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BACKGROUND: Adverse cardiac events are common after vascular surgery. We
hypothesized that perioperative statin therapy would improve postoperative outcomes.
METHODS: In this double-blind, placebo-controlled trial, we randomly assigned patients who
had not previously been treated with a statin to receive, in addition to a beta-blocker, either 80
mg of extended-release fluvastatin or placebo once daily before undergoing vascular surgery.
Lipid, interleukin-6, and C-reactive protein levels were measured at the time of randomization
and before surgery. The primary end point was the occurrence of myocardial ischemia,
defined as transient electrocardiographic abnormalities, release of troponin T, or both, within
30 days after surgery. The secondary end point was the composite of death from
cardiovascular causes and myocardial infarction. RESULTS: A total of 250 patients were
assigned to fluvastatin, and 247 to placebo, a median of 37 days before vascular surgery.
Levels of total cholesterol, low-density lipoprotein cholesterol, interleukin-6, and C-reactive
protein were significantly decreased in the fluvastatin group but were unchanged in the
placebo group. Postoperative myocardial ischemia occurred in 27 patients (10.8%) in the
fluvastatin group and in 47 (19.0%) in the placebo group (hazard ratio, 0.55; 95% confidence



interval [Cl], 0.34 to 0.88; P=.01). Death from cardiovascular causes or myocardial infarction
occurred in 12 patients (4.8%) in the fluvastatin group and 25 patients (10.1%) in the placebo
group (hazard ratio, 0.47; 95% Cl, 0.24 to 0.94; P=.03). Fluvastatin therapy was not
associated with a significant increase in the rate of adverse events. CONCLUSIONS: In
patients undergoing vascular surgery, perioperative fluvastatin therapy was associated with an
improvement in postoperative cardiac outcome. (Current Controlled Trials number,
ISRCTN83738615.) Massachusetts Medical Society
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ACC/AHA guideline update on perioperative cardiovascular evaluation for noncardiac surgery.
A report of the American College of Cardiology/American Heart Association Task Force on
practice guidelines (Committee to Update the 1996 Guidelines). Bethesda, MD: American
College of Cardiology Foundation; 2002.

May be evidence to back up AHA recommendations.
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aren't on a statin. Researchers reviewed 1669 patients for the study and
rejected 789 because they were already on a statin.
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We felt that this was a significant decrease in mortality in a setting where cardiac
and noncardiac deaths are common. We were concerned that there might not
be a lot of people who present for vascular surgery without being on a statin, but
the investigators found about 50% of those screened for participation were not
on a statin.



