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to genetic disposition, physical composition and life style, emphasizing
diverse and organic components, with moderate intake in mind.

Cardiac rehabilitation was initially designed to reduce symptoms
after a cardiac event, to increase physical tolerance of activities at
home and work, and to improve quality of life. Therefore, cardiac
rehabilitation programs have been mainly exercise-based [1]. However,
in order to prevent another debilitating – or fatal – cardiac event in the
future, we need to help our patients identify all risk factors and to make
a life style change.

Same kind of problem exists when we debate over which is the most
important factor in reducing cardiac event. It’s as if the six blind men
arguing about what an elephant is like. Cardiac health is an “elephant”
to all of us and only when we integrate what we have all investigated,
can it come to its full picture. If we isolate parts, as we have been trained
to do from medical schools with reductionist’s views, and using current
research paradigm developed from pharmacological research, we get
into big trouble. For the first time, Dr. Ornish led a group of clinicians
and scientists to investigate the impact of life style change on a group
of disorders, including CAD [14]. The power of life style change is
unequivocal. His challenge to the conventional research paradigm
proves to be a success as well. From there, I am not recommending
exactly what needs to be done, but the wisdom we need to carry
during cardiac rehabilitation: when we consider what to do in cardiac
rehabilitation, we need to take into considerations of all components,
mind, body and environment.

medicine

A person with optimal health is a person with healthy body
and mind, supported by good social and natural environment. The
Interheart Study [2] investigated 29,972 patients from 52 countries
and identified 9 risk factors, accounting for 90% of attributable
risk in men and 94% in women: elevated ApoB/ApoA1, smoking,
psychosocial factors, diabetes, hypertension, abdominal obesity,
alcohol consumption, physical activity, and consumption of fruit and
vegetables. Summarizing these factors, we come to the same tripod
support of good health.
For a healthier body rid of coronary artery stenosis, and elevated
lipid profile, we have been focusing on mechanical (surgery) and
chemical (medication) interventions so far. Nevertheless, the gain from
coronary artery bypass grafting has been low, with only 2.1% improved
mortality [3]; and, the multifold side effects from statin medications
and unknown due time course of treatment has led to uncertainty of
effect/risk ratio [4].
We need to go back to the basics. “Man is what he eats” [5]. Many
medical traditions use food as basic medicine. Hippocrates had a famous
quote, “Let food be thy medicine”. Dietary modification thus should be
one of the cornerstones of primary and secondary cardiac prevention.
Interestingly, our recommendations have not been consistent in the
past years. After we read about the MRFIT study [6], we went for low
fat diet, the lower the better. Then, we got surprises from the WHI
study [7]: “a dietary intervention that reduced total fat intake and
increased intakes of vegetables, fruits, and grains did not significantly
reduce the risk of CHD, stroke, or CVD in postmenopausal women
and achieved only modest effects on CVD risk factors”. If we read
carefully into Framingham studies [8,9], we would have found that
80% of people who developed coronary artery diseases (CAD) had the
same blood cholesterol levels as those who did not develop CAD; and
a 26-year follow up study showed that 35% of CAD occurred in people
with normal total cholesterol level [10]. Then, we swung towards low
carbohydrate diet [11,12]. The reason why we are still debating over
what kind of diet is the best for cardiac health is because we still want
an easy way out. We are attempting “a pill to ill” model in the diet
recommendation. The truth lies in the fact that there is no one perfect
diet that cures all.
Most health-care professionals now agree on nutrient-dense, fiberrich carbohydrates, healthy sources of unsaturated fats, low-fat dairy
and lean sources of protein, which is reflected in the most recent USDA
MyPlate [13]. The plate is divided into four colorful sections with half of
the plate filled with antioxidant-rich fruits and vegetables. Lean protein
fills less than a quarter of the plate and whole grains a little more than
the remaining quarter. Time will prove it not being the perfect diet
either for everyone. A healthy diet should be individualized, tailored
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In Traditional Chinese Medicine, acute stress, mental restlessness,
or extreme emotions can lead to “heart” dysfunction. Reports of
life-threatening cardiac accidents increased after huge stress [1517]. Many studies demonstrated the impact of stress reduction on
cardiovascular mortality [18,19].The linkage between mind and body
has been illustrated by neurocardiology [20]. Meditation, Qigong,
Taichi, biofeedback have all been shown to manage stress and reduce
the risk of cardiovascular events [21]. While the topic is too extended
for discussion in this short editorial, it is as well worth mentioning the
importance of social and natural environment in cardiac health [2225].
Although Western conventional medicine excels in saving people’s
lives after an acute cardiac event, it is restricted in secondary prevention
limitations of reductionist view in health care. Rehabilitation medicine,
as a much younger medical discipline and a field founded with
integrative and holistic spirits, should be able to fully embrace patients
afterwards as a whole and address all their risk factors in cardiac
rehabilitation programs. Only when we are able to integrate all these
components into cardiac rehabilitation, along with a good exercise
program, can we truly reach the success.
“For many, an acute event such as a heart attack can mark a vital
turning point toward a more healthful lifestyle,” writes Dr. Zaret
in his book Heart Care for Life. “Along the way, many patients have
gained a renewed sense of well-being and a better perspective of what
is really important. These results are the essence of successful cardiac
rehabilitation” [26].

*Corresponding author: Wei Huang, Department of Rehabilitation Medicine,
Atlanta VAMC, Emory University School of Medicine, Atlanta, Georgia, USA,
E-mail: whuang4@emory.edu
Received July 25, 2013; Accepted July 27, 2013; Published July 30, 2013
Citation: Huang W (2013) What should be the Essence of Cardiac Rehabilitation?
Int J Phys Med Rehabil S1: e001. doi:10.4172/2329-9096.S1-e001
Copyright: © 2013 Huang W. This is an open-access article distributed under the
terms of the Creative Commons Attribution License, which permits unrestricted
use, distribution, and reproduction in any medium, provided the original author and
source are credited.

Rehabilitation
Medicine
								

ISSN: 2329-9096 JPMR, an open access journal

Citation: Huang W (2013) What should be the Essence of Cardiac Rehabilitation? Int J Phys Med Rehabil S1: e001. doi:10.4172/2329-9096.S1-e001

Page 2 of 4
References

13. USDA ChooseMyPlate.

1. Mellett LH, Bousquet G (2013) Cardiology patient page. Heart-healthy exercise.
Circulation 127: e571-572.

14. Ornish D, Brown SE, Scherwitz LW, Billings JH, Armstrong WT, et al. (1990)
Can lifestyle changes reverse coronary heart disease? The Lifestyle Heart
Trial. Lancet 336: 129-133.

2. Ogden CL, Carroll MD, Curtin LR, McDowell MA, Tabak CJ, et al. (2006)
Prevalence of overweight and obesity in the United States, 1999-2004. JAMA
295: 1549-1555.
3. Caracciolo EA, Davis KB, Sopko G, Kaiser GC, Corley SD, et al. (1995)
Comparison of surgical and medical group survival in patients with left main
equivalent coronary artery disease. Long-term CASS experience. Circulation
91: 2335-2344.
4. Huddy K, Dhesi P, Thompson PD (2013) Do the frequencies of adverse events
increase, decrease, or stay the same with long-term use of statins? Curr
Atheroscler Rep 15: 301.
5. Feuerbach LA (1893) Concerning Spiritualism and Materialism.
6. Stamler J, Wentworth D, Neaton JD (1986) Is relationship between serum
cholesterol and risk of premature death from coronary heart disease continuous
and graded? Findings in 356,222 primary screenees of the Multiple Risk Factor
Intervention Trial (MRFIT). JAMA 256: 2823-2828.
7. Howard BV, Van Horn L, Hsia J, Manson JE, Stefanick ML, et al. (2006) Low-fat
dietary pattern and risk of cardiovascular disease: the Women’s Health Initiative
Randomized Controlled Dietary Modification Trial. JAMA 295: 655-666.
8. Schildkraut JM, Myers RH, Cupples LA, Kiely DK, Kannel WB (1989) Coronary
risk associated with age and sex of parental heart disease in the Framingham
Study. Am J Cardiol 64: 555-559.
9. Superko HR (1998) Did grandma give you heart disease? The new battle
against coronary artery disease. Am J Cardiol 82: 34Q-46Q.
10. Castelli WP (1996) Lipids, risk factors and ischaemic heart disease.
Atherosclerosis 124 Suppl: S1-9.
11. Atkins RC (1998) Dr. Atkins’ New Diet Revolution. New York.
12. Heller RF, Heller RF (1993) The Carbohydrate Addict’s Diet: The Lifelong
Solution to Yo-Yo Dieting. New American Library, New York.

15. Steinberg JS, Arshad A, Kowalski M, Kukar A, Suma V, et al. (2004) Increased
incidence of life-threatening ventricular arrhythmias in implantable defibrillator
patients after the World Trade Center attack. J Am Coll Cardiol 44: 1261-1264.
16. Leor J, Poole WK, Kloner RA (1996) Sudden cardiac death triggered by an
earthquake. N Engl J Med 334: 413-419.
17. Carroll D, Ebrahim S, Tilling K, Macleod J, Smith GD (2002) Admissions for
myocardial infarction and World Cup football: database survey. BMJ 325: 14391442.
18. Blumenthal JA, Sherwood A, Babyak MA, Watkins LL, Waugh R, et al.
(2005) Effects of exercise and stress management training on markers of
cardiovascular risk in patients with ischemic heart disease: a randomized
controlled trial. JAMA 293: 1626-1634.
19. Schneider RH, Alexander CN, Staggers F, Rainforth M, Salerno JW, et al.
(2005) Long-term effects of stress reduction on mortality in persons > or = 55
years of age with systemic hypertension. Am J Cardiol 95: 1060-1064.
20. Armour JA, Ardell JL (1994) Neurocardiology. Oxford Press, New York.
21. Guarneri M, Suhar C (2010) Integrative Approaches to Cardiovascular Disease.
Nutr Clin Pract 24: 701-708.
22. Srebot V, Gianicolo EA, Rainaldi G, Trivella MG, Sicari R (2009) Ozone and
cardiovascular injury. Cardiovasc Ultrasound 7: 30.
23. Steenland K (1996) Epidemiology of occupation and coronary heart disease:
research agenda. Am J Ind Med 30: 495-499.
24. Taylor AE (1996) Cardiovascular effects of environmental chemicals.
Otolaryngol Head Neck Surg 114: 209-211.
25. Egolf B, Lasker J, Wolf S, Potvin L (1992) The Roseto effect: a 50-year
comparison of mortality rates. Am J Public Health 82: 1089-1092.
26. Zaret BL, Subak-Sharpe GJ (2006) Heart Care for Life: Developing the Program
That Works Best for You. Yale University Press.

Citation: Huang W (2013) What should be the Essence of Cardiac
Rehabilitation? Int J Phys Med Rehabil S1: e001. doi:10.4172/2329-9096.S1e001

This article was originally published in a special issue, Rehabilitation
Medicine handled by Editor. Dr. Wei Huang, Emory University, USA

Rehabilitation Medicine
Int J Phys Med Rehabil 								

ISSN: 2329-9096 JPMR, an open access journal

