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 Inclusion Criteria: Patients with NSTEMI or Unstable Angina treated with early invasive strategy 
(angio at 12-24hours)

 Exlusion Criteria: Previous or current statin therapy; Need for emergency angio (<12 hours from 
admission); LVEF <30%; Controindications to statins, liver or renal failure
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 The ARMYDA-ACS trial indicates that even a short-term atorvastatin
pretreatment prior to PCI  may improve outcome in patients  with
Unstable Angina and NSTEMI. 

 This benefit is mostly driven by a reduction of peri-procedural MI 
(70% risk reduction)

 Lipid-independent pleiotropic actions of atorvastatin may explain
such effect. 

 Statins contribute to plaque stability and/or regression through a number of 
lipid-dependent and -independent (pleiotropic) mechanisms (e.g. ↓ inflammation).

Patti G, et al. J Am coll Cardiol 2007;49:1272-1278



391 patients excluded for:
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1st blood Sample
(before PCI)

2nd and 3rd blood samples
(8 and 24 hours after PCI)

CK-MB, Troponin-I, HS-CRP

74 patients excluded for 
indication  

- medical therapy (N=30)
- bypass surgery (N=38)

Atorvastatin reload: 
80 mg 12 hrs before angio; 
further 40 mg 2 hrs before 

N=383

Sciascio GD, et al. J Am Coll Cardiol 2009;54:558-565

30 days

Atorvastatin 
reload: 80 mg 

12 hrs before 
angio; further 40 mg 

2 hrs before 
N=210

Placebo
12 hrs before 
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Before
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CAG
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N=192 Primary end point:
30-day occurrence
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Inclusion criteria:
Patients on chronic (>30 days) statin therapy and stable angina or 
NSTE-ACS undergoing coronary angiography

Exclusion criteria:
• ST- segment elevation acute myocardial infarction
• Non ST-segment elevation acute coronary syndrome with high risk features

warranting emergency coronary angiography (<2 hours)
• Any increase in liver enzymes (AST/ALT) 

• Left ventricular ejection fraction <30% 

• Severe renal failure with creatinine >3 mg/dl 

• History of liver or muscle disease

Sciascio GD, et al. J Am Coll Cardiol 2009;54:558-565
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Patients undergoing  CAG 2005- 2009 (n=1385)

Excluded  (n=37)
9 withdrew w/ consent

28 did not meet the inclusion criteria

1348 patients randomized

676 allocated to Atorvastatin group 

338 excluded because:

338 patients included

672 allocated to Control group

342 excluded because:

330 patients included

single, high (80 mg)
loading (within 24 hours) 

dose of Atorvastatin

Briguori C, et al. J Am Coll Cardiol 2009;54



Atorvastatin Group
(N=338)

Control Group
(N=330) P value

Death 1 (0.3%) 0 NS

MI 33 (9.8%) 52 (15.8%) 0.014

Q-wave MI 1 (0.3%) 0 NS

Non Q-wave MI 32 (9.5%) 52 (15.8%) 0.014

Unplanned revasc 0 0 -

Stent thrombosis 2 (0.58%) 1 (0.30%) 0.57

Composite end point 34 (10%) 52 (15.7%) 0.029

Briguori C, et al. J Am Coll Cardiol 2009;54

 A single, high (80 mg) loading (within 24 hours) dose of atorvastatin reduces 
the incidence of periprocedural non Q wave MI in elective PCI. 

 This cardioprotective effect seems to be more pronounced in patients with  
high CRP level at baseline.





















20 mg statin 3 days before

404 Patients Screened

280 Excluded

62 Randomized to
Control group

62 Randomized to
Atorvastatin group

62 Included in Primary
Efficacy Analysis
(In-hospital stay)

62 Included in Secondary
Efficacy Analysis
(30-day follow up)

62 Included in Secondary
Efficacy Analysis
(30-day follow up)

62 Included in Primary
Efficacy Analysis
(In-hospital stay)

124 Enrolled

Off-pump CABG
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patients with a mean age of 65 years (45~78 YO) who underwent 
BG with cardiopulmonary bypass.
rvastatin 49 patients (20 mg, 7 days before op)
trol 51 patients (placebo)

mary end point: Atrial fibrillation

Log-Rank P = 
0.006
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Statins before invasive procedures significantly 

reduce the risk of post-procedural MI.

Statins reduce the risk of AF after CABG. 

The use of statins before invasive procedures 

should be considered.


