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background

 

Selective cyclooxygenase-2 (COX-2) inhibitors have come under scrutiny because of re-
ports suggesting an increased cardiovascular risk associated with their use. Experimen-
tal research suggesting that these drugs may contribute to a prothrombotic state pro-
vides support for this concern.

 

methods

 

We reviewed all potentially serious cardiovascular events among 2035 patients with a
history of colorectal neoplasia who were enrolled in a trial comparing two doses of
celecoxib (200 mg or 400 mg twice daily) with placebo for the prevention of colorectal
adenomas. All deaths were categorized as cardiovascular or noncardiovascular, and
nonfatal cardiovascular events were categorized in a blinded fashion according to a
prespecified scheme.

 

results

 

For all patients except those who died, 2.8 to 3.1 years of follow-up data were available.
A composite cardiovascular end point of death from cardiovascular causes, myocardial
infarction, stroke, or heart failure was reached in 7 of 679 patients in the placebo group
(1.0 percent), as compared with 16 of 685 patients receiving 200 mg of celecoxib twice
daily (2.3 percent; hazard ratio, 2.3; 95 percent confidence interval, 0.9 to 5.5) and with
23 of 671 patients receiving 400 mg of celecoxib twice daily (3.4 percent; hazard ratio,
3.4; 95 percent confidence interval, 1.4 to 7.8). Similar trends were observed for other
composite end points. On the basis of these observations, the data and safety monitor-
ing board recommended early discontinuation of the study drug. 

 

conclusions

 

Celecoxib use was associated with a dose-related increase in the composite end point
of death from cardiovascular causes, myocardial infarction, stroke, or heart failure. In
light of recent reports of cardiovascular harm associated with treatment with other
agents in this class, these data provide further evidence that the use of COX-2 inhibitors
may increase the risk of serious cardiovascular events.

abstract
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he promise of a lower incidence

 

of gastrointestinal side effects with the use
of selective cyclooxygenase-2 (COX-2) in-

hibitors than with the use of nonselective nonste-
roidal antiinflammatory drugs (NSAIDs) or aspirin
has led to a marked increase in prescriptions for
COX-2 inhibitors, despite the fact that they offer
similar degrees of pain relief.

 

1-3

 

 In addition, the
identification of COX-2 as a promoter of intestinal
tumorigenesis suggested that inhibiting this en-
zyme could prevent the formation of premalignant
colorectal adenomas.

 

4-8

 

 Recently, however, this
class of drugs has come under scrutiny because of
clinical reports that they were associated with an
increased risk of serious cardiovascular harm.

 

9-11

 

The mechanism of this effect is suggested in part
by evidence that selective inhibition of COX-2 can
block the production of prostacyclin without af-
fecting the synthesis of thromboxane A

 

2

 

,

 

10

 

 thereby
potentially creating a prothrombotic state.

The observation of an increased incidence of
death from cardiovascular causes, myocardial in-
farction, or stroke among patients receiving rofe-
coxib in the Adenomatous Polyp Prevention on
Vioxx (APPROVe) trial and the associated voluntary
withdrawal of this drug from the market prompted
the data and safety monitoring board and steering
committee of a similar ongoing trial of celecoxib to
request a focused reassessment of data on cardio-
vascular safety by an independent committee, with
the results presented at their scheduled meeting on
December 10, 2004. The study was a prospective,
randomized, double-blind, multicenter trial assess-
ing the efficacy of celecoxib for the prevention of
adenomatous polyps in patients who had under-
gone endoscopic polypectomy. Because neither
prior clinical trials nor observational studies had
reported a clearly increased risk of cardiovascular
events with celecoxib use,

 

2,5,12-16

 

 this longer-term,
placebo-controlled trial provided an important op-
portunity to evaluate the potential association. This
report describes the findings of the independent
cardiovascular safety committee.

 

patients

 

The Adenoma Prevention with Celecoxib (APC)
study compared the efficacy and safety of 200 mg of
celecoxib twice daily, 400 mg of celecoxib twice
daily, and placebo in reducing the occurrence of ad-

enomatous polyps in the colon and rectum one year
and three years after endoscopic polypectomy. The
trial was led by the Strang Cancer Prevention Cen-
ter (New York) and cosponsored by the National
Cancer Institute and Pfizer. Ninety-one sites par-
ticipated (72 in the United States, 1 in the United
Kingdom, 8 in Australia, and 10 in Canada). Partici-
pants ranged from 32 to 88 years of age and were
considered to have a clinically significant risk of
colorectal adenoma on the basis of a history of ei-
ther multiple adenomas or a single adenoma that
was at least 0.5 cm in diameter. All known adeno-
mas were removed colonoscopically before drug
treatment began.

A detailed medical history, including baseline as-
sessment of cardiovascular disease status and risk
factors for cardiovascular disease, was obtained for
each patient. The protocol was reviewed and ap-
proved by the appropriate institutional review
boards, and all patients provided written informed
consent before enrollment. Patients were randomly
assigned to treatment with the use of a computer-
generated randomization schedule. At the time of
data review, 2035 patients had undergone random-
ization in a double-blind manner at a 1:1:1 ratio,
after stratification according to the use or nonuse of
aspirin for cardiovascular prophylaxis and the en-
rolling center. Enrollment began in November 1999
and concluded in March 2002. Compliance was as-
sessed by means of both pill counts and standard
monitoring of medical records every 6 to 12 weeks.

 

review of cardiovascular safety

 

The cardiovascular safety committee developed end-
point definitions as guidelines for adjudication. The
committee classified and adjudicated the end points
by defining a hierarchy of composite end points
(based on clinical importance and the prior findings
with rofecoxib). These guidelines were designed
specifically to assess cardiovascular safety (listed
in the Supplementary Appendix, available with the
full text of this article at www.nejm.org). An initial
review identified all deaths and potential nonfatal
cardiovascular adverse events. Two experienced in-
dependent assessors reviewed these events using
medical records and narratives supplied by site in-
vestigators. Myocardial infarction was defined on
the basis of either a clinical presentation character-
ized by typical symptoms, signs, or electrocardio-
graphic changes associated with an elevation in
the level of a cardiac marker or angiographic evi-

t

methods
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dence of coronary thrombosis. Stroke was defined
as a persistent focal neurologic event whose onset
was sudden and was not due to trauma or a tumor.
Other cardiovascular events were categorized ac-
cording to a preplanned schema. When this initial
documentation was insufficient for adjudication,
additional information was obtained from the in-
vestigative sites. 

The entire cardiovascular safety committee was
unaware of the patients’ treatment assignments
throughout the review process. For the purposes of
this analysis, we evaluated a hierarchy of compos-
ite end points, including death from cardiovascular
causes, myocardial infarction, stroke, heart failure,
unstable angina, and the need for a cardiovascular
procedure.

 

statistical analysis

 

Randomization codes were provided to Statistics
Collaborative (Washington, D.C.). All analyses were
performed according to the intention-to-treat prin-
ciple, with data on each patient analyzed according
to the original randomized treatment assignment.
Log-rank tests were used to compare the time to a
cardiovascular event in the three groups for each
composite end point of interest. Cox models, with
the treatment group as the only covariate, were
used to estimate hazard ratios for the two celecoxib
groups as compared with the placebo group. Al-
though the randomization was stratified according
to the baseline use or nonuse of aspirin and the cen-
ter, the Cox models did not include these stratifying
variables. Censoring was defined by assuming that
a patient was followed for 37 months, until death,
or until January 6, 2005 (the date defined for this
analysis as the common close-out date) — which-
ever came first. At the time of this review, we had
follow-up information for more than 97 percent of
the patient-years at risk. Incidence rates were cal-
culated for individual and composite cardiovascu-
lar events by dividing the number of patients with
events by the number of patient-years at risk.

Important subgroups based on baseline charac-
teristics were prespecified. To examine whether the
effect of celecoxib varied between subgroups, we
constructed Cox models with terms for treatment,
subgroup, and the interaction between subgroup
and treatment and evaluated the interaction terms
for statistical significance.

Recommendations to the study’s data and safety
monitoring board were made on the basis of data

available at the time of the original analysis. This
analysis contains data on three additional cardio-
vascular events that were not included in the origi-
nal report.

At the time of the analysis, 77 percent of the 2035
patients had completed the study, and all of the re-
maining surviving patients had completed at least
2.8 years of follow-up (range, 2.8 to 3.1). The base-
line characteristics were similar among the three
groups (Table 1). The incidence of the prespecified
composite cardiovascular end points, analyzed ac-
cording to the time to the first event, and the asso-
ciated hazard ratios are shown in Table 2. As com-
pared with the placebo group, the group given 200
mg of celecoxib twice daily had a hazard ratio for
death from cardiovascular causes, myocardial in-
farction, stroke, or heart failure of 2.3 (95 percent
confidence interval, 0.9 to 5.5), and the group re-
ceiving 400 mg of celecoxib twice daily had a hazard
ratio of 3.4 (95 percent confidence interval, 1.4 to
7.8). The results for the individual components of
the composite end point are shown in Table 3.

There were six deaths in the placebo group, six in
the group given 200 mg of celecoxib twice daily, and
nine in the group given 400 mg twice daily, and one,
three, and six of the deaths, respectively, were due
to cardiovascular causes. The Kaplan–Meier curves
for the combined end point of death from cardio-
vascular causes, myocardial infarction, stroke, or
heart failure in the three groups are shown in Fig-
ure 1. The annualized incidence of death from car-
diovascular causes, stroke, myocardial infarction, or
heart failure was 3.4 events per 1000 patient-years
in the placebo group, 7.8 events per 1000 patient-
years in the group given 200 mg of celecoxib twice
daily, and 11.4 events per 1000 patient-years in the
group given 400 mg twice daily.

In addition to the increased risk of the prespec-
ified composite end point of cardiovascular events,
the point estimate of the number of venous throm-
boembolic events was also increased (though not
significantly) among patients receiving celecoxib:
four in the group given 400 mg of celecoxib twice
daily and three in the group given 200 mg twice dai-
ly, as compared with one in the placebo group (haz-
ard ratio for the two celecoxib groups combined,
3.5; 95 percent confidence interval, 0.4 to 28.5).
There was no apparent increase in the risk of un-

results
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stable angina, arrhythmia, or the need for a cardio-
vascular procedure. The hazard ratios associated
with celecoxib use decreased when a broader class
of cardiovascular events, including unstable angi-
na and the need for a cardiovascular procedure,
was added to the composite end point. The hazard
ratio associated with celecoxib was not significant-
ly affected by any of the baseline characteristics ex-
amined, including aspirin use at baseline (Table 4).

On December 16, 2004, on the basis of these
findings, the advice of the cardiovascular safety
committee, and previous findings with drugs in the
same class, the data and safety monitoring board
concluded that continued exposure to celecoxib
placed patients at increased risk for serious cardio-
vascular events. On the basis of this recommenda-
tion, the steering committee stopped the use of
study medication among the patients remaining in
the trial. The trial remained blinded, and follow-up
for the end point of adenoma continued. Three
events that were documented after the study was
stopped are included in the present analysis; their
inclusion does not alter the overall conclusions of
the report issued on December 16, 2004.

In a large, randomized, placebo-controlled, double-
blind, multicenter trial, we found that twice-daily

treatment with 200 or 400 mg of celecoxib to pre-
vent colorectal adenomas led to a dose-related in-
crease in the risk of serious cardiovascular events,
including death from cardiovascular causes, myo-
cardial infarction, stroke, and heart failure. These
results were consistent among the individual com-
ponents of the composite end point. Because the
use of other selective COX-2 inhibitors, including
rofecoxib, valdecoxib, and parecoxib, has also been
associated with an increased rate of cardiovascular
events,

 

17,18

 

 our results heighten concern that this
class of drug may be associated with increased car-
diovascular risk. The cardiovascular safety commit-
tee also completed a preliminary review of cardio-
vascular safety in another study, the Prevention of
Spontaneous Adenomatous Polyps (PreSAP) trial,
which randomly assigned patients with a history of
colorectal adenomas to receive either 400 mg of cele-
coxib once a day or placebo. The preliminary analy-
sis did not show an increase in risk at this dose.

The reason for the apparent increase in cardio-
vascular risk associated with the use of COX-2 in-
hibitors is uncertain. One prominent hypothesis
involves the effects of COX-2 inhibitors on two key
prostanoids, prostacyclin and thromboxane A

 

2

 

,
which have a crucial role in vascular homeosta-
sis.

 

9,19,20

 

 These prostanoids are generated by the
action of the cyclooxygenase-1 (COX-1) and COX-2
isoenzymes on arachidonic acid.

 

21

 

 Thromboxane

discussion

 

* Plus–minus values are means ±SD. There were no significant differences among the groups.

 

† Data were missing for one patient in the placebo group.

 

Table 1. Baseline Characteristics of the Patients.*

Characteristic
Placebo
(N=679)

 Celecoxib, 200 mg
Twice Daily (N=685)

Celecoxib, 400 mg 
Twice Daily (N=671)

 

Age — yr 59.7±9.7 59.7±9.4 59.9±9.4

Male sex — no. (%) 473 (69.7) 460 (67.2) 454 (67.7)

History of cardiovascular events — no. (%) 321 (47.3) 335 (48.9) 307 (45.8)

Myocardial infarction  29 (4.3)  22 (3.2)  31 (4.6)

Cerebrovascular disease  14 (2.1)  20 (2.9)  13 (1.9)

Congestive heart failure  14 (2.1)  6 (0.9) 11 (1.6)

Angina  51 (7.5) 50 (7.3) 42 (6.3)

Hypertension 277 (40.8) 287 (41.9) 260 (38.7)

Diabetes — no. (%)†  61 (9.0) 66 (9.6) 64 (9.5)

Current smoker — no. (%) 122 (18.0) 119 (17.4) 96 (14.3)

Aspirin use — no. (%) 213 (31.4) 201 (29.3) 200 (29.8)

Use of lipid-lowering drug — no. (%) 184 (27.1) 188 (27.4) 191 (28.5)
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A

 

2

 

, which promotes platelet aggregation, vasocon-
striction, and smooth-muscle proliferation, is syn-
thesized primarily in platelets, which express only
COX-1. Conversely, prostacyclin, which has antiag-
gregative, antiproliferative, and vasodilatory actions,
is the main prostanoid product of endothelial cells,
synthesized as a result of the action of COX-2.

 

22

 

 
Whereas nonselective NSAIDs inhibit both

COX-1 and COX-2, selective COX-2 inhibitors act
primarily on COX-2.

 

9

 

 The selective COX-2 inhibi-
tors may therefore suppress vascular production
of prostacyclin without affecting the synthesis of
platelet-derived thromboxane A

 

2

 

. This imbalance
may promote thrombosis and increase the risk of
cardiovascular events.

 

10

 

 Nonaspirin, nonselective
NSAIDs may also not sufficiently reduce throm-
boxane A

 

2

 

 synthesis long enough to prevent plate-
let aggregation and atherosclerotic events.

 

10

 

 Other
potentially detrimental effects of COX-2 inhibi-
tors have been suggested, including elevated blood
pressure, though some reports have indicated that
these drugs may have beneficial effects on vascu-
lar health.

 

23

 

In contrast to our findings, most of the earlier
clinical trials of selective COX-2 inhibitors in pa-
tients with arthritis did not appear to show an in-
crease in cardiovascular risk.

 

2,5,14,24

 

 These trials,

however, were generally short-term studies designed
to assess the use of this class of drug for pain relief
and to evaluate associated adverse gastrointestinal
events. They included a relatively small proportion
of patients at high risk for cardiovascular events or
excluded such patients, despite the fact that many
patients who are taking these drugs or who are con-
sidered candidates for this therapy are at high car-
diovascular risk.

 

25

 

 Consequently, the studies lacked
adequate statistical power to confirm or refute a car-
diovascular hazard related to the use of COX-2 in-
hibitors.

 

11

 

 The use of active rather than placebo con-
trols in many of these studies also made the findings
difficult to interpret.

The results of the Vioxx Gastrointestinal Out-
comes

 

 

 

Research (VIGOR) trial

 

3

 

 and a subsequent
study, APPROVe,

 

26

 

 raised questions about the safety
of rofecoxib. The VIGOR trial, which compared a
nine-month course of 50 mg of rofecoxib per day
(a larger dose than that usually recommended for
the long-term treatment of arthritis) with naproxen
in patients with rheumatoid arthritis, reported a
higher risk of myocardial infarction among the pa-
tients receiving rofecoxib.

 

27

 

 Some have attributed
these findings to the potentially cardioprotective ef-
fects of naproxen,

 

28,29

 

 although this interpretation
has been a source of contention.

 

18,20

 

 

 

Table 3. Incidence of Individual Cardiovascular and Fatal Events.

End Point
Placebo 
(N=679)

Celecoxib, 200 mg 
Twice Daily (N=685)

Celecoxib, 400 mg 
Twice Daily (N=671)

Both Celecoxib 
Groups (N=1356)

 

number of patients (percent)

 

Death from any cause 6 (0.9) 6 (0.9) 9 (1.3) 15 (1.1)

Death from cardiovascular causes 1 (0.1) 3 (0.4) 6 (0.9) 9 (0.7)

Death from noncardiovascular causes 5 (0.7) 3 (0.4) 3 (0.4) 6 (0.4)

Nonfatal cardiovascular events

Myocardial infarction 3 (0.4) 9 (1.3) 9 (1.3) 18 (1.3)

Stroke 3 (0.4) 3 (0.4) 5 (0.7) 8 (0.6)

Heart failure 2 (0.3) 1 (0.1) 4 (0.6) 5 (0.4)

Thromboembolic event 1 (0.1) 3 (0.4) 4 (0.6) 7 (0.5)

Resuscitation after sudden 
cardiac arrest

0 0 1 (0.1) 1 (0.1)

Hospitalization for unstable 
angina

5 (0.7) 4 (0.6) 2 (0.3) 6 (0.4)

Arrhythmia 9 (1.3) 4 (0.6) 7 (1.0) 11 (0.8)

Cardiovascular procedure 7 (1.0) 9 (1.3) 6 (0.9) 15 (1.1)

Other 9 (1.3) 11 (1.6) 14 (2.1) 25 (1.8)
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More recently, the APPROVe trial, a randomized,
placebo-controlled trial designed to evaluate the ef-
ficacy of rofecoxib for preventing colorectal polyps
in patients with a history of colorectal adenomas,
was terminated early because of an increased risk of
cardiovascular events.

 

10,26

 

 These results prompted
voluntary withdrawal of rofecoxib from the market.
Topol has reported that another controlled trial also
showed an increased risk of cardiovascular events
with treatment with 12.5 mg of rofecoxib per day,
as compared with nabumetone or placebo.

 

30

 

The results of other studies have aroused con-
cern about the safety of selective COX-2 inhibitors.
In a placebo-controlled trial of pain relief after cor-
onary-artery bypass surgery, the use of the paren-
teral COX-2 inhibitor parecoxib followed by oral
treatment with its active metabolite valdecoxib, or
treatment with placebo followed by valdecoxib, was
associated with a significantly increased risk of car-
diovascular thromboembolic events.

 

31

 

 In this issue
of the 

 

Journal,

 

 Nussmeier et al. report a second trial
showing a significant increase in cardiovascular
events when parecoxib and valdecoxib were used in
the immediate postoperative period after coronary-
artery bypass surgery.

 

32

 

 The Therapeutic Arthritis
Research and Gastrointestinal Event Trial (TARGET)
also showed a nonsignificant increase in the risk of
cardiovascular events with lumiracoxib therapy,

 

10

 

 as
compared with naproxen or ibuprofen therapy, but
only among patients who were not taking aspirin.

In contrast, to our knowledge, neither phar-
macoepidemiologic studies nor randomized, con-
trolled trials have reported clear evidence of an
increased cardiovascular risk associated with cele-
coxib. The failure of pharmacoepidemiologic stud-
ies to show an increased risk may be due in part to
the lower doses and shorter duration of use in these
studies than in clinical trials and in part to the po-
tential for selection bias in nonrandomized studies.
Nevertheless, the Celecoxib in Long-term Arthritis
Safety Study (CLASS),

 

2

 

 which used the same dose
of celecoxib (400 mg twice daily) that was given to
one group in the APC study and compared celecoxib
with two nonselective NSAIDs, did not show an in-
creased rate of cardiovascular events.

 

2

 

 CLASS dif-
fered from the VIGOR study in several important
ways. A short-term study not designed for system-
atic and formal assessment of cardiovascular
events, CLASS enrolled relatively low-risk patients
and allowed the use of aspirin for cardiovascular
protection. In addition, FitzGerald has suggested
that CLASS did not completely refute evidence of

an increased cardiac risk associated with celecoxib
use in non–aspirin users, as compared with those
taking ibuprofen (but not diclofenac).

 

20

 

 Moreover,
the results of a randomized, controlled clinical trial
of celecoxib in patients with Alzheimer’s disease,
reported to the Food and Drug Administration,
demonstrated an increase in cardiovascular events
among patients receiving celecoxib.

 

33

 

Although we found that patients with an in-
creased cardiovascular risk at baseline appeared to
have a higher absolute rate of events than those with
no increase in cardiovascular risk at baseline, for-
mal statistical tests of interaction showed no dif-
ferential effect of celecoxib with respect to baseline
cardiovascular risk. One prespecified subgroup in-
cluded users of cardioprotective aspirin at base-
line. Although the overall absolute risk appeared to
be higher among such patients, analysis of the data
on aspirin users in this study shows that they had a
higher frequency of cardiovascular risk factors at
baseline than did nonusers.

The cardiovascular findings with regard to cele-
coxib use in the APC study are consistent with those
identified for rofecoxib use in the APPROVe trial. In
contrast, preliminary analyses from the PreSAP trial,
which involved a daily dose of 400 mg of celecoxib,
showed no apparent increase in cardiovascular risk.
The differences in the dosing regimens between
these two trials — twice daily in the APC study, as

 

Figure 1. Kaplan–Meier Estimates of the Risk of the Composite End Point of 
Death from Cardiovascular Causes, Myocardial Infarction, Stroke, or Heart 
Failure among Patients Who Received Celecoxib (200 mg Twice Daily or 
400 mg Twice Daily) or Placebo.

 

The log-rank statistic of 8.73, which has two degrees of freedom, was used 
to determine the P value.
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compared with once daily in the PreSAP study —
support the hypothesis that sustained inhibition of
prostacyclin may contribute to the increase in car-
diovascular risk. Other potential differences in the
trials, including geographic differences, differences
in the patient population, and differences in use of
concomitant medications, may have contributed to
the disparity in the preliminary findings.

The increased cardiovascular risk in the APC trial
was based on a small number of events in a trial that
was not designed or statistically powered to evalu-
ate cardiovascular risk. Although we believe we have
identified all adverse cardiovascular events, we can-
not rule out the possibility that some events re-
mained unreported. Our results must therefore be
interpreted with caution. 

Still, in the context of the results of the other tri-
als reviewed involving agents in the same class,
these data suggest that there may be a real increase
in cardiovascular risk associated with the use of cele-
coxib in particular and the class of selective COX-2
inhibitors in general. If correct, this interpretation

has substantial implications for public health,

 

11,34

 

patient education,

 

35

 

 and drug regulation.

 

36,37

 

 Given
the experience with COX-2 inhibitors, we support
the call for regulatory agencies to consider request-
ing a formal evaluation of long-term cardiovascu-
lar outcomes of any new drug with a mechanism of
action that could augment the risk of cardiac and
vascular events, especially if many patients who are
likely to use the new agent are prone to cardiovas-
cular disease.

 

25

 

 This category may include nonse-
lective NSAIDs (other than aspirin), as discussed
earlier. More broadly, this experience underscores
both the need for long-term, placebo-controlled tri-
als to assess safety as well as efficacy and the need
to improve methods for assessing potential adverse
cardiovascular outcomes in studies with noncar-
diovascular primary end points.

In summary, a blinded review of cardiovascular
events in a large, randomized, controlled study of
two doses of celecoxib for the prevention of colorec-
tal adenomas showed a dose-related risk of such
events, including death from cardiovascular causes,

 

* CI denotes confidence interval.

 

Table 4. Incidence of Death from Cardiovascular Causes, Myocardial Infarction, Stroke, or Heart Failure According to 
Baseline Characteristics.

Subgroup
No. of 

Patients Placebo
Both Celecoxib 

Groups
Hazard Ratio 

(95% CI)*
P Value for 
Interaction

 

no./total no. (%)

 

Age 0.61

<60 yr 1078 4/372 (1.1) 14/706 (2.0) 1.8 (0.6–5.6)

≥60 yr 957 3/307 (1.0) 25/650 (3.8) 4.0 (1.2–13.2)

Sex 0.55

Female 648 2/206 (1.0) 8/442 (1.8) 1.9 (0.4–8.7)

Male 1387 5/473 (1.1) 31/914 (3.4) 3.2 (1.3–8.3) 

Baseline cardiovascular risk factors 0.44

Yes 963 4/321 (1.2) 28/642 (4.4) 3.5 (1.2–10.1)

No 1072 3/358 (0.8) 11/714 (1.5) 1.8 (0.5–6.6)

Diabetes 0.86

Yes 191 1/61 (1.6) 5/130 (3.8) 2.3 (0.3–19.9)

No 1843 6/617 (1.0) 34/1226 (2.8) 2.9 (1.2–6.8)

Aspirin use 0.63

Yes 614 2/213 (0.9) 14/401 (3.5) 3.8 (0.9–16.6)

No 1421 5/466 (1.1) 25/955 (2.6) 2.4 (0.9–6.4)

Use of lipid-lowering drug 0.79

Yes 563 3/184 (1.6) 15/379 (4.0) 2.4 (0.7–8.4)

No 1472 4/495 (0.8) 24/977 (2.5) 3.1 (1.1–8.8)
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myocardial infarction, stroke, and heart failure. In
light of other recent reports of the adverse cardio-
vascular effects of other agents in this class, these
data provide further evidence that long-term use of
COX-2 inhibitors may increase the risk of serious
cardiovascular events. These risks will need to be
weighed against any potential benefits of celecox-

ib in preventing colorectal neoplasia and in reliev-
ing pain.

 

The APC was sponsored by the National Cancer Institute and co-
sponsored by Pfizer. This cardiovascular review was funded soley by
the National Cancer Institute.

Drs. McMurray, Pfeffer, and Zauber report having received con-
sulting fees from Pfizer. Drs. Solomon, McMurray, and Pfeffer re-
port having received lecture fees from Pfizer. Dr. Wittes reports hav-
ing received consulting fees from Merck within the past two years. 
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