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Editorial Comment

What Would 1 Want to Know If
My Dad Had a Heart Attack?:
Good Sense Versus Dollars

And Cents*

SAMUEL M. BUTMAN, MD, FACC

Tucson, Arizona

Evaluating the postinfarction patient before hospital dis-
charge. 1f my father had a heart atta<k, what test or combi-
nation of tests would I want done as part of his postinfarction
evaluation? Without question. I hope that he would agree to
undergo coronary angiography and left ventriculography.
That is easy for me 10 say because my father, who has never
smoked and is about 80 years old, has a normal blood
pressure and serum cholesterol level, Good news for him,
and good news for me. However, in this issue of the
Journal, Candell-Riera et al. (1) reasonably conclude that the
most effective noninvasive strategy for the postinfarction
patient is a simple exercise test and a iwo-dimensional
echocardiogram. There have been numerous reports (2 5) on
prognostication for the survivor of a myocardlal
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gested regarding the limited additional clinical usefulness of
expensive concomitant radionuclide imaging. except in spe-
cific circumstances.

The present study. Four of five patients with acute myo-
cardial infarction survive to hospital discharge and perhaps
an even higher proportion will do so with the more wide-
spread availability and use of thrombolytic therapy {10,11).
With thousands of patients surviving infarction, which
is frequently their initial cardiac event, it is imperative that
we do not miss this opporiunity to prevent future rehospi-
talizations, cardiac events and premalure death. Event rates
afier acute myocardial infarction vary from scries to series,
but even in the study by Candell-Riera et al. (1) of ‘‘low
risk™ patients with a first infarction, there was a 60%
complicalion rate in the ist year of follow-up after hospital
discharge.

The study sample reflects information from <50% of the
patients with infarction seen at the investigators’ hospital
and these patients constituted a relatively low risk group of
young patients with a first and uncomplicated infarction.
Furthermare, the overwhelming majority were not treated
with a thrombolytic agent. This factor alone may have
important ramifications because the changing characteristics
of these survivors may well change their future event rates
(12). Of the study patients, 36% had mulnvessel dlsease and
27% had thry { disease g 1o the i ]

and various clinical, noninvasive and invasive strategies
have been shown to be useful in this regard. However,
invasive cardiologists still favor their (owr) methods, those
with a nuclear or echocardiographic bent use their favorites
and various third party payers encourage the least costly
approach. Only submaximal stress testing, which reassures
the patient before hospital discharge and helps with the
exercise prescription, is widely accepted and used. even
though its predictive value has not been unquestioned (6).
Exercise-provoked ischemia may be difficult to identify in
the postinfarction patient. Results of exercise thailium-20)
scintigraphy were negative in nearly 50% of the paucms
treated with r i tissue-type pl

in one recent series (7). Of concern are the characteristics
of this potentially overlooked group of patients because
they may be relatively young and have anatomic character-
istics associated with a high risk of fulure events during
follow-up (in that series [7), 47% had an anierior wall
infarction and 39% had documented muitivessel disease).
The conclusions do confirm what others (7-9) have sug-
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finition of a 70% in Iumen as signifi-
cant. The Veterans Adl {13) and European Co-
operative (14) studies used a 50% reduction in lumen diam-
eter as the entry criterion and improved survival was shown
in those patients with multivessel disease. With use of this
definition, one could expect about 45% of the patients in the
study of Candell-Riera et al. (1) to have multivessel disease,
and >33% to have three-vessel disease (15). Follow-up was
limited 10 1 year, not 5 years as in these longer trials, and
continued crossover to surgical therapy should be expected.
despite the inevitable need for invasive study and the occur-
rence of additional cardiac events in a significant number of
patients.

Clinical elues to increased risk. General clinical clues that
point 10 a significant increase in risk of events after myocar-
dlal infarction include a history of orevious myocardlal

f recurrent myocardial ischemia after hosp

tion, congestive heart failure and the presence of complex or
frequent ventricular arrhythmias (16). About 50% of all
patients with infarction will have one or more of these
problems. Is this not enough (o suggest that the earliest
possible delineation of coronary anatomy is imperative so
that more definitive theray can be addressed and planned if
necessary, thereby avoiding future setbacks such as rehos-
pitalization for angina, recurrent infarction and the associ-
ated medical costs?

Should we continue to spend money for expensive noa-
invasive tests aimed at selecting most. but not all, high risk
patients and identifying most, but not all, low risk patients
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not in need of more aggressive therapy? The tests used in
this study were aimed at defining ventricular function and
residual myocardial ischemia in the hope of identifying
patients with multivessel coronary artery discase. Cardiac
catheterization and coronary angiography provide definitive
and immediate definitions of bath variables (17).

Candell-Riera et al. (1) have shown that in the patients
studied, the best and most cost-effective naninvasive strat-
egy is an unencumbered exercise study and two-dimensional
echocardiography. It seems inevitable that stress echocar-
diography may provide all the information in one sitting and
at the same cost.

The study does provide some reassurance in that I now
have a better idea of what to order for thase patients in
whom angiography is not “‘indicated” or desirable. For my
father, angi y would be desirable. If he has signifi
(>50% reduction in luminal diameter) three-vessel or left
main artery disease, he and 1 would want to know as soon as
possible so that he could underge surgery to maximize his
longevity and functional ability (13-15).

Of course, that approach simply ignores medical costs
and risk issues. [ confess that 1 generally dismiss the
latter because, as an angiographer, I do not think it is a
significant problem relative to its clinical usefulness in
a high volume laboratory. Cosi, on the other hand. is an
important and increasingly relevant problem. My father lives
in Canada and although he would not have 10 pay. his access
to this invasive approach would be limited by design in the
government’s attempt to control health care costs. That is
reality.

Implications. We do need a uniform and cost-effective
strategy that ideaily can be applied to all survivors of
myocardial infarction. The choices 10 consider are either to
continue to search for the ideal noninvasive strategy, know-
ing that easily >50% will cross over to an invasive study. or
to lower the cost of the initially more expensive strategy. In
4 more contemporary trial, in its use of thrombolysis, only 4
of 10 patients receiving ““conservative™ therapy in the
Thrombolysis in Myocardial [nfarction (TIMD I trial (18)
did not require invasive study in the ist year after infarction
despite a program of routine follow-up exercise lesting.
Recurrent symptoms with or without rehospitalization were
by far the most common reason cited. Can this inevilable
need for angiography in the majority be avoided by better
patient selection and algorithms? The most expensive strat-
egy may actually be to perform noninvasive tests on all
patients and invasive procedures on some. knowing that
during follow-up many more will require angiography and
that there will be inevilable rehospitalizations before defin-
itive and often predictable therapy has been performed. ina
cost analysis of a subgroup of patients enrolied in the
National Cooperative Study Group of Unsiable Angina (19).
the cost for patients who initially received medical therapy
and who later underwent surgery was more than twice that
for those initially treated surgically. This finding was very
important because nearly 50% of those initially randomized
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to medical therapy underwent surgery within a relatively
short period.

The noninvasive approach described by Candell-Riera et
al. {1) should be reserved for patients who do not have any
clinical suggestion of intermediate or high risk in the coming
months or years, as well as those patients in whom further
intervention is undesirable or carries higher risk. The rest
should be considered for angiography.

Dad. if you have a heart attack, I do not want you tc have
another one and I do not want you to die if T can help it.
Today. the best way 1o help you live long and well is to
idemify the best medical or surgical approach as soon as
possible. Angiography does that.
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