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and of abdominal obesity to 4 in 5 MIs. These findings
highlight the primacy of healthy lifestyle. For both
individual patients and populations, lifestyle goals
should not be formulated solely for control of weight
or blood pressure, cholesterol, and glucose levels.
Although lifestyle has major benefits on these physi-
ological factors, a healthier diet, greater activity, and
nonsmoking influence numerous other pathways of

risk and produce substantial additional benefits for
cardiovascular and noncardiovascular health (5). For

example, in the present investigation among >20,000




an end and instead recognizing the relevance of life-
style as a primary target for health. It is time for med-

ical educamrsllinicians, health administrators, and

insurance proy ders to follow suit by designing and
implementing a comprehensive, ambitious agenda to
incorporate measures of and targets for dietary qual-
ity, physical activity, smoking, and central obesity into
every aspect of the health system (9). Patients should
enter their doctor’s office and not simply ask “How are
my blood pressure, cholesterol, and glucose levels?”
but also ask “How are my dietary habits, physical ac-

tivity level, smoking, and waist measurement?”
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Median Low-Density Lipoprotein (LDL) Cholesterol Levels during the Study
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Kaplan-Meier Estimates of the Incidence of the Primary End Point of Death from Any Cause or a

Major Cardiovascular Event

Event (%)

-~
L.
=
~
W
b1
>
.2
-
-
L1
o
~
2.
v
=
-
o
3
%
o

12 15 18
Months of Follow-up

No. at Risk
Pravastatin 1536 1423
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MALBOUFFE : PUBLICITE POUR
ENFANTS AU QUEBEC

e ENTRE 2-11 ANS: 20-25 HEURES DE TELE par SEMAINE
e 40 000 MESSAGES PUBLICITAIRES par ANNEE
e 75%: MALBOUFFE

e PUBLICITE INDUSTRIE ALIMENTAIRE:
130 MILLIONSS$ par ANNEE
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Tableau 3

Durée et fréeguence nécessaires pour une activite
physiqgue de différentes intensités afin de dépenser
environ 1000 kcal par semaine

Inte nsité Fréguence Durée  kcal/séance
(catégorie)' (nombre de fois par semaine) (min)

Faible 7 B0 150
90 a 120 250

Moderae 30 150
45 250

Elevée 20 150
30 250

1. U'intensité faible correspond 3 une dépense énergétigue infériesure 3
4 kcal-mirn | Iintensité modérde, 3 une dépense dnergétigue variant entre
4 et 8 kcal-min® et 'intensité élevée, 3 une dépense dnergétigue superieurs
d 8 kcal-min”.
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EXERCISE CAPACITY AND MORTALITY AMONG MEN REFERRED
FOR EXERCISE TESTING

JonatHan Myers, PH.D., ManisH PrakasH, M.D., VicTor Froeuicker, M.D., Dat Do, M.D., Sara ParTINGTON, B.Sc.,
anp J. Eowin Atwoon, M.D.

ABSTRACT

Background Exercise capacity is known to be an
important prognostic factor in patients with cardiovas-
cular disease, but it is uncertain whether it predicts
mortality equally well among healthy persons. There
is als-:r unr;ert:a«nr'1't~,|r regardmg the predictive power of

P P - I e

URING the past two decades, exercise ca-
pacity and activity status have become well-
established predictors of cardiovascular and
overall mortality. ™ The fact that exercise
capacity is a strong and independent predictor of out-
comes supports the value of the exercise test as a clin-
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(Wasserman et al 2005, Robergs 2001, ATS/ACCP Statement CPET 2003)



\Y/N)



\Y/N)



\Y/N)



SUPPLEMENT

Measuring and Monitoring Success in Compressing Morbidity

lames F. Fries, MD

The Compression of Morbidity paradigm, introduced in 1980,
maintains that if the average age at first infirmity, disability, or
other morbidity is postponed and if this postponement is greater
than increases in life expectancy, then cumulative lifetime mor-
bidity will decrease—compressed between a later onset and the
time of death. The Mational Leng-Term Care Survey, the National
Health Interview Survey, and other data now document declining
disability trends beginning in 1982 and accelerating mere recently.
The decline is about 2% per year, contrasted with a decline in
mortality rates of about 1% per year, thereby decumenting com-
pression of morbidity in the United States at the population level.
Longitudinal studies mow link good health rsk status with long-

term reductions in cumulative lifetime disability; persons with few
behavioral health risks have only one-fourth the disability of those
whoe have more risk factors, and the enset of disability is post-
poned from 7 to 12 years, far more than any increases in longevity
in the groups. Randomized, contrelled trials of health enhance-
ment programs in eldedy populations shew reduction in health
risks, improved health status, and decreased medical care utiliza-
tion. Health pelicy initiatives now being undertaken have promise
of increasing and consolidating health gains for the elderly.

Ay fban Medl 2003139455459,
For author affliation, s=e end of text.

wiw.annaks.org

he Compression of Morbidity paradigm, which was

presented as an hypothesis in 1980 (1), noted thar
most illness was chronic and occurred in later life and
postulated that the lifetime burden of illness could be re-
duced if the onset of chronic illness could be postponed
and if this postponement could be greater than increases in
life expectancy. Figure 1 illustrates this concept. Estimared
present lifetime morbidity is portrayed with three possible
huture scenarios: life extension, shift-to-the-right, and com-
pression of morbidity. The lines represent the length of
life, and the shaded triangles depict liferime morbidicy.
Two arrows are shown for each scenario: The lef arrow

=i B == Llee LlleLilall]l dires db Lillsel i L1 ' Lo Gl

been rising with the emergence of chronic illnesses, burt it
could be argued thar this period was ending with declining
incidences of major chronic illnesses, such as cardiovascular
disease (1).

The Compression paradigm focuses attention on the
quality of life over its quantity and considers morbidity as
a liferime cumulative area-under-the-curve concept rather
than just a cross-secrional particular point of rime, such as
a specific age. It suggests thar the nanonal burden of illness
may be reduced by postponing the onset of infirmiry.
Thus, the national illness burden thar is increasing because
of the growing number of elderly persons in the population

[ D l'l--l | | L] R N WA P AL LLE




— CGommunity Gontrol Subjects (n=249)
Runners’ Club Members (n=370)

Mean Disability Score

I I I I I I I I
50-54  55-59  60-64 6569 70-74 75-79  80-84  85-90
Age Category, vy

Figure 4. Mean disability scores by age category (at the 1997 questionnaire)
and runner sfatus. Subjects contributed one mean disability score to each
age group when more than one score was available.




b En moyenne, les Canadiens ont regarde 28 heures de television par semaine, nombre

plus eleve gue [a moyenne de 26,5 heures en 2009, Cette augmentation est

attrbuable 3 l'utilsation d'un nouvel outll de mesure, plus preas.
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ORIGINAL RESEARCH Annals of Internal Medicine

The Association Between Midlife Cardiorespiratory Fitness Levels and

Later-Life Dementia

A Cohort Study

Laura F. DeFina, MD; Benjamin L. Willis, MD, MPH; Nina B. Radford, MD; Ang Gao, MS; David Leonard, PhD; William L. Haskell, PhD;
Myron F. Weiner, MD; and Jarett D. Berry, MD, MS
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J Rehabil Med

SHORT COMMUNICATION

EFFECT OF INTERVAL TRAINING ON COGNITIVE FUNCTIONING AND
CEREBRAL OXYGENATION IN OBESE PATIENTS: A PILOT STUDY

Joffrey Drigny, MSc', Vincent Gremeaux, MD, PhD™*4, Olivier Dupuy, PhD'>,
Mathieu Gayda, PhD'3, Louis Bherer, PhD>%, Martin Juneau, MD'™- and Anil Nigam, MD'-3

From the 'Cardiovascular Prevention and Rehabilitation Centre {EP!C), ?Research Center, Montreal Heart Institute
and “Université de Montréal”, *Department of Medicine, Faculty of Medicine, “Université de Montréal”, Montreal,
Canada, “Plateforme d’investigation technologique, INSERM CIC 1432, CHU Dijon, Dijon, France, SPERFORM Centre,
Department of Psychology, Concordia University, Montreal, Québec and éLaboratoire LESCA, Centre de Recherche
de I'Institut Universitaire de Gériatrie de Montreal, Canada and “Faculté des Sciences du Sport, Laboratoire MOVE,
Université de Poitiers, France
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ECHELLE DE BORG

Perception de la fatigue
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EXERCICE INTERMITTENT : HISTORIQUE

Reindell (1950’s)

Emile Zatopek (1952)=

Astrand et coll.
Intermittent muscular work.

Acta Phisiol Scand 1960 | 48 : 448-453
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European Heart Journal Advance Access published December 6, 2011

CLINICAL RESEARCH

European Heart Journal
EURDPEAN doi:10.1093/eurheartj/ehr397

SOCIETY OF
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Exercise-induced right ventricular dysfunction
and structural remodelling in endurance athletes

André La Gerche'2*, Andrew T. Burns?, Don J. Mooney3, Warrick ). Inder!,
Andrew ). Taylor4, Jan Bogaert®, Andrew |. Maclsaac3, Hein Heidbiichel?
and David L. Prior'?

1Univer'si|:}f of Melbourne Department of Medicine, 5t Vincent's Hospital, 29 Regent Street, Fitzroy VIC 3065, Australia; 2I:Il|tﬂ:par'1:rr'nﬂ:n|: of Cardiovascular Medicine, University
Hospitals Leuven, Herestraat 49, 3000 Leuven, Belgium; 3Car‘dir:tlr:ngy Department, 5t Vincent's Hospital, 41 Victoria Parade, Fitzroy VIC 3065, Australia; “Alfred Hospital and Baker
IDI Heart and Diabetes Institute, Commercial Road, Melbourne VIC 3004, Australia; and E'Radir:nlr:rg}f Department, Medical Imaging Research Center, University Hospitals Leuven,
Herestraat 49, 3000 Leuven, Belgium
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oo Hot oo CLINICAL RESEARCH
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Risk of arrhythmias in 52 755 long-distance
cross-country skiers: a cohort study

Kasper Andersen', Bahman Farahmand®3, Anders Ahlbom?, Claes Held',
Sverker Ljunghall!, Karl Michaélsson*, and Johan Sundstrom®

'Department of Medical Sciences, Uppsala University Hospital, Entrance 40, 5th floor, SE-751 85 Uppsala, Sweden; “Institute of Environmental Medicine, Karolinska I nstitutet, Stockholm,
Sweden; *Department of Neurobiology, Care Sciences and Society (NVS), Karolinska Institutet, Alzheimer Disease Research Center (KI-ADRC), Stockholm, Sweden; and “Department
of Surgical Sciences, Uppsala University, Uppsala, Sweden
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Mediterranean Diet, Traditional Risk Factors, and the Rate
of Cardiovascular Complications After
Myocardial Infarction

Final Report of the Lyon Diet Heart Study

Michel de Lorgeril. MD: Patricia Salen. BSc: Jean-Louis Martin, PhD; Isabelle Monjaud, BSc:
Jacques Delaye. MD: Nicole Mamelle. PhD

Background—The Lyon Diet Heart Study is a randomized secondary prevention trial aimed at testing whether a Mediterranean-
type diet may reduce the rate of recurrence after a first myocardial infarction. An intermediate analysis showed a striking
protective effect after 27 months of follow-up. This report presents results of an extended follow-up (with a mean of 46
months per patient) and deals with the relationships of dietary paftterns and traditional risk factors with recurrence.

Methods and Results—Three composite outcomes (COs) combining either cardiac death and nonfatal myocardial infarction (CO
1), or the preceding plus major secondary end points (unstable angina, stroke. heart failure, pulmonary or peripheral
embolism) (CO 2). or the preceding plus minor events requiring hospital admission (CO 3) were studied. In the Mediterranean
diet group, CO 1 was reduced (14 events versus 44 in the prudent Western-type diet group, P=0.0001). as were CO 2 (27
events versus 90. P=0.0001) and CO 3 (95 events versus 180, P=0.0002). Adjusted risk ratios ranged from 0.28 to 0.53.
Among the traditional risk factors. total cholesterol (1 mmol/L being associated with an increased risk of 18% to 28%),
systolic blood pressure (1 mm Hg being associated with an increased risk of 1% to 2%). leukocyte count (adjusted risk ratios
ranging from 1.64 to 2.86 with count =9 10°/L). female sex (adjusted risk ratios. 0.27 to 0.46), and aspirin use (adjusted risk
ratios, 0.59 to 0.82) were each significantly and independently associated with recurrence.

Conclusions—The protective effect of the Mediterranean dietary pattern was maintained up to 4 years after the first
infarction, confirming previous intermediate analyses. Major traditional risk factors, such as high blood cholesterol and
blood pressure, were shown to be independent and joint predictors of recurrence, indicating that the Mediterranean
dietary pattern did not alter. at least qualitatively, the usual relationships between major risk factors and recurrence.
Thus. a comprehensive strategy to decrease cardiovascular meorbidity and mortality should include primarily a
cardioprotective diet. It should be associated with other (pharmacological?) means aimed at reducing modifiable risk
factors. Further trials combining the 2 approaches are warranted. (Circulation. 1999;99:779-785.)

Key Words: diet m trials m coronary disease m myocardial infarction




\Y/N)



\Y/N)



\N]

Evénements Etude de Lyon

e Mortalité CV:
e 19/204 = 9.3% 6/219=2.7% Diff absolue 6.6%

e Infarctus non fatal:
e 25/204=12.2 % 8/219= 3.6% Diff absolue 8.6%

e Mortalité toutes causes:
e 24/204=11.7% 14/219= 6.4% Diff absolue 5.3%

e DIFFERENCES RELATIVES: 71%, 70%, 45%
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SPECIAL FOCUS ISSUE: CARDIOVASCULAR HEALTH PROMOTION

THE PRESENT AND FUTURE: COUNCIL PERSPECTIVES

Trending Cardiovascular Nutrition
Controversies

CrossMark

Andrew M. Freeman, MD,? Pamela B. Morris, MD,” Neal Barnard, MD,¢ Caldwell B. Esselstyn, MD,¢
Emilio Ros, MD, PuD,® Arthur Agatston, MD,* Stephen Devries, MD,%" James O’Keefe, MD,' Michael Miller, MD,
Dean Ornish, MD,* Kim Williams, MD,' Penny Kris-Etherton, PuD™

The potential cardiovascular benefits of several trending foods and dietary patterns are still incompletely understood,
and nutritional science continues to evolve. However, in the meantime, a number of controversial dietary patterns, foods,
and nutrients have received significant media exposure and are mired by hype. This review addresses some of the more
popular foods and dietary patterns that are promoted for cardiovascular health to provide clinicians with accurate
information for patient discussions in the clinical setting. (J Am Coll Cardiol 2017;69:1172-87)

© 2017 by the American College of Cardiology Foundation.

NUTRITION AND CARDIOVASCULAR DISEASE Dbased dietary patterns with accompanying specific
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Non-Profit Produces First-Ever Agreement on Overall Principles of
Healthy Eating

PR Newswire — BOSTON, MA (November 19, 2015)

agreement. Scientific co-chairs Dr. Walter Willett, Nutrition Chair of the Harvard School of Public Health and Dr. David Katz, Foundin
Director of the Yale Prevention Research Center, led the group in a two-day debate dissecting scientific studies and comparing diets to arrive
at a clear outline of what healthy eating entails, agreeing on standards and sources of evidence, and the need to base judgments on the

weight of evidence.
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EN RESUME

EAT FOOD,
MOSTLY PLANTS,
NOT TOO MUCH.

M Pollan



MEDICAL SCIENCE

Can lifestyle changes reverse coronary heart
disease?

The Lifestyle Heart Trial

In @ prospective, randomised, controlled trial to
determine whether comprehensive lifestyle
changes affect coronary atherosclerosis after 1
year, 28 patients were assigned to an experimental
group ( low-fat vegetarian diet, stopping smoking,
stress management trainin and moderate
exercise) and 20 to a usual-care control group. 195
coronary artery lesions were analysed by
quantitative coronary angiography. The average
ilameter stenosis regressed from 40-0
in the experimental
group yet progressed from 42-7 (15-5)% to 461
{18:5)% in the control group. When only lesions
greater than 50% stenosed were analysed. the
average percentage diameter stenosis regressed
from 611 (BB)% to 558 (110)% in the
experimental group and progressed from 61-7
[95)% to 644 (16:3)% in the control group.
Overall, 82% of experimental-group patients had
an average change towards regression.
Comprehensive lifestyle changes may be able to
bring about regression of even severe coronary
atherosclerosis after only 1 year, without use of
lipid-lowering drugs.
Lancet 1990; 336: 1
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ipants and 63 matched controls to examine the impact of the

program on individual gene expression profiles and lu:“ulatun,'
pathways important to cardiovascular health. Using ANOVA with FDR
correction for multiple testing, we identified 143 genes that were
differentially-expressed from baseline to 1 year in lifestyle participants
but observed little change in gene expression among controls. Lifestyle

modification reduced the expression of proinflammatory genes associ-
ated with neutrophil activation and molecular pathways that are impor-
tant to vascular function [4].

Many genes with the largest fold-changes were significantly corre-
lated with body mass index (BMI) throughout the life St‘-,lL program;
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ORIGINAL INVESTIGATION

Meat Intake and Mortality

A Prospective Study of Over Half a Pviii.".imwmpie

Rashmi Sinha, PhD; Amanda J. Cross, PhD; Barry I. Graubard, PhD;
Michael F. Leitzmann, MD, DvPH; Arthur Schatzkin, MD, DvPH

Background: High intakes of red or processed meat may
increase the risk of mortality. Our objective was to de-
termine the relations of red, white, and processed meat
intakes to risk for total and cause-specific mortality.

Methods: The study population included the National
Institutes of Health—-AARP (formerly known as the Ameri-
can Association of Retired Persons) Diet and Health Study
cohort of half a million people aged 50 to 71 years at base-
line. Meat intake was estimated from a food frequency
questionnaire administered at baseline. Cox propor-
tional hazards regression models estimated hazard ra-
tios (HEs) and 95% confidence intervals (Cls) within
quintiles of meat intake. The covariates included in the
models were age, education, marital status, family his-
tory of cancer (yes/mo) (cancer mortality only), race, body

in the highest vs lowest quintile of red (HR, 1.31 [95%
CI, 1.27-1.35], and HR, 1.36 [95% CI, 1.30-1.43], re-
spectively) and processed meat (HR, 1.16 [95% CI, 1.12-
1.20], and HR, 1.25 [95% CI, 1.20-1.31], respectively)
intakes had elevated risks for overall mortality. Regard-
ing cause-specific mortality, men and women had el-
evated risks for cancer mortality for red (HR, 1.22 [95%
CI, 1.16-1.29], and HE, 1.20 [93% CI, 1.12-1.30], re-
spectively) and processed meat (HR, 1.12 [95% CI, 1.06-
1.19], and HR, 1.11 [95% C1 1.04-1.19], respectively) in-
takes. Furthermore, cardiovascular disease risk was
elevated for men and women in the highest quintile of
red (HE, 1.27 [95% CI, 1.20-1.35], and HR, 1.50 [95%
CL, 1.37-1.65], respectively) and processed meat (HR, 1.09
[95% CI, 1.03-1.15], and HR, 1.38 [95% CI, 1.26-1.51],




Table 2. Multivariate Analysis for Red, White, and Processed Meat Intake and Total and Cause-Specific Mortality in Men
in the National Institutes of Health-AARP Diet and Health Study?

Mortality in Men
(n=322 263)

Quirtile

a2

03

P Value
for Trend

All mortality

Deaths
Basic model© CST?
Adjusted modeld
Cancer mortality
Ceaths
Basic model®
Adjusted modald
CVD maortality
Deaths
Basic model®
Adjusted modeld
Maortality from injuries and sudden deaths
Deaths
Basic model®
Adjusted modeld
All other deaths
Deaths
Basic model©
Adjusted modald

6437
1 [Referance]
1 [Reference]

2136
1 [Referance]
1 [Referance]

1997
1 [Reference]
1 [Reference]

184
1 [Reference]
1 [Reference]

1268
1 [Referance]
1 [Referance]

Red Meat Infake”

7835
1.07 (1.03-1.10)
1.06 (1.03-1.10)

27
1.10 (1.04-1.147)
1.05 {0.99-1.11)

2304
1.02 (0.96-1.08)
0.99 (0.96-1.08)

216
1.02 (0.84-1.24)
1.06 (0.86-1.24)

1636
1.13 (1.05-1.22)
1.17 (1.09-1.28)

9366
147 (1.13-1.21)
1.14 (1.10-1.18)

3309
1.23 (1.16-1.29)
1.13 (1.07-1.20)

2703
1.10 (1.04-1.47)
1.08 (1.02-1.15)

228
0.97 (0.80-1.18)
1.01 (0.83-1.24)

1971
1.25 (1.17-1.35)
1.28 (1.19-1.38)

10988
1.27 (1.23-1.31)
1.21 (1.17-1.25)

3839
1.31 (1.24-1.39)
1.18 (1.12-1.25)

3256
1.24 (1.17-1.31)
1.18 (1.12-1.26)

280
1.00 (0.90-1.31)
1.14 (0.94-1.30)

2239
1.33 (1.24-1.42)
1.34 (1.25-1.44)

13350
1.48 (1.43-1.52)
1.31 (1.27-1.35)

4448
1.44 (1.37-1.52)
1.22 {1.16-1.29)

3961
1.44 (1.37-1.52)
1.27 {1.20-1.35)

343
1.24 (1 .03-1.49)
1.26 (1.04-1.54)

2062
1.68 (1.57-1.80)
1.58 (1.47-1.70)
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