[image: image1.png]KAPAIOAOTIA 1998, 1, f : 35- 36

BPAXEIA ANAKOINQZH

Focus on cardiac rehabilitation and secondary prevention
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Cardiac Rehabilitation is the sum of activi-
ties required to influence favourably the under-
lying cause of the discase, as well as to ensure the
patients the best possible physical, mental and
sacial conditions so that they may, by their own
efforts, proscrve or resume when lost, as normal
a place as possible in the lifc of the community.
WHO 19921,

The Working Group on Cardiac Rehabilita-
tion of the Eusopcan Society of Cardiology cm-
phasizes the subject of Rehabilitation is a pa-
tient with chronic or long-standing cardiovascu-
lar disease and the concepts of the “prognostic
evaluation and long term carc™”.

Candidates are the patients after myocardial
infarction, percutancous transluminal angiopla-
sty, coronary by-pass graft surgery, valvular sur-
gery, cardiac transplantation, and mere recently
the patients with chronic heart failure.

The organization of Cardiac Rehabilitation
might differ from country to country. Staffing
and rehabilitation programmes should be struc-
tured to meet the requirements of the compre-
heusive diagnosis and therapeutic approaches
needed, according to the different heart discases
and their stages, and to the individual riskt 4,

Rehabilitative Cardiology provides not only
cardiological facilitics, but also exercise training,
health information and education, psychelogical
assistance, and counselling (on diet, recreational
and vocational activities, medical and surgical
therapigs, licence to drive, ctc.).

In this context the quality of life is the sum
of several components: the patient’s perception
of disease severity, hisfher psychological profile
and physical capacity, the ability to return to
specific job or leisure activity. The risk of dete-

tioration of the quality of ife should be strati-
fied in the light of all these components.

At short term prognostic evaluation is un-
dertaken, and cardiovascular function, and phy-
sical and psychological performance are recover-
ed as much as possible; in the maintenance pha-
se the interventions of Secondary Prevention are
performed 45,

Secondary Prevention, keeping under con-
trol CHD, has the aim to slow down the progres-
sion of the disease and to reduce the new events.
Tt is well known that in patients with coronary
artery disease, the risk of progression is related
to the level of the risk factors, and the risk of
cardiac events (low-intermediate-high) is related
to the ventricular dysfunction, myocardial
ischacmia and archythmias.

The intervention is based on coronary risk
factors cortection and on periodical reevalua-
tions of the patients.

Specific non pharmacologic interventions
include: fat-modified diet, blood pressure con-
trol, physical activity, smoking cessation, weight
control and stress reduction.

Specific pharmacologic intervention inclu-
de: platclet-active drugs, lipid-lowering drugs,
blood pressure-reducing drugs. Beta-blockers,
ACE inhibitors and anticoagulants reduce car-
diovasclar complications in subgroups of pa-
tients with coronary artery disease. B

The largest part of rehabilitative and secon-
dary preventive interventions are cost-effecti-
ve. N

Psycosocial factors and Psychotherapy play
an important role in determining the effective-
ness of modifying risk factors, related to the
awareness, motivation and long-term complian-
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