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I have seen number of patients, who often
after few years of MI or a coronary bypass

surgery (CABG) or after coronary stenting
develop angina pectoris. Although the
operated   patients often have a blockage of
one to two grafts, more often in those patients
like in patients of post infarction angina and
post stent angina, the “native” vessels were
involved.

Why were the native vessels more involved
in these patients? All of the above patients
had coronary artery disease, which is going
to be lifetime and they have a tendency of
closure of vessels after every few years. This
means that after CABG, or an attack of MI,
or coronary stenting, it is the duty of the
specialist to stress on the patients to take
lifetime medical treatment to prevent further
disease of the native vessels. The heart
surgeon, the cardiologist and the
interventional cardiologist should remember
that they are not curing this disease and it
is their responsibility to warn them about
the above facts. Unfortunately, these
specialists think that they have “cured’ the
patients and so do the patients think. Thus I
see so many patients who stop taking aspirin
after few years, although it was suiting them.

The most important advances in the
management of these patients in the last few
years is realization of the fact, that
atorvastatin (and other statins) are anti-
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atherogenic drugs provided they are given in
a proper dose. I have often seen these patients
taking 5-10 mg of atorvastatin, which is
absolutely wrong. The proper dose of
atorvastatin is 20 mg in a patient with risk
factors. But if the patient had MI already, we
should be prescribing 40 mg of atorvastatin
lifetime, which is not being done, just because
the blood cholesterol levels are good enough!
This is wrong.

In my opinion the patients who have had
bypass surgery or coronary stent should be
prescribed 40 mg atorvastatin or at least 20
mg.  The complaints of myalgia and muscle
weakness are exaggerated and are not dose
related. CPK can rise following
administration of these drugs. Unless CPK
rises to more than 5-10 times the normal
reading, should prescription of statin be
reconsidered and ezetimibe be substituted.
This will be only on rare occasions.

Pelvic girdle myopathy, which I have seen
in half a dozen patients by now, was not dose
related nor related to the duration of
treatment.

In fact, 80 mg tablets of atorvastatin are
being brought out in USA. By the way in the
immediate treatment of MI, 80 mg of
atorvastatin is prescribed nowadays. The
other prescription of drugs like beta blockers,
ACE inhibitors, ARB inhibitors depend on the
individual doctor’s choice.

Of course, not controlling obesity, not
giving up drinking and smoking and junk
foods, if continued, is the patient’s fault and
not the doctor’s fault.
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