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ABSTRACT

Introduction: Cardiovascular risk factors are directly responsible for the high mortality
from atherosclerotic coronary artery disease in women.

Objective: To describe these risk factors, the clinical course and quality of life in wo-
men after coronary angioplasty.

Method: A descriptive, longitudinal prospective study was conducted in women (n=62)
who underwent revascularization with PTCA and stent implantation from January to
June 2011. Clinical follow-up was performed for 180 days through medical con-
sultations.

Results: The mean age was 52.8 years and the most frequent cardiovascular risk fac-
tor was hypertension (66.1 %); diabetes (24.2 %) was the least prevalent. One-vessel
atherosclerotic coronary artery disease was the most common (87.1%), and three-
vessel disease (1.6%) was the least frequent one. Only one stent was implanted in
75.8 % of patients, and only one patient required the implantation of three stents;
83.9% of patients expressed that their quality of life was good, 14.5 % considered it
was acceptable and one patient estimated it was poor. During clinical follow-up, no
cardiovascular events was reported in 93.5 % of patients. Diabetes and poor quality of
life showed a statistically significant association with the extent of atherosclerotic co-
ronary artery disease, the number of stents used and cardiovascular events.
Conclusions: Women with atherosclerotic coronary artery disease who underwent
revascularization with coronary stents show a high frequency of risk factors, and have
a favorable clinical course with a prevalence of positive perceptions concerning their
quality of life.

Key words: Cardiovascular risk factors, Quality of life, Percutaneous coronary inter-
vention

Factores de riesgo cardiovascular y calidad de vida en mujeres
revascularizadas con stent coronarios
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RESUMEN

Introduccion: Los factores de riesgo cardiovascular son responsables directos de la
elevada mortalidad por enfermedad coronaria aterosclerdtica en la mujer.

Objetivo: Describir dichos factores, la evolucidn clinica y la calidad de vida en las fémi-
nas tras realizarle angioplastia coronaria.

Método: Estudio descriptivo, longitudinal y prospectivo en 62 mujeres revasculariza-
das con angioplastia e implante de stent en el periodo de enero a junio de 2011. Se
realizé seguimiento clinico durante 180 dias a través de las consultas médicas.
Resultados: La edad media fue de 52,8 afios y el factor de riesgo cardiovascular mas
frecuente, la hipertensién arterial (66,1 %), y la diabetes (24,2 %), el menos prevalen-
te. La enfermedad coronaria aterosclerética de un vaso fue la de mayor frecuencia
(87,1 %) y la de tres vasos (1,6 %), la menos representada. En 75,8 % de los pacientes
se utilizé un stent, solo uno requirio de tres. El 83,9 % de ellos valoraron su calidad de
vida como buena, 14,5 % la consideraron aceptable y uno la estimé como pobre. En
93,5 % de los pacientes no se evidenciaron acontecimientos cardiovasculares durante
el seguimiento clinico. La diabetes y la categoria calidad de vida pobre, mostraron una
asociacidn estadisticamente significativa con la extension de la enfermedad coronaria
aterosclerética, el nimero de stents utilizados y los acontecimientos cardiovasculares.
Conclusiones: Las mujeres con enfermedad coronaria aterosclerética, revasculariza-
das con stents coronarios, tienen una elevada frecuencia de factores de riesgo, una
evolucion clinica favorable y un predominio de las percepciones positivas sobre su
calidad de vida.

Palabras clave: Factores de riesgo cardiovascular, Calidad de vida, Intervencionismo
coronario percutaneo

INTRODUCTION

Cardiovascular disease (CVD) is currently the leading
cause of death in industrialized nations; and it is ex-
pected to be the same in developing countries by the
year 2020 In Cuba, it is the leading cause of death,
and by the end of 2011, females accounted for 47.8 %
of deaths from this disease.

The common anatomical and physiopathologic
substrate of CVD is atherosclerosis, a multifactorial
process that involves several cardiovascular risk fac-
tors (CVRF). The most common CVRF are: hyperten-
sion, diabetes mellitus, atherogenic dyslipoproteine-
mia and smoking. They are present in approximately
90% of patients with atherosclerotic coronary artery
disease (CAD)>.

For this reason, it is a great challenge and a very
high responsibility to reach adequate levels of health
promotion and control of the CVRF, to reduce the
incidence of ischemic heart disease and its consequent
morbidity and disability, with decreased quality of life
and the loss of valuable social and labor years®.

The high incidence and prevalence of atherosclero-
tic CAD have encouraged rapid developments in thera-

peutic alternatives, including percutaneous coronary
intervention (PCI)>.

The resulting impact of CVD is reflected in different
aspects. In the economic field, it requires large ex-
penses, from institutions and patients, due to the high
costs of medical care and readmissions that lead to
disability and work absenteeism. With regard to the
patients’ physical condition, they face limitations due
to the clinical symptomatology, which leads to a
greater perception of disability. From an emotional
point of view, they suffer from high levels of anxiety,
and even depression. These factors are acknowledged
as sources of risk for the development of atheros-
clerotic CAD, which affects family dynamics and results
in household and social conflicts. Atherosclerotic CAD
is a public health problem that affects the physical,
social and emotional aspects of the patients’ quality of
life®.

The influence of objective and subjective factors in
determining this quality of life is acknowledged; and it
is stated that if both types of factors are improved,
then, the quality of life will be higher at both, indivi-
dual and social level. Self-assessment plays an impor-
tant role. When assessing this phenomenon and its
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implications for the preservation of the quality of life,
it is analyzed considering prioritized needs and mo-
tives that form the essential meaning of life, with
which the subject is emotionally committed, and
assessing whether or not there is an impact in the
individual quality of life and in the essential aspects of
the patient’s personality’.

To our knowledge, for the first time in Cuba and
the world, it is conducted a self-assessment study on
the quality of life of women under 60 years of age who
underwent revascularization with PCl and stent im-
plantation.

The above motivates and justifies the objective of
this study, which is simply to describe the CVRF
mentioned above, the clinical course and the self-
assessment of the quality of life in this group of pa-
tients.

METHOD

A descriptive, longitudinal and prospective study was
conducted from January to June 2011. From the
universe of women who were treated at the Institute
of Cardiology and Cardiovascular Surgery, a purposive
sample was selected including all those patients
treated with PCl who met the inclusion and exclusion
criteria (n=62). The information about age, CVRF being
studied, extent of the atherosclerotic CAD, number of
diseased vessels and stents used was collected during
hospitalization. After hospital discharge, a clinical
follow-up was conducted for 180 days by scheduled
medical consultations (at 30, 90 and 180 days), which
identified the presence of cardiovascular events (CVE)
and determined the self-assessment of the quality of
life through a method that was validated’ at the
consulting room (Appendix).

All procedures were performed through vascular
access via the femoral artery by Seldinger technique®
and the angiographic assessment of the coronary
artery was conducted by Judkins technique®, according
to the protocol of the hospital.

Inclusion criteria

1. Female patients under 60 years of age with no
history of psychiatric disorders, who were admitted
to the Institute of Cardiology and Cardiovascular
Surgery and underwent complete revascularization

with PCl and stent implantation, with a successful
outcome.

2. To attend all scheduled consultations after dis-
charge.

3. To voluntarily participate in the study and sign the
informed consent form.

Exclusion criteria

Patients with a coronary anatomy that is not suitable
for this procedure, at the discretion of the operator,
particularly, chronic total occlusions and extensive
calcification.

Exit Criteria
Patients who had given their informed consent and
decided to revoke it.

Definition of variables

Successful PCl and conventional stenting: When coro-
nary vessel dilation was achieved after stent implant-
ation, with residual stenosis less than 10% and TIMI 3
antegrade flow; without dissection, or thrombus in the
target lesion and absence of serious complications
such as death, acute myocardial infarction (AMI), or
emergent surgical revascularization within 24 hours
after PCI.

Complete revascularization: Absence of stenosis
greater than 50% in the epicardial coronary arteries or
vessels greater than 2 mm in diameter at the end of
the PCI.

One, two or three-vessel disease: The nomenclature
proposed by Aldeman® for the anatomy of the coro-
nary circulation was used, and the extent of athe-
rosclerotic CAD was classified according to the number
of coronary vessels with significant stenosis.

Hypertension, diabetes mellitus and atherogenic
dyslipoproteinemia: All patients who were previously
diagnosed with the disease, with antihypertensive,
hypoglycemic or lipid-lowering treatment (as applic-
able), or who were newly diagnosed during hospi-
talization or clinical follow-up, according to the criteria
proposed by the WHO*'*2,

CVE: Cardiac and non-cardiac death, unstable an-
gina according Braunwald criteria®®, non-fatal AMI**
and the need for a repeat revascularization procedure
(angioplasty or surgery).

336 CorSalud 2013 Oct-Dec;5(4):334-345



Castillo Nufiez JC, et al.

Perceived and experienced quality of life (PEQL): It
is the evaluative expression resulting from the rela-
tionship between the actual situation, the aspirations
and expectations, considering it within the aspects
described by the subject as the essential ones, which
are seen as truly important. If the actual situation of
the essential aspects is equal or close to the aspi-
rations, or if it is expected to be achieved in the short,
medium or long term, then the self-assessment of the
quality of life is in a positive range (good and accept-
able). If not, it is in a negative range (poor and bad)’.

In the PEQL assessment form (Appendix), each
evaluative line is divided into four equal spaces with a
score of 4, 3, 2 and 1. The highest score is given to
positive answers or that with the highest intensity,
according to the question. In item d, the score is
reversed. To reach a diagnosis with the general
technique, the scores are added up:

e Between 100 and 76: Good PEQL, very positive
assessments predominate.

e Between 75 and 51: Acceptable PEQL, positive
assessments predominate.

e Between 50 and 26: Poor PEQL, negative assess-
ments predominate.

e Between 25 and 0: Bad PEQL, highly negative
assessments predominate.

Information processing
Data were stored and processed with the Statistical
Package for Social Sciences, version 8.0 for Windows.
Qualitative variables were expressed as absolute
numbers and percentages. The mean and standard de-
viation were described as summary measures of age.
Fisher's exact test was used to determine the relation-
ship between the variables studied. The statistical
validation of the results of the study adopted a sig-
nificance level of less than 5 % for the degrees of
freedom previously fixed in each of the circumstances
presented. A 95 % confidence interval was set.
Absolute frequency distributions were created and
expressed, briefly, by one-input data tables.

Ethics

The study was approved by the Scientific Council of

the Institute of Cardiology and Cardiovascular Surgery.
The study was in agreement with the provisions of

the basic principles of the Helsinki Declaration con-

taining recommendations to follow in biomedical re-
search involving human subjects, as it was established
in the 59" General Assembly of the World Medical
Association in Seoul, Korea, in October 2008".

RESULTS

The study included 62 female patients who met the
inclusion criteria; the mean age was 52.8 + 6.1 years.
None of them withdrew informed consent. There were
no losses to follow-up. Hypertension (66.1 %) was the
most frequent CVRF, followed by smoking (37.1 %),
dyslipoproteinemia (27.4 %) and diabetes (24.2 %)
(Table 1).

Table 1. Distribution of patients by age and CVRF (n=62).

Characteristics ‘ N2 %
Mean age £ SD (years) 52,8+6,1
Hypertension 41 66,1
Diabetes mellitus 15 24,2
Dyslipoproteinemia 17 27,4
Smoking 23 37,1

SD: standard deviation
Source : Data collection form

Table 2. Features of the interventional procedure (n=62)
Caracteristicas Ne %

Atherosclerotic coronary artery disease

One-vessel disease 54 87,1
Two-vessel disease 7 11,3
Three-vessel disease 1 1,6

Number of stents used

1 47 75,8
2 14 22,6
3 1 1,6

One-vessel atherosclerotic CAD was the most fre-
quent type (87.1%), while two-vessel disease (11.3%)
was the second most prevalent one, and only one
patient (1.6 %) showed 3-vessel disease. During PCl,
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one stent was implanted in the majority of subjects
(75.8 %), 2 stents in 22.6 % of patients and only one
patient (1.6 %) needed three stents (Table 2).

It turned out that 52 patients (83.9 %) considered
that their quality of life was good, in the context of
their disease, while 14.5% of patients thought it was

Table 3. Assessment of the perceived and experienced

quality of life
:ﬁ:;;ati;/i(fi I?fr;d experienced Ne %
Good 52 83,9
Acceptable 9 14,5
Poor 1 L6
Total 62 100

Table 4. Cardiovascular events during clinical follow-up.

acceptable, and one patient (1.6 %) expressed it was
poor. No patient regarded it as bad (Table 3).

Up to 90 days of follow-up, no patient had CVE. In
the period from 91 to 180 days of follow-up, 93.5 % of
patients were uneventful, and just 4 patients (6.4 %)
had unstable angina (Table 4).

It was observed that diabetes mellitus and the poor
PEQL category had a statistically significant association
with the extent of the atherosclerotic CAD, the num-
ber of stents used and the CVE. It was determined that
the other CVRF which had a statistically significant
association with CVE was dyslipoproteinemia. In the
acceptable PEQL category, there was also a statistically
significant association with the extent of the atheros-
clerotic CAD and the number of stents used (Table 5).

DISCUSSION

Atherosclerotic CAD is the main cause of

Dias | death in women and the prevalence of CVRF

31a90 91 a 180 has a direct responsibility for this situa-

tion®'. The mortality rate in females

Uneventful 62 100 62 100 58 935 between 35 a.nd‘ 54 years of'age is mcrea'smg

due to the incidence of diabetes mellitus,

) hypertension, sedentary lifestyle and meta-
Unstable angina 0 - 0 - 4 6,4 . 18
bolic syndrome™.

Total & 100 & 100 6 100 The mean age of the patients in our study

does not coincide with that reported by some

Table 5. Relationship of cardiovascular risk factors and
quality of life to atherosclerotic coronary artery disease,
number of coronary stents used and CVE.

Valores de p§

Caracteristicas ‘

ECA | Stent  ACV

Cardiovascular risk factors

Hypertension 0,49 0,63 0,15
Diabetes mellitus 0,02 0,00 0,00
Dyslipidemia 0,11 0,05 0,01
Smoking 0,07 0.05 0,10
Quality of life

Good 0,21 0,67 0,37
Acceptable 0,01 0,04 0,54
Poor 0,00 0,00 0,00

8§: p-value, test of Fisher and Yates’ correction.
Confidence interval 95 %.

authors'®?. Concepcién and Ramos* state

that age is in itself an important CVRF, be-
cause with aging several anatomical and functional
changes occur in the -cardiovascular system. In
connection with this statement, Andrés et al** point
out that age has a linear relationship with the
development of CVD and that older-age patients have
a higher mortality because this population has most of
the CVRF and coronary complications.

In the FAST-MI study (presented at the 2012 Con-
gress of the European Society of Cardiology), the
authors concluded that France had an increase in the
percentage of women under 60 years of age with
acute ST-segment elevation, and an increased use of
reperfusion therapy and medications®.

Hypertension is one of the most common CVRF in
patients with CVD, and in our study it was the pre-
dominant (66.1 %). This finding is consistent with
those of other authors®*?¢. With regard to hyperten-
sion control, there is still debate about the adequate
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level of blood pressure in a patient with atheros-
clerotic CAD. The WHO recommends a systolic blood
pressure <140 mmHg and a diastolic blood pressure
<90 mmHg, or <130/80 mmHg in the case of patients
with diabetes or renal insufficiency®®. In recent years
this concept has been questioned. Boutitie”, in a
meta-analysis of over 40,000 patients, described a
decrease in blood pressure beyond certain limits,
which increased mortality. These findings were con-
firmed by Messerli?® in 2006. Likewise, the INVEST
study, with more than 22.00 subjects, showed that the
mortality of those with atherosclerotic CAD has a J-
shaped curve with respect to blood pressure levels,
which demonstrates that hypertension increases the
risk of atherosclerotic CAD.

The ACCORD BP study? in diabetics did no demons-
trate any additional benefit in reducing systolic
pressure to 120 mmHg, compared to keeping it at 140
mmHg. Cooper-DeHoff*®, in a group of coronary pa-
tients, found that blood levels between 130 and 140
mmHg correlated with immediate and lower mortality.
This author showed that hypertension was an inde-
pendent predictor of mortality in the cases studied.
Researchers on this topic found that this premise also
applies to atherosclerotic CAD patients after myocar-
dial revascularization surgery, with peripheral arterial
disease and over 60 years of age®™.

On the other hand, in a study of the PROVE IT-TIMI
22 trial, blood pressure was assessed in patients with
acute coronary syndrome and it was confirmed the U-
shaped or J-shaped association between blood press-
ure and CVE**, with a lower incidence of events for a
systolic pressure of 130 to 140 mmHg and a diastolic
pressure of 80 to 90 mmHg, and a significant increase
in morbidity and mortality with blood pressure levels
below 110/70 mmHg.

Dyslipoproteinemia is one of the most important
CVRF for the development of atherosclerosis and CVD.
In this study, its prevalence was similar to that re-
ported in other studies®*?°. High levels of total choles-
terol, triglycerides and low density lipoproteins (LDL)
have a negative impact on health. LDL has a direct
impact on atherogenic risk and is an important com-
ponent of vulnerable or unstable plaques. The reduc-
tion of high density lipoproteins (HDL) has also been
identified as an atherogenic risk and as a weakening of
the protection against the development of CVD in old
age, influenced by an imbalance between estrogen
and progesterone due to menopause?. Splansky*® and

O'Donnell*® described how hypertriglyceridemia is
associated with atherosclerosis, as its increase is a
strong CVRF in women compared to men*?®,

A recent meta-analysis of 26 trials showed that the
greater the reduction of LDL cholesterol, the lower the
incidence of myocardial infarction, revascularization
and stroke, and highlights the superiority of intensive
lipid-lowering regimes for cardiovascular prevention®.

Another study showed an inverse association
between the ability of HDL to accept cholesterol from
macrophages and the presence of atherosclerosis,
suggesting that the HDL antiatherogenic effect may
not depend only on its blood concentration, but also
on its functional nature®.

Smoking, another CVRF studied in our research, is
considered an addiction in most patients and its
treatment generally requires a multidisciplinary health
team. The result obtained in our study is similar to
that reported by other authors*®****. puymirat et a/*,
in their investigation which covered the period 1995-
2010, reported that in women under 60 years of age
the prevalence of active smoking increased from 37.3
to 73.1 %, with the consequent impact on the in-
creased mortality in this group of patients. It is known
that smoking cessation is one of the most important
interventions for reducing total death, and is more
effective than any other intervention to prevent the
first acute coronary syndrome (ACS)*.

In the ASTRAL study (presented at the 57th Annual
Scientific Session of the American College of Cardio-
logy), researchers found that 54% of patients with
mean stenosis of the renal artery were ex-smokers®.

Diabetes mellitus is another of the most important
CVRF currently described®. In our study, the preva-
lence of this factor coincides with reports in other
publications®2%3°, Recently, Ray et al*® concluded that
the prognosis of the clinical course of non-diabetic
patients with atherosclerotic CAD is similar to that
described in diabetics without this disease. In addition,
this study showed that an aggressive strategy with
regard to blood glucose reduces by 17 % nonfatal
myocardial infarctions and by 15% atherosclerotic CAD
events, without changing the likelihood of stroke and
death®®>!,

The most frequent CVE was unstable angina, a
result similar to those observed by Leyva et a/*®. The
prevalence of one-vessel atherosclerotic CAD and the
use of one stent in our study are consistent with re-
ports by other authors®*®*. In Spain, in 2011, only one
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stent was implanted in 89 % of PCI*®. It has been
described that the extension of atherosclerotic CAD is
an important indicator of prognosis, quality of life and
mortality in patients with ischemic heart disease®. In
the CASS registry, of patients with drug treatment,
survival at 12 years for those with normal coronary
arteries was 91%, compared with 74, 59 and 50% for
those with one-vessel disease, two-vessel disease and
three-vessel disease, respectively®’.

The results of our study in relation to the assess-
ment of the quality of life are similar to those reported
by other researchers®”®*°. These findings demons-
trate that the presence of a disease or condition does
not preclude the possibility of having a positive view of
the personal quality of life. This study suggests that
healthy behaviors and the enjoyment of a quality life
are possible for ill people, provided that they show
adherence to treatment and a healthy lifestyle”®.

For a comprehensive treatment of patients with
atherosclerotic CAD, it is necessary to consider the
psychosocial aspects surrounding it because the psy-
chological reactions that may occur after an ACS are
diverse: anxiety, hostility, isolation, sexual dysfunction,
fatigue, decreased quality of life, family conflicts, labor
conflicts and neglect of treatments. Therefore, it is the
task of the health care team to provide containment
and support in this regard to patients suffering from
an ACSGJ'SS-GZ.

The knowledge gained and the results of our study
suggest that the control and modification of multiple
risk factors, especially by interventions designed to
reduce the prevalence of hypertension, diabetes melli-
tus, high cholesterol, smoking and psychosocial as-
pects, may have a favorable impact in reducing the
development of atherosclerotic CAD, in the incidence
of CVE and in the quality of life of patients.

Therefore, this study gives new information that
can be used to provide a more comprehensive treat-
ment for this group of patients.

CONCLUSIONS

Women with atherosclerotic coronary artery disease,
who underwent revascularization with coronary stent-
ing, show a high frequency of risk factors, and have a
favorable clinical course and a predominance of po-
sitive perceptions about their quality of life.

REFERENCES

1. Hamm CW, Bassand JP, Agewall S, Bax J, Boersma
E, Bueno H, et al. Guia de practica clinica de la ESC
para el manejo del sindrome coronario agudo en
pacientes sin elevacion persistente del segmento
ST. Rev Esp Cardiol. 2012;65(2):173.e1-e55.

2. Ministerio de Salud Publica; Direccion Nacional de
Registros Médicos y Estadisticas de Salud. Anuario
Estadistico de Salud 2011 [Internet]. La Habana:
MINSAP; 2012. Disponible en:
http://files.sld.cu/bvscuba/files/2012/05/anuario-
2011-e.pdf

3. Diaz Rodriguez A. Las dislipidemias como factor de
riesgo cardiovascular. Prevenciéon primaria y pre-
vencion secundaria en Atencion Primaria. Madrid:
Saned; 2009. Disponible en:
http://2011.elmedicointeractivo.com/Documentos
/doc/21_DISLIPEMIAS_FAC_EMId.pdf

4. Moreno Martinez FL. The New England Journal of
Medicine, CorSalud y las enfermedades cardiovas-
culares. Revista Finlay [Internet]. 2012 [citado 2013
May 12];2(1):6-7. Disponible en:
http://www.revfinlay.sld.cu/index.php/finlay/articl
e/view/106/113

5. Lloyd-Jones D, Adams R, Carnethon M, De Simone
G, Ferguson TB, Flegal K, et al. Heart disease and
stroke statistics — 2009 Update: A report from the
American Heart Association Statistics Committee
and Stroke Statistics Subcommittee. Circulation.
2009;119(3):480-6.

6. Achury D, Rodriguez-Colmenares SM, Agudelo-
Contreras LA, Hoyos-Segura JR, Acufia-Espaiol JA.
Calidad de vida del paciente con enfermedad
cardiovascular que asiste al programa de reha-
bilitacién cardiaca. Investig Enferm Imagen Desarr.
2011;13(2):49-74

7. Diaz Corral IB. Determinantes psicoldgicos de la
calidad de vida [Tesis doctoral]. La Habana: Univer-
sidad de Ciencias Médicas de La Habana; 2008.
[Internet]. Disponible en:
http://tesis.repo.sld.cu/182/1/lleana_Diaz_.pdf

8. Seldinger Sl. Catheter replacement of the needle in
percutaneous arteriography; A new technique. Acta
Radiol. 1953;39(5):368-76.

9. Judkins MP. Selective coronary arteriography, part
I: a percutaneous transfemoral technic. Radiology
1967;89(5):815-24.

340 CorSalud 2013 Oct-Dec;5(4):334-345


http://files.sld.cu/bvscuba/files/2012/05/anuario-2011-e.pdf
http://files.sld.cu/bvscuba/files/2012/05/anuario-2011-e.pdf
http://2011.elmedicointeractivo.com/Documentos/doc/21_DISLIPEMIAS_FAC_EMId.pdf
http://2011.elmedicointeractivo.com/Documentos/doc/21_DISLIPEMIAS_FAC_EMId.pdf
http://www.revfinlay.sld.cu/index.php/finlay/article/view/106/113
http://www.revfinlay.sld.cu/index.php/finlay/article/view/106/113
http://tesis.repo.sld.cu/182/1/Ileana_Diaz_.pdf

Castillo Nufiez JC, et al.

10.Aldeman EL, Stadius ML. The angiographic defini-
tions of the bypass Angioplasty Revascularization
Investigation (BARI). Coron Artery Dis. 1992;3:
1189-1207.

11.Chobanian AV, Bakris GL, Black HR, Cushman WC,
Green LA, Izzo JL, et al. The Seventh Report of the
Joint National Committee on Prevention, De-
tection, Evaluation, and Treatment of High Blood
Pressure: the JNC 7 report. JAMA 2003;289(19):
2560-72.

12.World Health Organization. Definition, diagnosis
and classification of diabetes mellitus and its com-
plications. Report of a WHO Consultation. Geneva:
World Health Organization; 1999. Disponible en:
http://www.who.int/diabetes/publications/Definiti
on%20and%20diagnosis%200f%20diabetes_new.p
df

13.Braunwald E. Unstable angina: A classification.
Circulation.1989;80(2):410-4.

14.Mendis S, Thygesen K, Kuulasmaa K, Giampaoli S,
Mahonen M, Ngu Blackett K, et al. World Health
Organization definition of myocardial infarction:
2008-09 revision. Int J Epidemiol. 2011;40(1):139-
46.

15.World Medical Association Declaration of Helsinki.
Ethical principles for medical research involving hu-
man subjects. 59th WMA General Assembly, Seoul,
October 2008; [Internet]. Disponible en:
http://www.wma.net/en/30publications/10policies
/b3/17c.pdf

16.de la Iglesia B, Potter JF, Poulter NR, Robins MM,
Skinner J. Performance of the ASSIGN cardiovas-
cular disease risk score on a UK cohort of patients
from general practice. Heart 2011;97(6):491-9.

17.Wong ND. American Society for Preventive Cardiol-
ogy Annual Debate: Coronary heart disease in men
and momen — Does one size fit all?. Clin Cardiol.
2011;34(11):653.

18.Wenger NK. Cardiovascular disease: the female
heart is vulnerable: a call to action from the 10Q
report. Clin Cardiol. 2012;35(3):134-5.

19.Hurtado-Martinez J, Pinar-Bermudez E, Teruel-Ca-
rrillo F, Gimeno-Blanes JR, Lacunza-Ruiz J, Valdesu-
so R, et al. Mortalidad a corto y largo plazo en mu-
jeres con infarto de miocardio tratado con angio-
plastia primaria. Rev Esp Cardiol. 2006;59(11):1113-
22.

20.Leyva Quert AY, Conde Pérez P, Méndez Peralta T,

Almeida Gémez J, Valdés Recarey M, Claro Valdez
R. Seguimiento a mediano plazo tras la implanta-
cion de stents coronarios convencionales en muje-
res. Rev Cubana Med. 2009;48(3):48-58.

21.Concepcidn Gonzdlez V, Ramos Gonzalez HL.
Comportamiento de factores de riesgo cardiovascu-
lar en ancianos del consultorio “La Ciénaga”. Cor-
Salud [Internet]. 2012 [citado 2013 May 15];4(1):
30-38. Disponible en:
http://bvs.sld.cu/revistas/cors/pdf/2012/v4nlal2/
es/frc.pdf

22.Andrés E, Ledn M, Cordero A, Magallén R, Magan P,
Luengo E, et al. Factores de riesgo cardiovascular y
estilo de vida asociados a la aparicién prematura de
infarto agudo de miocardio. Rev Esp Cardiol. 2011,
64(6):527-9.

23.Puymirat E, Simon T, Steg PG, Schiele F, Guéret P,
Blanchard D, et al. Association of changes in clinical
characteristics and management with improvement
in survival among patients with ST-elevation myo-
cardial infarction. JAMA. 2012;308(10) :998-1006.

24.Roger VL, Go AS, Lloyd-Jones DM, Adams RJ, Berry
ID, Brown TM, et al. Heart Disease and Stroke Sta-
tistics—2011 Update: A Report from the American
Heart Association. Circulation. 2011;123(4):e18-
209.

25.Egan BM, Zhao Y, Axon RN. US trends in preva-
lence, awareness, treatment, and control of hyper-
tension, 1988-2008. JAMA. 2010;303(20): 2043-50.

26.Gabriel R, Alonso M, Segura A, Tormo MJ, Artigao
LM, Banegas JR, et al. Prevalencia, distribucién y
variabilidad geografica de los principales factores
de riesgo cardiovascular en Espafia. Analisis agru-
pado de datos individuales de estudios epidemiolé-
gicos poblacionales: estudio ERICE. Rev Esp Cardiol.
2008;61(10):1030-40.

27.Boutitie F, Gueyffier F, Pocock S, Fagard R, Boissel
JP; INDANA Project Steering Committee - Individual
Data Analysis of Antihypertensive intervention. J-
shaped relationship between blood pressure and
mortality in hypertensive patients: New insights
from a meta-analysis of individual-patient data.
Ann Intern Med. 2002;136(6):438-48.

28.Messerli FH, Mancia G, Conti CR, Hewkin AC,
Kupfer S, Champion A, et al. Dogma disputed: Can
aggressively lowering blood pressure in hyperten-
sive patients with coronary artery disease be dan-
gerous? Ann Intern Med. 2006;144(12):884-93.

CorSalud 2013 Oct-Dec;5(4):334-345 341


http://www.who.int/diabetes/publications/Definition%20and%20diagnosis%20of%20diabetes_new.pdf
http://www.who.int/diabetes/publications/Definition%20and%20diagnosis%20of%20diabetes_new.pdf
http://www.who.int/diabetes/publications/Definition%20and%20diagnosis%20of%20diabetes_new.pdf
http://www.wma.net/en/30publications/10policies/b3/17c.pdf
http://www.wma.net/en/30publications/10policies/b3/17c.pdf
http://bvs.sld.cu/revistas/cors/pdf/2012/v4n1a12/es/frc.pdf
http://bvs.sld.cu/revistas/cors/pdf/2012/v4n1a12/es/frc.pdf

Cardiovascular risk factors and quality of life in women who underwent revascularization with coronary stenting

29.ACCORD Study Group, Cushman WC, Evans GW,
Byington RP, Goff DC, Grimm RH, et al. Effects of
intensive blood-pressure control in type 2 diabetes
mellitus. N Engl J Med. 2010;362(17):1575-85.

30.Cooper-DeHoff RM, Gong Y, Handberg EM, Bavry
AA, Denardo SJ, Bakris GL, et al. Tight blood
pressure control and cardiovascular outcomes
among hypertensive patients with diabetes and
coronary heart disease. JAMA. 2010;304(1):61-8.

31.Denardo SJ, Messerli FH, Gaxiola E, Aranda JM,
Cooper-Dehoff RM, Handberg EM, et al. Charac-
teristics and outcomes of revascularized patients
with hypertension: An international verapamil SR-
trandolapril substudy. Hypertension. 2009;53(4):
624-30.

32.Bavry AA, Anderson RD, Gong Y, Denardo SJ,
Cooper-Dehoff RM, Handberg EM, et al. Outcomes
among hypertensive patients with concomitant
peripheral and coronary artery disease: Findings
from the INternational VErapamil-SR/trandolapril
Study. Hypertension. 2010;55(1);48-53.

33.Denardo SJ, Messerli FH, Gaxiola E, Aranda IM,
Cooper-Dehoff RM, Handberg EM, et al. Coronary
revascularization strategy and outcomes according
to blood pressure (from the International Verapa-
mil SR-Trandolapril Study [INVEST]). Am J Cardiol.
2010;106(4):498-503.

34.Bangalore S, Qin J, Sloan S, Murphy SA, Cannon CP;
PROVE IT-TIMI 22 Trial Investigators. What is the
optimal blood pressure in patients after acute coro-
nary syndromes?: Relationship of blood pressure
and cardiovascular events in the PRavastatin OR
atorVastatin Evaluation and Infection Therapy-
Thrombolysis In Myocardial Infarction (PROVE IT-
TIMI) 22 trial. Circulation. 2010;122(21):2142-51.

35.Lundberg G, King S. Coronary revascularization in
women. Clin Cardiol. 2012;35(3):156-9.

36.Barge-Caballero E, Vazquez-Rodriguez JM, Estévez-
Loureiro R, Calvino-Santos R, Salgado-Fernandez J,
Aldama-Ldpez G, et al. Angioplastia primaria en el
Area Norte de Galicia: cambios asistenciales y resul-
tados tras la implantacion del programa PROGA-
LIAM. Rev Esp Cardiol. 2012;65(4):341-9.

37.Crudu V, Sartoriusl, Berger P, Scott T, Skelding K,
Blankenship J. Middle-of-the-night PCI does not
affect subsequent day PCl success and complication
rates by the same operator. Catheter Cardiovasc
Interv. 2012;80(7):1149-54.

38.Song PS, Ryu DR, Choi SH, Yang JH, Song YB, Hahn
JY, Choi JH, Seung KB, Park SJ, Gwon HC. Impact of
acute coronary syndrome classification and proce-
dural technique on clinical outcomes in patients
with coronary bifurcation lesions treated with drug-
eluting stents. Clin Cardiol. 2012;35(10):610-8.

39.Pacheco Gonzalez G, Obregén Santos AG, Aroche
Aportela R, Conde Cerdeira H, Hernandez Navas M,
Gandarilla Sarmientos JC. Factores clinicos y del
procedimiento relacionados con la trombosis de
stent. CorSalud [Internet]. 2012 [citado 2013 May
211;4(2):97-102. Disponible en:
http://bvs.sld.cu/revistas/cors/pdf/2012/v4n2a12/
es/trombosis.pdf

40.Splansky GL, Corey D, Yang Q, Atwood LD, Cupples
LA, Benjamin EJ, et al. The Third Generation Cohort
of the National Heart, Lung, and Blood Institute's
Framingham Heart Study: design, recruitment, and
initial examination. Am J Epidemiol. 2007;165(11):
1328-35.

41.0’Donnel CJ, Elosua R. Factores de riesgo cardio-
vascular. Perspectivas derivadas del Framingham
Heart Study. Rev Esp Cardiol. 2008;61(3);299-310.

42.Bueno H, Fernandez-Avilés F. Use of risk scores in
acute coronary syndromes. Heart. 2012;98(2):162-
8.

43.Thanassoulis G, Peloso GM, Pencina MJ, Hoffmann
U, Fox CS, Cupples LA, et al. A genetic risk score is
associated with incident cardiovascular disease and
coronary artery calcium: the Framingham Heart
Study. Circ Cardiovasc Genet. 2012;5(1):113-21.

44.Cholesterol Treatment Trialists’ (CTT) Collabor-
ation, Baigent C, Blackwell L, Emberson J, Holland
LE, Reith C, et al. Efficacy and safety of more
intensive lowering of LDL cholesterol: a meta-
analysis of data from 170.000 participants in 26
randomised trials. Lancet. 2010;376(9753):1670-81.

45.Khera AV, Cuchel M, de la Llera-Moya M, Rodrigues
A, Burke MF, Jafri K, et al. Cholesterol efflux capa-
city, high-density lipoprotein function, and atheros-
clerosis. N Engl J Med. 2011;364(2):127-35.

46.Arroyave JA, Cepeda MC. Caracterizacion de la res-
tenosis de stents coronarios convencionales vy libe-
radores de medicamentos en pacientes incluidos
en el registro DRug Eluting STent (DREST). Rev
Colomb Cardiol. 2012;19(3):121-31.

47.Kim MJ, Jeon DS, Gwon HC, Kim SJ, Chang K, Kim
HS, Tahk SJ. Current statin usage for patients with

342 CorSalud 2013 Oct-Dec;5(4):334-345


http://bvs.sld.cu/revistas/cors/pdf/2012/v4n2a12/es/trombosis.pdf
http://bvs.sld.cu/revistas/cors/pdf/2012/v4n2a12/es/trombosis.pdf

Castillo Nufiez JC, et al.

acute coronary syndrome undergoing percutaneous
coronary intervention: Multicenter survey in Korea.
Clin Cardiol. 2012;35(11):700-6.

48.Zylbersztejn H, Giorgi M. Evaluacion global de los
factores de riesgo cardiovascular. célculo del ries-
go. Rev Argent Cardiol. 2012;80(Supl 2):10-21.

49.Segovia J, Bermejo J, Alfonso F. Resumen de los en-
sayos clinicos presentados en la 57.a Sesion Cienti-
fica Anual del American College of Cardiology (Chi-
cago, Estados Unidos, 30 de marzo-2 de abril de
2008). Rev Esp Cardiol. 2008;61(7):726-37.

50.Ray KK, Seshasai SR, Wijesuriya S, Sivakumaran R,
Nethercott S, Preiss D, et al. Effect of intensive
control of glucose on cardiovascular outcomes and
death in patients with diabetes mellitus: A meta-
analysis of randomised controlled trials. Lancet.
2009;373(9677):1765-72.

51.Action to Control Cardiovascular Risk in Diabetes
Study Group, Gerstein HC, Miller ME, Byington RP,
Goff DC, Bigger IT, et al. Effects of intensive glucose
lowering in type 2 diabetes. N Engl J Med. 2008;
358(24):2545-59.

52.Serrano Ricardo G, Pérez del Todo JM, del Pino San-
chez E. Evolucidn clinica de pacientes con infarto
agudo de miocardio tratados con angioplastia pri-
maria. CorSalud [Internet]. 2012 [citado 2013 May
21];4(3):157-65. Disponible en:
http://bvs.sld.cu/revistas/cors/pdf/2012/v4n3al12/
es/actp.pdf

53.Ravelo Dopico R, Heres Alvarez FC, Lopez Ferrero L,
Pérez del Todo JM, Gonzdlez Grek O, Rodriguez
Londres J. Factores prondsticos de eventos cardia-
cos adversos en pacientes tratados mediante inter-
vencionismo coronario percutdneo electivo. Rev
Cubana Cardiol Cir Cardiovasc [Internet]. 2010 [ci-
tado 2013 May 21];16(4):407-16. Disponible en:
http://www.revcardiologia.sld.cu/index.php/revcar
diologia/article/download/210/162

54.Park DW, Seung KB, Kim YH, Lee JY, Kim W/, Kang
SJ, et al. Long-term safety and efficacy of stenting
versus coronary artery bypass grafting for unpro-
tected left main coronary artery disease: 5-year
results from the MAIN-COMPARE (Revasculari-
zation for Unprotected Left Main Coronary Artery
Stenosis: Comparison of Percutaneous Coronary
Angioplasty Versus Surgical Revascularization) re-
gistry. J Am Coll Cardiol. 2010;56(2):117-24.

55.Diaz JF, de La Torre JM, Sabaté M, Goicolea J. Regis-

tro Espaiiol de Hemodindmica y Cardiologia Inter-
vencionista. XXI Informe Oficial de la Secciéon de
Hemodinamica y Cardiologia Intervencionista de la
Sociedad Espafiola de Cardiologia (1990-2011). Rev
Esp Cardiol. 2012;65(12):1106-16.

56.American College of Cardiology; American Heart
Association Task Force on Practice Guidelines. 2007
Focused Update of the ACC/AHA/SCAI 2005 Guide-
line Update for Percutaneous Coronary Interven-
tion. A report of the American College of Cardiol-
ogy/American Heart Association Task Force on
Practice Guidelines. Catheter Cardiovasc Interv.
2008;71(1):E1-40.

57.Warnes CA, Williams RG, Bashore TM, Child JS,
Connolly HM, Dearani JA, et al: ACC/AHA 2008
guidelines for the management of adults with con-
genital heart disease: a report of the American
College of Cardiology/American Heart Association
Task Force on Practice Guidelines (Writing Com-
mittee to Develop Guidelines on the Management
of Adults With Congenital Heart Disease). Developed
in Collaboration With the American Society of
Echocardiography, Heart Rhythm Society, Inter-
national Society for Adult Congenital Heart Disease,
Society for Cardiovascular Angiography and Inter-
ventions, and Society of Thoracic Surgeons. ] Am
Coll Cardiol. 2008;52(23): e143-e263.

58.Falcon Lincheta L, Martinez Cardoso B. Dermatosis
provocadas por la luz solar e influencia en la calidad
de vida. Rev Cubana Med Militar [Internet]. 2012
[citado 2013 May 21];41(3): 248-55. Disponible en:
http://scielo.sld.cu/scielo.php?script=sci_pdf&pid=
S0138-
65572012000300004&Ing=es&nrm=iso&tIng=es

59.Capote Leyva E, Casamayor Laime Z, Castaier
Moreno JC. Calidad de vida y depresién en el adulto
mayor con tratamiento sustitutivo de la funcién
renal. Rev Cubana Med Militar [Internet]. 2012
[citado 2013 May 24];41(3): 237-47. Disponible en:
http://scielo.sld.cu/scielo.php?script=sci_pdf&pid=
S0138-
65572012000300003&Ing=es&nrm=iso&tIng=es

60.Blasco SA. Cuestionarios de calidad de vida. Aspec-
tos tedricos. Alergol Inmunol Clin. 2001;16(4):239-
44,

61.Mele EF. Prevencién secundaria en la enfermedad
coronaria en 2012: andlisis de algunos aspectos
mas alla de la prescripcidon de farmacos. CorSalud

CorSalud 2013 Oct-Dec;5(4):334-345 343


http://bvs.sld.cu/revistas/cors/pdf/2012/v4n3a12/es/actp.pdf
http://bvs.sld.cu/revistas/cors/pdf/2012/v4n3a12/es/actp.pdf
http://www.revcardiologia.sld.cu/index.php/revcardiologia/article/download/210/162
http://www.revcardiologia.sld.cu/index.php/revcardiologia/article/download/210/162
http://scielo.sld.cu/scielo.php?script=sci_pdf&pid=S0138-65572012000300004&lng=es&nrm=iso&tlng=es
http://scielo.sld.cu/scielo.php?script=sci_pdf&pid=S0138-65572012000300004&lng=es&nrm=iso&tlng=es
http://scielo.sld.cu/scielo.php?script=sci_pdf&pid=S0138-65572012000300004&lng=es&nrm=iso&tlng=es
http://scielo.sld.cu/scielo.php?script=sci_pdf&pid=S0138-65572012000300003&lng=es&nrm=iso&tlng=es
http://scielo.sld.cu/scielo.php?script=sci_pdf&pid=S0138-65572012000300003&lng=es&nrm=iso&tlng=es
http://scielo.sld.cu/scielo.php?script=sci_pdf&pid=S0138-65572012000300003&lng=es&nrm=iso&tlng=es

Cardiovascular risk factors and quality of life in women who underwent revascularization with coronary stenting

[Internet]. 2012 [citado 2013 May 21];4(2):80-86. es/prevencion.pdf
Disponible en: 62.Wenger NK. Current status of cardiac rehabilit-
http://bvs.sld.cu/revistas/cors/pdf/2012/v4n2al12/ ation. J Am Coll Cardiol. 2008;51(17):1619-31.

344 CorSalud 2013 Oct-Dec;5(4):334-345


http://bvs.sld.cu/revistas/cors/pdf/2012/v4n2a12/%0ees/prevencion.pdf
http://bvs.sld.cu/revistas/cors/pdf/2012/v4n2a12/%0ees/prevencion.pdf

Castillo Nufiez JC, et al.

Appendix. Rating scale for perceived and experienced quality of life in the context of the disease.
In the following scale, we would like you to reflect the degree of satisfaction you experience in particular aspects of your life. Your
evaluative criteria will reflect your current living conditions and how you feel about them, and the scope of your aspirations and
the expectations or real hope of reaching what you still want and have not achieved yet.

Tick in the space provided. Remember that these responses are anonymous, you must answer truthfully.
Answer these items in relation to the ischemic heart disease you have and the treatment with stent implantation:

VI

a) Suffering from it
makes you feel:

___Very bad
Bad

__So-so

__ The same

__(lacceptit)

The medical
treatment you follow
makes you feel:

__ Very satisfied
___ Satisfied
__Little satisfied
__ Dissatisfied

The progress you
have had makes you
feel:

__ Very satisfied
___ Satisfied

__ Little satisfied
__ Dissatisfied

With regard to the
diagnostic inves-
tigation procedure
used, you feel:

___ Verybad
___Bad

__So-so

__ The same

With the doctor-
patient relationship,
you feel:

__ Very satisfied
___ Satisfied
__Little satisfied
__ Dissatisfied

With the
rehabilitation or
recovery, you feel:

___ Very satisfied
___ Satisfied
__Little satisfied
__ Dissatisfied

b) The aspects of
your disease you
expect to control, you
think that have been:

__ Achieved

___ Almost achieved
___ Little achieved
__ Not achieved

What you expect to
achieve with the
medical treatment
you follow, you think
that has been:

__ Achieved
__Almost achieved
__ Little achieved
__ Not achieved

The progress you
expected to achieve
with regard to your
disease, you think
that has been:

__ Achieved

__ Almost achieved
___ Little achieved
__ Not achieved

What you expected
with regard to deter-
mining the diagnosis
of your illness, you
think that has been:
__ Achieved

__ Almost achieved
___Little achieved
__ Not achieved

What you expected to
achieve with regard
to the doctor-patient
relationship, you
think that has been:
__ Achieved

__ Almost achieved
__Little achieved

__ Not achieved

What you expected
to achieve with the
rehabilitation, you
think has been:

__ Achieved

___ Almost achieved
__ Little achieved
__ Not achieved

c) You hope that the
things you have not
achieved with regard
to the control of your
disease will be
achieved in the:

__ Shortterm

__ Medium term

__ Longterm

__ Never

You hope that the
things you expected
but have not
achieved with the
treatment will be
reached in the:

__ Short term

__ Medium term
__ Longterm

__ Never

You hope that the
progress you
expected but did not
have will be achieved
in the:

__ Shortterm
__ Medium term
__ Longterm
__ Never

You hope that the
things you expected
but have not
achieved with regard
to the diagnosis will
be achieved in the:
__ Shortterm

__ Medium term

__ lLongterm

__ Never

The way you would
like the doctor-
patient relationship
to be, but has not
been, you hope to
achieve it in the:
__ Shortterm

__ Medium term
__ Longterm

__ Never

The things you need
but have not
achieved in your
rehabilitation may be
achieved in the:

__ Shortterm
__ Medium term
__ Longterm
__ Never

d)Not being able to
achieve the things
you hope and expect
in the control of your
illness, and remain as
you are, will make
you feel:

__ Verybad

__ Bad

__ So-so

__ Thesame

__ (laccept it)

Not being able to
achieve the things
you hope and expect
with the treatment,
and remain as you
are, will make you
feel:

__ Very bad

__ Bad

___ So-so

__ Thesame

__ (lacceptit)

Not being able to
achieve the things
you hope and expect
in the evolution of
your disease, and
remain as you are,
will make you feel:
__ Verybad

__ Bad

___ So-so

__ Thesame

__ (lacceptit)

Not being able to
achieve the things
you hope and expect
in the diagnosis of
your disease, and
remain as you are,
will make you feel:
___Verybad
__Bad

__So-so

__ The same
__(lacceptit)

Not being able to
achieve the things
you expect in the
doctor-patient
relationship, and
remain as you are,
will make you feel:
__ Verybad

__ Bad

__ So-so

__ Thesame

__ (lacceptit)

Not being able to
achieve the things
you hope and expect
in your rehabilitation,
and remain as you
are, will make you
feel:

__ Verybad

__ Bad

__ So-so

__ Thesame

__ (lacceptit)

PEQL Categories

Good

Acceptable

Poor

Bad
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