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Evidence Table 8.  Study information:  Patients with diagnosed unstable angina

Author, Year
Journal
Location/Setting
N
Inclusion Criteria
Exclusion Criteria

Armstrong, 1998
Circulation
GUSTO-llb Trial                           373 hospitals                                  13 countries
8,001
5/94–10/9                           Chest discomfort within prior 12 hours associated either with transient or persistent ST elevation or depression of >0.5 mm or persistent T-wave inversion of >0.1 mm.
Taking warfarin on admission, active bleeding, prior stroke, contraindication to heparin therapy, renal insufficiency, SBP >200 mmHg, DBP >110 mmHg, or women of child-bearing age                                       Note:  This analysis concentrated only on patients without ST elevation

Calvin, 1995
JAMA
CCU, stepdown unit Rush-Presbyterian-St. Luke’s Medical Center, Chicago, IL
393
6/92–12/93                           Unstable angina defined as either: 

(1) Ischemic chest pain responsive to nitrates or associated with ST depression, lasting >20 minutes and occurring at rest

(2)
Progressive angina defined as exertional ischemic pain increasing in frequency or duration or at decreasing levels of physical exertion
Non-Q-wave MI (CK >2 times upper limit of normal within the first 12 hours and CK-MB fraction >0.05)

Cannon, 1997
J Am Coll Cardiol
Thrombolysis in Myocardial Infarction (TIMI) III Registry    ECG Ancillary Study               Nine hospitals
1,416
10/90–4/93                         Unstable angina or non-Q-wave MI (typical ischemic chest discomfort) or equivalent lasting >5 min and occurring within 96 hours of (or during) admission, and having an unstable pattern (rest, new onset, severe or frequent, or accelerating angina within 21 days of an acute MI)
Nonischemic or atypical chest pain, persistent new ST-elevation or Q-wave MI admission directly for revascularization, no available qualifying ECG, initiation of digoxin between prequalifying and qualifying ECG, ST elevation on the qualifying ECG only

Castaner, 1990
Eur Heart J
Cardiac unit                         University of Barcelona           Barcelona, Spain
104
12/81–8/85                      Recent onset angina (<1 month)                           (Exertion and/or at rest)
Previous MI

Coronado, 1997
J Am Coll Cardiol
Acute Cardiac Ischemia             Time-Intensive                   Predictive Instrument               (ACI-TIPI) Trial                       Emergency department               10 hospitals
10,783
4/93–12/93                           Consenting adults >30 years  Symptoms suggestive of acute cardiac ischemia (chest pain, chest pressure, left arm pain, jaw pain, upper abdominal pain, dizziness, nausea, vomiting, or dyspnea)
Chest pain of traumatic or clear noncardiac etiology, transferred patients, unobtainable consent,    <30 years old suspected cocaine use

Lloyd-Jones, 1998
Am J Cardiol
CCU, Stepdown Unit           Massachusetts General Hospital   Brigham & Women’s Hospital    Boston, MA
280
10/91–9/92                         Adults admitted from the emergency department with a diagnosis of unstable angina or acute myocardial infarction
Transferred from other inpatient hospitalization, initial admission to the medical ward, acute MI with ST elevation on admission, final assessment of no acute coronary disease, presence of a clear precipitating factor, pre-existing reason for high mortality

Lundin, 1995
Cardiology
CCU                                      Danderyd Hospital                 Danderyd, Sweden
100
Unspecified time frame      Unstable angina (changing pattern of symptoms in setting of previously stable exertional angina pectoris, new onset angina within 3 weeks at low workloads or at rest, and absence of criteria indicating acute MI)
Prior MI within 4 weeks malignancy or other serious disease, <24 h of vectorcardiography, high frequency of interference, LBBB or RBBB, pacemaker treatment.

Patel, 1998
Eur Heart J
CCU                                           Three hospitals                        United Kingdom
212
1990–92                                   30–75 years old, presenting within 24 hours of an acute episode of unstable angina (new onset angina [<1 month], recent deterioration of stable angina with symptoms on minimal effort, rest or nocturnal angina, or angina within 1 month of an acute MI)
Acute MI (chest pain >30 min, and either ST elevation >0.2 mV or evolving Q waves or elevated cardiac enzymes), on medications that might obscure interpretation of ST segment changes, LVH, LBBB

van Miltenburg-van Zijl, 1995
J Am Coll Cardiol
Hospital admission                    Two hospitals                         Rotterdam, The Netherlands
282
1988–89                            Admitted with suspected unstable angina (rest chest pain or on minimal exertion without ECG changes of acute MI or signs of other causes of chest pain)
Transferred from another hospital, unstable angina from secondary condition, acute MI as primary confirmed dx, noncardiac etiology of chest pain

Wilcox, 1991
J Am Coll Cardiol
CCU                                       Royal Prince Alfred Hospital       Sydney, Australia
107
4/86–4/88                               <75 years old, unstable angina stabilized with medical therapy (no rest pain for >3 days); Unstable angina defined as either rest angina or progressively worsening exertional angina to warrant admission to the CCU
Transferred from another hospital referral for PTCA or CABG, unable to exercise contraindication to exercise testing, uninterpretable ECG, development of CHF

Author, Year
Predictors (clinical, ECG)
Primary Outcome
Secondary Outcomes
Analytical Method

Armstrong, 1998
Age, sex, race, height, weight, hypertension, diabetes, hypercholesterolemia, current or past smoking, family history of CHD, prior MI, prior angina, prior cerebrovascular disease, prior PTCA, prior CABG, prior CHF, peripheral vascular disease, SBP, DBP, HR, Killip class, time to hospital, time to treatment, use of invasive procedures (primary PTCA, angiography, PTCA, or CABG), medications (thrombolysis, ACE inhibitor, nitrates, calcium channel blocker, beta blocker, aspirin), in-hospital complications (CHF, bleeding, shock, stroke)
1 year mortality
None
Logistic regression

Calvin, 1995
Age, sex, Charlson comorbidity score, diabetes, hypertension, family history, hypercholesterolemia, tobacco smoking history, previous MI more than 14 days earlier, Braunwald Unstable Angina Classification:  Progressive angina, rest pain <48 h, post-MI (<14 days earlier), transient ST changes at baseline or with chest pain, not receiving a beta-blocker or rate-lowering calcium channel blocker, requiring IV nitroglycerin
During the index hospitalization:  Major complication = death, MI after the first 24 hours, CHF, VT, VF MI = new Q waves, CK >300 µl after the first 12 hours, and a CK-MB fraction >0.05
Death or MI
Logistic regression        Forward and backward stepwise procedures

Cannon, 1997
Age, sex, race (white, black, other), prior hospitalization for unstable angina, prior MI, medication in the prior weeks (aspirin <24 h, heparin, warfarin, thrombolytic therapy, nitrates, beta-blockers, calcium channel blockers, ACE inhibitors), rales >1/3 lungs, acute pulmonary edema, cardiogenic shock, other major illness, non-Q-wave MI at entry
Adverse outcomes at 1 year:  Death or postenrollment MI
In-hospital recurrent ischemia (with ST- or T-wave changes); Postdischarge readmission for recurrent ischemic pain
Cox proportional hazards model

Castaner, 1990
Exercise angina, rest angina, single versus several episodes of angina, abnormal ECG, persistent symptoms after hospital admission, ECG changes with chest pain, number of risk factors (0-4:  exertional angina, history of several episodes of chest pain, abnormal ECG, or recurrent angina after admission)
During mean followup of 36 months:  Medical events (death or MI)
Combined events:  Death or MI or need for revascularization
Cox proportional hazards model

Coronado, 1997
Gender                                   Adjusted for:  age, diabetes, hypertension, prior MI, CHF on admission, initial blood pressure, ethnicity, in-hospital procedures (thrombolysis, heart catherization, PTCA, CABG)
In-hospital mortality
None
Logistic regression

Lloyd-Jones, 1998
Age, sex, hypertension, diabetes, current smoker, prior total cholesterol >240 mg/dL, prior MI, prior PTCA or CABG, prior CHF or LVEF <0.40, aspirin use at presentation, beta-blocker use at presentation, unstable angina class (based on 1994 AHCPR Guideline), duration of angina >4 h, CHF at presentation, ECG changes at presentation (new ST depression, isolated T-wave inversion, LVH, LBBB, RBBB, old Q wave)
In-hospital acute MI
None
Logistic regression

Lundin, 1995
Age, sex, prior angina pectoris, prior MI, CHF, diabetes, rest pain after admission, findings on continuous vectorcardiography (QRS-vector difference, ST-vector magnitude, ST-change vector magnitude)
Up to 1 year followup       Cardiac death or nonfatal MI
None
Stepwise Cox proportional hazards model

Patel, 1998
Age, sex, smoking history, family history of CHD, diabetes, hypertension, prior MI, previous stable angina, new onset angina, post-MI angina, admission ECG findings (ST depression, isolated T-wave inversion, old Q waves), recurrent chest pain after admission, transient myocardial ischemia on continuous ST segment
Long-term followup (median 2.6  y), adverse outcome = cardiac death or nonfatal MI
Unfavorable outcome = cardiac death, nonfatal MI, or recurrent severe angina requiring revascularization
Cox proportional hazards model

van Miltenburg-van Zijl, 1995
Age, sex, prior MI, hypertension, Braunwald class (I-III), Braunwald clinical circumstances (B, C), ECG changes, intensity of medical treatment before admission (minimal, extensive oral)
6-month followup:  Survival without MI
Survival without MI or revascularization
Stepwise Cox proportional hazards model

Wilcox, 1991
Age, sex, current cigarette smoking, hypertension, diabetes, prior stable angina pectoris, prior MI, prior CABG, recurrent rest pain during admission, CD elevation >2( upper limit, treatment with a beta-blocker or calcium channel blocker, ECG findings (evolutionary T-wave changes, transient ST- or T-wave changes during rest pain, preexercise ST depression or T-wave inversions), angina during exercise test, positive exercise test, workload, and maximal rate-pressure product
Long-term follow-up (4 & 12 months):  Cardiac death, nonfatal MI, or readmission for unstable angina
None
Backward stepwise elimination logistic regression

