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Abstract
Despite overwhelming scientific evidence demonstrating the ability of 
a Plant-Based Diet (PBD) to prevent and even reverse coronary artery 
disease (CAD), the field of interventional cardiology remains stubbornly 
fixated on invasive procedures and pharmacological treatments. This 
resistance persists primarily due to entrenched financial incentives, 
professional prestige, and a medical culture favouring procedural 
complexity over preventive simplicity. This provocative article critically 
examines the systemic barriers preventing widespread adoption of PBD 
within interventional cardiology, arguing that the real "enemy" is not 
CAD itself, but rather a healthcare model fundamentally misaligned with 
patient-centric, preventive medicine.

By integrating Artificial Intelligence (AI) with rigorous nutritional 
science, Bethsaida Hospital, under the pioneering leadership of Prof. 
Dasaad Mulijono, presents a groundbreaking blueprint for the future of 
cardiovascular care. At Bethsaida, the combined use of Drug-Coated 
Balloon (DCB) therapy and personalized PBD has yielded clinical 
outcomes previously deemed unattainable—remarkably low restenosis 
rates, substantial regression of coronary plaques, medication reduction, and 
reversal of chronic diseases. Prof. Mulijono’s innovative strategy effectively 
challenges the prevailing interventional paradigm, demonstrating that it is 
both clinically feasible and ethically imperative to shift towards a diet-
centred, AI-enhanced model of cardiovascular medicine.

As AI-driven analytics continue to elucidate the undeniable efficacy 
of plant-based nutrition, traditional interventional cardiology faces an 
existential threat: adapt and evolve or risk obsolescence. The profound 
successes achieved at Bethsaida Hospital underscore the power of diet as 
medicine and highlight a pressing ethical and economic imperative for 
systemic transformation. The future of cardiology demands a revaluation 
of professional priorities, placing compassionate, preventive care above 
procedural profit. Thus, the PBD revolution emerges not as an enemy but 
as a catalyst to reclaim the heart of medicine.
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The Clash Between Science and Industry
Forty years have passed since Dr. Dean Ornish and Dr. Caldwell Esselstyn 

demonstrated that a PBD can reverse CAD [1,2]. Their research demonstrated 
regression of atherosclerosis, improved endothelial function, and a reduction 
in cardiovascular events. Yet, due to a lack of financial incentive, the 
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interventional cardiology community largely ignores or 
marginalizes this evidence. Pharmaceutical and medical 
device companies fund billions of dollars in drug trials and 
stent research, rather than nutrition-based prevention or 
reversal studies. As a result, the field remains tied to a system 
that rewards procedures over prevention.

Groundbreaking research on PBD is often ignored. A 
prime example is the Mount Abu Open-Heart Trial, conducted 
by Gupta, et al. in 2011, titled "Regression of Coronary 
Atherosclerosis Through a Healthy Lifestyle in Patients 
with CAD" [3]. The study demonstrated significant CAD 
regression through PBD, stress management, and physical 
activity. Despite its remarkable findings, it went largely 
unnoticed by the cardiology community, discouraging young 
cardiologists from pursuing lifestyle medicine.

Another pivotal study, the ISCHEMIA trial, further 
underscores the importance of optimal patient management 
over routine invasive therapy [4]. This large-scale clinical 
trial failed to show that routine invasive treatment (e.g., 
stents and bypass surgery) was associated with a reduction 
in major adverse cardiac events compared to optimal medical 
therapy among patients with chronic coronary syndrome. The 
findings suggest that lifestyle intervention and comprehensive 
medical management should be prioritized, reinforcing the 
argument that interventional procedures should not be the 
default treatment for stable CAD. However, despite the 
trial's implications, many interventional cardiologists resist 
shifting their focus toward non-invasive approaches. Thus, 
the ISCHAEMIA trial may become the worst nightmare for 
many interventional cardiologists. 

Furthermore, research by Narula, et al. has highlighted 
the danger of underdiagnosing vulnerable plaques (VPs), 
demonstrating that these lesions carry a greater risk than 
ischemia-driven lesions identified by fractional flow reserve 
(FFR) [5-7]. At our centre, we postulate that a PBD may 
stabilize and even regress VPs, potentially explaining why 
our restenosis and cardiac event rates are among the lowest in 
the world. Despite such evidence, many cardiologists focus 
on intervention rather than prevention.

The Prestige Factor: Surgeons vs. Lifestyle 
Advocates

Dr. Kim A. Williams, past president of the American 
College of Cardiology, famously stated, "There are two kinds 
of cardiologists: those who are vegetarian and those who do 
not read the data." This highlights the disconnect between 
evidence-based nutrition and mainstream cardiology [8].

In medicine, prestige is often linked to complexity. A 
doctor who implants a stent is a hero. A surgeon performing 
bypass surgery is revered. Meanwhile, a physician advising 
patients to eat more greens? Often dismissed as a “lifestyle 
doctor,” a role that—ironically—can be filled by a non-
physician health coach.

This fuels an unspoken hierarchy, where 
interventionalists dominate while those advocating PBD 
are marginalized. Financial gain and professional prestige 
often lead interventional cardiologists to remain reluctant to 
acknowledge the power of food in combating heart disease.

Who Are They Really Serving?
Most doctors enter medicine to heal. Yet, many 

become ensnared in a system prioritizing financial gain 
and professional recognition over patient well-being. 
Interventional cardiologists thrive in environments where 
more procedures lead to more tremendous success. The idea 
that diet could reverse heart disease challenges their expertise 
and career investment.

If CAD could be prevented and reversed without the 
need for stents or bypass surgery, what would happen to the 
careers of interventional cardiologists? Would hospitals still 
invest millions in catheterization labs? Would pharmaceutical 
companies continue their sponsorships? The answer is 
obvious, explaining why many resist the undeniable evidence 
supporting a PBD.

Figure 1: Experience at Our Cardiology Centre, 
Bethsaida Hospital, Indonesia.

At Bethsaida Hospital, the PBD program was initiated by 
Prof. Dasaad Mulijono, an interventional cardiologist, based 
on several key motivations:

1.	 Personal Experience: Prof. Mulijono experienced a 
regression in his coronary stenosis from 50% to 20% after 
four years on a PBD.

2.	 Patient Outcomes: He has observed numerous patients 
achieve reversal of chronic diseases.

3.	 Balanced Practice: He has successfully integrated 
advanced interventional cardiology procedures with PBD, 
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demonstrating that this approach does not significantly 
compromise professional income or reputation.

4.	 Ethical Commitment: Grounded in the Hippocratic Oath 
and Christian values, he is committed to treating patients 
with the same care and compassion he would extend to 
himself, prioritizing effective, patient-centred care [9,10].

In recent years, we have incorporated AI to support patient 
education, deliver evidence-based nutritional counselling, 
and design personalized meal plans tailored for individuals 
with cardiovascular conditions. This approach has improved 
adherence to PBDs and resulted in significant health benefits.

Prof. Mulijono’s latest advancement is the integration 
of a PBD with drug-coated balloon (DCB) therapy in the 
management of CAD. This unique combination has yielded 
a low restenosis rate and demonstrated superior long-term 
vessel patency. The synergy between optimized lesion 
preparation, DCB technology, and dietary intervention 
represents a novel and effective strategy for treating CAD 
without the need for permanent implants.

At our cardiology centre, we have observed remarkable 
clinical outcomes:

•	 Hypertensive patients discontinuing medications 
following blood pressure normalization.

•	 Overweight patients achieving a healthy body mass index 
(BMI) of 21–22.

•	 Hyperlipidemic patients reducing LDL-C levels to below 
30 mg/dL through a combination of PBD, high-intensity 
statins, and ezetimibe, without the need for PCSK9 
inhibitors [11-26], which are expensive and not covered 
by most private insurance.

•	 Patients with renal impairment returning to normal serum 
creatinine levels.

•	 Diabetic patients achieving HbA1c levels below 6%, with 
many able to discontinue insulin therapy.

•	 The lowest restenosis rate in our experience—
approximately 2%, accompanied by documented 
atherosclerotic stabilization and coronary plaque 
regression.

Despite these promising outcomes, many of our peers, 
while acknowledging the results, remain hesitant to integrate 
lifestyle medicine into their practice.

We are committed to contributing to the scientific literature 
to address this gap, hoping that future clinicians will embrace 
and propagate this paradigm shift. By integrating lifestyle 
medicine into mainstream cardiology, we aspire to enhance 
patient outcomes and effectively combat the growing burden 
of chronic disease.

The Future: Can AI Fill the Gap?
As AI-driven analytics continue to elucidate the 

undeniable efficacy of plant-based nutrition, traditional 
interventional cardiology faces an existential threat: adapt 
and evolve or risk obsolescence. AI can analyse extensive 
medical datasets rapidly, identify intricate nutritional and 
physiological patterns, and objectively validate lifestyle 
interventions through unbiased, data-driven research. AI can 
further personalize dietary interventions and enhance patient 
compliance through predictive analytics by identifying 
individualized motivational triggers, barriers, and optimal 
nutritional strategies. Additionally, AI-driven platforms 
can democratize access to expert nutritional guidance, 
empowering patients and clinicians with real-time insights 
into dietary impacts on cardiovascular health, thus bridging 
the gap between preventive and interventional cardiology 
[27-29]. The profound successes achieved at Bethsaida 
Hospital underscore the power of diet as medicine and 
highlight a pressing ethical and economic imperative for 
systemic transformation. The future of cardiology demands a 
revaluation of professional priorities, placing compassionate, 
preventive care above procedural profit. Thus, the PBD 
revolution emerges not as an enemy but as a catalyst to 
reclaim the heart of medicine.

Conclusion
The resistance of interventional cardiologists to embrace 

a plant-based dietary approach reflects a deeper tension 
between evidence-based prevention and a healthcare 
model incentivized by procedures. Despite decades of data 
demonstrating the effectiveness of PBD in reversing CAD, 
the profession remains dominated by high-cost interventions. 
However, our experience at Bethsaida Hospital shows that it 
is possible to harmoniously integrate advanced interventional 
techniques with PBD and AI, without sacrificing clinical 
success or professional standing. Our outcomes, including 
dramatic reductions in restenosis, medication use, and disease 
burden, underscore the power of food as medicine. As AI 
continues to expose the inefficiencies of current paradigms 
and patients demand safer, sustainable solutions, the question 
is no longer whether lifestyle medicine works—it does—
but whether the medical establishment is willing to adapt. 
The path forward is clear: a future where procedures are no 
longer the first line of defence, but the last resort, and where 
nutrition and compassion reclaim their rightful place in the 
heart of medicine.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Data are contained within the 
article.



Prof. Mulijono D., Cardiol Cardiovasc Med 2025
DOI:10.26502/fccm.92920439

Citation:	Dasaad Mulijono. Interventional Cardiologists’ Worst Enemy: The Plant-Based Diet Revolution. Cardiology and Cardiovascular Medicine. 
9 (2025): 187-191.

Volume 9 • Issue 3 190 

References
1.	 Ornish D, Scherwitz LW, Billings JH, Brown SE, Gould 

KL, et al. Intensive lifestyle changes for reversal of 
coronary heart disease. JAMA. 280 (1998): 2001-2007

2.	 Esselstyn CB Jr, Gendy G, Doyle J, Golubic M, Roizen 
MF. A way to reverse CAD? J Fam Pract 2014 63 (2014): 
356-364b. 

3.	 Gupta SK, Sawhney RC, Rai L, Chavan VD, Dani S, et al. 
Regression of coronary atherosclerosis through healthy 
lifestyle in coronary artery disease patients--Mount Abu 
Open Heart Trial. Indian Heart J 63 (2011): 461-469. 

4.	 Maron DJ, Hochman JS, Reynolds HR, Bangalore S, 
O'Brien SM, et al.  ISCHEMIA Research Group. Initial 
Invasive or Conservative Strategy for Stable Coronary 
Disease. N Engl J Med 382 (2020): 1395-1407. 

5.	 Ahmadi A, Leipsic J, Blankstein R, Taylor C, Hecht H, 
et al. Do plaques rapidly progress prior to myocardial 
infarction? The interplay between plaque vulnerability 
and progression. Circ Res 117 (2015): 99-104. 

6.	 Yang S, Koo BK, Hoshino M, Lee JM, Narula J, et al. 
CT Angiographic and Plaque Predictors of Functionally 
Significant Coronary Disease and Outcome Using 
Machine Learning. JACC Cardiovasc Imaging 14 (2021): 
629-641. 

7.	 Ahmadi A, Argulian E, Leipsic J, Newby DE, Narula J. 
From Subclinical Atherosclerosis to Plaque Progression 
and Acute Coronary Events: JACC State-of-the-Art 
Review. J Am Coll Cardiol 74(2019): 1608-1617. 

8.	 Williams KA. Introduction to the "A plant-based diet and 
cardiovascular disease" special issue. J Geriatr Cardiol 14 
(2017): 316. 

9.	 Indla V, Radhika MS. Hippocratic oath: Losing relevance 
in today's world? Indian J Psychiatry 61 (2009): 
S773-S775. 

10.	Jones J, Nguyen N, Cooke M. The Imitation of Christ as a 
Model for Physician Wellness. Linacre Q 2025. 

11.	Rivera FB, Cha SW, Varona MC, Fernandez Co EM, 
Magalong JV, et al. Atherosclerotic coronary plaque 
regression from lipid-lowering therapies: A meta-analysis 
and meta-regression. Am J Prev Cardiol 18 (2024): 
100645. 

12.	Dawson LP, Lum M, Nerleker N, Nicholls SJ, Layland 
J. Coronary Atherosclerotic Plaque Regression: JACC 
State-of-the-Art Review. J Am Coll Cardiol 79 (2022): 
66-82. 

13.	Braunwald E. Cholesterol: the race to the bottom. Eur 
Heart J 42 (2021): 4612-4613. 

14.	Eugene Braunwald, How to live to 100 before developing 

clinical coronary artery disease: a suggestion, European 
Heart Journal 43 (2022): 249-250. 

15.	Rodriguez F, Khera A. How Low Can You Go? New 
Evidence Supports No Lower Bound to Low-Density 
Lipoprotein Cholesterol Level in Secondary Prevention. 
Circulation 147 (2023): 1204-1207. 

16.	Karagiannis AD, Mehta A, Dhindsa DS, Virani SS, 
Orringer CE, et al. How low is safe? The frontier of very 
low (<30 mg/dL) LDL cholesterol. Eur Heart J 42 (2021): 
2154-2169. 

17.	Bandyopadhyay D, Qureshi A, Ghosh S, Ashish K, Heise 
LR, et al. Safety and Efficacy of Extremely Low LDL-
Cholesterol Levels and Its Prospects in Hyperlipidemia 
Management. J Lipids 2018: 8598054. 

18.	Patti G, Spinoni EG, Grisafi L, Mehran R, Mennuni M. 
Safety and efficacy of very low LDL-cholesterol intensive 
lowering: a meta-analysis and meta-regression of 
randomized trials. Eur Heart J Cardiovasc Pharmacother 
9(2023): 138-147.

19.	Makover ME, Shapiro MD, Toth PP. There is urgent need 
to treat atherosclerotic cardiovascular disease risk earlier, 
more intensively, and with greater precision: A review 
of current practice and recommendations for improved 
effectiveness. Am J Prev Cardiol 12 (2022): 100371. 

20.	Marston NA, Giugliano RP, Park JG, Ruzza A, Sever PS, 
et al. Cardiovascular Benefit of Lowering Low-Density 
Lipoprotein Cholesterol Below 40 mg/dL. Circulation 
144 (2021): 1732-1734.

21.	Papafaklis MI, Koros R, Tsigkas G, Karanasos A, Moulias 
A, et al. Reversal of Atherosclerotic Plaque Growth and 
Vulnerability: Effects of Lipid-Modifying and Anti-
Inflammatory Therapeutic Agents. Biomedicines 12 
(2023): 2435. 

22.	Kayani T, Ahmad B, Chang RS, Qian F, Sahinoz M, 
Beyond Statins: Novel Lipid-Lowering Agents for 
Reducing Risk of Atherosclerotic Cardiovascular Disease. 
Pharmacoepidemiology 3 (2024): 117-168. 

23.	Bryniarski KL, den Dekker W, Legutko J, Gasior P, Tahon 
J, et al. Role of Lipid-Lowering and Anti-Inflammatory 
Therapies on Plaque Stabilization. J Clin Med  13 (2024): 
3096.

24.	Sucato V, Ortello A, Comparato F, Novo G, Galassi 
AR. Cholesterol-Lowering Strategies for Cardiovascular 
Disease Prevention: The Importance of Intensive 
Treatment and the Simplification of Medical Therapy. J 
Clin Med 13 (2024): 1882.

25.	Agnello F, Ingala S, Laterra G, Scalia L, Barbanti M. 
Novel and Emerging LDL-C Lowering Strategies: A New 
Era of Dyslipidemia Management. J Clin Med 13 (2024): 
1251. 



Prof. Mulijono D., Cardiol Cardiovasc Med 2025
DOI:10.26502/fccm.92920439

Citation:	Dasaad Mulijono. Interventional Cardiologists’ Worst Enemy: The Plant-Based Diet Revolution. Cardiology and Cardiovascular Medicine. 
9 (2025): 187-191.

Volume 9 • Issue 3 191 

This article is an open access article distributed under the terms and conditions of the  
Creative Commons Attribution (CC-BY) license 4.0

26.	Sarraju A, Nissen SE. Atherosclerotic plaque stabilization 
and regression: a review of clinical evidence. Nat Rev 
Cardiol 21 (2024): 487-497.

27.	Sandri E, Cerdá Olmedo G, Piredda M, Werner LU, 
Dentamaro V. Explanatory AI Predicts the Diet Adopted 
Based on Nutritional and Lifestyle Habits in the Spanish 

Population. Eur J Investig Health Psychol Educ 15 (2025): 
11.

28.	Starke AD, Dierkes J, Lied GA, Kasangu GAB, Trattner 
C. Supporting healthier food choices through AI-tailored 
advice: A research agenda. PEC Innov 6 (2025): 100372.

29.	Sak J, Suchodolska M. Artificial Intelligence in Nutrients 
Science Research: A Review. Nutrients 13 (2021): 322.


	Title
	Abstract
	Keywords
	The Clash Between Science and Industry 
	The Prestige Factor: Surgeons vs. Lifestyle Advocates 
	Who Are They Really Serving? 
	Figure 1
	The Future: Can AI Fill the Gap? 
	Conclusion
	Funding
	Institutional Review Board Statement
	Informed Consent Statement
	Data Availability Statement
	References

