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Abstract
A considerable proportion of fatalities resulting from acute myocardial 
infarction (AMI) occur suddenly in asymptomatic patients. Approximately 
68% of AMIs are caused by coronary stenosis ≤ 50%, which is most likely 
due to the rupture of vulnerable plaques (VPs). A 55-year-old asymptomatic 
cardiologist who had been following preventive measures according 
to international guidelines and had reasonable metabolic-laboratory 
parameters underwent a cardiac check-up involving the use of coronary 
artery calcium (CAC) and computed tomography coronary angiography 
(CTCA), which revealed the presence of VP causing 50% stenosis in 
his proximal left anterior descending artery (LAD). Recognizing that his 
previous preventive measures, which were adopted from the guidelines, 
had failed to protect him from developing atherosclerosis, he chose to 
adopt a plant-based diet (PBD) while continuing on optimal medical 
therapy (OMT). After three years, there was a substantial regression in his 
CAC score and stenosis. The PBD program he adopted was specifically 
designed, taking into consideration the quality, quantity, and method 
of food processing, as well as the consumption of specific vitamins 
and minerals. This case report and review emphasize the importance of 
prevention to avoid the development of atherosclerosis or VP, especially 
in high-risk patients. Prevention involves not only the use of OMT but also 
the modification of one's lifestyle, particularly the adoption of a healthy 
and proper diet that can prevent the development of atherosclerosis, reduce 
inflammation, and promote the regression and stabilization of vulnerable 
plaques if they have already formed. The case also highlights CAC and 
CTCA as the most efficient, practical, reliable, safe, and economical 
methods for identifying VPs. The tests are widely accessible in most 
cardiac centers. Thus, we offer a novel, non-invasive diagnostic method 
for diagnosing VP and provide the most practical, efficient, and affordable 
approach to regress or stabilize VP. Consequently, the current guidelines 
for managing chronic coronary syndrome (CCS) are recommended to be 
revised. Specifically, it is suggested that the guidelines be amended to 
advise high-risk asymptomatic patients to consider the role of CAC and 
CTCA. Additionally, it is recommended that lifestyle modifications be 
reinforced in conjunction with OMT to manage VP and promote regression 
and reversal of atherosclerosis effectively.
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We will review the current state-of-the-art approaches for 
diagnosing and managing VP and compare them with our 
proposed approaches. We will also discuss how PBDs can 
regress or stabilize VPs. Lastly, we will address the dilemma 
faced by the medical community in adopting lifestyle 
modifications, particularly the implementation of PBDs.

Case Description
Dr. X, a 55-year-old interventional cardiologist and an 

asymptomatic individual, underwent a CAC and CTCA 
as part of his regular cardiac checkup. Two years ago, his 
CTCA yielded normal results with a calcium score of zero, 
and his most recent DET also indicated normal findings. 
Upon presentation at the cardiology clinic, he had a BMI 
of 23 kg/mm2, a systolic blood pressure of 110 mmHg, a 
diastolic blood pressure of 76 mmHg, and a heart rate (HR) 
of 64 pulses per minute. His blood glucose level was 95 mg/
dL, and his serum creatinine was 0.9 mg/dL. The laboratory 
results showed HbA1C at 5.7%, LDL at 70 mg/dL, HDL at 
38 mg/dL, Lp (a) at 40 mg/dL (desirable threshold of <14 mg/
dL), and elevated hs-CRP of 3.0 mg/L which was three times 
the upper limit. There is a significant familial predisposition 
to cardiovascular disease, as both his parents experienced 
a heart attack and stroke at a tender age before reaching 40 
years old. He has been following an omnivorous diet since 
childhood. He exercised regularly (> 150 minutes of moderate 
exercise per week) and maintained a low weight through 
restricted calorie intake. He has been taking statin for over 
three decades and ezetimibe 10 mg for more than 15 years, 
consistently maintaining his LDL levels in accordance with 
the American College of Cardiology (ACC)/ American Heart 
Association (AHA) guidelines. Prior to the commencement 
of lipid therapy, his LDL level was between 180-200 mg/
dL. The initiation of statin medication was carried out by his 
professor of lipidology and his professor of cardiology during 
his internship in Australia. The assessment and quantification 
of his atherosclerotic plaque were accomplished using a 
128-slice CTCA. During the procedure, a non-ionic contrast 
was administered, and his resting HR was 60 beats per minute, 
with a breath hold of 15 seconds. The CTCA revealed a 
calcium score of 58, concentrated in the proximal LAD, with a 
stenosis of approximately 50%. The plaque was characterized 
as calcified, fibrotic, and containing a large lipid core, filling 
the criteria of a VP. The plaque measurements were 24.2 mm3 
for the calcified plaque, 96.4 mm3 for the fibrotic plaque, 
and 15 mm3 for the lipid core. To evaluate the physiological 
effects of his VP, the patient underwent DET and myocardial 
perfusion imaging scans, which produced normal findings.

He decided to enter a lifestyle program to regress/
reverse his coronary atherosclerotic plaque. He changed his 
atorvastatin to rosuvastatin 20 mg and continued on 10 mg 
of ezetimibe. He started on 75 mg of clopidogrel to change 
his platelet hyperaggregation state to hypoaggregation. He 

Introduction
More than 50% of fatalities caused by AMI occur in 

individuals who are not exhibiting any symptoms, which is 
referred to as silent ischemia [1]. Furthermore, approximately 
68% of AMI occur due to a lesion in the vessel that is less 
than 50% occluded, which is most likely due to the rupture 
of a VP [2]. There has been considerable debate over the 
screening of asymptomatic patients who may have coronary 
artery disease (CAD) in order to prevent major adverse 
cardiovascular events (MACE) or death [3]. Critics have 
raised concerns about the reliability of using a dynamic 
exercise test (DET) for certain individuals, citing the limited 
negative predictive values associated with these tests. This 
is because some individuals may not be able to reach the 
test target, which could affect the accuracy of the results [4]. 
Moreover, individuals with VP may display normal results 
on physiological tests, including the fractional follow reserve 
(FFR) [5]. In accordance with the most recent publications 
and expert opinions, it is now recommended to screen 
asymptomatic individuals for CAD using CAC and CTCA, 
particularly those with a substantial risk [6-9]. Nowadays, it 
is easy to access such tests. This tool and risk stratification 
are crucial for determining the appropriate preventive 
therapy for asymptomatic patients [10]. Our case involves 
an asymptomatic 55-year-old interventional cardiologist who 
possesses significant coronary risk factors, including familial 
history of CAD/ cerebrovascular disease (CVD) and elevated 
low-density lipoprotein (LDL), low high-density lipoprotein 
(HDL) and increased lipoprotein a or Lp (a) levels. Even 
though DETs consistently yielded favorable outcomes, this 
patient elected to undergo CAC and CTCA screenings on a 
regular basis in contravention of the guidelines. Before the 
presentation, he always produced normal results for both 
CAC and CTCA on his regular cardiac check-ups. However, 
the most recent screening revealed positive CAC and 
intermediate stenosis in his LAD.  Upon further evaluation, a 
VP was discovered. He decided to integrate a PBD regimen 
along with the OMT that he had been practicing for more 
than three decades prior to his VP diagnosis. According to 
extensive research, it has been proven that PBDs not only 
hinder the development of atherosclerosis but also encourage 
the regression of existing coronary plaques [11-17], which led 
to the patient’s decision to incorporate PBD in his treatment 
regimen. The administration of OMT is continued mostly on 
the basis of lipid studies, which suggest that it can minimally 
regress atherosclerotic plaque [18-20,22]. He used anti-
platelet medications to decrease his risk of acute coronary 
syndrome (ACS) [21,22]. In the discussion, we will explore 
the current predicament of managing asymptomatic high-risk 
CAD patients, the limitations of relying solely on OMT to 
prevent atherosclerosis development, and the importance of 
adopting a healthy lifestyle, specifically following a correct 
diet to reduce inflammation and regress or stabilize VP. 
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showed a regression of approximately 30%. The fibrotic 
plaque, amounting to 57.8 mm3, showed a regression of 40%, 
while the lipid core, amounting to 7.3 mm3, experienced a 
decrease of 50%. These results can be seen in Figure 1.

took supplements (vitamin B12, vitamin D, and K2) as he 
went along with his lifestyle program (adopting a PBD, 
avoiding unhealthy foods, and continuing regular exercise, at 
least 150 minutes of moderate-intensity exercise per week). 
At the PBDs site, patients carefully evaluate the selection 
of foods, considering their quality, quantity, and processing 
methods. For instance, raw vegetables are preferred over 
cooked ones to preserve nitrate content. For breakfast, 
the patient would have a one-liter blender containing 400 
grams of raw vegetables such as spinach, arugula, celery, 
parsley, or any vegetables rich in fiber, nitrates, carotenoids, 
and phytochemicals. This will be mixed with 400 grams of 
fresh fruits such as pomegranates, berries, grapes, or fruits 
full of antioxidants and phytonutrients. Two tablespoons of 
flaxseeds or chia seeds were added to the blender and mixed 
to fulfill the omega requirement. For lunch, he consumed 
500-750 ml of porridge made from legumes, including 50g 
of soybeans, 100g of green beans, and 50g of barley, mixed 
with two dates for flavor. For dinner, he had a colorful fruit 
salad consisting of apples, kiwis, oranges, mangos, and 
berries paired with 100-200 grams of whole grains mixed 
with 200-300 ml of soy or almond milk. The patient would 
also consume Indonesian spices like ginger, turmeric, clove, 
cinnamon, lemongrass, and fermented foods in his diet, 
which are rich in antioxidants and act as anti-inflammatories. 
Fruits and vegetables would be procured from supermarkets 
that offer good quality products. He drank coffee and green 
tea without any added sugar. Food restriction in terms of 
quantity is no longer required due to the satiating effect of 
PBD. Additionally, the patient consumed 250 micrograms of 
vitamin B12, 10,000 International Units of vitamin D, 360 
micrograms of vitamin K2, and one multivitamin tablet that 
conformed to the recommended daily intake for an adult 
male. It is worth noting that the patient's vitamin D levels 
were maintained within the range of 60-80 nanograms 
per milliliter. Three years after implementing a lifestyle 
intervention, his BMI decreased to 21 kg/m2. Additionally, 
his blood pressure and pulse remained unchanged from three 
years prior. His HbA1C level significantly decreased to 5.2%, 
while his LDL cholesterol levels decreased to 50 mg/dL. His 
Lp(a) level decreased by 40%, and HDL cholesterol increased 
by 30%. His hs-CRP levels became normalized (one of 
the indicators of systemic inflammation), and he regularly 
measured his nitric oxide (NO) levels using an NO strip 
under his tongue [23], in which satisfactory readings were 
obtained. Additionally, he ensured that his urine readings 
remained alkaline most of the time (alkaline urine is one 
of the markers of following a correct PBD) [24]. His CAC/ 
CTCA after three years of follow-up showed a calcium score 
of 42, which had regressed by 28% from 58, and his proximal 
LAD stenosis, which was previously measured 50%, had 
decreased to 30%, a regression of 40%. The measurements 
of the plaque calcification, which amounted to 17.3 mm3, 

 

Figure 1: CCTA results before and after lifestyle intervention to 
regress or reverse coronary artery stenosis or calcified plaque

Discussion
The case report highlights the challenges faced by 

individuals who, despite being asymptomatic and having 
negative DET, turn out to have VP on CAC and CTCA 
screening. Consequently, if the current international 
guidelines, which recommend managing such asymptomatic 
individuals based on a negative treadmill test, are followed, 
this patient may have unfavorable consequences (experiencing 
an acute coronary syndrome or sudden death) [25,26]. 
Individuals who have received negative results from DET 
screenings have frequently experienced cardiac incidents, 
including fatalities, causing unease within our community. To 
address this issue, our community has been implementing the 
use of CAC and CTCA as part of coronary risk assessments 
for asymptomatic patients in Indonesia for several years. It 
is important to note that the cost of conducting these tests 
is covered by private insurance. Not all aspects of health 
services provided in low-mid-income countries are considered 
inferior to those provided in high-income countries. Our 
case report is an example of such a discrepancy. CAC and 
CTCA are typically reserved only for patients displaying 
symptoms in the United States. However, recent publications 
and expert opinions have highlighted their use for high-risk 
CAD patients in wealthy countries [6-9]. As a result, the 
scope of current cardio-prevention guidelines for managing 
asymptomatic patients warrants further investigation. It is 
crucial to acknowledge the limitations present within these 
guidelines, such as the absence of tailored-personalized care, 
the slow incorporation of new knowledge, and the over-
cautious of therapeutic approaches taken. Additionally, the 
guidelines themselves are often extensive and complex, 
making them less interesting to numerous practitioners who 
must also navigate multiple sets of recommendations [27]. 
The individual, in this case, possesses an unusually large 
number of risk factors for a coronary event, including a 
family history of cardiovascular events occurring before the 
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age of 40 and a diagnosis of familial hyperlipidemia, with 
markedly elevated levels of LDL, low HDL and increased 
Lp(a) cholesterols. Many practitioners may fail to identify 
such high-risk patients and may not consider conducting 
CAC or CTCA in asymptomatic patients with negative DET 
results. Furthermore, it is well-established that over half of all 
coronary events occur in individuals who are asymptomatic 
and lack a prior history of CAD [1]. Thus, patients without chest 
pain but deemed high-risk may be barred from undergoing 
CAC and CCTA studies [28], which could potentially have 
negative consequences for their health. Another important 
consideration is that a substantial proportion of individuals 
with CAD may actually be experiencing cardiac symptoms, 
but they are often misclassified as asymptomatic or labeled 
as having atypical non-cardiac chest pain. It is essential to 
consider these factors when managing patients with CAD. 
Undoubtedly, it is essential to evaluate the use of CTCA for 
individuals engaged in occupations that pose a considerable 
threat to the well-being of others, such as pilots [29]. In these 
situations, the possibility of experiencing a cardiac event 
during work duties makes the implementation of CTCA an 
imperative consideration. Similarly, it would be prudent to 
consider the feasibility of this screening approach for medical 
practitioners who carry out procedures where the operator's 
sudden cardiac event during the procedure could jeopardize 
the life of their patients.

Although the patient was following the statin regimen 
recommended by his Australian mentors to address his 
elevated LDL level, in accordance with the literature and 
previous guidelines [10,30], he still developed a vulnerable 
plaque. Before receiving his VP diagnosis, the patient had 
already implemented a diet in accordance with the guidelines, 
restricting his consumption of animal products, sugary foods, 
oils, and processed foods. He believed that these measures 
would be sufficient to prevent him from developing CAD. 
However, these efforts failed miserably to prevent the 
development of the patient’s atherosclerosis. All of his 
previous CAC and CTCA results were normal, but at the age 
of 55, his guideline-directed lifestyle changes and prescribed 
OMT were unable to halt the development of atherosclerosis. 
Although numerous early studies revealed regression with 
high doses of statins [19,20], there have been no subsequent 
studies to prove the effectiveness of long-term statin usage 
in the primary prevention of atherosclerosis development. 
This was the basis for the patient's decision to continue 
taking statins in the hope of boosting his PBD intervention 
in regressing and stabilizing his vulnerable plaque. While 
following a predominantly omnivorous diet, the patient 
found it difficult to maintain his LDL levels. To achieve an 
LDL level of 70 g/dL, he required 40 mg of atorvastatin in 
combination with 10 mg of ezetimibe. The high dose of statin 
sometimes elevated his liver transaminases, especially if his 
weight is increased. So, the patient maintained his weight to 

avoid fatty liver disease to safeguard his liver from statin side 
effects. The patient initiated the administration of clopidogrel, 
as per the guidelines for managing CCS patients [22], with 
the intent of transitioning from a state of hyperaggregation 
to hypoaggregation. The patient did not alter his exercise 
regimen since he had done physical activity per established 
guidelines and adhered to these recommendations. Following 
adopting a PBD, the patient could reduce his LDL levels to 
below 55 g/dL and decrease his Lp(a) by 40%. Although 
no studies have demonstrated that reducing Lp(a) levels 
can reverse atherosclerosis, the potential impact of PBDs 
in lowering Lp(a) and inducing regression warrants further 
exploration. His low BMI (21 kg/m2) has prevented him 
from experiencing elevated transaminases. Furthermore, the 
patient reported improved overall health, including not falling 
ill with the flu and recuperating from COVID-19 within five 
days, which he attributed to the PBD he had adopted. The 
above-mentioned case highlights the importance of altering 
one's diet to promote regression, as the patient had already 
taken lipid-lowering medication, adhered to recommended 
LDL levels, followed regular exercise routines, and, most 
importantly, modified his omnivorous diet in accordance 
with guidelines, yet still experienced vulnerable plaque. 
Thus, satisfactorily fulfilling the guidelines is not guaranteed 
in mitigating atherosclerotic development. At medical 
schools, minimal training in nutrition is provided to students, 
which is inadequate for them to implement lifestyle changes 
effectively upon becoming medical practitioners [32-34]. 
Despite the numerous studies that have demonstrated the 
benefits of PBD in managing atherosclerosis [35-37], many 
practitioners remain opposed to such recommendations due 
to their lack of nutritional knowledge, and the guidelines do 
not explicitly state that proper nutrition can lead to regression 
of atherosclerotic plaque [38]. For our case study patient, 
a medical specialist who possessed extensive medical 
knowledge, it took approximately one year to comprehend 
suitable food choices, the importance of vitamin intake, 
and the metabolic parameters to be monitored, as well as to 
develop the motivation necessary to adopt such a complex 
regimen and relinquish their previously enjoyed, unhealthy 
diet.

The selection of PBDs varies greatly, as evidenced by 
the patient's informed choices regarding their food's quality, 
quantity, and processing. Moreover, the patient asserted that his 
diet adequately incorporated both macro and micronutrients, 
encompassing the intake of vital vitamins and minerals. The 
PBDs have been subject to numerous critiques concerning 
their insufficient provision of vital nutrients, a factor that 
each individual should consider before adopting this dietary 
regimen [39-41]. Furthermore, it is crucial to understand 
which vitamins may aid in plaque regression. Research has 
demonstrated the significant role of vitamin D and vitamin 
K2 in regressing atherosclerotic plaques [42-45]. The patient 
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routinely monitors his salivary NO levels and ensures his NO 
readings are satisfactory and his urine remains alkaline. These 
monitors are an indispensable component of precise PBD 
implementation. Based on the complexity of implementing 
such a diet, it has become evident that many physicians will 
likely fail to do so correctly when advising their patients to 
make dietary changes. Lifestyle modifications, particularly 
dietary adjustments, are strongly recommended as a first-
line therapy in managing CCS [22]. However, the practical 
application of these guidelines in daily life often falls short of 
expectations due to the aforementioned factors. In addition, 
many physicians' limited knowledge of dietary nutrition and 
reluctance to engage in extended discussions with patients 
regarding these changes also contribute to this situation. 
Compared to traditional medical practices, a dietary approach 
is perceived as impractical because it is often challenging, 
time-consuming, and potentially offers less immediate 
gratification than interventions, surgeries, or medication 
prescriptions. However, providing patients with a thorough 
education on the intricacies of a complex diet is essential for 
effectively managing chronic conditions. 

Most AMIs are linked to less than 50% stenosis, as 
demonstrated in a study [2]. This level of stenosis could 
indicate the presence of a VP, which is frequently overlooked 
during CTCA and may not receive the appropriate treatment. 
In recent years, CTCA has developed software to detect VP 
[46-48], as detailed in our case report. However, few hospitals 
in our country have an expert in interpreting VP obtained 
through CTCA. Thus, it is essential to have an experienced 
and knowledgeable radiologist in CTCA to recognize VP. A 
variety of advanced, invasive diagnostic tools are currently 
available for detecting VP, including IVUS in combination 
with OCT, or hybrid IVUS-OCT/OFDI, NIRS-IVUS 
(near-infrared spectroscopy), NIRF-IVUS (near-infrared 
fluorescence), IVPA-IVUS (molecular imaging intravascular 
photoacoustics), and TRFS-IVUS (time-resolved fluorescence 
spectroscopy) [49,50]. Although these advanced tools have 
demonstrated remarkable capabilities, they are not yet widely 
accessible, even in developed and affluent countries. This is 
largely due to their high cost, intrusive nature, and the fact 
that they are still in the research and development phase. 
Thus, our case has demonstrated that CAC and CTCA are 
non-invasive, effective, practical, cost-effective, safe, and 
reliable methods for diagnosing VP.

Experts have recently recommended using drug-eluting 
stent (DES) and drug-eluting balloon (DEB) technologies 
to manage VP. According to the primary report, these 
interventions are safe and effective in treating VP compared 
to only the OMT approach [51-54]. In our case study, the 
outcome experienced by the patient offers an opportunity 
for practitioners and their patients to consider an alternative 
approach to managing VP. We support the options chosen 

by the patient in our case report as they are practical and 
cost-effective while also adhering to the latest publications 
for managing CCS [22]. Instead of relying solely on 
intervention, the current guidelines recommend using 
OMT and lifestyle changes, which can significantly reduce 
healthcare costs. It is important to note that atherosclerosis 
is a systemic disease resulting from metabolic dysfunction 
and persistent inflammation rather than a localized process. 
Consequently, it should be classified as a metabolic chronic 
inflammatory condition. Patients who have experienced VP 
due to the atherosclerosis process have typically exhibited a 
state of metabolic disorder and systemic inflammation for a 
prolonged period. Therefore, it would not be prudent to rely 
solely on interventions such as stent implantation or DCB 
technology to manage this problem. Following extensive 
and intrusive intervention, failure to adequately control the 
patient's atherosclerosis on a systemic level may result in the 
recurrence of atherosclerotic plaques either at the original site 
or in new locations. The systemic process affecting the patient 
will persist. Therefore, it cannot be deemed appropriate to 
manage such individuals solely with OMT, as demonstrated 
by our patient's previous history, where OMT alone failed to 
prevent the development of his atherosclerosis. The systemic 
process can only be halted fully by changing our patient' 
lifestyles, most importantly, their unhealthy dietary habits. 
This explains why clinical trials that compared percutaneous 
coronary intervention (PCI) with OMT have produced 
disappointing results for PCI [55-57]. Interventional 
cardiologists frequently overlook the metabolic and systemic 
issues of their patients, which can result in a higher incidence 
of MACE after PCI. In addition, miscalculating VP can lead 
to incomplete revascularization, which can also contribute 
to MACE when comparing intervention with OMT in CCS 
patients [58]. Studies have demonstrated that complete 
revascularization is achieved in only approximately 50% 
of PCI cases [59-63], primarily due to inadequate VP 
management. Consuming diets high in sugar, devoid of fiber-
phytonutrients, highly processed, and containing saturated 
fats and trans fats, cholesterol, and chemicals (pesticides, 
hormonal use in animal farms) can lead to a range of negative 
health outcomes, including elevated LDL cholesterol, obesity, 
and insulin resistance. Furthermore, these unhealthy dietary 
habits can also promote chronic inflammation, significantly 
contributing to VP development [64,65]. Hence, relying 
solely on OMT to manage atherosclerosis may not be entirely 
satisfactory, as the inflammatory process contributing to 
atherosclerotic plaque progression will persist. In our case 
study, the level of hs-CRP, which serves as an indicator of 
inflammation, was normalized only after the patient adhered 
to PBD.  Eating healthy PBD with adequate supplementation 
will enhance our body's ability to fight against inflammation. 
Healthy foods such as vegetables, fruits, and legumes contain 
carotenoids, isoflavones, phytoestrogens, and phytosterols, 
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which have been shown to prevent atherosclerosis. These 
polyphenols and phytochemicals' role in molecular signaling 
are anti-inflammatory, antiplatelet aggregation, inhibitor to 
VSMCs proliferation and migration, and safeguard for lipid 
oxidation [66,67]. Oxidized LDL (ox-LDL), in addition to 
its infamous role in causing atherosclerosis, also plays a 
significant part in developing VP [11], in which PBD has its 
role.  The processes through which PBD aids in the regression 
of atherosclerotic plaque include enhancing NO availability, 
modifying the microbiota, repairing endothelial dysfunction, 
reducing inflammation, protecting against oxidative stress, 
fortifying mitochondria, and extending telomeres [58]. It 
is crucial for individuals who utilize PBD for regressing 
coronary plaque purpose, to pay close attention to their 
food choices and consume items that possess properties that 
suppress inflammation, combat oxidative stress, increase 
NO availability, support healthy microbiota, strengthen 
mitochondria, heal telomeres, and exhibit anti-thrombotic 
properties [68-74] as can be seen in Figure 2.

It has been three decades since Ornish et al. presented 
their famous atherosclerosis regression study [35]. 
Shortly thereafter, Esselstyn et al. revealed a picture that 
demonstrated a significant regression of coronary artery 
stenosis (Figure 3) [36]. However, no large studies have ever 
been conducted, particularly by interventional cardiologists, 
to clarify the role of a PBD in reversing atherosclerosis. 
Reading about the advantages of PBD in publications is not 

the same as personally experiencing the benefits of PBD 
treatment. Our case studies demonstrate the dramatic way 
in which the patient's life has changed, enabling him to lead 
the lifestyle movement in his career path in Indonesia, where 
lifestyle medicine was previously unpracticed. As with the 
former president of the ACC, Kim A. Williams, who used 
PBD to treat his hypertension successfully and subsequently 
promoted the practice, personal experience can serve as a 
powerful catalyst for change. The patient, an interventional 
cardiologist, initially expressed skepticism towards lifestyle 
modifications, as did his peers. However, after personally 
testing the PBD method, he became a fervent proponent of its 
use in interventional cardiology. He now leads initiatives to 
inform and promote PBD to both his patients and professional 
circle.

Conclusion
The case study underscored the importance of primary 

prevention in reducing the incidence of atherosclerosis. 
Implementing healthy lifestyle choices, particularly adopting 
the healthiest diet, at an early age is particularly important 
for individuals who are at a high risk of developing CHD. By 
halting the progression of atherosclerosis plaque earlier, future 
occlusion and complications can be prevented. It is important 
to note that high-risk asymptomatic patients can benefit 
from receiving CAC and CTCA evaluations to assess their 
risk for future coronary events and to identify the presence 
of VP. The evaluations are non-invasive and boast several 
benefits, including effectiveness, practicality, reliability, 
affordability, and high patient tolerability. Furthermore, 
they are widely accessible in many countries. Invasive 
treatments may not always be necessary for managing VP 

 
Figure 2: Potential mechanisms of how PBD regress the 
atherosclerotic plaque

Figure 3: Reversal of coronary artery disease Coronary 
angiographically reveals A a stenosis 80-90% in the mid-LAD, 
B after 32 months of a PBD intervention, the stenosis became 
normal (0%).
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in asymptomatic patients; lifestyle changes, particularly 
the implementation of PBD, in our case, have been shown 
to offer regression and stabilization of these plaques in 
conjunction with OMT. However, OMT alone has been 
deemed insufficient in managing chronic inflammation, and 
CAD is widely recognized as a chronic inflammatory disease. 
Proper patient education regarding dietary changes requires 
deep comprehension of PBDs, specialized communication 
skills & techniques, and a willingness to educate and follow 
up with patients despite limited rewards. Physicians who 
have personally experienced the profound benefits of PBD 
interventions in treating dangerous diseases, such as VP, can 
serve as influential role models for the future adoption of 
lifestyle medicine, which, in this case, entails the application 
of PBDs. It is unclear whether knowledge exists regarding 
the use of PBD in mitigating chronic inflammatory diseases 
for the last three decades or its presence in human history 
since the beginning. As the Bible states, "The thing that hath 
been, it is that which shall be; and that which is done is that 
which shall be done; and there is no new thing under the sun" 
(Ecclesiastes 1:9). This appears to be a fitting description of 
the concept of PBD.
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