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Abstract: Objective: Enhanced external counterpulsation (EECP) and ranolazine are approved treatments for patients with chronic stable angina by the United States Food and Drug Administration (FDA). Whether EECP offers
clinical benefits regardless of underlying ranolazine therapy needs further investigation. Methods: This was a retrospective evaluation of patients referred to a specialized EECP center. Patients having data on 6-Minute Walk
Distance (6MWD) or Duke Activity Status Index (DASI) were categorized into two groups (EECP with ranolazine or
EECP only). The primary endpoints were change in 6MWD and DASI before and after a full course of EECP within
each of the two groups. Inter-group differences were also assessed. The Wilcoxon test was utilized to compare
the change from baseline within each group and the Mann-Whitney U test to compare difference between groups.
Results: A total of 2836 patient records (age 66.9 ± 10 years) were identified (1193 in EECP and ranolazine group
and 1643 in EECP only group). EECP added to baseline ranolazine resulted in a statistically significant improvement
in 6MWD and DASI (+126 feet (IQR: 230 feet), and +13.35 (IQR: 17.11), respectively, P<0.001 for both). Similarly,
the EECP only group showed a statistically significant improvement in 6MWD and DASI (+140 feet (IQR: 225 feet)
and +13.49 (IQR: 18.02), respectively, P<0.001 for both). There was no statistically significant difference between
the two groups when comparing the change from baseline in 6MWD and DASI score (P=0.256 and P=0.056 respectively). Conclusion: EECP improves markers of functional capacity regardless of baseline ranolazine therapy. EECP’s
unique safety profile advocates for its early consideration in the treatment algorithm.
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Introduction
In the United States, 9.4 million people over
the age of 20 suffer from angina [1]. Class I
recommendations for the management of chronic stable angina (CSA) include pharmacologic interventions such as beta-adrenergic
blockers, calcium channel blockers, and nitrates along with invasive modalities including
percutaneous coronary interventions (PCI) and
coronary artery bypass grafts (CABG) [2]. Despite optimized pharmacotherapy and surgical
interventions, refractory angina affects an estimated 600000 to 1.8 million people within
the United States with an approximate 50000
to 100000 newly diagnosed cases each year
[3]. This population has a high incidence of
hospitalization secondary to their burden of
disease with an estimated average cost of
$10080 per hospitalization [4].

Ranolazine is approved by the United States
Food and Drug Administration (FDA) as add-on
therapy to Class I agents for the treatment of
CSA (Class IIa, level B) [2, 5]. Enhanced external counterpulsation (EECP) is an FDA approved non-invasive device for treatment of patients with chronic stable angina or heart failure (Class IIb, level B) [2]. A full course of EECP
therapy typically consists of 1-hour sessions 5
days per week for 7 weeks, totaling 35 sessions [2, 6].
EECP treatment is relatively well tolerated with
side effects primarily related to device use [7].
Multiple studies have found that EECP improves markers of functional capacity such as
6-Minute Walk Distance (6MWD) and Duke
Activity Status Index (DASI) [8, 9]. While these
results are promising, they are limited by small
study populations (under 200 patients) and
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have yet to explore the isolated degree of benefit from EECP when added to baseline ranolazine therapy [10]. EECP therapy is one of only
two guideline supported non-pharmacologic
treatment modalities that mechanistically improves myocardial perfusion to relieve symptoms of refractory angina [11]. With the generic
availability of ranolazine as of February 2019
and emerging data supporting the clinical use
of non-pharmacologic treatments like EECP,
understanding the magnitude of benefit EECP
has when added to ranolazine therapy is particularly warranted [11, 12]. The intent of our
study was to investigate whether EECP offers
clinical benefits independent of underlying
ranolazine therapy.
Methods
Study design
This retrospective analysis was approved by
the Institutional Review Board at the University
of the Pacific. All patients receiving care at
Flow Therapy clinics with a diagnosis of angina
from April 2013 to October 2018 with data on
6MWD and DASI were eligible for inclusion in
the analysis (n=2836 records).
Patients were allocated into either the EECP
and ranolazine (EECP+R) or EECP only groups
according to baseline ranolazine usage. Patients were included if they had pre- and postdata on 6MWD or DASI. Data was extracted
from the outpatient clinic’s electronic health
record with a Python script (Python version
3.7) written to extract the following data: patient identification, age, gender, comorbidities,
baseline medications, pre- and post-6MWD
(feet), pre- and post-DASI, and baseline CCS
angina class.
The pre-specified primary endpoints were changes from baseline in 6MWD and DASI after a
full course of EECP treatment in patients with
and without ranolazine therapy. The 6MWD is
validated measurement of exercise functional
capacity commonly used to assess responses
to medical interventions in patients suffering
from chronic cardiovascular and pulmonary diseases [13, 14]. The 6MWD is a strong predictor
of cardiovascular events in patients with stable
coronary heart disease and an independent
measure of morbidity and mortality amongst
patients suffering from congestive heart failure
and chronic obstructive pulmonary disease
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[11, 15]. The test measures the distance patients are able to walk on a flat, hard surface in
a duration of 6 minutes and is a predictor of
health outcomes in stable coronary heart disease, heart failure, pulmonary hypertension,
and pulmonary disease [13, 14]. The DASI is a
validated 12 item questionnaire used to measure health-related quality of life specific to
cardiovascular functional status [12-14]. The
questionnaire provides independent prognostic information for long-term adverse clinical
events in stable cardiac patients, as well as an
indicator of mortality in patients with chronic
heart failure [15-17]. Due to the retrospective
nature of this analysis, all patients treated with
a full course of EECP and not on baseline ranolazine therapy were considered as a comparator group.
Patients who visited the center for multiple
treatment courses were included in the overall
analysis. Patients not completing at least 30
EECP sessions were excluded from analyses. A
sensitivity analysis was performed to assess
changes in the primary endpoints in patients
having gone through only 1 full course (1
round) of EECP, having a baseline Canadian
Cardiovascular Society (CCS) angina class ≥3
or with heart failure.
Statistical analysis
We performed the Wilcoxon test to compare
the change from baseline within each group
(intra-group) and the Mann Whitney U-test was
utilized to compare the changes from baseline
in the EECP+R and EECP only groups (intergroup). A P<0.05 was considered statistically
significant. A Fisher’s exact was performed to
assess differences in categorical variables. All
data are represented as median and interquartile range. All analysis was done using Python
script (Python version 3.7).
Results
Baseline demographics
A total of 2836 patient records were identified having available data for 6MWD or DASI
(1193 (42.1%) in the EECP+R group and 1643
(58.0%) patients in the EECP only group). Of
those enrolled 2312 unique patients completed only one course of EECP. Overall, patients
were predominantly male (70.0%) with an aver-
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Table 1. Baseline demographics
Demographic
Average Age
Male
CABG
PCI
CAD
Diabetes
Heart Failure
Hyperlipidemia
Hypertension
Myocardial Infarction
6MWD
DASI
ACE Inhibitors
ARB
Alpha blockers
Aspirin
Blood Thinner†
Beta blockers
Calcium Channel Blockers
Digoxin
Diuretics
Nitrates
Omega Fatty Acids
Statins

EECP+R
(n=1193)
66.0 ± 11
838 (70%)
715 (60%)
396 (33%)
1174 (98%)
591 (50%)
385 (32%)
997 (84%)
1091 (92%)
591 (50%)
1175 ± 381
9.7 ± 10
412 (35%)
310 (30%)
39 (3%)
988 (83%)
790 (66%)
956 (80%)
342 (29%)
28 (2%)
439 (37%)
994 (83%)
213 (18%)
988 (83%)

EECP Only
(n=1643)
67.6 ± 10
1144 (70%)
818 (50%)
522 (32%)
1612 (98%)
722 (44%)
654 (40%)
1363 (83%)
1459 (89%)
760 (46%)
1105 ± 390
10.3 ± 15
540 (33%)
402 (25%)
44 (3%)
1236 (75%)
945 (56%)
1246 (76%)
421 (26%)
56 (3%)
683 (42%)
974 (59%)
232 (14%)
1280 (78%)

ACE inhibitor, Angiotensin-Converting Enzyme Inhibitor; ARB,
Angiotensin II receptor blockers; 6MWD, 6-Minute Walk
Distance; CABG, Coronary Artery Bypass Grafts; CAD, Coronary Artery Disease; CCS, Canadian Cardiovascular Society;
DASI, Duke Activity Status Index; EECP, Enhanced External
Counterpulsation; EECP+R, EECP and Ranolazine Group; PCI,
Percutaneous Coronary Interventions. †including antiplatelet
agents (ticagrelor and prasugrel) and direct oral anticoagulants (apixaban and rivaroxaban).

age age of 66.9 ± 10. Of the patients included 98.2% had coronary artery disease (CAD),
36.6% had heart failure, 46.3% had diabetes,
83.2% had concomitant hyperlipidemia, and
89.9% had hypertension. Nearly 42.0% (n=
1193) of the overall cohort were on ranolazine
therapy at baseline (Table 1).
Outcomes in EECP+R Group
Post EECP therapy, all patients on baseline
ranolazine (EECP+R group) showed a statistically significant improvement in 6MWD (+126
ft (IQR 230), P<0.001) and DASI (+13.35 (IQR
17.11), P<0.001). When limiting the model to
patients completing 1 round only, statistical595

ly significant improvements were shown in
6MWD (+125 ft (IQR 230), P<0.001) and DASI
(+13.5 (IQR 18.45), P<0.001). Further, patients
with a CCS angina class ≥3 also demonstrated significant improvements in 6MWD (+130
ft (IQR 230), P<0.001) and DASI (+13.44 (IQR
17.04), P<0.001). Likewise, when limited to
patients with heart failure, results maintained
significance for each of the study end points
(6MWD +135 ft (IQR 249), P<0.001 and DASI
+11.49 (IQR 16.25), P<0.001). Figures 1 and 2
describe the change in 6MWD and DASI for the
EECP+R and EECP only groups.
Outcomes in EECP only group
The EECP only cohort similarly showed a statistically significant improvement in 6MWD (+140
ft (IQR 225), P<0.001) and DASI (+13.49 (IQR
18.02), P<0.001). In participants completing 1
round only, improvements in 6MWD (+140 ft
(IQR 225), P<0.001) and DASI (+13.56 (IQR
18.45), P<0.001) were also statistically significant. Statistical significance was maintained
when limiting analysis to CCS angina class of
≥3 (6MWD +140 ft (IQR 225), P<0.001 and
DASI +13.49 (IQR 18.01), P<0.001). Similarly,
improvements in 6MWD (+135 ft (IQR 235),
P<0.001) and DASI (+11.69 (IQR 17.85), P<
0.001) were statistically significant when limited to patients with heart failure.
Outcomes comparing EECP+R vs. EECP only
groups
There were no statistically significant differences for 6MWD and DASI between the EECP+R and EECP only groups (P=0.2560 and
P=0.0558 respectively) (Table 2). This was
true across all subgroups for both endpoints
(all p-values >0.05).
Discussion
Our findings indicate EECP therapy improves
markers of functional capacity regardless of
baseline ranolazine therapy. These benefits
were maintained after limiting the analysis to
participants completing only 1 course of EECP,
having CCS angina class of ≥3, or having heart
failure.
The magnitude of change for 6MWD (>125
ft) is clinically meaningful. Generally, improvements ranging from 82 ft (25 m) to 229 ft (70
m) in 6MWD are associated with enhanced
Am J Cardiovasc Dis 2020;10(5):593-601
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with a 54% higher risk of death
(age-adjusted HR 1.54, 95% CI
1.32-1.80) and a 55% increased risk of any cardiovascular
event (age-adjusted HR 1.55,
95% CI 1.35-1.78) [14].

Figure 1. Improvement from baseline in 6MWD for EECP+R and EECP only.
Patients in the EECP+R group showed a statistically significant improvement in 6MWD of +126 ft (IQR 230) with P<0.001 from baseline. Likewise,
patients in the EECP only group showed a statistically significant improvement from baseline in 6MWD of +140 ft (IQR 225) with P<0.005. The intergroup analysis between the two groups was not statistically significant
(P>0.05). Abbreviations: 6MWD, 6-Minute Walk Distance; EECP, Enhanced
external counterpulsation; EECP+R, EECP and ranolazine.

The improvement in DASI in
both groups was approximately 13 points. A change of
4-6 points in DASI score is
associated with improved clinical outcomes [20-22]. A study evaluating the prognostic
value of the DASI on 1700 stable, non-acute coronary syndrome patients with heart failure found that DASI scores in
the lowest quartile were at a
3.3 fold increased risk in 5
year mortality as compared to
the highest score quartile (HR
3.33, 95% CI 2.57-4.36, P<
0.0001) [23].

Our results parallel previous
findings showing EECP’s independent improvement in markers of functional capacity. A
prospective, longitudinal pilot
study by Wu et al, assessed
changes from baseline in 6MWD 6 months post EECP therapy in 34 patients with refractory angina. They found 6MWD
improved from 1345 ft (410 m)
at baseline to 1440 ft (439 m)
(P<0.01) post treatment (+95
ft (29 m)). The change evident
in our EECP only group is higher than that observed by Wu et
al; this may be due to our
Figure 2. Improvement from baseline in DASI for EECP+R and EECP only.
patient population being at a
Patients in the EECP+R group had a statistically significant improvement
lower baseline functional cafrom baseline DASI score of +13.35 (IQR 17.11) with P<0.001. Patients in
the EECP only cohort also showed a statistically significant improvement
pacity, the low sample size in
in DASI of +13.49 (IQR 18.02) with a P<0.001. Intergroup analysis did not
the study by Wu et al, or better
show a statistically significant difference in improvement in DASI (P>0.05).
EECP care provided by the parAbbreviations: DASI, Duke Activity Status Index; EECP, Enhanced external
ticular centers in our analyses
counterpulsation; EECP+R, EECP and ranolazine.
[8]. EECP has also shown independent positive effects on
clinical outcomes and mortality benefits [13,
DASI scores. A prospective analysis of 13
18, 19]. A study conducted by Beatty et al
patients with chronic stable angina found that
found that in patients with stable coronary
after completion of a full course of EECP theraheart disease, each standard deviation reducpy there were marked improvements in DASI
tion in 6MWD (341 ft [104 m]) was associated
scores (12 ± 2 vs. 19 ± 3; P=0.03) [9].
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Table 2. Change in markers of functional capacity
Population
6MWD (feet)
All Patients
Round 1 Only
≥3CCS
HF Only
DASI
All Patients
Round 1 Only
≥3CCS
HF Only

N

Change in EECP+R, Median (IQR)

N

Change in EECP Only, Median (IQR)

P-value

1104
859
1033
350

126 (230)
125 (230)
130 (230)
135 (249)

1545
1305
1401
609

140 (225)
140 (225)
140 (225)
135 (235)

0.256
0.173
0.425
0.203

900
728
845
293

13.35 (17)
13.50 (18)
13.44 (17)
11.49 (16)

1279
1122
1164
499

13.49 (18)
13.56 (18)
13.49 (18)
11.69 (17)

0.056
0.130
0.061
0.330

CCS, Canadian Cardiovascular Society; DASI, Duke Activity Status Index; EECP, Enhanced external counterpulsation; EECP+R,
EECP and ranolazine; HF, heart failure; IQR, Interquartile Range; 6MWD, 6-Minute Walk Distance.

For comparison, ranolazine added to standard
of care therapy improves 6MWD and DASI by
37.7 ft (11.5 m) (992.5 ft (302.5 m) ± 423.2 ft
(129.0 m) baseline to 1030.2 ft (314.0 m) ±
418.3 ft (127.5 m) at 12 months) and 3.8 points (18.7 ± 14.9 baseline to 22.5 ± 15.8 at 12
months) respectively. These results were not
found to be statistically significant for either
endpoint [24, 25].
The magnitude of benefit seen in our results
can be explained by the fact that ranolazine
and EECP have differing mechanisms of action. EECP’s mechanism of action is similar to
an intra-aortic balloon pump where inflation
and deflation of the pneumatic cuffs during
diastole and systole are synchronized to heart
rhythm. This results in an increase in coronary
diastolic pressure and improved oxygen supply with retrograde aortic blood [26]. It is postulated that benefits observed with EECP therapy may be secondary to development of new
collateral blood vessels, improved endothelial
function and vascular reactivity, and enhanced
ventricular function [17, 27-29]. In contrast,
ranolazine is a piperazine derivative that inhibits late sodium channels in myocardial tissue.
While the exact mechanism of action of ranolazine is not fully realized, it has been known to
impede myocardial sodium overload leading to
improved myocardial relaxation, reduced ventricular rigidity, and subsequent improved myocardial perfusion [30]. Ranolazine does not
appear to effect heart rate or blood pressure
[31]. Our findings are not too surprising as based on a recent meta-analysis from the Cochrane Library, ranolazine add-on therapy only
improved angina frequency and did not pro597

vide any mortality or quality-of-life benefits
[32].
To our knowledge, this is the largest analysis
comparing the addition of EECP to ranolazine
and raises the question of EECP’s role in the
treatment of refractory angina. Elective surgical revascularization is a high cost and invasive procedure that while proven to improve
coronary ischemia, does not provide superior
results to medical optimization. In the Clinical Outcomes Utilizing Revascularization and
Aggressive Drug Evaluation trial (COURAGE),
PCI added to optimized medical therapy did
not reduce the risk of death or myocardial
infarction in patients with objective myocardial
ischemia and coronary artery disease in comparison to patients receiving only optimized
medical therapy [33]. In the Bypass Angioplasty Revascularization Investigation 2 Diabetes
study (BARI 2D), CABG or PCI added to optimized medical therapy was found to be equivalent to optimized medical therapy in reducing
the risk of death or major adverse cardiovascular events (MACE) (death, MI, or stroke) [34].
The Percutaneous Coronary Intervention in
Stable Angina trial compared PCI to placebo in
medically optimized patients with angina. The
study found that PCI did not improve treadmill
exercise time as compared to placebo (16.6 s,
95% CI -8.9-42, P=0.20) [35].
More recently, in the landmark study International Study of Comparative Health Effectiveness with Medical and Invasive Approaches
(ISCHEMIA) 5179 participants with stable ischemic heart disease and moderate or severe
ischemia on stress imaging or severe ischemia
based on non-imaging exercise tolerance testAm J Cardiovasc Dis 2020;10(5):593-601
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ing were randomized to receive optimal medical therapy or invasive surgical revascularization. The study results showed that initial invasive intervention, as compared to optimized
medical therapy, did not demonstrate a reduction in the study’s primary end point of time
to cardiovascular death, MI, hospitalization for
unstable angina, heart failure or resuscitated
cardiac arrest (Adjusted HR invasive vs. conservative 0.93 (0.80, 1.08); P=0.34) [33]. In
our analysis we found that even patients on
baseline ranolazine had clinical benefits from
the addition of EECP. Our results further support the early consideration of EECP for patients
with stable ischemic heart disease. As such,
it is plausible that EECP may provide enough
benefits to eliminate the addition of further
pharmacotherapeutic options in a population
with a pre-existing high pill burden.
Medication non-adherence in patients with cardiovascular disease varies from 24% to 60%,
and as a result one potential drawback to ranolazine use in patients with refractory angina is
that treatment requires long term medication
adherence [36-39]. Similarly, compliance with
the 35 sessions of EECP is not feasible for all
patients. However, after a full course of EECP
clinical benefits have been known to sustain
for up to 2 years. A long-term clinical outcomes
trial showed sustained reductions in CCS angina class in 55% of patients presenting at the
two year follow up [6]. While medication optimization remains the primary treatment for angina, using EECP earlier in the treatment algorithm can be a clinically astute strategy in
patients especially due to its safety profile and
having nearly no contraindications. This application warrants further exploration in future
studies.
Though our data suggests that EECP provides
clinically meaningful improvements independent of baseline ranolazine use, several limitations need to be considered. While this is the
largest analysis of this kind, interpretation is
limited by the retrospective study design and
lack of propensity score matching. We could
not control for background antianginal therapy
or medication dose optimization. Since this
data was extracted from an outpatient clinic,
without access to complete medical records,
advanced statistical techniques that control for
confounding variables could not be utilized. As
such, we accounted for baseline differences
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between the EECP+R and EECP only groups by
comparing the change from baseline rather
than the unadjusted absolute values for each
endpoint. Future studies would benefit from a
ranolazine only arm for comparison.
Conclusion
EECP improves clinically relevant endpoints of
6MWD and DASI by over 125 ft and 13 points
respectively. This observed benefit was independent of baseline ranolazine therapy. The
observed clinical benefit of EECP is likely driven by its different mechanism of action relative to ranolazine. EECP should be considered
earlier in management of angina and ischemic
heart disease independent of or complimentary to ranolazine therapy as a result of its superior safety profile, relatively high compliance
and sustained long-term benefits.
Disclosure of conflict of interest
The abstract was presented at American Heart
Association Scientific Sessions 2019 Conference.
Abbreviations
6MWD, 6-Minute Walk Distance; CABG, Coronary Artery Bypass Grafts; CCS, Canadian
Cardiovascular Society; CSA, Chronic Stable
Angina; DASI, Duke Activity Status Index; EECP, Enhanced External Counterpulsation; EECP+R, EECP and Ranolazine Group; FDA, Food
and Drug Administration; MACE, Major Adverse Cardiovascular Events; PCI, Percutaneous
Coronary Interventions.
Address correspondence to: Dr. Sachin A Shah, Flow
Therapy, 2500 W Freeway, Suite 200, Fort Worth, TX
76102, USA. Tel: 707-423-3277; E-mail: Sachin@
legacyheartcare.com

References
[1]

Benjamin EJ, Muntner P, Alonso A, Bittencourt
MS, Callaway CW, Carson AP, Chamberlain
AM, Chang AR, Cheng S, Das SR, Delling FN,
Djousse L, Elkind MSV, Ferguson JF, Fornage
M, Jordan LC, Khan SS, Kissela BM, Knutson
KL, Kwan TW, Lackland DT, Lewis TT, Lichtman
JH, Longenecker CT, Loop MS, Lutsey PL, Martin SS, Matsushita K, Moran AE, Mussolino
ME, O’Flaherty M, Pandey A, Perak AM, Rosamond WD, Roth GA, Sampson UKA, Satou GM,

Am J Cardiovasc Dis 2020;10(5):593-601

Functional capacity changes in EECP and ranolazine

[2]

[3]

[4]

[5]

[6]

599

Schroeder EB, Shah SH, Spartano NL, Stokes
A, Tirschwell DL, Tsao CW, Turakhia MP, VanWagner LB, Wilkins JT, Wong SS and Virani SS.
Heart disease and stroke statistics-2019 update: a report from the American Heart Association. Circulation 2019; 139: e56-e528.
Fihn SD, Blankenship JC, Alexander KP, Bittl JA,
Byrne JG, Fletcher BJ, Fonarow GC, Lange RA,
Levine GN, Maddox TM, Naidu SS, Ohman EM
and Smith PK. 2014 ACC/AHA/AATS/PCNA/
SCAI/STS focused update of the guideline for
the diagnosis and management of patients
with stable ischemic heart disease: a report of
the American College of Cardiology/American
Heart Association Task Force on Practice
Guidelines, and the American Association for
Thoracic Surgery, Preventive Cardiovascular
Nurses Association, Society for Cardiovascular
Angiography and Interventions, and Society of
Thoracic Surgeons. J Am Coll Cardiol 2014; 64:
1929-49.
McGillion M, Arthur HM, Cook A, Carroll SL, Victor JC, L’allier PL, Jolicoeur EM, Svorkdal N,
Niznick J, Teoh K, Cosman T, Sessle B, WattWatson J, Clark A, Taenzer P, Coyte P, Malysh L,
Galte C and Stone J; Canadian Cardiovascular
Society; Canadian Pain Society. Management
of patients with refractory angina: Canadian
cardiovascular society/canadian pain society
joint guidelines. Can J Cardiol 2012; 28 Suppl:
S20-S41.
Povsic TJ, Broderick S, Anstrom KJ, Shaw LK,
Ohman EM, Eisenstein EL, Smith PK and Alexander JH. Predictors of long-term clinical endpoints in patients with refractory angina. J Am
Heart Assoc 2015; 4: e001287.
Fihn SD, Gardin JM, Abrams J, Berra K, Blankenship JC, Dallas AP, Douglas PS, Foody JM,
Gerber TC, Hinderliter AL, King SB 3rd, Kligfield
PD, Krumholz HM, Kwong RY, Lim MJ, Linderbaum JA, Mack MJ, Munger MA, Prager RL,
Sabik JF, Shaw LJ, Sikkema JD, Smith CR Jr,
Smith SC Jr, Spertus JA and Williams SV. 2012
ACCF/AHA/ACP/AATS/PCNA/SCAI/STS Guideline for the diagnosis and management of patients with stable ischemic heart disease: a
report of the American College of Cardiology
Foundation/American Heart Association Task
Force on Practice Guidelines, and the American College of Physicians, American Association for Thoracic Surgery, Preventive Cardiovascular Nurses Association, Society for Cardiovascular Angiography and Interventions, and
Society of Thoracic Surgeons. J Am Coll Cardiol
2012; 60: e44-e164.
Soran O, Kennard ED, Kfoury AG and Kelsey
SF. Two-year clinical outcomes after enhanced
external counterpulsation (EECP) therapy in
patients with refractory angina pectoris and
left ventricular dysfunction (report from The

[7]

[8]

[9]

[10]

[11]

[12]
[13]

[14]

[15]

[16]

[17]

[18]

International EECP Patient Registry). Am J Cardiol 2006; 97: 17-20.
Sharma U, Ramsey HK and Tak T. The role of
enhanced external counter pulsation therapy
in clinical practice. Clin Med Res 2013; 11:
226-232.
Wu E, Martensson J and Brostrom A. Enhanced
external counterpulsation in patients with refractory angina pectoris: a pilot study with six
months follow-up regarding physical capacity
and health-related quality of life. Eur J Cardiovasc Nurs 2013; 12: 437-445.
Kiernan TJ, Boilson BA, Tesmer L, Harbuzariu
A, Simari RD and Barsness GW. Effect of enhanced external counterpulsation on circulating CD34+ progenitor cell subsets. Int J Cardiol
2011; 153: 202-206.
Abbottsmith CW, Chung ES, Varricchione T, de
Lame PA, Silver MA, Francis GS and Feldman
AM. Enhanced external counterpulsation improves exercise duration and peak oxygen consumption in older patients with heart failure: a
subgroup analysis of the PEECH trial. Congest
Heart Fail 2006; 12: 307-311.
Gallone G, Baldetti L, Tzanis G, Gramegna M,
Latib A, Colombo A, Henry TD and Giannini F.
Refractory angina: from pathophysiology to
new therapeutic nonpharmacological technologies. JACC Cardiovasc Interv 2020; 13: 1-19.
Ranexa (ranolazine) - first time generic. Optum
Rx. 2019. (Accessed July 2019).
ATS Committee on Proficiency Standards for
Clinical Pulmonary Function Laboratories. ATS
statement: guidelines for the six-minute walk
test. Am J Respir Crit Care Med 2002; 166:
111-117.
Beatty AL, Schiller NB and Whooley MA. Sixminute walk test as a prognostic tool in stable
coronary heart disease: data from the heart
and soul study. Arch Intern Med 2012; 172:
1096-1102.
Nelson CL, Herndon JE, Mark DB, Pryor DB,
Califf RM and Hlatky MA. Relation of clinical
and angiographic factors to functional capacity as measured by the Duke Activity Status Index. Am J Cardiol 1991; 68: 973-975.
Koch CG, Li L, Lauer M, Sabik J, Starr NJ and
Blackstone EH. Effect of functional health-related quality of life on long-term survival after
cardiac surgery. Circulation 2007; 115: 692699.
Bonetti PO, Holmes DR Jr, Lerman A and Barsness GW. Enhanced external counterpulsation
for ischemic heart disease: what’s behind the
curtain? J Am Coll Cardiol 2003; 41: 19181925.
Gremeaux V, Troisgros O, Benaim S, Hannequin A, Laurent Y, Casillas JM and Benaim C.
Determining the minimal clinically important

Am J Cardiovasc Dis 2020;10(5):593-601

Functional capacity changes in EECP and ranolazine

[19]

[20]

[21]

[22]

[23]

[24]

[25]

600

difference for the six-minute walk test and the
200-meter fast-walk test during cardiac rehabilitation program in coronary artery disease
patients after acute coronary syndrome. Arch
Phys Med Rehabil 2011; 92: 611-619.
Spruit MA, Polkey MI, Celli B, Edwards LD, Watkins ML, Pinto-Plata V, Vestbo J, Calverley PM,
Tal-Singer R, Agusti A, Coxson HO, Lomas DA,
MacNee W, Rennard S, Silverman EK, Crim CC,
Yates J and Wouters EF. Predicting outcomes
from 6-minute walk distance in chronic obstructive pulmonary disease. J Am Med Dir Assoc 2012; 13: 291-297.
Mark DB, Anstrom KJ, Sheng S, Baloch KN,
Daniels MR, Hoffmann U, Patel MR, Cooper LS,
Lee KL and Douglas PS; PROMISE Investigators. Quality-of-life outcomes with anatomic
versus functional diagnostic testing strategies
in symptomatic patients with suspected coronary artery disease: results from the PROMISE
randomized trial. Circulation 2016; 133: 19952007.
Hlatky MA, Rogers WJ, Johnstone I, Boothroyd
D, Brooks MM, Pitt B, Reeder G, Ryan T, Smith
H, Whitlow P, Wiens R and Mark DB. Medical
care costs and quality of life after randomization to coronary angioplasty or coronary bypass surgery. Bypass Angioplasty Revascularization Investigation (BARI) Investigators. N
Engl J Med 1997; 336: 92-99.
Hlatky MA, Boineau RE, Higginbotham MB, Lee
KL, Mark DB, Califf RM, Cobb FR and Pryor DB.
A brief self-administered questionnaire to determine functional capacity (The Duke Activity
Status Index). Am J Cardiol 1989; 64: 651654.
Grodin JL, Hammadah M, Fan Y, Hazen SL and
Tang WH. Prognostic value of estimating functional capacity with the use of the duke activity
status index in stable patients with chronic
heart failure. J Card Fail 2015; 21: 44-50.
Zareba W, Daubert JP, Beck CA, Huang DT,
Alexis JD, Brown MW, Pyykkonen K, McNitt S,
Oakes D, Feng C, Aktas MK, Ayala-Parades F,
Baranchuk A, Dubuc M, Haigney M, Mazur A,
McPherson CA, Mitchell LB, Natale A, Piccini
JP, Raitt M, Rashtian MY, Schuger C, Winters S,
Worley SJ, Ziv O and Moss AJ. Ranolazine in
high-risk patients with implanted cardioverterdefibrillators: the RAID trial. J Am Coll Cardiol
2018; 72: 636-645.
Alexander KP, Weisz G, Prather K, James S,
Mark DB, Anstrom KJ, Davidson-Ray L, Witkowski A, Mulkay AJ, Osmukhina A, FarzanehFar R, Ben-Yehuda O, Stone GW and Ohman
EM. Effects of ranolazine on angina and quality
of life after percutaneous coronary intervention with incomplete revascularization: results
from the ranolazine for incomplete vessel re-

[26]

[27]

[28]
[29]

[30]

[31]
[32]

[33]

[34]

[35]

vascularization (RIVER-PCI) trial. Circulation
2016; 133: 39-47.
Ihdayhid AR, Chopra S and Rankin J. Intra-aortic balloon pump: indications, efficacy, guidelines and future directions. Curr Opin Cardiol
2014; 29: 285-292.
Jacobey JA, Taylor WJ, Smith GT, Gorlin R and
Harken DE. A new therapeutic approach to
acute coronary occlusion. Surg Forum 1961;
12: 225-227.
Feldman AM. Enhanced external counterpulsation: mechanism of action. Clin Cardiol 2002;
25: II11-15.
Gurovich AN and Braith RW. Enhanced external counterpulsation creates acute blood flow
patterns responsible for improved flow-mediated dilation in humans. Hypertens Res 2013;
36: 297-305.
Cacciapuoti F. Ranolazine and Ivabradine: two
different modalities to act against ischemic
heart disease. Ther Adv Cardiovasc Dis 2016;
10: 98-102.
Ranexa (ranolazine) [package insert]. Foster
City, CA: Gilead Sciences, Inc. 2016.
Salazar CA, Basilio Flores JE, Veramendi Espinoza LE, Mejia Dolores JW, Rey Rodriguez DE
and Loza Munárriz C. Ranolazine for stable angina pectoris. Cochrane Database Syst Rev
2017; 2: CD011747.
Boden WE, O’Rourke RA, Teo KK, Hartigan PM,
Maron DJ, Kostuk WJ, Knudtson M, Dada M,
Casperson P, Harris CL, Chaitman BR, Shaw L,
Gosselin G, Nawaz S, Title LM, Gau G, Blaustein AS, Booth DC, Bates ER, Spertus JA, Berman DS, Mancini GB and Weintraub WS;
COURAGE Trial Research Group. Optimal medical therapy with or without PCI for stable coronary disease. N Engl J Med 2007; 356: 15031516.
Chaitman BR, Hardison RM, Adler D, Gebhart
S, Grogan M, Ocampo S, Sopko G, Ramires JA,
Schneider D and Frye RL. The bypass angioplasty revascularization investigation 2 diabetes randomized trial of different treatment
strategies in type 2 diabetes mellitus with stable ischemic heart disease: impact of treatment strategy on cardiac mortality and myocardial infarction. Circulation 2009; 120:
2529-2540.
Al-Lamee R, Thompson D, Dehbi HM, Sen S,
Tang K, Davies J, Keeble T, Mielewczik M,
Kaprielian R, Malik IS, Nijjer SS, Petraco R,
Cook C, Ahmad Y, Howard J, Baker C, Sharp A,
Gerber R, Talwar S, Assomull R, Mayet J,
Wensel R, Collier D, Shun-Shin M, Thom SA,
Davies JE and Francis DP. Percutaneous coronary intervention in stable angina (ORBITA): a
double-blind, randomised controlled trial. Lancet 2018; 391: 31-40.

Am J Cardiovasc Dis 2020;10(5):593-601

Functional capacity changes in EECP and ranolazine
[36] Jackevicius CA, Li P and Tu JV. Prevalence, predictors, and outcomes of primary nonadherence after acute myocardial infarction. Circulation 2008; 117: 1028-1036.
[37] Jackevicius CA, Mamdani M and Tu JV. Adherence with statin therapy in elderly patients
with and without acute coronary syndromes.
JAMA 2002; 288: 462-467.
[38] Newby LK, LaPointe NM, Chen AY, Kramer JM,
Hammill BG, DeLong ER, Muhlbaier LH and
Califf RM. Long-term adherence to evidencebased secondary prevention therapies in coronary artery disease. Circulation 2006; 113:
203-212.

601

[39] Ho PM, Bryson CL and Rumsfeld JS. Medication adherence: its importance in cardiovascular outcomes. Circulation 2009; 119: 30283035.

Am J Cardiovasc Dis 2020;10(5):593-601

