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127, P=0.62) T OMT #E& PCI + OMT BEICH 57 % 850
Lol WTICHREZRT. ZoRBIEEENIIZI0
TTHEMBOBEDOARZNRI L2 DOTIZR VA, 18
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No. at Risk No. at Risk
Medical therapy 1138 1025 956 8313 662 418 236 127 Medical therapy 1138 1013 962 234 638 409 192 120
PCl 1149 1027 957 835 667 431 246 134 PCl 1149 1015 954 833 637 418 200 134

1 Kaplan-Meier survival curves.

In panel A, the estimated 4.6-year rate of the composite primary outcome of death from any cause and nonfatal
myocardial infarction was 19.0% in the PCI group and 185% in the medical-therapy group. In panel B, the estimated
4.6-year rate of death from any cause was 7.6% in the PCI group and 8.3% in the medical-therapy group. In panel C, the
estimated 4.6-year rate of hospitalization for acute coronary syndrome (ACS)was 12.4% in the PCI group and 11.8% in the
medical-therapy group. In panel D, the estimated 4.6-year rate of acute myocardial infarction was 13.2% in the PCI group

and 12.3% in the medical-therapy group.

Copyright © 2007 Massachusetts Medical Society. All rights reserved. Boden WE, O'Rourke RA, Teo KK, et al: Optimal medical therapy with or
without PCI for stable coronary disease. N Engl ] Med 2007; 356: 1503-1516. Fig. 2

B, BREORAD L) BERHERE AT L HI
W, RN ZMBEEA XY O) A2 2R LTEY,
COURAGE Trial LRI, #rittfto DES % w27z PCI 2%
ZRHEEBRL LMT 2 TH CABG L0 ligIcB VT, i
ITHEN L LToBy, Lat REEEZHH i~
Ao Tw5h, L LAEBOBES LRI A Y MIBWT
X, 7437 K MATHEA, BERREEIT) 2 LAY
BETH Y, ZHITHIET B MR Be T — 2 O 4Kl
door-to-balloon time (Z/R &N 5B X 9 il F — 2 DN
rtoioo -yl Hiz, MEEE LTOHE)
AL BB 2 — KB LE O b KA ¥ P TH B.
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B, EEIRE BB ORFEICBV TIERK T
BHHELHIL, 2Ho0BRBEEREDT AT X Y b3
RKOLN TS, BRI, 1BYEE R, MEEN B %
EUN - SHBNRCE IR, FPRENIR BRI L O &

%1 Medications in the treatment groups

Medical-preceding PCl-preceding

group group
Antiplatelets 774% 91.7%
Anticoagulants 9.5% 78%
Ca antagonists 61.1% 64.1%
Karp-channel opener 16.3% 14.6%
B blockers 33.7% 28.6%
Nitrates 56.3% 63.5%
ACE1 33.7% 30.2%
ARB 84% 10.9%
Statin 40.0% 31.8%

PCI, percutaneous coronary intervention; ACE-I, angiotensin-
converting enzyme inhibitor; ARB, angiotensin-receptor
blocker.

© 2006 The Japanese Circulation Society. All rights reserved. Tanihata
S, Nishigaki K, Kawasaki M, et al: Outcome of patients with stable low-
risk coronary artery disease receiving medical- and PCl-preceding
therapies in Japan (J-SAP study 1-1). Circ J 2006; 70: 365-369. Table 4
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2 Kaplan-Meier curves showing primary endpoints. There was no significant difference
between the medical-preceding group (Medical)and the percutaneous coronary intervention (PCI)-
preceding group (PCI)for each Kaplan-Meier curve. Note especially that the slope of the Kaplan-
Meier curves becomes almost the same at 200 days after the treatment.(A)Cardiac death,(B)
cardiac death or acute coronary syndrome, (C)acute coronary syndrome.

ACS, acute coronary syndrome; CAG, coronary angiography

© 2006 The Japanese Circulation Society. All rights reserved. Tanihata S, Nishigaki K, Kawasaki M, et al: Outcome of
patients with stable low-risk coronary artery disease receiving medical- and PCI-preceding therapies in Japan(J-SAP

study 1-1). Circ J 2006; 70: 365-369. Fig. 1
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Death

3 Cardiovascular and renal pathophysiological continuum. CHF indicates
congestive heart failure; CV, cardiovascular; ESRD, end-stage renal disease; and

MI, myocardial infarction

© 2006 American Heart Association, Inc. All rights reserved. Dzau V], Antman EM, Black HR, et
al: The cardiovascular disease continuum validated: clinical evidence of improved patient outcomes.
Part I: Pathophysiology and clinical trial evidence (risk factors through stable coronary artery

disease). Circulation 2006; 114: 2850-2870. Fig. 2

FTAHENMANELTD ZLITE D ZOHMATE R EICHHT %
CENTEDLZNLTHSD. BAELHMNREHZ b OEH
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1. CREDO-Kyoto registry ”

2000~2002 4 12 E PO 8 2 & Bl < el B IR A0 L
TPCI(RTAZ VAT Y bOHR)DH B \Wix CABG % JtifT
L 7= 9225 % (PCI : 6474 %4, CABG : 2751 #&4) =¥
SHAEBIR L2V YA MY TH L. MATHEHZRTHY, B
M/MREEAT96.3% 2G-S Twb, BIKTR Y F %
513285 %, ACEH & 3£ /ARB & 329 %, B W 3
166% 2% LT CCB 23594 %, fHMEEAY623% & =< H
RKTOEBRZLMLL TS, A7 F o FGHEIFEKS
#Cld propensity score # W72 TH AR Y 2 7 [k
(RRJIEHFETLET 0.73(95%CI - 0.61~0.89, P<0.0001), L
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4 Kaplan-Meier analysis of cumulative rates of survival in
coronary artery disease patients undergoing their first
revascularization with vs without statin therapy at hospital
discharge for all-cause (A)and cardiovascular (B) mortality.

© 2008 The Japanese Circulation Society. All rights reserved. Furukawa Y,
Taniguchi R, Ehara N, et al: Better survival with statin administration after
revascularization therapy in Japanese patients with coronary artery disease:
perspective from the CREDO-Kyoto registry. Circ J 2008; 72: 1937-1945. Fig. 1
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5 2 Incidence and risk of MACE in subpopulations of the intent-to-treat population*

Incidence, No./Total (%)

Fluvastatin vs Placebo

| Fluvastatin(n =

Single-vessel disease

Multivessel disease

Nondiabetic

Diabetic

No prior MI

Prior MI

Stable angina §

Unstable angina

Balloon PCI ||

Stent PCI ||

Total cholesterol below median
Total cholesterol above median#
LDL-C below median™

LDL-C above median ¥

(
107/522(20.5)
4/322(230)
155/724(21.4)
26/120(21.7)
108/473(22.8)
73/371(19.7)
93/418(22.3)
87/417(20.9)
44/287(15.3)
90/540(16.7)
88/420(20.9)
74/361(205)
85/399(21.3)
76/375(20.3)

Placebo(n = 833) P value T T Rr (95% CI) P value

123/541(22.7) 17 0.86(0.66-1.13) 28
99/292(33.9) 008 0.66(0.48-0.91) 01
191/751(25.4) 05 0.83(0.67-1.03) 10
31/82(37.8) 02 0.53(0.29-0.97) 04
129/460(28.0) 047 0.79(0.61-1.03) 08
93/373(24.9) 046 0.77(0.57-1.06) 11
109/416(26.2) 12 0.80(0.60-1.07) 13
111/407(27.3) 01 0.72(0.54-0.96) 03

68/295(23.1) 002 0.57(0.38-0.84) 004
114/515(22.1) 02 0.71(0.54-0.94) 02
109/430(25.3) 06 0.77(057-1.02) 07
95/346(27.5) 049 0.76 (0.56-1.04) 09

108/406 (26.6) 03 0.74(0.55-0.97) 047
92/359(25.6) 15 0.80(0.58-1.09) 17

*MACE indicates major adverse cardiac events; RR, relative risk; CI, confidence interval; MI, myocardial infarction; PCI,
percutaneous coronary intervention; and LDL-C, low-density lipoprotein cholesterol.

T By Cochran-Mantel-Haenszel test.
F Based on Cox proportional hazards model.
§ Including patients with silent ischemia.

| Excluding reinterventions (surgical or PCI)occurring in the first 6 months of follow-up for lesions treated at the index

procedure.

9 Baseline median value, 200 mg/dL (5.2 mmol/L); mean value, 178 mg/dL (4.6 mmol/L).
#Baseline median value, 200 mg/dL (5.2 mmol/L); mean value, 228 mg/dL (5.9 mmol/L).
**Baseline median value, 132 mg/dL (3.4 mmol/L); mean value, 108 mg/dL (2.8 mmol/L).
11 Baseline median value, 132 mg/dL (3.4 mmol/L); mean value, 159 mg/dL (4.1 mmol/L).

© 2002 American Medical Association, All rights reserved. Serruys PW, de Feyter P, Macaya C, et al: Fluvastatin for prevention of cardiac events following
successful first percutaneous coronary intervention: a randomized controlled trial. JAMA 2002; 287: 3215-3222. Table 3
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2. LIPS (Lescol Intervention Prevention Study)®

MEPCILEIFZETIER I L A5 0 — )L A 135~270
mg/dl Kii D EH 1667 4 EHRIZT VXA F >~ 80 mg
L T T B RBEICIAES I ZEMN T, — Ry FRA U F
# MACECUIRSE, FEFFERG.CAAIZE, T AT FFEEAT) 12
BWARCTTHDH. ZHMEN38%, DMIF14% & *
nNTwb, WEHEETIZT AEY Y13 974%, ACE [HE
3 380%, P IEWTLE 69.2%, CCB 588%, flAESE 54.7% A%
BhHEsNTwD, FYI9EDBIT, — kR KRS ¥
FTIE, ZWNRYF UBRGHIET T RFEICHLTRR
1 0.78(95%CI : 0.64~0.95, P<001) LK Tz 2
NIZZ H w2 (RR 066, 95%CI : 048~091, P=0.01),
FERRIEHE (RR 053, 95%CI - 0.29~0.97, P=0.04 )IZBWT
LEETH - 72, WA bbb 64 A
VINORFIMATHEZ B & 4 4E/ O MACE free RIX A
TN F F VN ED - 72 (P<0.001, Kaplan-Meier
1%, logrank M, # 2). DES O FELRENFHEED
WA HBETNIT6 W HUKEORX Y F 125k 5 MACE
WAEI R DES OB H > THRBEZEZ 5N 5.

3. CABG #DIEEETEENHR(INTH T2 47 1)?

7 ba/NA ¥ F 80 mg & 10 mg & MAELIZEF I L

DMEA XY PREEZHKELZ2KBBERCT THSH TNT
(Treating to New Targets) Wf%£ (10001 %) D% T A ¥ 7 4
T, 4654 %40 CABG O BEDIZIZFEBUICE Y FiF 5 h
THEY, BEETRICIAEER o7 FH49FE 08
PRC, —RT ¥ FRA ¥ OO, OFZE, (fEIE,
fifiZE) % Kaplan-Meier % FlWT#NT 3% &, HR IZ
0.73(95%CI:0.62~0.87, P =0.0004, 5THO, 7 M
NAZF 80 mg PHHEZ 10 mg G L THEIC
LG A N> R A S T 7z,

4. PCIBOT7 >4 T7 o IR REBEREODR

(KiEHZR) 0

DRI SER B B WL BIGHEBEREAC T BEICH 3% RAS
HEHDOBRIBEL S REINTWED, MATHER DS
TENRIILZbDRD BV, ZOF%IE, PCI AT
ZORERE R ARBTH LAV FHIVF 4 mg
P52 2 7B & IR G- HEF L E N 203 24 1R L2
Dff 7t =T vilBRThH L. ENOYiE TIrbh:
LOTEY2EDBITT Y FAAL ¥ MELMmER, Ik
R LR, BIfTHENOEAETHS. H T
VE BZIER GBS L TR Y FRA ¥ MIAHR
JAZIZBWT047(95%CI:0.24~093, P<0.03) & H=EIC
WO LTz, HERZR6IRT.
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Y Atorvastatin 10 mg

—— Alorvastatin 80 mg

] HR=0.73(95% ClI 0.62, 0.87)
P =0.0004

Relative rigk raduction = 27%
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Major Cardiovascular Evant
-
=]

5 Kaplan-Meier curves for the primary
end point among patients with prior CABG
© 2008 American College of Cardiology. All rights

a T T T T T
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secondary prevention in patients after coronary
bypass surgery. J Am Coll Cardiol 2008; 51:
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6 Kaplan-Meier estimates of cardiovascular events and all events in the candesartan group

and the control group.

© 2003 Elsevier, Inc. All rights reserved. Kondo ], Sone T, Tsuboi H, et al: Effects of low-dose angiotensin II
receptor blocker candesartan on cardiovascular events in patients with coronary artery disease. Am Heart J 2003;

146: E20. Fig. 1
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2006 4E0 update ¥ Z#ET, EBIIREHE & BYIRRIALYE M4
EOTRTBHTA R4 LTHESRTVS., H
AIZBWT D 2006 F12 HAIGER G F R0 5 LAl 58 Ik
FHICHET A4 Ko 4 VWET WAVR SNz, BE
ELTCONRHERZMMOERES Y T4 £ RCT 2T
KT 5L 0VIDIFZET Y ALXRNLVDOEBVIERIES
NaH, EBIZZONFHGENEOREITI N TS
Dh, FLTENDHERBERICEDOBRED L V%7 &

HBZ T2 I0oMETH Y, E, Hig jiixicX
%R X 2 BFRROZA AN TVE. 2O
BSSASHAT THEIN TS KR — MK, LY R
M) DFFNT Z RN T 5.

1. Mayo Clinic PCI registry »* 5 D ¥R 2

Jaber &5 O T, 1998~2004 412 PCI % & 1F 72
ZT745 % %, BRI B A B/, TREET
o OBIEWEE, ACEMEREDOWME LS 0D 5\ iE 13
O HRORE, 2 HEE, 3FANRE, A BEAEEIC 55 TH
T, LHMZEOTIEL A7z, FYIEDBYT, Zh?
NOFEDA XY MEAEDOHRIE, 0-13EHIBEE 1 & L2
&, 3FAIREIX HR 0.72(95%CI : 057~091, P<0.01), 4
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Percent

MEDS

yF67%, PHEENFET4%, ACEFLEIHKLT% TH -
7o, HWHEBETEOWMFEERT(£3). BEPERE
2036 4 & 4 L 3B L 1 AR D8 E AL N R HERE
5%, PCI#: 2%, CABGH# 6% THh 7.

3. REACH International Registry #» 5> ¥ ¥

Steinberg & O#E T, EEELZHRL VA M) TH5H
REACH 128 T 2003~2004 4F- (28 5% S 1172 40450 %4 D
RS R & W AT 21T o 72, NERRR AR

L T — w61 99 - 13784 4 (34.1%), PCI#:%%12759 4 (31.5%), CABG #t
e un ag ol 7313907 44 (344% ) Bk S 72, ZEEOEWIBIRNE & $%
Pl e OO . s 30 HWREIRT (F4). ZOWETILOME A N> MERIE
0 1 Q“ 3 4 RENTWRWY, TOax— MBI LNEHEEED

7 Kaplan-Meier curve for adjusted myocardial infarction-
free survival according to medication score (MEDS). Relative
to MEDS 0 to 1 curve, the p values for MEDS 2, 3, and 4
curves are 0.15, 0.006, and 0.002, respectively. The numbers
below the curves are the number of patients at risk for each
year of follow-up.

© 2005 American College of Cardiology. All rights reserved. Jaber WA,
Lennon R]J, Mathew V, et al: Application of evidence-based medical therapy
is associated with improved outcome after percutaneous coronary
intervention and is a valid quality indicator. ] Am Coll Cardiol 2005; 46:
1473-1478. Fig. 1
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% 3 Pharmacological treatment at discharge

aFx— MR TOR Y F U
propensity score % JH\W 72N T

Total(n=5619)  PCI(n=3254) CABG(n=1188)  Medical (n=1177) P-value
Aspirin, n(%) 4857 (86) 2972(91) 922(78) 963(82) *
Any anti-thrombotic drug, n(%)?* 5356 (95) 3179(98) 1087(92) 1090(93) *
Beta-blocker, n(%) 4133(74) 2442(75) 833(70) 858(73) %
ACE-inhibitor, n(%) 3190(57) 1845(57) 590(50) 755(64) *
Statin, n(%) 3740(67) 2301(71) 643(54) 796 (68) *

Asterisks denote P < 0.001.

* 1 Any anti-thrombotic drug includes anti-platelet drugs and coumadin.
© 2005 European Society of Cardiology. All rights reserved. Lenzen M]J, Boersma E, Bertrand ME, et al: Management and outcome of patients with
established coronary artery disease: the Euro Heart Survey on coronary revascularization. Eur Heart J 2005; 26: 1169-1179. Table 5



J Jpn Coron Assoc 2009; 15: 55-65

¥4 Treatments for patients with coronary artery disease in the REACH Registry for the United States versus the rest of the world

Previous CABG Previous PCI  Previous medical treatment

(n=13907) (n=12759) (n=13784) P value
No. of patients in United States 6897 4825 3677
> 1 antiplatelet® 5813(84%) 4251(88%) 2712(74%) <0.0001
B blocker 4539(66%) 3169(66%) 1977 (54%) <0.0001
Angiotensin-converting enzyme inhibitor 3234(47%) 2220(46%) 1597 (44% ) 0.005
Angiotensin receptor blocker 1548(23%) 1036(22%) 904(25%) 0.002
Angiot‘ensin—'converting enzyme inhibitor 4573(66%) 3117(65%) 2371 (65%) 007
or angiotensin receptor blocker
Statin or other lipid-lowering agent 6098(89% ) 4294 (89% ) 2842(77%) <0.0001
Statin 5707 (83%) 4001 (83%) 2571(70%) <0.0001
Other lipid-lowering agent 1459(21%) 1003(21%) 652(18%) <0.0001
Oral anticoagulant 1215(19%) 594(13%) 603(17%) <0.0001
>1 antithrombotic agent 6542(95%) 4554(95% ) 3473(95%) 052
No. of patients outside United States 7010 7934 10107
> 1 antiplatelet® 6163(88%) 7393(93%) 8224(81%) <0.0001
B blocker 4395(63%) 5182(65%) 5626 (56% ) <0.0001
Angiotensin-converting enzyme inhibitor 3422(49%) 3657 (46%) 5200(52%) <0.0001
Angiotensin receptor blocker 1319(19%) 1641(21%) 1746 (17%) <0.0001
Anglotensin-converting enzyme inhibitor 4608 (66%) 5187 (65%) 6794(67%) 002
or angiotensin receptor blocker
Statin or other lipid-lowering agent 5880(84% ) 6724(85%) 6843 (68% ) <0.0001
Statin 5674(81%) 6424(81%) 6359(63%) <0.0001
Other lipid-lowering agent 468(7%) 639(8%) 689(7%) 0.001
Oral anticoagulant 1043(15%) 632(8%) 1162(12%) <0.0001
> 1 antithrombotic agent 6599 (94%) 7490(95%) 9594 (95%) 0.33

* Includes aspirin, adenosine diphosphate receptor antagonists, or dipyridamole.

© 2007 American College of Cardiology. All rights reserved. Steinberg BA, Steg PG, Bhatt DL, et al: Comparisons of guideline-recommended therapies in
patients with documented coronary artery disease having percutaneous coronary intervention versus coronary artery bypass grafting versus medical
therapy only (from the REACH international registry). Am J Cardiol 2007; 99: 1212-1215. Table 3

%5 Performance measures conformity by intervention group

Performance measure Total CABG PCI  No-intervention P value”
ACE inhibitor* 69.4 57.3 74.0 66.3 <0.0001
Aspirin 975 97.1 994 94.5 <0.0001
Beta blocker 90.1 90.8 91.0 88.2 <0.0001
Smoking cessation advice™ 81.7 824 84.8 739 <0.0001
Lipid drug** 83.1 774 89.2 72.3 <0.0001
Composite performance measure” 86.9 86.2 895 83.1 <0.0001
Defect-free 100% compliance™” 675 65.1 715 62.1 <0.0001

% of patients

*ACE inhibitor for acute myocardial infarction patients; **current smoker receiving smoking
cessation advice; **patients with low-density lipoprotein level > 100 mg/dL receiving lipid-
lowering drug.

Admission (first 24 hours)lipid levels are collected. If > 1 level is obtained, then the level closest
to admission is recorded.

“#success/#eligible; """defect-free performance measure for 100% compliance; "P values compar-
ing the 3 groups: CABG, PCI and NI patients; xz test.

© 2007 American Heart Association, Inc. All rights reserved. Hiratzka LF, Eagle KA, Liang L, et al: Atherosclerosis
secondary prevention performance measures after coronary bypass graft surgery compared with percutaneous
catheter intervention and nonintervention patients in the Get With the Guidelines database. Circulation 2007; 116(11
Suppl): 1207-1212. Fig. 1
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8 Cumulative hazards of all cardiovascular events for each drug class. CI,
confidence interval; HR, hazard ratio; ACEI angiotensin-converting enzyme inhibitor.

© 2007 The Japanese Circulation Society. All rights reserved. Kohro T, Hayashi D, Okada Y, et al:
Effects of medication on cardiovascular events in the Japanese coronary artery disease (JCAD)study.
Circ J 2007; 71: 1835-1840. Fig. 1
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3 6 Propensity score analysis of the whole cohort for each drug class

Drug class HR (95%CI) P value
Statins 0.823(0.739-0.916) <0.001
Fibrates 0.594(0.432-0.816) 0.001
CCB 1.006 (0.917-1.103) 0.905
ACEI 1.001(0.906-1.107) 0.981
ARB 0.976(0.855-1.115) 0.722
o-B-blockers 0.942(0.813-1.092) 0.429
B-blockers 1.083(0.969-1.211) 0.160
Antithrombotics 0.799(0.698-0.914) 0.001
Nitrates 1.023(0.934-1.120) 0.628

HR, hazard ratio; CI; confidence interval; ACEI, angiotensin-converting

enzyme inhibitor

© 2008 The Japanese Circulation Society. All rights reserved. Kohro T, Hayashi D, Okada Y,
et al: Demographics and changes in medical/interventional treatment of coronary artery
disease patients over a 3.5-year period in Japan: JCAD trend examination. Circ J 2008; 72:

1397-1402. Table 4
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