
riers’’. The implementation of guidelines in practice has been

periodically evaluated since the nineties in three cross-sectional

surveys: EUROASPIRE.2 Comparison of these surveys (1995-1996,

1999-2000, and 2006-2007) confirms a trend toward unfavorable

lifestyles, with substantial increase in obesity and greater

prevalence of smoking at younger ages. Despite a significant

increase in the use of antihypertensive and lipid-lowering

medication, management of blood pressure has not changed

and nearly half of patients do not achieve recommended lipid

goals. Asymptomatic individuals with high cardiovascular risk

were first included in EUROASPIRE III,2 with alarming results. A

large percentage did not reach recommended goals, without a

clear linkage to socioeconomic barriers. The management of

smoking was not as effective as expected, due to a lack of

professional support to stop smoking. Another negative result

was the persistence of obesity. However, a third of overweight or

obese subjects had never been warned about their condition, and

the vast majority had not received advice on diet or physical

activity. These data and the above mentioned factors explain this

lack of professional adherence (lack of time, lack of incentives,

lack of training3,4); therefore, we should compare them with the

proven benefits of different intervention programmes. EUROAC-

TION5 was a multicenter, outpatient, nurse-run project for

patients with heart disease and high risk individuals, as well as

their partners or relatives. After one year, there was a significant

improvement in lifestyle and control of cardiovascular risk factors

between intervention and control groups, irrespective of the

amount of medication used. These results should serve as a point

of reflection: eliminating barriers is feasible from an individual

perspective. Every physician should: a) ensure communication

with both the patient and their closest family members,

b) integrate nursing staff in order to implement lifestyle changes,

and c) maintain long-term programs in the most appropriate

settings. This will help to move past the current standstill and

excessive medicalization, and toward effective cardiovascular

prevention.

Amelia Carro

Servicio de Cardiologı́a, Hospital Universitario Central de Asturias,

Oviedo, Asturias, Spain

E-mail address: achevia@gmail.com
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Response to ‘‘Stagnant Cardiovascular Prevention: Professional

Barriers’’

Respuesta a «Prevención cardiovascular estancada: barreras
profesionales»

To the Editor,

We appreciate Dr. Carro’s interest in our article,1 where we

argued that the persistence of unfavorable socioeconomic factors

perpetuates harmful behaviors and lifestyles.1 This has been shown

in many studies, in EUROASPIRE II, and indirectly in its three-phase

comparison.1–3 Carro also proposes the existence of a ‘‘professional

barrier’’ that might explain the poor control of cardiovascular risk

factors after coronary events. However, the significant increase in

the prescription of antihypertensive, lipid-lowering, and cardiopro-

tective drugs shows that therewere nomajor obstacles to scheduled

professional care in EUROASPIRE.3

Factors such as lack of adherence to treatment due to patient

unwillingness or denial, side effects, and the cost of medications

may have an impact on these unsatisfactory results, in addition to

unfavorable socioeconomic factors.

We agree that the time spent by health professionals to educate

and motivate their patients is extremely important. This has been

demonstrated in cardiac rehabilitation programs, which continue

to be underutilized despite their cost effectiveness for secondary

prevention and primary prevention in patients with multiple

cardiovascular risk factors.4,5 Lack of funding has been one of the

main causes of underutilization.

As we have stated,1 many barriers continue to favor the

alarming increase in cardiovascular risk factors. Society as a whole,

of which health professionals are only a small part, must become

more aware, make more resources available, and facilitate the

changes that may lead to improved control of these factors.

Note: these opinions do not necessarily reflect those of the

institutions to which the authors are affiliated.
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