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Abstract: Comprehensive rehabilitation is a concept
developed in order to limit the physiopathologic and
psychosocial consequences of the cardiac events and aims
at limiting the risk of infract and sudden death, at
improving the cardiac symptomathology, at delaying or
determining the reversion of the atherosclerotic process
and at reintegrating the cardiac patients within their
family and professional activity with a proper functional
status.
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Rezumat: reabilitarea comprehensiva este un concept
dezvoltat pentru a limita consecintele fiziopatologice si
psihosociale ale evenimentelor cardiace si are ca
obiective limitarea riscului de reinfarctizare si moarte
subita, de ameliorare a simptomatologiei cardiace, de
intarziere sau de determinare a reversiei procesului
aterosclerotic §i de a duce la reintegrarea pacientului cu
boala cardiovasculara in familie §i activitate profesionala
cu un status functional adecvat
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2. SMOKING

Smoking — as a risk factor — There is very clear
evidence of the side effects of smoking regarding health.
(1) In the old smokers, smoking is responsible for 50% of
the avoidable deaths and half of them are due to
cardiovascular disorders. Smoking has a noxious effect on
the cardiovascular system, irrespective of age. In
MONICA project, more than a half of the non-fatal
infractions in the patients of 35-39 years old could have
been attributed to smoking. These effects are proportioned
with the daily smoking quantity and with the length of
smoking. (2,3) If in the past, smoking was found mainly
in men, today, smoking custom can also be detected in
women. Moreover, recent data show that mortality due to
cardiovascular diseases is higher in the female smokers
than in the male smokers, (4,5) irrespective of the
adjustment of the other risk factors. These were explained
based on the different metabolization of nicotine and by
the differences in behaviour.

The impact of smoking in the progression of
atherosclerosis is the highest in the diabetic patients and
in the hypertensive ones. Passive smoking proved that it
might raise the cardiovascular risk and it was possible that

its effect on the cardiovascular system be even higher

than expected. It is well known that the cardiovascular

risk in the patients with diagnosticated coronary disease
decreases right after quitting smoking, so that 2-3 years
afterwards, the level is similar to that of the subjects who
have never smoked, but with similar coronary affection,
while the asymptomatic patients need more than 10 years
in order to reach the same level. (3) In a cohort study on
the patients with infraction who quitted smoking, it was
observed that this measure had the most important effect
on mortality.

Smoking assessment is made according to the

WHO algorithm, with those 5 As:

A: 1 ASK: Do you smoke?

- no — the message that smoking
cardiovascular risk is strengthened.

- -yes

A: 2 ADVICE: Explain and advice clearly and firmly

that:

- Smoking increases the risk of producing heart attack
or/and ischemic stroke;

- Quitting smoking is one of the most important things
for health and heart and people may quit smoking
right now;

A: 3 ASSES: “Can you quit smoking now?”

- yes: assist in the preparation plan:

A: 4 ASSIST:

e set up the date;

inform the family and the friends;

ask whether they support the idea;

throw away the cigarettes/tobacco;

throw away the objects that suggest smoking;

set up the next visit;

- no: get information about the danger on health and
give it to the patient

A:5 ARRANGE: On the next visit:

e congratulate your friend and strengthen the idea;

e if he/she relapsed, implement a stronger
surveillance and ask for the support of the family.
Quitting smoking will be encouraged in all
smokers, irrespective of age. The strategies for
quitting smoking involve behavioural,
pharmacological and community interventions.

increases the
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Myocardial infraction, coronary surgery and
angioplasty are sufficient events in order to impose
quitting smoking in 20-60% of the patients who have
experienced them. (6,7)

The hospitalization period of time after the myocardial

infraction or after a coronary surgery is usually sufficient

for the occurrence of withdrawal disorders regarding
nicotine: irritability, emotivity, concentration disorders,
nausea, headaches, so that these may be solved. Nicotine
withdrawal may be made by reducing the number of
smoked cigarettes, by replacing them with low nicotine
contents or by nicotine substitution therapy (patch). The
smokers who use the nicotine substitution methods
register a double probability of refraining from smoking
one year after, as against those who do not use this
therapy. (8,9) Behavioural therapy, with or without
substitution therapy, may increase the rate of long term
abstinence. This type of therapy may be made by the
physician, nurse or the by trained medical staff. (10) The
support of the family, friends or of the work colleagues
may play a crucial part in the attitude of refraining from

smoking. (11)

The pharmacologic therapy has today two substances that

proved their efficiency.

- BUPROPION - the need for smoking occurs in 27%
of those who receive bupropion versus 56% of those
who receive placebo, at the end of the seventh week.
Out of the cardiovascular contraindications, severe
hypertension is to be mentioned. The combination
with  nicotine  substitution therapy is not
recommended, due to the fact that it may increase the
arterial tension. The recommended dosage is of 150
mg initially and it may be increased up to 300 mg;
regarding the patients under insulin treatment, the
dose will not exceed 150 mg.

- VARENICLIN is a substance approved by FDA
(Food and Drug Administration) in May 2006 and by
the European Union in September 2006. It is an a4p2
nicotinic receptor partial agonist, cytisine derived.
Vareniclin is conditioned in tablets of 0,5 and 1 mg;
the therapy starts with doses of 0,5 mg/day and it
may reach up to 1 mg twice a day for 12 weeks,
period of time that may be extended up to 24 weeks,
if smoking has not been resumed. (12)

3. NUTRITION, OVERWEIGHT AND OBESITY

The part of nutrition in the etiology and
prevention of atherosclerosis and of the cardiovascular
diseases was largely studied. In the entire world, it is
proved that there is a close relation between the fat food,
level of cholesterol and the occurrence of the
cardiovascular diseases. The relation is known to be a
causal relation. All individuals are advised to consume
food associated to a low risk of cardiovascular disease.

Food consumption patterns. Based on the
available data, we may draw the conclusion that the
alteration of one single nutrient may not alter the
cardiovascular risk. Research was focused on the
cardioprotective effect of the micro or macronutrients;
(13)

Table no. 1. Total risk management regarding the
cardiovascular disease — body weight

(1) The body weight increase is associated to the
total risk of the cardiovascular morbidity and
mortality, especially due to the increase of the
blood pressure and of the total cholesterol, to
the reduction of the HDL-cholesterol and the
increase of the probability for developing
diabetes mellitus.

(2) Body weight reduction is indicated in the obese
patients (BMI (body mass index) > 30 kg/m?)
and will be taken into consideration regarding
all2 overweight people (BMI > 25 and 30kg/
m°).

(3) Men with waist circumference of 94-102 cm
and women with 80-88 cm are advised to put
on weight. Men with waist circumference of
>102 cm and women > 88 cm are advised to
loose weight.

(4) Caloric restriction and the regular physical
exercises are the key for the weight control.

According to the European guidelines on cardiovascular
disease prevention in clinical practice, 2007.

In Nurses’” Health Study and the Health
Professionals’ Follow—up Study, a balanced diet, based on
fruits and vegetables was inversely associated to the
incidence of the coronary disease. In opposition, large
quantities of red meat, butter, fats, eggs were associated to
the increase of this risk. (14)

Obesity and overweight — risk and management

In the societies that developed a high living
standard, cardiovascular mortality decreased initially.
This phenomenon was followed by a decrease of
plasmatic cholesterol and of the arterial blood pressure by
the improvement of the therapy, what brought about the
reduction of the cardiovascular mortality. As against this,
body weight and diabetes register an ascendant trend.
Obesity has become epidemic, registering more than 1
billion of overweight people and more than 300 million
obese people. The excess of adipose tissue is associated to
the increase of the production of free fatty acids,
hyperinsulinemia, insulin-resistance and dyslipidemia.
(15,16)

There are discussions regarding the best index
related to obesity and cardiovascular risk factors — BMI,
WHR- Waist-Hip Circumference Ratio or WC - Waist
Circumference. Recent studies proved that the regional
distribution of the adipose tissue may be a better predictor
than the total body weight. The central (visceral) excess
of fats is strongly associated to the cardiovascular and
metabolic risk. (17) All these indexes are cheap and
universal.

The body mass index is extensively used upon
the indication of the National Institute of Health and
World Health Organization, defining overweight as BMI
= 25 - 29 kg/m?, and obesity with a BMI >30 kg/m% The
increase of BMI is closely related to the cardiovascular
risk.
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Waist circumference was studied as an additional
factor for the risk assessment by associating it to the BMI
and it was noticed that, regarding the same BMI, waist
circumference may be an additional predictor of risk
factors and of mortality increase in men and women. It
defines two levels of action: 1- WC > 94 in men and > 80
in women indicate the limit starting from which the loss
of weight is indicated. For now, these values are valid for
the white race. (18)

Regarding the longitudinal studies in men and
women, the increase of the WHR was associated to the
increase of the cardiovascular mortality. In men, diabetes
evolution was associated to WHR, even after the BMI
adjustment. In INTERHEART study, it was observed
that, both the increase of the WC and the WHR are
associated to the myocardial infraction, even after the
adjustment of the other risk factors and of the BMI. (19)

Physical training and the impact on the body
weight, lipid metabolism and risk — sedentary lifestyle
and obesity are critical all over the world. The promotion
of physical training programmes and the ingestion of low
caloric food represent the first measures in the
rehabilitation strategies.

Recent studies proved that the physical exercise
has an effect on the metabolism of the abdominal fats
before the decrease of the body weight. This may
stimulate the high risk persons, such as the revascularized
diabetics, to start attending the physical training
programmes. (20,21)

Nutritional treatment of the cardiovascular
disease.

All patients with cardiovascular disease and with high risk

of ischemic stroke, as in the case of diabetics, will be

advised in relation with food, so that to reduce the
cardiovascular risk. Indications will be made individually,
insisting on diet, and by taking into account the other risk
factors, such as: dyslipidemia, hypertension and obesity.

Regarding the family, the contribution of the person who

cooks and buys the food is essential.

General recommendations:

e Each food group will provide the necessary of
nutrients, minerals and vitamins.

e Fish, fruits and vegetables intake, as well as
integrated cereals, less salt and unfat milk will be
encouraged to be consumed.

o Energetic intake will be adjusted with a view to
maintain the ideal weight.

e The consumption of fish oil and omega 3-fatty acids
may be associated in order to reduce the risk for fatal
cardiovascular events.

e The consumption of fruits and vegetables and salt
intake restriction are associated to a low arterial
tension.

Specific recommendations:

LDL-cholesterol may be reduced by:

e The decrease of the intake of trans and saturated
free fatty acids and by the reduction of the
cholesterol taken from food; the trans and saturated

fats will be replaced with those polyunsaturated or
of vegetal origin.

e The saturated lipids may be found in a large variety
of foods, including meat and milk products, butter,
cheese, cookies, biscuits, coconut or palm oil and a
large number of cooked products.

e The trans fatty acids can be found in animal
products: milk products and cow fat contain almost
3-6% of the fatty acids (% of the fatty acids), in
pastry products: biscuits, cakes, fries, soup
powders, margarine (containing between 1-30%).
The patients are invited to read the food labels
mentioning the composition.

e The soluble fibres and the phytosterols may help in
the reduction of the plasmatic LDL-cholesterol.

- HDL-cholesterol may be increased by:

e The increase of the level of the physical exercise in
the inactive persons, weight decrease in the obese
people and by controlling the glycaemia in the
diabetic patients.

e  The consumption of refined sugars is related to the
decreased of the HDL-cholesterol in certain
susceptible individuals. These sugars will be
replaced with complex sugars.

e Olive oil may help in the increase of the HDL-
cholesterol; an increase of the unsaturated lipids
will be firmly recommended in the patients with
metabolic syndrome.

e Alcohol moderate consumption may increase the
HDL-cholesterol;  without being a positive
indication, alcohol will not be forbidden in the
patients with low HDL-cholesterol.

- Triglycerides may be decreased by:
e The increase of the physical exercise in the
sedentary patients, weight decrease in the obese
people and by controlling the glycaemia in the
diabetic patients.
e Refined sugars and alcohol intake will be
controlled, as it is associated to the plasmatic
increase of triglycerides, in the susceptive patients.
e Omega 3-acids intake will be encouraged, as it may
contribute to the decrease of the triglycerides
concentration.
Avrterial tension may be decreased by:
e Weight decrease in the overweight or obese
patients, the control of salt and alcohol intake and
by the increase of potassium intake.
e The reduction of salt by consuming fresh food, and
by avoiding salting excessively the food when
cooking. The patients are invited to read the food
labels in order to note the salt quantity.
e Itis preferred to consume fruits and vegetables as a
source of potassium, before the substitution
treatment.
Overweight and obesity management

The voluntary decrease of weight in the obese
people may improve or prevent many of the obesity-
related cardiovascular risk factors. It is important for the
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health professionals to understand the clinical effect of the
weight loss, in order to be able to put into practice the
most proper management strategies. (21)

Diet and behavioural intervention:

There was a number of diets and behavioural
interventions proposed in obesity. Overweight control
depends on the balance between the energy intake and
consumption. The diets differ in their total energetic
intake, in glucides, proteins and lipids composition,
energetic density and glycemic index. (22) The diets
containing a small quantity of lipids are considered to be
the standards for the reduction of weight, also having a
benefic effect on the decrease of the LDL-cholesterol.
The total of fats intake should not exceed 25-35% of
energy. Glucide-poor diet may significantly decrease
weight on short term, with benefic effects on triglycerides
and HDL plasmatic cholesterol, but on long term, they are
not sufficiently investigated. Alcohol is a major source of
calories and its reduction plays an important part in
weight decrease.

The behavioural intervention should lead to the
change of lifestyle on long term. The behavioural change
is facilitated by the use of clear objectives, self-
monitoring and problems solving techniques. (23) The
drug treatment of overweight has a modest effect and
multiple side effects.

Orlistat inhibits the intestinal lypasis and
prevents hydrolysis and absorption. The effect is modest,
and gastrointestinal disorders may occur.

Sibutramine accentuates the sensation of
saturation after a meal, while its metabolites inhibit
noradrenalin and serotonin. The contraindications and the
side effects are appreciable.

Rimonabant is an inhibitor of the
endocannabinoid receptor that seems to induce a
significant decrease in weight in combination with diet. It
may improve glucose tolerance, beneficially influencing
the lipid metabolism and it is associated with the modest
reduction of the blood pressure.

4. BLOOD PRESSURE

The decision to treat blood pressure depends on
the systolic and diastolic blood pressure and on the total
risk of assessment through SCORE charts. All patients
that initially belong to the second and third degrees need
pharmacologic therapy, due to the fact that the decrease of
the blood pressure brought about the decrease of the
cardiovascular mortality and morbidity. (24,25,26,27)
Regarding the degrees 1-3, conciliation is recommended,
in order that the patients should be able to change their
lifestyle. Regarding the patients with a high risk for
installed cardiovascular and renal diseases, with the
affection of the target organs or with diabetes, the
assessment for changing the lifestyle will be made earlier.
The pharmacologic treatment will be promptly initiated in
all hypertensive patients, irrespective of the degree,
according to the indications mentioned in the table below.
In all cases, all the risk factors will be taken into
consideration and adjusted; in those where a
cardiovascular or renal disease or diabetes is installed, a
significant increase of the risk will be considered, while
the target value will be of 130/80 mm Hg; for all the
others, the risk will be checked on the SCORE graphic;
all those with affected target organs will be considered as
“increased risk” patients.

Table no. 2. Management of the total cardiovascular risk — arterial hypertension

SCORE CVD | Normal<130/85 Normally high Degree 1 Degree 2 Degree 3

RISK 130-139/85-89

LOW Changing Changing Changing + pharmacologic | pharmacologic

<1% lifestyle lifestyle lifestyle therapy if | therapy
persisting

MODE Changing Changing * pharmacologic | + pharmacologic | pharmacologic

1-4% lifestyle lifestyle therapy therapy if | therapy
persisting

INCREASED Changing + pharmacologic | + pharmacologic | pharmacologic pharmacologic

5-9% lifestyle therapy therapy therapy therapy

MUCH Changing + pharmacologic | + pharmacologic | pharmacologic pharmacologic

INCREASED lifestyle therapy therapy therapy therapy

>10%

According to the European guidelines on cardiovascular disease prevention in clinical practice, 2007.

The beta-blockers have detrimental effects on the
lipid metabolism and increase the incidence of diabetes
(in comparison with other drugs); they are not preferred in
the metabolic syndrome, in obesity or in the conditions in
which they increase the risk for diabetes. (28,29) The
same is also valid in the case of tiazidic diabetes,
especially in large doses. (30) As, they are usually
administered together, their differentiated effect is
assessed with difficulty.

Desirable blood pressure

The therapeutic objective in arterial hypertension is the
reduction of the total cardiovascular risk of morbidity and
mortality on long term. This requires, besides the decrease
of the blood pressure, the treatment of all reversible risk
factors (smoking, dyslipidemia, diabetes) and the
management of the associated classic conditions. The
target for the blood pressure remains the value under 140,
but irrespective of the means used, the control of values in
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clinical trials does not exceed 60-70%. In all patients,
blood pressure reduction will be made gradually, this
being more carefully supervised in the old people,
atherosclerotic and diabetic patients. Regarding these
patients, orthostatic hypotension will be avoided by
monitoring the symptomathology, the function of the vital
organs and the wellbeing.

VALUE and INVEST trials proved that the
hypertensive patients with controlled values under 140/90
register a reduced incidence of the cerebral stroke,
myocardial infraction and a reduction of the
cardiovascular mortality and morbidity. (31,32)

Regarding diabetics, a more intense treatment is
recommended, as well as a small tension target
(130/80mmHg). There is solid evidence in relation to the
benefic effect (reduction of the micro and macrovascular
complications) of the blood pressure reduction in the type
2 diabetics, as shown in the HOT and UKPDS studies
(33,34) or in the ABCD study. (35, 36)

5. PLASMATIC LIPIDS

At the level of the general population, the
concentration of the total cholesterol is a strong predictor
for the coronary disease. An increase of 10% of the total
cholesterol is associated to an increase of the incidence of
the coronary disease with 27%. (37) On the other hand,
the reduction with 10% of the plasmatic cholesterol is
followed by a reduction with 25% of the incidence of the
coronary disease 5 years after, while the reduction of the
LDL-cholesterol with 4 mg/dl is accompanied by the
reduction with 23% of the coronary disease, 19%
reduction of the ischemic strokes and 21% reduction of
the cardiovascular pathology. (38)

Before starting the pharmacologic treatment, the
secondary causes of hyperlipidemia will be excluded
(hypertiroidism, alcohol abuse, diabetes, Cushing disease,
renal and hepatic diseases, obesity), especially those
related of certain drugs (corticosteroids, cyclosporine).

The pharmacological therapy comprises more
classes of drugs: HMG CoA reductase (statins) inhibitors,

fibrates, bile acids sequestrants, nicotinic acid and
selective inhibitors of the cholesterol absorption
(ezetimib).

Statins represent the first line in the treatment of
hypercholesterolemia, with angiographic arguments
regarding the cessation of progression or even the
regression of atherosclerosis; there are two studies with
intravascular and ultrasound (IVUS) that registered good
results; the same is valid for the LDL-cholesterol.

Statins are safe in administration, (38) easy to
use and allow associations with classes of drugs without
major interactions. (39)

Fibrates decrease the triglycerides and increase
the HDL-cholesterol, but they decrease the LDL-
cholesterol less than statins. Regarding the FIELD study,
a trial that also comprises high risk diabetics, showed that
phenobarbital reduced only the non-fatal infractions and
that the revascularizations did not influence the risk for
fatal coronary events. (40)

Taking into account the clear benefices of the
statins in diabetics, fibrates were not recommended as a
first line treatment in the high risk groups, but only in
those with persistent decrease of the HDL-cholesterol or
in those with very large concentrations of triglycerides.

Nicotinic acid is another efficient agent in the
decrease of lipidemia. It is difficult to be used because of
its side effects (constipation, flushing). It is very useful in
the increase of the HDL-cholesterol and certain data
indicate the decrease of the general mortality.

Ezetimib has a mild effect on the decrease of the
LDL-cholesterol in monotherapy and may be
administered in those with side effects to statins or in the
patients with hepatic active diseases. Its major part is
related to the association of statins, there where these ones
cannot reach the safe therapeutic targets.

The therapy of hyperglyceridemia requires
special attention. Many times, the high level of
triglycerides respond to the reduction of alcohol and of
the weight, as a first management line. Bile acids
sequestrants tend to increase the triglycerides and will not
be administered when their plasmatic level exceeds 180
mg/dl.

Statins will be used when triglycerides exceed
450 mg/dl. When the level is of 450-900, fibrates or
statins will be used as a first line treatment. Regarding
levels above 900 mg/dl, medication becomes less useful,
but fibrates will be used in the prevention of pancreatitis.
The non-pharmacologic measures will be insisted on, as
well as the reduction up to the forbiddance of alcohol
consumption or insulin  treatment etc. Mixed
hyperlipidemia may also beneficiate from the
combination between fibrates and ezetimib.

6. DIABETES AND THE METABOLIC SYNDROME
Randomized trials proved that a good medical check up
prevents the microvascular complications, both in the
patients with type 1 diabetes and in type 2. (34,41,42,43).
Regarding the microvascular complications, this is not
convincing yet, although UKPDS study strongly indicates
this possibility.

Regarding the patients with types 1 diabetes,
without nephropathy, the strict control of glycaemia helps
in the maintenance of the plasmatic lipids at normal
limits. In the patients with diabetic nephropathy, this is
accompanied by multiple disorders of the plasmatic lipids
that are not adjusted through the control of glycaemia.
The high level of triglycerides and the reduced level of
HDL-cholesterol that accompanies the diabetes type 2 are
the only ones that are partially adjusted through a proper
control of glycaemia. In type 1 diabetes, the control of
glycaemia requires proper insulin therapy, associated to a
professionally led diet. In type 2 diabetes, the diet will be
accompanied by the oral hypoglycaemia treatment or
insulin. In overweight people, metphormin seems to be
the treatment that provides, besides the loss of weight, the
delay in the occurrence of  complications.
Thiazolidinediones (commonly called glitazones) are
more and more used in the type 2 diabetes, with impact on
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the increase of the insulin sensitivity of the peripheral
tissues, being mainly represented by rosiglitazone and
pioglitazone.

Self-monitoring is very useful in the treatment of
type 1 diabetes, improving its quality and safety and
avoiding hypoglycaemia. The same is to be found in type
2 diabetes.

There is a general consensus regarding the target
of the glycaemia control (44,45,46) in the type 1 diabetes,
that is glycosylated haemoglobin < 6,5% in the patients
with established cardiovascular disease, microalbuminuria
or nephropathy. In type 2 diabetes, different organizations
propose HbA;c as a target of 7% or 6,5 %, but, it is

certain that cardiovascular prevention is accomplished
below 6,5%.

As it was mentioned in the previous chapter, the decrease
of the blood pressure in diabetics should be even higher,
because this way, the development of the diabetic
nephropathy and renal insufficiency will be prevented.
(47,48,49,50,51) If it was said that the desired blood
pressure in the diabetic patients should be below 130/80
mHg, it is important to note that in those with diabetic
nepfropathy, these values should be below 125/75 mmHg'
(55)

Picture no. 1. Management of the total cardiovascular risk — lipids — according to the European guidelines on
cardiovascular disease prevention in clinical practice, 2007.

MANAGEMENT OF THE TOTAL CARDIOVASCULAR RISK - LIPIDS

The risk factors will be taken into consideration and approached in all cases. Those with cardiovascular disease, type 1
and 2 diabetes with microalbuminuria or with severe hyperlipidemia are considered high risk patients. For all the
others, SCORE graphic will be used, in order to assess the total risk.

Marked
increase of
linids

ischemic diabetes
stroke

Diet and physical exercise — precaution for those for which the
risk factor is on the first place.

Reduction of the total cholesterol < 175 mg/dl or < 155 mg/dl, if
possible and of LDL-cholesterol to < 100 mg/dl or < 80 mg/dl, if
possible.

This requires statins treatment in most of the cases.

Statins will be recommended in all patients with cardiovascular
disease, irrespective of the level of the basic cholesterol.

SCORE SCORE
risk >5% risk <5
Advice for three-month change of Advice for the
lifestyle reduction of the
SCORE and lipids re-assessment total cholesterol <
190 mg/dl
; SCORE CT<190 K and
LDL-C<115
risk > 5% et mg/dI
120mg/di
Standard
surveillance
SCORE
now < 5%

increase of the cardiovascular risk.

The objectives of the treatment for HDL-cholesterol and triglycerides have not been defined yet, but the HDL-cholesterol <
40mg/dl in men and < 45 mg/dl in women and the plasmatic triglycerides a jeun > 150 mg/dl represent markers of the

The type of medication is also important. The
inhibitors of the conversion enzyme and of the
angiotensin 11 receptors have benefic effects, especially in
preventing the progression towards microproteinuria, in
both types of diabetes. (47,48,49,50,51) and are preferred
at the beginning of the treatment, even in combination. In
the diabetic patients with hypertension and coronary
disease, as in the case of those surviving after a
myocardial infraction or angina, the use of beta-blockers
is indicated. (52).

The therapy for decreasing the plasmatic lipids,
in the absence of certain therapeutic targets, should
provide values for the LDL-cholesterol <100 mg/dl and
for the total cholesterol <175 mg/dl in the diabetic
patients; recently, the CARDS study indicates even
smaller targets for LDL-cholesterol < 80 mg/dl.

Prevention in the patients with metabolic
syndrome, which may be a precursory condition of the
types 2 diabetes and presents a risk for the development
of the cardiovascular diseases, may also be made on the
SCORE graphic. Taking into account the fact that
changing the lifestyle has a great impact on all the
elements of the metabolic syndrome, special attention will
be paid on the importance of the weight decrease and of
the physical exercise; disorders of the lipid metabolism
will be carefully adjusted.

7. PSYCHOSOCIAL FACTORS

Besides the increase of the primary coronary
event risk, the negative psychosocial factors act as a
barrier in the patient’s adherence to therapy and to the
efforts of improving lifestyle and of promoting healthy
customs.
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A low social status, the loss of the social support
and isolation, work and family overstress, as well as the
negative emotions worsen the clinical evolution and the
prognostic of the coronary disease. There were identified
certain physiopsychological and behavioural mediators.
(53,54) Men and women with low social status, defined
by reduced education, lower professional activity,
residing in poor areas, register an increase of the risk due
to cardiovascular mortality, which is only partly due to
the traditional risk factors. (55) These mediators may be
changed and all efforts should be oriented towards those
with low social status, as they need such support mostly.
Not recognizing the subjects with a low social status,
when applying the SCORE standardized graphics, will
lead to the underestimation of the social risk in the
exposed individuals. (56) Insufficient preventing
measures will lead to the increase of the cardiovascular
morbidity in this unprivileged group of people.

Socially isolated subjects register a high risk of
premature death due to the ischemic heart disease. (57,58)
The social support has benefic effects on lifestyle and on
a healthy behaviour, in the extend in which its loss is
related to a bad prognostic to reduce survival in the
patients with clinical manifestations of cardiovascular
disease.

Long term exposure to an irregular timetable,
including the night work will increase the cardiovascular
risk after a period of certain years, both in men and in
women. (60,61) Conflicts, crises, stress in the family life
will lead to the increase of the cardiovascular risk,
especially in women. (59,62) In the patients with
manifested coronary disease, depression has its well
documented cardiac symptoms, regarding the general
quality of life and the healthy behaviour (including the
increase of the use of the medical services, low adherence
to the recommendations of changing the lifestyle,
medication and low rate of resuming the professional
activity. The prognostic is more reserved in those who
combine the negative emotions with the social inhibition.
(64,65)

Management of the psychosocial risk factors; clinical

practice recommendations:

e The assessment of the psychosocial risk factors, such
as depression and hostility, of the social and
economic standard, of the social isolation and chronic
stress will be made by clinical interview or by
standardized questionnaires;

e Revealing, through discussions with patients, the life
quality and the results of the medical interventions;

e Approaching a multimodal behavioural interventions
integrating the individual or group counselling, in
order to reduce the psychosocial risk factors and
shaping the attitude towards stress and disease;

e Appealing to a specialist in case of emotional
problems of clinical intensity.

Recognizing the psychosocial risks associated to

depression, hostility, low socio-economic status, lack of

social support or chronic psycho-social stress in the

patients and in the persons with risk factors may be
crucial for the reduction of this risk.

Table no. 3. Essential questions for the assessment of
the psycho-social factors in clinical practice.
DEPRESSION Do you feel down, depressed, or
helpless?

Have you lost your interests and
life enjoyment?

Avre you living alone?

Do you need a companion (a
trustful friend)?

Do you have someone to care for
you if you are ill?

Do you have enough control in
solving your working problems?
Do you think the rewards are
proportioned with your work?

Do you have serious problems with
your intimate partner?

SOCIAL ISOLATION

WORK AND
FAMILY STRESS

HOSTILITY Do you often get upset?
If someone is annoying you, do
you tell this to your partner?
Are you nervous about the tics of
those around you?
LOW SOCIO- What is your socialization level?
ECONOMIC Is your work predominantly
STANDARD physical?
According to the European guidelines on

cardiovascular disease prevention in clinical practice,
2007.

If possible, the patients’ approach will be made
in a multimodal manner, with stress behavioural
management measures and social integration. Depression
and other negative feelings tend to accentuate the
cardiovascular ~ disease, the pharmacologic and
psychotherapeutic treatment being necessary in all cases
with significant intensity of the symptoms.
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