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Before We Start …


We know from our own experience that when questions of health are pressing, many of us want quick answers even before we know exactly what to ask. Since the two of us have counseled literally thousands of patients, we’ve gotten pretty good at guessing what’s on people’s minds. We hope you’ll find the answers you’re looking for on these pages.


What does a heart attack feel like?


Everyone—not just cardiac patients—needs to know the answer to this one. Among the most common heart attack symptoms are pain, pressure or a sense of fullness under the breastbone that lasts two minutes or more.


Men often say the pain feels like “having an elephant on my chest”; women typically experience a milder chest pain. The sensation may radiate to the shoulders, neck, jaw, back or arms. (Or it may not.) Women generally experience the radiating pain throughout the neck, jaw, shoulders, arms, back or abdomen; in general, their symptoms are more subtle. Men tend to have sharp pain in their arms and shoulders. Dizziness, sweating, nausea, heart rhythm irregularities and shortness of breath may also occur. Nevertheless, some heart attacks are “silent” and occur with few or no symptoms.


Should I call 911 even if I don’t have all these symptoms?


Not all symptoms may be present. If you think you might be having a heart attack, seek medical help immediately.


Is there anything I should do while I’m waiting for EMS to arrive?


Chew and swallow one regular uncoated adult aspirin (325 mg). According to the latest science, it has been estimated that this recommendation alone, if widely adopted, could save an additional 5,000 to 10,000 lives in the United States each year!


What if I’m wrong? I’d feel like an idiot if I got to the hospital and they told me I had indigestion!


This is not the time for foolish pride. Balloon angioplasty and new clot-busting drugs can literally halt heart attacks in progress—or at least minimize the damage—if administered soon after the onset of symptoms. Unfortunately, the majority of heart attack victims wait several hours before seeking medical attention. By that time, irreversible heart muscle damage—or even death—can occur. Remember: Time is muscle.


Is there a particular time of day—or day of the week—when the risk of heart attack is greatest?


You bet. Between six A.M. and noon is the riskiest time of day, perhaps because morning increases in hormone levels, blood pressure and artery stiffness heighten the possibility of clot formation. And more heart attacks happen on Monday than on other days of the week—a phenomenon scientists refer to as “Blue Monday.” Why Monday? Many believe that the stress of a frenetic work environment, especially after a relaxing weekend, may be the cause.


....................


How big a problem is cardiovascular disease in the United States?


Cardiovascular disease afflicts about half the adult population. Indeed, coronary artery disease and stroke are the number one and number three killers of adults, respectively. And one person dies from cardiovascular disease every 37 seconds. This means that by the time the 11 o’clock news has ended, the death toll each day stands at 2,335—equivalent to the number of people lost on 9/11!


But what are my own odds of dying from heart disease?


Let’s try to put this in a comparative setting. Your odds of being hit by a wayward asteroid are one in 500,000. Your chance of being murdered is one in 10,000. But your risk of dying from cardiovascular disease is one in three.


I always thought heart disease was a “man’s problem,” but over the past year three female friends of mine have been diagnosed with serious heart trouble. Are they the exception?


The truth is that heart disease is an equal opportunity affliction. It has been diagnosed in almost as many women as men, but it’s the leading cause of death among American women. In the United States, more than 38 million women are living with cardiovascular disease, and the population at risk is even larger. According to Dr. Lori Mosca of Columbia University, “In many countries, including the United States, more women than men die every year of cardiovascular disease.” Fortunately, says Dr. Mosca, “Most cardiovascular disease in women is preventable. With few exceptions, recommendations to prevent cardiovascular disease in women do not differ from those for men.”


Some gender differences do exist. Men may develop the first signs of heart disease at ages 35 to 40. Men aged 30 to 49 are 6.5 times more likely to have a heart attack than women in that age group. The condition doesn’t usually affect women until a decade or more later. Between ages 45 to 64, one out of nine women has heart disease. Over age 65, the ratio is one out of three—about the same as men.


Are there any differences between men’s and women’s chances of surviving a heart attack?


Women stand a greater chance of dying within a year of their first heart attack. Moreover, there is evidence that women are traditionally less likely to get state-of-the-art diagnostic cardiac studies and treatments. And when they do get treatment, their disease is generally more advanced. Women are also more likely to die during heart surgery. These findings led to major funding for the groundbreaking Women’s Health Initiative, commissioned by the National Institutes of Health.


I have heart disease, and I’m concerned about my children and grandchildren. At what age should doctors look for a problem?


According to the American Heart Association, screening patients for heart disease risk should start as early as age 20. In particular, people 40 or older, or anyone who has two or more risk factors, should know their chances of developing heart disease. The Framingham Risk Score, discussed later in this book, allows one to estimate his or her risk of having a heart attack in the next decade.


....................


What is angina?


There are often no warning signs in the early stages of coronary heart disease. But as the coronary arteries become gradually narrowed and compromised, many people experience angina, or angina pectoris, which in Latin means “pain in the chest.” This is a temporary chest pain caused by the heart muscle receiving insufficient oxygen to maintain its workload. Generally interpreted as a certain indicator of significant coronary artery blockage, angina affects over six million Americans. More women than men experience angina.


Can you tell me more about what it feels like?


Typically, angina comes on as a sharp, sudden pain often described as a tightness behind the breastbone, heaviness, squeezing, numbness, burning or pressure. It may be confused with heartburn. And the pain may radiate into the arms (generally, the left arm), neck, jaw, back and shoulder. Men usually experience angina more intensely than women.


Is all angina the same?


No. Stable angina, which most often occurs during or soon after physical exertion, eating a heavy meal, going out in very cold or hot weather or as a reaction to emotional stress, will usually force you to stop what you’re doing until the pain subsides. Unstable angina, often a symptom of an impending heart attack, produces escalating pain even at rest. The pain may become more frequent, more intense, or both.


How long does an angina attack last?


It can vary from 30 seconds to several minutes, but most attacks last only a few minutes. Your doctor will likely prescribe an appropriate drug and encourage you to stop smoking and eat a low-fat diet.


But I’m on angina medication and I still get pain.


If rest in combination with drugs (many experts consider three consecutive nitroglycerin tablets a rule of thumb) doesn’t bring relief, seek medical assistance NOW. This would suggest an impending heart attack.


....................


What is a heart attack?


A heart attack, also called a myocardial infarction (MI), takes place when blood flow to a portion of the heart is completely stopped. Caused by an abrupt blockage in a coronary artery, usually resulting from the rupture of unstable plaque and a blood clot that seals off the artery, a heart attack produces permanent damage to the cardiac muscle. New research has shown that most MIs occur from modestly blocked (less than 50%) coronary arteries. One study found that in cases of sudden cardiac death, 76% were attributed to plaque rupture.


 How do doctors know if a heart attack is mild or severe?


The percentage of blood that is pumped out of the left ventricle with each beat of the heart is called the ejection fraction. Under normal circumstances, half or more of the volume of blood is pumped out, so a normal ejection fraction ranges from 50% to 65%. A mild heart attack could result in an ejection fraction of 45%. A major heart attack may cause the ejection fraction to drop to 25% or even lower.


....................


What is cardiac arrest?


Almost everyone has heard of someone who suddenly collapsed and died of a heart problem without having had any known risks or warning signs. Most likely that person experienced cardiac arrest, or sudden cardiac death (SCD). About 350,000 Americans die of SCD each year.


Cardiac arrest is not the same as a heart attack. Instead, this event is related to problems with the heart’s electrical conduction system. The most common cause is ventricular fibrillation, a condition that may result in the heart beating chaotically. This causes an inadequate blood supply to all the organs, including the heart and brain. In some cases, however, a heart attack can lead to these chaotic electrical rhythms, which can cause SCD.


Is there anything that can be done for someone in cardiac arrest?


Move quickly! Immediate CPR can save a life. A doctor, nurse or trained paramedic can use an automated external defibrillator (AED) to electrically shock the heart back to a normal rhythm. These days, you’ll even find easy-to-operate AEDs in major airports, shopping malls and sports stadiums. If defibrillation occurs within the first minute of collapse, the survival rate can be as high as 90%. For every minute of ventricular fibrillation, the likelihood of survival drops by 10% or more.


Surely there must be some warning!


Some survivors have mentioned lightheadedness, palpitations, or extremely fast or irregular heart rhythms. If you feel those symptoms, you should seek immediate medical attention. Unfortunately, in 16% of all cases, SCD is the first symptom.


....................


Three months ago, our neighbor had an exercise stress test; the doctors told him he was fine. Yesterday, he had a heart attack! What happened?


No medical test can accurately predict future heart attacks 100% of the time. A stress test is often able to detect major coronary blockages (i.e., greater than 70% obstruction) that result in severe deprivation of blood flow to areas of the heart muscle during exercise. But a patient may have several blockages between 30% and 60% and still achieve normal results if no single lesion causes reduced blood flow to register. It is often these more modest lesions that rupture suddenly, causing a heart attack.


Can air pollution trigger heart attacks and other cardiac problems?


High levels of air pollution have been linked to heart attacks. The particles found in air pollution can cause vasoconstriction, transiently elevating blood pressure and triggering heart rhythm irregularities; moreover, pollution can increase the likelihood of blood clotting. Although these individual effects may be modest, collectively they can cause serious problems, especially in diseased or damaged hearts. It’s unfortunate that we can’t do much to decrease the risk from air pollution, other than supporting environmental regulations to reduce it.


Is there a relationship between snoring and heart disease?


Yes. A disorder called obstructive sleep apnea has been shown to have major cardiovascular consequences. This form of apnea, or the cessation of breathing during sleep, is caused by a temporary obstruction of the throat. Although this condition traditionally affects obese people, it can occur in anyone. As the throat relaxes, snoring occurs and then the cessation of breathing. After a pause, there is an arousal response that may be associated with gasping. The altered breathing pattern results in a decrease in oxygen and an increase in carbon dioxide in the blood, an adrenaline response by the body and a marked increase in blood pressure and lung pressure. This cycle repeats, causing a disruption in the sleep pattern and daytime drowsiness.


Obstructive sleep apnea stresses the entire cardiovascular system. It can contribute to heart attack, stroke, congestive heart failure, life-threatening heart rhythm disorders, high blood pressure and thickening as well as weakening of the heart muscle. Also, pulmonary problems may develop, straining the heart.


A polysomnograph, which measures oxygen, brain waves and heart rhythm during sleep, can be used to diagnose the condition. A CPAP (continuous positive airway pressure) device, which lightly blows air into the throat to keep the airway open, may solve the problem. A recent study demonstrated improvement of heart structure and function after only six months of treatment with CPAP.


My husband had his heart attack just 20 minutes after a terrible argument with his boss. Could the argument have triggered his cardiac event?


Yes. The combination of underlying heart disease and the physiologic responses that can occur with anger or rage can, without question, increase the likelihood of threatening heart rhythms, plaque rupture and thrombosis (blood clotting). In a classic study at Harvard, researchers reported that the probability of suffering a heart attack in the two hours after an episode of anger increased two- to threefold!


I’m following my doctor’s advice to reduce my fat intake. Will this prevent a worsening of my heart disease?


Quite possibly. According to Dr. William C. Roberts, editor of the American Journal of Cardiology, “Our excessive intake of meat is killing us. We fatten our cows and pigs, kill them, eat them, and then they kill us!” One landmark study showed that heart patients who consumed 23% or less of their total calories from fat showed little or no progression in their heart disease. While it is critical to cut fat (which helps to reduce calories) for weight control, reducing saturated fat and trans fat is more directly connected to lowering cholesterol.


If I do regular exercise, do I also need to change my diet if I want to improve my blood lipid profile?


Yes. Exercise alone results in only modest changes in blood lipids and lipoproteins. If you really want to improve your cholesterol and triglyceride levels, you must improve your dietary habits.


Can exercise trigger a cardiac event?


Although considerable evidence suggests that regular exercise may help protect against heart disease, unconventionally vigorous physical exertion and other stressors such as emotional upsets can also trigger cardiovascular complications. Consequently, cardiac patients should stop exercising and seek medical help if any of the following symptoms persist despite rest and medication:


• Chest pain or pressure


• Rapid or irregular heartbeat


• Extreme shortness of breath


• Dizziness


Indeed, Dr. Paul Thompson, director of Preventive Cardiology at Hartford Hospital in Connecticut, tells his patients: “Vigorous physical activity both protects against and provokes acute cardiac events. Any discomfort from your earlobes to your belly button that comes on with exercise and goes away with rest could be angina.” If the discomfort persists, get help.


Can brisk walking reverse some of the deleterious effects commonly attributed to aging?


Yes. After age 20, aerobic fitness typically declines by approximately 1% per year. A three-month exercise program can lead to a 15% to 20% increase in your heart-lung fitness (or MET capacity), which transforms to a 15-to-20-year functional rejuvenation. The moral of the story? Ponce de León sailed in search of the Fountain of Youth. He should have stayed on land and walked.


I understand that being obese and having a potbelly is bad for my heart. My waist circumference is 43 inches and my body mass index is 34. What does all this mean?


The pattern of body-fat distribution is recognized as an important predictor of the health risks of obesity. Individuals with more fat on the trunk, especially abdominal fat, are at increased risk of hypertension, diabetes, elevated blood cholesterol, coronary artery disease and premature death as compared with those who are equally fat but have more of their fat on the hips and extremities. The former group are commonly referred to as “apples,” and the latter are called “pears.” Thus waist circumference can be used alone as an indicator of health risk because abdominal obesity is the issue. A waist circumference greater than 40 inches in men and 35 inches in women is associated with increased health risks.


The body mass index (BMI) is used to assess weight relative to height. For most people, obesity-related health problems increase beyond a BMI value of 25. A BMI of 25.0 to 29.9 is considered overweight, whereas a BMI greater than or equal to 30.0 signifies obesity. Recently, researchers examined the association between BMI and acute coronary events in more than 54,000 middle-aged men and women who were followed for nearly eight years. After adjustments for numerous lifestyle factors, each unit of BMI was associated with a 7% and 5% higher risk of coronary events in men and women, respectively. An accompanying editorial concluded, “Even if you are doing everything right, extra weight carries an excess risk of acute coronary events.”


My husband recently had a heart attack, and now he wants to take up scuba diving. This sounds like a bad idea to me, but he says I’m being a worrywart. Who’s right?


Death rates from scuba diving are similar to those associated with skydiving and professional car racing, in part because it places considerable strain on the heart—much more than regular swimming does. So, we’re siding with you on this one.


Does regular exercise make the heart more efficient?


Definitely. On average, a regular endurance exercise program will decrease a person’s heart rate by more than three million beats per year. That’s efficiency!


If the object of an exercise program is to increase heart rate to a certain level and hold it there for 30 minutes or more, can’t I just sit in the steam room or sauna to raise my heart rate?


Ah, if only you could. But contrary to popular belief, it is not an increased heart rate per se that causes the body to become physically fit. The actual training stimulus is increased body metabolism or oxygen consumption. If you become extremely anxious, for example, your heart rate may transiently skyrocket, yet you’re not really getting the equivalent of a workout. If it worked that way, high-strung, nervous types would be the most physically fit people in the world!


Because of my beta-blocker therapy, my resting heart rate is in the 50s and my exercise heart rate is generally in the low 80s. Can I still improve my aerobic fitness with such low training heart rates?


Absolutely! Numerous studies have shown that patients taking beta-blockers can still achieve substantial improvements in aerobic fitness with a regular exercise program, despite a reduced training heart rate.


Again, an increase in heart rate alone does not cause your body to become physically fit. The key to improved aerobic fitness is the rise in total body oxygen consumption, which still occurs in exercisers who are taking cardiac medications, including beta-blockers.


How much exercise would I have to do to halt or even reverse coronary heart disease?


The optimal amount of exercise for such cardioprotective benefits remains controversial. However, one major study, which included a low-fat, low-cholesterol diet, showed that burning a minimum of 1,600 calories per week may halt the progression of heart disease, while expending 2,200 calories per week may even lead to a slight regression in heart disease. For many people, this would translate into walking 15 and 20 miles per week, respectively. Further support for this recommendation comes from the American Heart Association, which suggests that the maximum benefits of exercise can be achieved with five to six hours per week of physical activity.


....................


Is sexual activity strenuous enough to cause a heart attack or even sudden cardiac death?


This question is a favorite among middle-aged and older patients with a history of heart problems, so here’s what we know. According to research conducted at Harvard Medical School and the Harvard School of Public Health, sexual activity is a probable contributor to heart attacks in fewer than 1% of patients. (Another interesting finding was that the risk of a heart attack during or immediately after sexual activity was lower in patients who engaged in vigorous physical exertion at least three days per week.)


In truth, sexual activity is just not that strenuous for most of us. One of the earliest studies of heart disease and sexual activity found that the average maximal heart rate during sexual intercourse was 117 beats per minute and that systolic blood pressure generally increased by only 30 to 40 millimeters of mercury. Achieving similar increases in heart rate and blood pressure during an exercise stress test would require an energy output equivalent to walking on level ground at a pace of approximately three miles per hour.


In addition, even if your heart rate rises to fairly high levels during sexual activity, this increase does not necessarily mean that you’re expending considerable energy. Emotional stress—and excitement—can also increase nervous system activity and elevate your heart rate.


But is there anything I should be doing to make sex “safer”?


Years ago, a widely cited study showed that 80% of deaths precipitated by sexual intercourse occurred in hotel rooms “in relations with lovers” rather than with wives, and most of the victims had been eating and drinking heavily. The actual energy expenditure during intercourse is relatively low, equivalent to walking on level ground at a pace of three miles per hour. Recent research suggests that sexual activity is a probable contributor to heart attack in less than 1% of all cases; the absolute risk appears to be extremely low (one chance in a million). Regular exercisers (three or more times per week) have a significantly lower risk of experiencing a cardiac event during or immediately after sexual activity, as compared with their habitually sedentary counterparts.


Is it possible that my medication is having an effect on my sex life?


Yes. Medications people take after a heart attack or coronary intervention to reduce the workload on the heart or control arrhythmias (irregular heartbeats), as well as drugs commonly prescribed to relieve anxiety or depression, can have adverse side effects, most notably impotence in men and diminished sex drive in both men and women. On the other hand, some medications, such as beta-blockers and nitroglycerin, may enhance sexual activity by alleviating angina during exertion. Indeed, some patients may be advised to take such drugs prophylactically, that is, before sexual activity.


Can I take Viagra?


Since the approval by the FDA for the treatment of erectile dysfunction (ED), millions of prescriptions (legal and illegal) for sildenafil citrate (Viagra), vardenifil (Levitra) and tadalafil (Cialis) have been filled. Reported adverse complications associated with the use of sildenafil include infrequent heart attacks, threatening heart rhythm irregularities, plummeting blood pressure and, in rare instances, death, especially in patients with heart disease who were simultaneously taking nitrates. In another study of carefully selected men with ED and known or probable heart disease, sildenafil administered one hour before maximal exercise testing was well tolerated and did not worsen the cardiovascular and electrocardiographic responses to exercise. If you’re considering drug therapy to treat ED, check with your doctor.


So let’s cut to the chase. Can I have sex?


In general, you can resume sexual activity within a few weeks of a heart attack or coronary artery bypass surgery and within a few days of a balloon angioplasty procedure. As we’ve said, having sex is comparable to walking at a pace of about three miles per hour, so anyone who can do that without abnormal signs or symptoms can probably have sex. Here are some specific concerns:


• If you’re taking an antianginal medication such as nitroglycerin, you might want to ask your doctor about taking it prior to sex. In addition, you should avoid sexual activity after heavy meals and drinking alcohol, when you’re excessively fatigued or you find yourself in too hot or cold an environment.


• If you want to have better sex with less anxiety, you should exercise regularly, eat a low-fat diet, lose weight if necessary, not smoke and not drink more than a moderate amount of alcohol.


• Experiment to see if you prefer the on-top or the on-the-bottom position. While the cardiovascular response is the same, the on-the-bottom spot may slightly reduce cardiac cost, eliminating isometric support of the body weight by the arms.


• As mentioned above, some medications, by easing the symptoms of angina, may decrease anxiety and enhance sexual activity. On the other hand, men whose cardiovascular medications cause problems such as impotence should never abruptly stop using these drugs without their physician’s approval, especially if they’re taking beta-blockers such as propranolol (Inderal), atenolol (Tenormin), metoprolol (Lopressor) or nadolol (Corgard). Often a change in or gradual tapering of medication can solve the problem, or various other treatments for impotence may be prescribed.


....................


Are there safe cigarettes?


According to a recent landmark study of more than 34,000 male British doctors, men who smoked only cigarettes and continued smoking died on average about 10 years younger than lifelong nonsmokers. Cessation at age 60, 50, 40 or 30 gained, respectively, about 3, 6, 9 or 10 years of life expectancy. Another report found that men who smoked cigarettes with reduced levels of tar and nicotine did not have a lower risk of heart attack than those who smoked regular brands—perhaps because they inhaled more deeply than smokers of other types of cigarettes. If you smoke, you must stop.


But I’m afraid I’ll gain weight if I stop smoking.


It’s very likely that you will. Smoking 24 cigarettes over a 24-hour period increases daily caloric expenditure by about 10%. If you don’t want to gain weight, you’ll have to reduce your caloric intake, increase your exercise, or both.


....................


I recently had a heart attack. When can I return to work?


For young and middle-aged cardiac patients, returning to work is a particularly important objective. Nearly two decades ago, researchers at Stanford University demonstrated that an occupational work evaluation (treadmill testing and counseling) could accelerate return-to-work rates among heart attack patients by reassuring them, their spouses and their doctors that the demands of their job could be safely tolerated.


Today, heart attack victims can often return to their jobs, at least on a part-time basis, within two to six weeks, especially if the work does not involve strenuous physical labor. Patients who have undergone coronary artery bypass surgery may take a bit longer, whereas those undergoing balloon angioplasty generally return within a week. Economic conditions, the patient’s state of mind, employer stereotypes and the availability of pension benefits can make going back to work seem less appealing, but we agree with the assessment presented by Sterling B. Brinkley of the former Department of Health, Education and Welfare: “Work is an essential ingredient for quality of living. We have seen too many people quit too soon, sitting on porches, watching cars go by. I have also been impressed by the numbers who die within a year or two after retirement. I have wondered if the stimulus of work did not, in fact, give life itself.”


Do white-collar workers have any advantage over blue-collar workers when it comes to death from heart disease?


Blue-collar workers are 43% more likely to die of heart disease than white-collar workers, even after differences in risk have been considered. But it remains unclear whether other influences—diet, medical care or socioeconomic status—may play an even greater role than the jobs performed. For example, a recent study found that four measures of socioeconomic status (income, education, housing and occupation) were associated with a reduced treadmill exercise capacity and adverse cardiovascular outcomes in adults with heart disease. Differences in conventional cardiac risk factors and health behaviors did not explain these negative associations.


....................


Where do heart surgeons get the blood vessels that they use for bypass grafts during surgery?


Bypass grafts for people with clogged coronary arteries may be constructed using an “extra” vein removed from the leg (a saphenous vein) or an artery that lies inside the chest wall (an internal mammary artery). Research indicates that artery grafts have a far better long-term patency rate (the percentage of grafts that remain open).


....................


My husband survived a major heart attack. Because of serious heart rhythm problems, he recently received an implantable defibrillator. In addition to supporting his efforts at major lifestyle changes, what can I do?


Learn basic cardiopulmonary resuscitation (CPR). Reversal of sudden cardiac death can be brought about not only by trained physicians, nurses and paramedics, but by any of us, anywhere, using no tools except our hands, our lungs and our brains. To enroll in a CPR course, contact your local office of the American Heart Association, the American Red Cross, a hospital or a local high school that offers community courses. It may be the most valuable course you’ll ever take.


Also, consider purchasing an automated external defibrillator for your home. These devices can deliver shocks (if necessary) to restore a normal heart rhythm. The machines, which cost about $1,500, are so simple to use that even young children can use them correctly.


My father had a heart attack last summer, but now he insists that he can shovel snow this winter. Do you agree?


No, we don’t agree. Snow shoveling puts a tremendous workload on the heart, and cold temperatures can add to the stress. Several years ago, Dr. Barry Franklin and associates at William Beaumont Hospital in Royal Oak, Michigan, studied the physical demands of snow shoveling on healthy but inactive men. After only 10 minutes, the blood pressure and heart rate of the subjects rose to dangerously high levels, equaling or exceeding the maximum responses of the same subjects during exhaustive treadmill testing. Among people with heart disease, such high numbers can lead to inadequate oxygen supply to the heart muscle, anginal chest pain and potentially fatal heart rhythm disturbances. Furthermore, the marked increases in heart rate and blood pressure that accompany snow shoveling may cause greater than usual flows that dislodge plaque and other fragments from blood vessel walls. The result: a heart attack or sudden cardiac death.


A more recent study by these investigators reported 36 sudden deaths (33 men, 3 women) in the greater metropolitan Detroit area that were attributed to snow removal after heavy snowfalls. Four of the victims were using a snowblower at the time!


It may be best for middle-aged and older persons at risk for heart disease to hire a snowplow service to clear the driveway. We’d certainly recommend this approach in your father’s case. As a reminder for him, we suggest making a copy of this label and pasting it on your snow shovel:




WARNING


Use of this instrument for snow removal may be hazardous to your health!





....................


A friend who just had coronary artery bypass surgery seems to be very forgetful these days. Is it my imagination, or is there a connection?


Memory problems are a relatively common side effect of coronary bypass surgery. Fortunately, for almost all patients, the lapses usually disappear within a few months.


Folk wisdom says, “Laughter is the best medicine.” Is there any truth to the notion?


Laughter is actually very strong medicine. Dr. William Fry Jr., professor emeritus at Stanford University and a pioneer in laughter research, believes that even the physical act of laughing is good for you. But the most astonishing evidence of the healing power of laughter comes from a 1997 study of 48 heart attack patients. Half the patients watched comedic films for 30 minutes every day; the other half served as controls. After a year, patients in the control group had a greater number of recurrent heart attacks. Indeed, other researchers suggest that laughter is a powerful antidote to stress, reducing hormone levels that can trigger dangerous heart rhythms, blood clotting, or both.


A coworker recently suffered a heart attack. His doctor told him he had already had a heart attack sometime earlier but was unaware of it. Is that possible?


Yes. Believe it or not, approximately one in four heart attacks go unrecognized. In other words, they occur without severe chest pain and other ominous symptoms. Oftentimes (and more frequently among women than men), mild chest discomfort may be denied or simply considered “heartburn.”


....................


What is acute congestive heart failure? It sounds scary.


Generally not as ominous as it sounds, congestive heart failure can occur after a heart attack or whenever the pumping capacity of the heart is significantly compromised. Symptoms include unusual fatigue (especially after mild exertion), shortness of breath, sudden weight gain and swelling in the ankles. Contact your doctor if you have any of these symptoms.


On the other hand, chronic congestive heart failure is the most frequent diagnosis among the growing geriatric population. It occurs when the left ventricle has been permanently weakened, decreasing the heart’s ability to pump blood properly. Because of the associated poor prognosis, young and middle-aged individuals with this condition are sometimes considered candidates for a heart transplant.


Why is congestive heart failure more common after a heart attack?


When heart muscle dies and is replaced by scar tissue, which does not have the ability to contract and expand, the heart loses some of its effectiveness as a pump. This is particularly true if scarring has occurred in the left ventricle, the principal pumping chamber of the heart. If the left ventricle is no longer able to pump enough blood to the body but the right ventricle continues to pump normally, the difference may cause blood to back up in the lungs and in the large leg veins. This disrupts the circulatory flow and causes distention of the tissues and a leaking of fluid into the abdomen and extremities.


Is that why people with chronic congestive heart failure often have swelling in their ankles and feet?


Yes, and it also explains why they frequently gain weight from fluid buildup, called edema. Fluid that backs up into the lungs can cause pulmonary edema—and extreme shortness of breath. If that happens to you, you may have to adjust your sleep position.


Wow, this is pretty depressing.


It’s not fun, but your doctor has lots of ways to make you more comfortable. Commonly prescribed medications include digoxin, diuretics, ACE inhibitors and beta-blockers. In some cases, angioplasty or bypass surgery may be beneficial for patients with congestive heart failure. Moreover, moderate-intensity exercise using interval training (a work-rest approach) is increasingly recommended for those with congestive heart failure.


I’ve had angina for 12 years. Unfortunately, medications, angioplasty and bypass surgery failed to give me any lasting relief. Now my doctor has recommended EECP. What can you tell me about this treatment?


Enhanced external counterpulsation (EECP) is a noninvasive outpatient treatment that may be helpful in relieving or eliminating your symptoms. Patients typically attend one-hour treatment sessions once a day, five days a week for seven weeks. While you lie on a padded table in a treatment room, a therapist will wrap a set of inflatable cuffs around your calves, thighs and buttocks. The system compresses your lower limbs and, through heartbeat-synchronized inflation and deflation, rhythmically increases blood flow toward your heart. Studies suggest that EECP can improve exercise capacity and reduce anginal symptoms, possibly by increasing blood flow to the heart, enhancing coronary artery function and augmenting the heart’s pumping performance.


What is your opinion of chelation therapy? A local clinic provides this treatment option, but my health insurance doesn’t cover it.


Chelation therapy purports to clean out blocked arteries without surgery. The process involves introducing an amino acid called ethylenediamine tetraacetic acid (EDTA) into the veins. Normally used to treat mercury or lead poisoning, since it causes heavy metals to be excreted in the urine, this chemical is believed to help reduce damage to artery walls and remove calcium, a key component of plaque, from the bloodstream. Supposedly, it causes potentially harmful heavy-metal molecules (such as calcium, lead, zinc or iron) to be bound with other chemicals and eliminated from the body. A single treatment takes about two hours and costs about $50 to $100 (usually not covered by insurance). A normal treatment schedule calls for 30 treatments. About 2,500 doctors in the United States offer chelation therapy.


The American Heart Association and the American College of Cardiology do not recognize chelation therapy as an effective method for treating heart disease; in fact, they cite possible adverse side effects such as kidney damage, decreased bone density and heart rhythm irregularities. A widely cited study of 84 patients, 41 of whom had undergone an extended series of chelation treatments, concluded that there was no benefit when compared with placebo. Moreover, a review of the topic published in Circulation in 1997 found that only 4 of 50 studies surveyed met the criteria for sound science—and none of those 4 studies showed that chelation therapy worked in treating heart disease. In support of this conclusion, a more recent study conducted by doctors from the University of Calgary found no benefit from the therapy. Says Dr. D. George Wise, one of the authors of the study, “My advice to patients is there is no evidence that chelation works.”


....................


I recently had a heart attack and usually get only about five hours of sleep a night. My wife read that sleep deprivation may contribute to heart problems. Is this so?


Yes. According to Dr. Mehmet Oz, professor and vice chairman of surgery at Columbia University, people who are sleep-deprived are at increased risk for a heart attack, although he readily admits, “We’re not entirely sure why.” Recent research studies suggest that people who get five or fewer hours of sleep a night double their risk of developing high blood pressure, as compared with those who sleep seven or eight hours. Researchers also note that sleep deprivation is associated with overweight/obesity and diabetes. In addition, Dr. Oz emphasizes that poor sleep impairs the body’s production of growth hormone, which is essential for coping with stress as well as exposure to toxins. Others contend that the disturbed sleep patterns associated with obstructive sleep apnea can have an adverse impact on heart health. For these reasons, and more, it’s helpful to get your zzz’s.


People say you can avoid heart trouble by taking an aspirin once a day. Is this true?


The answer largely depends on your specific medical history. If you’re healthy and without major risk factors for heart disease, the negatives associated with regular aspirin use (stomach bleeding and an increased incidence of stroke) probably outweigh the positives (decreased incidence of cardiac events). However, if you have one or more major risk factors for heart disease, especially if you’re over 40 years of age and you’re a cigarette smoker and/or you have an elevated blood cholesterol, aspirin may be helpful. In fact, a recent review and analysis of studies to date suggest two baby aspirin (160 mg per day) for patients with coronary and other atherosclerotic vascular disease and for those with a 10% or higher risk of developing heart disease within 10 years, using the Framingham Risk Score. Exceptions, of course, include those with aspirin intolerance and those at increased risk for gastrointestinal bleeding and hemorrhagic stroke.


• The Harvard Nurses’ Health Study showed a 30% reduction in heart attacks among women aged 50 and older who took aspirin daily, compared with a similar group of women who did not.


• A study of 4,500 Italian men and women aged 50 and older found that one aspirin per day cut the risk of dying from heart attack or stroke by 50%. This group was followed for 3.6 years before the trial was stopped prematurely due to the clear benefit of aspirin.


• The ongoing Harvard Physicians’ Health Study involved more than 22,000 male doctors, all of whom were in apparently good health. Half the group took a buffered, or coated, aspirin every day; the other half received a look-alike placebo. For the study subjects who took aspirin, the risk of heart attack was cut by 47%. In this case, the beneficial effect of aspirin was so apparent that the doctors who monitored the trial felt ethically compelled to recommend that it be stopped and that those volunteers who were getting the placebo be informed so they, too, could take aspirin.


In 2009, the U.S. Preventive Services Task Force updated its recommendations on the benefits of aspirin therapy to decrease the risk of initial heart attacks and stroke in persons with one or more major risk factors (such as elevated cholesterol, high blood pressure, cigarette smoking, obesity and diabetes). In particular, men between the ages of 45 and 79 were encouraged to take aspirin to reduce heart attack risk, while women between the ages of 55 and 79 were encouraged to do the same to reduce stroke risk.


The bottom line is that aspirin therapy is generally underutilized in this country, especially in emergency settings and in preventing recurrent heart problems. But it’s not for everyone. Any benefit in heart attack and stroke reduction may be offset, for instance, in people at risk of major gastrointestinal bleeding complications. If you’re not taking aspirin regularly and think you should be, or if you’re taking it and wondering if you shouldn’t be, check with your doctor.


ASPIRIN BENEFITS FOR MEN AND WOMEN


[image: image]


I’ve heard that alcohol can worsen heart disease, but I’ve also heard that alcohol can prevent it. Which is it?


Drinking alcohol in excessive amounts over many years can lead to alcoholic cardiomyopathy, a weakening of the heart muscle. (Fortunately, complete abstinence from alcohol may often resolve the condition.) In addition, drinking too much can not only lead to cirrhosis of the liver, weight gain and an increased risk for mouth and throat cancer, but also raise the level of triglycerides. On the other hand, moderate alcohol intake has been associated with reduced cardiovascular events in many populations. Still, we do not recommend that anyone start drinking alcohol to prevent heart disease. The risks are too great.


Well, I already drink. Can I keep on drinking?


If you do drink, you should limit your alcohol consumption to no more than one drink per day for women and two drinks per day for men, ideally with meals. Whether white or red wine is more protective than beer or liquor remains unclear.


I enjoy grapefruit juice, but my cardiologist told me I shouldn’t drink it because I’m taking a cholesterol-lowering statin. What’s the connection?


Several of the statin drugs are adversely affected by grapefruit juice, which increases their levels in the bloodstream and any toxic symptoms that may occur. These symptoms include headache, gastrointestinal symptoms and muscle pain or tenderness. One study showed that one glass of grapefruit juice a day for three consecutive days doubled blood levels of lovastatin (Mevacor). Other statins that are likely to interact adversely with grapefruit juice are simvastatin (Zocor) and possibly atorvastatin (Lipitor). On the other hand, such an interaction is unlikely with pravastatin (Pravachol), fluvastatin (Lescol) or rosuvastatin (Crestor).


....................


Although I have a “normal” blood pressure, my doctor says I have a heart rhythm abnormality that puts me at risk for a stroke. The whole thing has me confused.


Patients with a heart rhythm disturbance called atrial fibrillation (AF) are clearly at increased risk for a stroke. The good news is that a procedure called cardioversion (during which a synchronized direct current shocks the heart) can often normalize AF. Alternatively, your doctor may perform an invasive ablation procedure to abolish the AF using a special catheter. In addition, you may be prescribed an anticoagulant such as Coumadin to decrease the likelihood of blood clot formation. Other medications like beta-blockers, digoxin and calcium channel blockers are frequently used to control the fast heart rate.


Is a stroke related to a heart attack?


Atherosclerosis, the underlying condition that leads to coronary heart disease, can also cause stroke. In the case of stroke, however, blockages stop blood flow to the brain, not the heart.


Is stroke common?


A stroke occurs every 45 seconds in the United States. Each year, about 700,000 people suffer a stroke and 164,000 of them die.


What are the warning signs of stroke?


Feeling sudden weakness in an arm, hand or leg, or not feeling one side of the face or body are common precursors of stroke. Other symptoms include:


• Suddenly not being able to see out of one eye


• Suddenly having difficulty talking


• Not being able to understand what someone is saying


• Feeling dizzy or losing balance


• Having the worst headache of your life


If you have one or more stroke symptoms for more than a few minutes, call 911.


....................


I had a heart attack five years ago. What’s my risk of future cardiac problems?


Doctors rarely talk explicitly to their heart patients about the risk of future cardiac events. Consequently, their patients assume the worst when, in fact, most do just fine.


Years ago, researchers at Stanford University asked a group of patients soon after their heart attacks to rate their likelihood of having another major cardiac problem (fatal or nonfatal) over the next year. Almost uniformly, the interviewees vastly overestimated their subsequent cardiac risk—suggesting that they anticipated an unfavorable prognosis. Yet the annual rate of death in these same patients was actually 1.5%, and only 2% had recurrent nonfatal heart attacks!


The good news? Between 1980 and 2000, death rates from coronary heart disease fell by more than 40%. Why? Recently, researchers developed a model that attributed more than 90% of the observed decrease in deaths from heart disease to reductions in major risk factors and the widespread implementation of effective medical therapies. The latter include initial treatments for heart attacks, an expanding array of cardioprotective drugs and the proven benefits of cardiac rehabilitation programs. In contrast, coronary artery bypass surgery and angioplasty accounted for only 7% of the mortality reduction. The authors concluded that future strategies should actively promote population-based prevention by reducing risk factors via drug therapy and healthy lifestyle modification.


Today, increasing numbers of heart patients are entering their seventies, eighties and nineties, often outliving their counterparts without heart disease. In our experience, these tend to be patients who take care of themselves and develop the mind-set necessary to deal with the challenges of heart disease. There is mounting evidence to suggest we get what we expect and attract what we fear. Invariably, those patients who not only survive but thrive believe they can achieve longevity and a high quality of life.


My doctor said I had a heart attack, but my recent cardiac catheterization was perfectly normal (i.e., no blockage). What could have caused the heart attack?


Coronary spasm. Approximately 5% to 10% of patients with anginal chest pain have a transient constriction of a portion of an artery feeding the heart muscle. Oftentimes, the area of the coronary artery that goes into spasm had no visible cholesterol blockage or plaque. Nevertheless, a sustained coronary spasm can deprive the heart muscle of oxygen (a condition called ischemia) and cause a heart attack.


Coronary spasm can be diagnosed by an electrocardiogram during symptoms or sometimes by cardiac catheterization. The likelihood of future coronary spasm can be diminished by chronic drug therapy, usually with a calcium channel blocker (such as nifedipine, verapamil, diltiazem or amlodipine).


I understand that there’s a new method for performing cardiopulmonary resuscitation? Please explain.


Traditional methods of cardiopulmonary resuscitation (CPR) called for chest compressions combined with mouth-to-mouth breathing. The latter, however, discourage many bystanders from participating due to the fear of contagious diseases. A study published in Lancet in 2007 evaluated the use of a new form of CPR (using chest compressions only) as compared with conventional methods. Relative to ultimate outcomes, there was no evidence of a benefit from the addition of mouth-to-mouth breathing. The authors concluded that CPR involving only chest compression should be considered the method of choice. For witnessed cardiac arrest, this method was also recently endorsed by the American Heart Association.


The new motto for CPR is Push hard, push fast. For adults, the compression rate and depth should be 100 per minute and one and a half to two inches, respectively. (To get the correct rhythm going, sing the Bee Gees hit “Stayin’ Alive” from Saturday Night Fever. The song’s beat is exactly right for CPR.) Providers should allow full chest recoil between compressions and minimize interruptions in chest compressions.





Introduction


It’s not your father’s heart disease anymore. For many years, doctors focused on cholesterol as the single most important risk factor for coronary heart disease. The connection was simple: the more cholesterol in the bloodstream, the greater the risk of a heart attack. Sure, smoking mattered, as did high blood pressure. But as Dr. Robert Levy, former director of the National Heart, Lung and Blood Institute, once stated, elevated cholesterol was the “chief factor of a heart attack.”


Soon after this connection was made, interest in managing blood cholesterol bordered on obsession. Virtually overnight, “low-cholesterol” foods appeared in grocery stores, cooking shows featured heart-healthy recipes and “What’s your number?” became a popular topic at cocktail parties. And although the recommendation was a kind of one-size-fits-all approach (get your cholesterol under 200 by eating a low-fat diet, exercising regularly and taking medication if necessary), it seemed to work. Average American cholesterol levels fell in the 1980s and ’90s. So did heart attack rates.


But the advice didn’t work for everyone. Diagnosed with high cholesterol, a friend changed his lifestyle dramatically. He cut down on red meat and fast foods, ate more fruits and vegetables, and began exercising regularly. His total cholesterol dropped from 220 to around 180 … just before he had a massive heart attack.


He was not alone. About half of all heart attacks in the United States occur in people who do not have high cholesterol. Indeed, Dr. Thomas Yannios, author of The Heart Disease Breakthrough, reported that about 80% of people who get heart disease have the same total cholesterol levels as those who don’t.


A New Perspective


Cutting-edge science calls for new thinking about heart disease and its treatment. The most recent findings suggest that cholesterol, while important, is only part of the story, one of multiple factors that in combination can cause a heart attack. Other markers—such as the degree to which the artery wall is injured and inflamed, and how easily your blood clots—are now seen as critical.


In addition, we all know that a balanced diet and sufficient exercise are essential for achieving cardiac health. But such knowledge has not led to healthy action. Why? Are we lazy or just plain stupid? Again, research has the answer. It’s chronic stress that keeps many people from shaping a diet and exercise plan. People under stress tend to eat unwisely and to skip exercise. But once stress is managed, healthy dietary and exercise actions are more likely to follow.


These changes in medical thinking lay behind my decision to write this book originally—and to revise it now—but it’s a decision consistent with my mission as a writer over the past three decades: to teach people how to apply the most up-to-date science to their everyday lives, all with the goal of achieving better cardiac health. If my readers are heart patients, I want them to have the tools to stabilize and reverse their disease; if they do not as yet have heart disease, I want them to have a manual for prevention. That’s the “why” of the book. The “how” takes a little more explanation.


Looking Back


The seeds of this book were planted on July 16, 1977, the day I was diagnosed with advanced coronary disease. Four days later, I had bypass surgery. I was 32 years old! My mother had often told me, “Life is what happens while you’re making plans,” but still, this was more than a little bit of a surprise. While I was aware that our family had a tendency toward high cholesterol and heart disease, I had never thought about my own risk.


My obliviousness is fairly typical. As Dr. William B. Kannel, former director of the long-running Framingham Heart Study in Massachusetts, has said, “If you don’t know that you’re free of heart disease, don’t assume that you are.” His studies found that 16% of the time people with heart disease experience sudden cardiac death as the first, last and only symptom of their problem.


So, in a way, I was lucky.


Here’s my story. For about a month, I had noticed a shortness of breath and pressure in my chest while warming up to play tennis. After about 10 minutes, these feelings would go away. The pain was not sharp—more like an uncomfortable fullness behind my breastbone. It was certainly not of sufficient concern to stop the match. I recall telling myself, “It’s probably a touch of bronchitis.”


After waiting a few weeks to see if these feelings would clear up on their own, I made an appointment with our family doctor. He had given me a complete physical exam just four months earlier. There were no problems then, and I didn’t expect him to find any now. Just a quick look at my lungs, a prescription, and I’d be on my way home.


I was wrong. The doctor was concerned about the “uncomfortable fullness” and the irregular results of a resting electrocardiogram, and he sent me that very day to a cardiologist. One test led to another, culminating in a cardiac catheterization to X-ray my coronary arteries. The diagnosis changed my life forever: “Joe, you have coronary heart disease, a buildup of blockages in the coronary arteries,” he said. “You have two blockages better than 50% and one that has closed about 95% of the artery. This is life-threatening. I recommend bypass surgery within the next few days. You are a heart attack waiting to happen.”


I heard his words, but I had difficulty personalizing the diagnosis. Like most people, I knew that heart disease was a major health issue, perhaps the greatest in the western world. But my appreciation was an arm’s length away. What did blocked arteries or heart attacks have to do with me, a 32-year-old guy in the prime of his life?


I would soon learn that heart disease was no longer just facts, figures and other people’s families. We were now talking about my heart, my health, and the impact on my family. Looking back on the moment my doctor recommended immediate coronary bypass surgery, I recall the words of the famous Spanish matador El Cordobés, who once said that his interest in the bullfight increased in direct ratio to the closeness of the bull’s horns. My interest was suddenly very great indeed.


After the six-hour operation, in which a piece of vein taken from my leg was used to create a new coronary artery that went around the blockage, I was euphoric, thinking myself “cured.” But a postoperative consultation with my cardiologist was sobering. “Let’s be straight on what was accomplished,” he said. “The surgery reduced the immediate risk of a life-threatening heart attack, and it took away the pain. But you still have coronary heart disease. You had it the day before surgery, you had it the day after surgery and you have it now. The immediate problem has been solved, but the underlying condition remains. You need to assess the risk factors that got you to this point and change those things that can be changed. The way you choose to live is the key to your cardiac future. Things like what you eat and how you exercise will dictate whether or not the disease progresses. It’s in your own hands, Joe.”


The time following surgery was very traumatic for my family. My wife, Bernie, and I had been married less than 10 years. Our children, Anne and Joe, were six and four. Instead of the “normal” concerns of a young family—picking the best school for the kids, choosing a vacation spot, scheduling soccer car pools—our focus was on living with heart disease. And there was some question even about that.


In an effort to get educated, I met with a lipids specialist at a major university near my home. He talked to me about cholesterol and blood pressure, diet and medications, and a course of action. His information was helpful, but he’d failed to address the question that was most important to me. “Will I live?” I asked him. “Will I have a normal life span or not?”


Perhaps he was having a bad day, possibly he was being brutally honest, or maybe he just had a terrible bedside manner, but this was his never-to-be-forgotten answer: “You probably won’t live to see age 40,” he said. “I’d be very surprised if you’re at your kids’ high school graduation.”


I left his office shocked and angry. But I was also scared. The specialist’s “opinion” created so much stress for me that I could hardly function. For about a month I moped around home, depressed, anxious and unable to focus on anything. I had always been actively engaged with life; now I had become a passive observer—except when it came to my heart. In that regard I was ever vigilant, always on guard for something terrible about to happen. One day, on a short walk down the road to our mailbox, I felt a pain in my side and was gripped by panic. It turned out to be nothing more than a muscle cramp, but I believed death was imminent. Afterwards, I realized I had become immobilized by stress and fear.


Bernie put the situation into perspective: “Joe, you can’t change the cards you were dealt. But you can change the way you play those cards.” She was supported by my doctor, who told me, “When General Patton was asked how he would respond to an enemy attack, he replied with one word: Counterattack. When the enemy is heart disease, the strategy is the same. Heart disease is not a death sentence. The key to long-term success is to learn about the disease, reduce your risk factors with healthy lifestyle changes, take your medications, get regular checkups and heed warning symptoms immediately.”


I knew they were right. I couldn’t change my genetic heritage. Besides, as I soon learned, lifestyle habits can offset and counteract “bad genes.” Ten percent of the population will get up in the morning, run five miles and still have a heart attack because of bad genes. Ten percent will have cream for breakfast, avoid exercise and yet never have a heart attack because they’re protected by good genes. But for the remaining 80%, lifestyle habits are the greatest determinant of cardiac health. Dr. William C. Roberts, editor of the American Journal of Cardiology, put it this way: “For every person with coronary heart disease because of family genes, there are 499 people who have it because of lifestyle decisions.”


Hope and optimism became my allies, education my friend. I made a commitment to learn all that I could about the disease and about the mitigating effect of lifestyle habits, and to do everything possible to overcome my genetic baggage. The starting point was learning what I could control. It was pretty clear that certain lifestyle habits—eating well, exercising regularly, not smoking and managing stress better—were key to my long-term health. But I needed to make a plan, and I didn’t know what to do. I was confused.


• Confused about diet. What was a healthy diet, anyway? Information and advice changed so rapidly that I called them studies du jour. One day, eggs were considered breakfast-table suicide; the next day, a new study said they were acceptable. Some experts touted margarine as better; others sided with butter. One day, low fat was in, high protein (really, high fat) was out; the next day, it was reversed. The dueling science left me bewildered.


• Confused about exercise. Some experts counseled slow and steady exercise. Others advised kicking up the pace to “go for the burn” and warned of “no pain, no gain.” As a heart patient, could I lift weights? Some doctors said yes, some said no. Not knowing who was right made me fearful.


• Confused about smoking. I didn’t smoke, but I lived for 18 years with parents who did. In college, my roommates smoked; at my office, many coworkers smoked. “You’ve actually been smoking from two to seven cigarettes a day for a number of years,” a pulmonary doctor told me. “You just never bought a pack yourself.” How could I avoid being harmed by secondhand cigarette smoke in the future?


• Confused about stress. Not much was known in those days about the role of stress, but intuitively I knew that getting all worked up, frequently over minor things, could not be good for my health. I was already feeling “out of time” before I had heart disease. How could I keep the disease from increasing my stress, which in turn would exacerbate my disease?


My need for accurate information and usable advice culminated in my first book, Don’t Eat Your Heart Out. Over the last three decades, I’ve continued to pay close attention to the progress in cardiac medicine and treatment. And with the help of dedicated health professionals and the support of my family, I’ve sorted out how the lifestyle pieces fit together for better cardiac health. More important, I’ve developed a methodology for putting information into action to achieve long-term lifestyle habits. This approach involves making changes through a sequence of events that promotes adherence. It also utilizes a number of practical tips for heart-healthy living, which I call Heart Savers.


The creation of this approach was not an academic exercise. It was a course of action for living long and well despite having heart disease. And it has worked:


• Critical markers such as weight, cholesterol and blood pressure show that I’m in better health now than I was in 1977.


• Tests show not only that my heart disease has been stabilized, but also that I actually have less disease today than in 1977, a condition called coronary regression.


• I recently celebrated my 41st anniversary of bypass surgery, making me one of the oldest bypass survivors (number of years post-bypass) in the United States. And that lipids specialist? He’s no longer practicing, but every time I have a birthday I send him a card to let him know I’m still around. (He has never responded!) I’ve also derived great satisfaction from keeping him apprised of the many graduation ceremonies I’ve attended—high school, college, graduate school and law school.


Speaking of those kids whose graduations I was never supposed to see, they’re now adults and neither of them demonstrates high cholesterol or other cardiac risk factors. The life skills I learned for rehabilitation, they use for prevention. To a certain extent, that has allowed them to offset any genetic predisposition to heart disease.


Looking Forward


This updated and revised book, a manual for preventing, stabilizing and reversing heart disease, is perhaps my most important. What was known about heart disease and heart-healthy living in 1977 and what is known today are worlds apart. In addition, I’ve had 41 years of experience in making lifestyle changes, enough time to sort out what is effective and what is not, what is a fad and what is trusted information, what works on paper but breaks down in practical application. Such experience is invaluable. As Cuckoo’s Egg author Clifford Stoll has written, “Data is not information any more than 50 tons of cement is a skyscraper.”


But just to be sure I had the clinical data and practical information I needed, I asked Barry A. Franklin, Ph.D., a highly respected national authority on cardiac rehabilitation and a good friend, to collaborate on the project. Since 1985, Barry has served as the director of the cardiac rehabilitation program and exercise laboratories at William Beaumont Hospital in Royal Oak, Michigan. He is an expert on cardiac science, the former editor in chief of the Journal of Cardiopulmonary Rehabilitation and past president of both the American Association of Cardiovascular and Pulmonary Rehabilitation and the American College of Sports Medicine. His experience running one of the largest and most successful cardiac rehabilitation programs in the country has given him valuable insight into the human process of making healthy lifestyle changes.


Former New York governor Mario Cuomo once said that his mother gave him two principles for success: 1) Figure out exactly what it is you want to do, and 2) Do it. My approach to healthy living operates on those principles. It turns information into action, telling you how to bring about healthy habits once and for all.


• Step 1: Assess your cardiac risk. The 10 critical markers in the next section of the book will give you a global view of your cardiac risk. Some markers, such as LDL cholesterol, blood pressure and smoking, are well established. Others, such as C-reactive protein, clotting factors and personality/behavior have only begun to emerge.


Each marker is independently important to your cardiac risk. That’s why, wherever possible, numeric values have been included as a means of estimating your own risk. For instance, the recommended HDL cholesterol level is 40 or above for men and 50 or above for women. An HDL level of 60 or above suggests a reduced risk; however, if it’s only 31, you know you’re at risk and you need to take action. By comparing your markers to established norms, you’ll have a more accurate picture of where you stand. You can assess some markers using self-scoring testing; for others, you’ll need to include them in a blood test as part of your annual physical exam.


• Step 2: Manage daily stress. Unfortunately, we can’t eliminate stress from our lives. Stress is a natural by-product of change, and change is constant. There is birth; there is death. The market goes up; the market comes down. But we can learn to handle stress more effectively. People who cope well with stress are in a better position to institute and maintain healthy exercise and eating habits. Read the section on stress and use the Heart Savers to put stress management techniques into practice.


• Step 3: Make exercise a habit. We suggest exercise before dietary change because regular, moderate exercise is easier to achieve. Building up to at least a 30-minute walk five or more times a week is easier than giving up your morning doughnut. Making exercise a regular part of your life causes an improvement in outlook. That’s because exercise is positive; it’s doing something. Dietary change, on the other hand, is often seen as negative; it’s about what you can’t have. By starting and sticking with an exercise program, you create a platform of success—one that carries over to healthy eating. In addition, exercise has a positive impact on stress management. Read the section on effective exercise and use the Heart Savers to make it a regular part of your life.


• Step 4: Balance your diet. It’s important not to base your dietary decisions on pop science or the latest fad. This step lays out accepted, credible science for heart-healthy eating. It’s also important to recognize that eating is a quality-of-life issue. That’s why our recommendations are not extremely high or extremely low in fat; instead, they call for balance and moderation.


There are a number of simple actions you can take to improve your diet, control weight and reduce cardiac risk. The diet section will provide you with the principles of the smartest way to eat; the Heart Savers will give you the ability to put those principles into action.


In addition, there is a section on critical drug therapy, from aspirin to beta-blockers, which can enhance lifestyle improvements to benefit cardiac health.


Our intent is to provide straight information based on the latest science tempered by experience and common sense. The result, we hope, is usable advice that will help those with heart disease stabilize and even reverse their disease, and those without heart disease to prevent it. Barry and I have updated and revised Take a Load off Your Heart with the sincere hope that it can make a difference. It will, if you let it.


Joseph C. Piscatella
Institute for Fitness & Health
Gig Harbor, Washington





STEP 1
Assess Your Risk






10 Critical Cardiac Markers


Most health professionals once agreed that heart disease was basically a problem of blocked pipes. The plumbing analogy is easy to understand, which may explain its popularity among doctors. As one cardiologist put it, “I describe heart disease to my patients as akin to rust accumulating over the years in an old water pipe. Pretty soon the pipe is blocked and there’s no water at the tap. When the coronary arteries get blocked by cholesterol buildup, or plaque, there’s no blood for the heart. Then the person suffers a heart attack. It’s a concept patients can easily grasp.”


Unfortunately, this isn’t a full and accurate description of how heart disease progresses or how a heart attack takes place. “We now know that the ‘rusty pipe’ theory is far too simple a notion,” says Dr. Ronald Krauss, past chairman of the American Heart Association’s Council on Nutrition, Physical Activity and Metabolism. “Elevated cholesterol is important, but it’s only part of the story.” New studies suggest that coronary artery injury, inflammation and blood clotting are involved in the triggering of heart attacks.


Arterial injury is part of the human condition. Each time the heart beats, it pumps 5% of the body’s blood back to itself via the coronary arteries. And with each beat, more than 100,000 times a day, these arteries twist and turn with such force that, over time, small tears appear on their inner walls. Elevated levels of LDL cholesterol, hypertension and diabetes may also cause inflammation and injury. Excessive stress hormones and carbon monoxide from cigarette smoke are likewise potentially injurious.


Whatever the cause, the body rushes specialized blood cells to the wound site whenever injury occurs. Cholesterol mixed in with the blood cells is deposited at the site. As it accumulates, plaque is formed. The more cholesterol, the greater the opportunity for plaque to take hold, but it is injury to the artery wall that provides the place for cholesterol to collect.


Wherever injury occurs, inflammation naturally follows as part of the body’s repair process. Unfortunately, however, inflammation can cause a rupture in the thin, fibrous cap that covers some plaque. When that happens, cholesterol is exposed to the bloodstream and a dangerous blood clot is formed. The clot closes off the artery channel, denies blood to the heart and is the actual trigger for most heart attacks. It’s no wonder, then, that an individual whose blood clots easily has an increased risk of heart attack.


Today, cholesterol is only one in a group of interrelated risk factors that together play a causal role in a heart attack. In other words, you should know your cholesterol numbers. But if that’s all you know, you may be woefully short of information needed to gauge your true cardiac risk. In fact, scientists have identified more than 250 risk factors for the disease. That’s a daunting number, to be sure, but easier to live with when you remember that not all markers are created equal. For instance, studies done several years ago suggested that a diagonal earlobe crease or going bald may be an indicator of heart disease. Worrying about such characteristics when you ought to be lowering your high blood pressure would be pretty silly.
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“If we lived by this advice, the cardiac health of Americans

would skyrocket.” —WILLIAM C. ROBERTS, M.D., EDITOR IN CHIEF,
AMERICAN JOURNAL OF CARDIOLOGY
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