle
therapies

LDL-C lowering therapy
Initiate or intensify lifestyle therapies and/or LDL-C lowering drugs

Treatment of metabolic syndrome
Emphasise weight reduction and increased physical activity

Drug therapy for other lipid risk factors

Further LDL-C lowering not required
Therapeutic Lifestyle Changes (TLC) recommended
Consider treatment of other lipid risk factors (raised TG, low HDL-C)
ATP lll. JAMA 2001;285:2486




NCEP Report

Implications of Recent Clinical Trials for the
National Cholesterol Education Program
Adult Treatment Panel III Guidelines

Scott M. Grundy: James I. Cleeman: C. Noel Bairey Merz; H. Bryan Brewer, Jr: Luther T. Clark:
Donald B. Hunninghake*; Richard C. Pasternak: Sidney C. Smith, Jr; Neil J. Stone:
for the Coordinating Committee of the National Cholesterol Education Program
Endorsed by the National Heart, Lung, and Blood Institute, American College of Cardiology Foundation,
and American Heart Association

The major recommendations for modifications to footnote

the ATP lll treatment algorithm :

In high-risk persons, the recommended LDL-C goal is 100
mg/dL, but when risk is very high, an LDL-C goal of 70
mg/dL is a therapeutic option, ie, a reasonable clinical
strategy, on the basis of available clinical trial evidence.

This therapeutic option extends also to patients at very high
risk who have a baseline LDL-C <100 mg/dL.

J Am Coll Cardiol 2004;44;720-32




NCEP report 2004
“Very high risk group”

Diabetes with established CVD

Severe and poorly controlled risk factors and
established CVD (Continued smoking, HTN)

Multiple risk factors of metabolic syndrome and
CVD

4. Patients with acute coronary syndrome

Further LDL-C lowering Lower LDL-C < 70mg/dL

not required
2001 NCEP ATP 1l

NCEP Report J Am Coll Cardiol 2004;44:720-32




Evidence in Stable Angina

INT

Treating to New Target

LaRosa JC et al. NEJM 2005:352




Evidence in Stable Angina

- Atorvastatin 10 mg
- Atorvastatin 80 mg

22% relative risk
l reduction

HR = 0.78
(95% CI 0.69, 0.89)
P<0.001
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*CHD death, nonfatal non—procedure-related M|, resuscitated cardiac arrest, fatal or nonfatal stroke

LaRosa JC, et al. & Engl S Med. 200535214 25-1435.




Evidence in Stable Angina

20 -

Atorvastatin 10 mg HR = 0.68
18 1 m Atorvastatin 80 mg (i),

16 1 HR = 0.77
14 - HR=069  (0.60-1.00)
. (0.54-0.89)

HR = 0.82 HR = 0.95
HR =1.35 (0.57-1.19)  (0.72-1.24)

(0.63-2.90)
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Deedwania P, et al. Lancet 2006;368
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« Randomized controlled trial : 1

* Observational study
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ACC/AHA & ESC Gu
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CT Angiography




EBCT
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MDCT

* Major limitations

* Single-center experiences

* very specific subset of symptomatic middle- aged
white men who had a high prevalence of CAD

The opportunity to noninvasively exclude
significant CAD provides a compelling rationale for
using coronary CTA in a variety of clinical
applications.
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» Systemic review : 0

e Randomized controlled trial : 0
* Only Observational study




= 1: 2006 ESC guideline

Patients with a low pre-test probability of
disease, with a non-conclusive exercise ECG or

stress imaging test

(Level of evidence: C)

MDCT or Multislice CT appears the most promising of the
two techniques in terms of non-invasive imaging of the
coronary arteries, with preliminary studies suggesting
excellent definition, and the possibility of examining arterial
wall and plaque characteristics.
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Medication

Nicorandil

Trimetazidine

Molsidomine




Nicorandil

The Impact Of Nicorandil in Angina (IONA)
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