dyslipidemia, diabetes, morbid obesity, accompanying peripheral
and/or cerebrovascular disease, previous myocardial infarction), the
worse the prognosis of an angina patient. Evidence exists that
elevated levels of CRP in the plasma, extensive coronary
calcification on EBCT (see above), and increased carotid intimal
thickening on ultrasound examination also indicate an increased risk
of coronary events.

TREATMENT
Stable Angina Pectoris

Once the diagnosis of IHD has been made, each patient must be
evaluated individually with respect to his or her level of
understanding, expectations and goals, control of symptoms, and
prevention of adverse clinical outcomes such as myocardial
infarction and premature death. The degree of disability and the
physical and emotional stress that precipitates angina must be
recorded carefully to set treatment goals. The management plan
should include the following components: (1) explanation of the
problem and reassurance about the ability to formulate a treatment
plan, (2) identification and treatment of aggravating conditions, (3)
recommendations for adaptation of activity as needed, (4) treatment
of risk factors that will decrease the occurrence of adverse coronary
outcomes, (5) drug therapy for angina, and (6) consideration of
revascularization.

EXPLANATION AND REASSURANCE

Patients with IHD need to understand their condition and realize
that a long and productive life is possible even though they have
angina pectoris or have experienced and recovered from an acute
myocardial infarction. Offering results of clinical trials showing
improved outcomes can be of great value in encouraging patients to
resume or maintain activity and return to work. A planned program
of rehabilitation can encourage patients to lose weight, improve
exercise tolerance, and control risk factors with more confidence.



