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DIMENSIONI 
DEL PROBLEMA 



ESC GUIDELINES 



Io penso adunque, e francamente 
dico e  sostengo che, se cento o 
mille uomini, tutti  d’una età, di una 
tempra, di un costume cadessero a 
un tratto in una medesima malattia, 
e una metà di loro si desse in cura a 
medici, quali son questi de’ tempi 
nostri, l’altra metà si lasciasse in 
balìa della natura e della propria 
discrezione, io non mi lascio punto 
aver dubbio che il numero de’ morti 
sarebbe maggiore fra i primi, e 
maggiore fra i secondi quello dei 
risanati. 

STUDI RANDOMIZZATI NELLA 
STORIA DELLA MEDICINA 



DEFINIZIONI 
Stable coronary artery disease is generally characterized by 
episodes of reversible myocardial demand/supply mismatch, 
related to ischaemia or hypoxia, which are usually inducible by 
exercise, emotion or other stress and reproducible—but, which 
may also be occurring spontaneously. 



DEFINIZIONI 
The various clinical presentations of SCAD are associated with 
different underlying mechanisms that mainly include:  

1. plaque-related obstruction of epicardial arteries 

2. focal or diffuse spasm of normal or plaque-diseased 
arteries 

3. microvascular dysfunction 

4. left ventricular dysfunction caused by prior acute 
myocardial necrosis and/or hibernation (ischaemic 
cardiomyopathy)  

These mechanisms may act singly or in combination 

 



DEFINIZIONI 



DIAGNOSI 
PROBABILITA’ PRE-TEST 
• Patients in whom anginal pain may be possible but who have a 

very low probability of significant CAD < 15% should have other 
cardiac causes of chest pain excluded and their CV risk factors 
adjusted based on risk score assessment. No specific non-
invasive stress testing should be performed.  

• Patients with an intermediate PTP of 15–85% should undergo 
further non-invasive testing. 

• In patients with a clinical PTP > 85%, the diagnosis of CAD 
should be made clinically and further testing will not improve 
accuracy. Further testing may, however, be indicated for 
stratification of risk of events, especially if no satisfactory 
control of symptoms is possible with initial medical therapy 



DIAGNOSI 



GESTIONE DIAGNOSTICA INIZIALE 



GESTIONE DIAGNOSTICA INIZIALE 



RISCHIO DI IM/MORTE CV 

• The process of risk stratification serves to identify 
patients at high event risk who will benefit from 
revascularization beyond the amelioration of 
symptoms. 

• Patients with an annual mortality >3% are defined 
as high event risk patients. Low event risk patients 
are those with an annual mortality < 1% per year. 
The intermediate event risk group has an annual 
mortality of ≥1% but ≤3% per year 



RISCHIO DI IM/MORTE CV 

• Event risk stratification generally follows a 
pyramidal structure, with all patients having event 
risk stratification by clinical evaluation as the most 
basic requirement, proceeding to assessment of 
ventricular function by resting echocardiography 
and, in the majority, to noninvasive assessment of 
ischaemia/coronary anatomy.  

• An ICA for risk stratification will only be required in 
a selected subgroup of patients. 



LV FUNCTION 

• The strongest predictor of 
long-term survival is LV 
function 

• A patient with an 
LVEF<50% is already at 
high risk for CV death 
(annual mortality > 3%), 
even without accounting 
for additional event risk 
factors 



NONINVASIVE ASSESSMENT OF 
ISCHEMIA/CORONARY ANATOMY  



ICA 
• The simplest and most widely used prognostic index is the 

classification of disease into one-vessel, two vessel, three-
vessel, or LM stem CAD 

• Patients with severe stenosis of the LM coronary artery 
have a poor prognosis when treated medically. The 
presence of severe proximal LAD disease also significantly 
reduces the survival rate 

• However, it should be appreciated that, in these ‘older’ 
studies, preventive therapy was not at the level of current 
recommendations regarding both lifestyle and drug 
therapy. Accordingly, absolute estimates of event risk 
derived from these studies probably overestimate the risk 
of future events 



STRATIFICAZIONE “ANATOMICA” 
DEL RISCHIO 



INTEGRAZIONE 
DEI DATI 



evidence of ischemia 
(not just visualization 
of anatomy) is crucial 
in determining if the 
use of PCI is 
appropriate. 

LA VITA REALE 



TERAPIA 

FINALITA’ 

• Migliorare i sintomi 

• Migliorare la mortalita’ 

 

APPROCCI 

• Modificazione degli stili di vita 

• OMT 

• OMT + rivascolarizzazione 



STILI DI VITA 
• Quitting smoking is potentially the most effective of all 

preventive measures, being associated with a reduction in 
mortality of 36% after MI 

• Diet 

• Regular physical activity is associated with a decrease in CV 
morbidity and mortality in patients with established CAD 

• Weight reduction in overweight and obese people is 
recommended in order to achieve favourable effects on BP, 
dyslipidaemia and glucose metabolism 

• Dyslipidemia , hypertension and diabetes should be managed 
according to lipid guidelines with pharmacological and 
lifestyle intervention 



STILI DI VITA 



2004 

PCI VS EXERCISE 
IN NONACUTE CAD 



OMT 



OMT 



THE REAL WORLD 

http://www.thelancet.com/journals/lancet/issue/current


ADERENZA A LUNGO TERMINE 



Ho PM, et al Arch. Int. Med. 2006; 166:1842-1846 

DISCONTINUATION OF EB THERAPIES 
AFTER ACS AND CLINICAL OUTCOME 



Orsterberg L and Blaschke T, N Engl J Med 2005;353:487-97 

Drugs don’t work in patients 

 

who don’t take them 
 
 

 
ADHERENCE TO MEDICATION 

 



REVASCULARIZATION vs OMT 
The decision to revascularize a patient should be based on the presence of 
significant obstructive coronary artery stenosis, the amount of related 
ischaemia and the expected benefit to prognosis and/or symptoms 

In general, revascularization 
improves survival in ‘sicker’ 
patients, especially 
in the presence of LV 
dysfunction 



REVASCULARIZATION + OMT 



REVASCULARIZATION IN LOWER 
RISK POPULATION 

The significant finding of this 
analysis is that compared 
with a strategy of initial 
medical therapy alone, 
coronary stent implantation 
in combination with medical 
therapy for stable CAD is not 
associated with a significant 
reduction in mortality, 
nonfatal MI, unplanned 
revascularization, 
or angina after a mean 
follow-up of 4.3 years. 



2012 



• Over 400.000 PCI procedures are performed for the treatment 
of stable CAD in the USA each year. 

• Despite publication of clinical trials and guidelines supporting 
the initial use of optimal medical therapy prior to PCI, only 44% 
of patients are treated with optimal medical therapy prior to 
PCI, and approximately 50% of patients with an occluded 
infarct-related artery after an MI undergo PCI of that artery. 

• The existing data do not demonstrate the clear superiority of 
medical therapy for any clinical outcome.  

• Financial rewards for physicians and hospitals to perform PCI in 
the fee-for-service health care environment of the United States 
may contribute to the persistent use of PCI in settings where it 
has been shown to offer no clinical benefit. 

 
PCI vs OMT IN SCAD 
 



• The existing data do not demonstrate the clear 
superiority of medical therapy for any clinical 
outcome.  

• Financial rewards for physicians and hospitals to 
perform PCI in the fee-for-service health care 
environment of the United States may 
contribute to the persistent use of PCI in settings 
where it has been shown to offer no clinical 
benefit. 

RESISTANCE TO ADHERENCE  
TO RECOMMENDATIONS 

While physicians outwardly worship at the altar of 
evidence-based medicine, in reality, we more often tend 
to practice selective evidence-based medicine by 
adopting and embracing those trials and studies with 
results that reinforce our existing clinical practice 
preferences or biases, while we ignore or disdain the 
results of studies with results that are unpopular, 
conflict with our existing clinical practice beliefs, or 
collide with the conventional wisdom. 
 

Boden WE 
Mounting Evidence for Lack of PCI Benefit in Stable Ischemic Heart Disease 
What More Will It Take to Turn the Tide of Treatment? 
Arch Int Med 2012;172:320-21 



CONCLUSIONI 

Unfortunately, we’re paid for what 
we do and not for what we think.  

Harvey Feigenbaum 
Distinguished Professor of Medicine 
Krannert Institute of Cardiology, 
Indianapolis, IN 


