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INTRODUCTION

All too often, general discussions of heart attacks or
cardiac disease focus on risk factors and statistics,
particularly on mortality. Of course, there is consid-
erable justification for this emphasis—after all, car-
diovascular disease remains the major cause of death
in the United States and worldwide. Consequently,
an overriding objective of cardiovascular medicine is
to reduce risk and lower death rates. And there is no
doubt that tremendous gains have been made in re-
cent decades in lowering mortality from cardiovas-
cular disease. But with this major emphasis on
initially saving lives, many may overlook the short-
and long-term prospects for the million or so people
who survive heart attacks each year. Fortunately, this
view has changed, and the change continues.

Rehabilitation initially focused primarily on pa-
tients who had had a heart attack, It is now clear that
the rehabilitation process is equally important in pa-
tients who have undergone surgery or angioplasty,
as well as in those who have stable coronary disease.

Obviously, simply surviving a heart attack or other
major cardiovascular event is just the beginning of a
long process. Physicians’ objectives are to minimize
the effects of the heart attack or other manifestation
of cardiovascular disease and, as much as possible,

to prevent future events in the setting of optimal qual-
ity of life. From a patient perspective, however, sur-
viving the heart attack sets in motion a whole series
of concerns and, at times, anxieties. After a heart
attack, the big questions are: “How am I going to live
the rest of my life?” and “What changes are going
to be necessary?”

HISTORICAL PERSPECTIVE

Only a few decades ago, a heart attack often was
viewed as the end to productive life—a harsh outlook
for the typically middle-aged male patient. The heart
attack survivor was told that from now on, he or she
would have to “take it easy.” Treatment usually con-
sisted of weeks of bed rest. When the patient was
finally allowed out of bed, he or she would feel ex-
traordinarily weak. Often, this weakness was a result
of the prolonged bedrest (a situation known as “de-
conditioning”). The patient would often misinterpret
this state as a consequence of the heart attack, and
become even more fearful of resuming former activ-
ities. In short, the person ran the risk of becoming a
cardiac cripple, afraid to return to work or do any-
thing that might provoke another heart attack.

The turning point came in the 1950s, as doctors
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and patients alike came to realize that a heart attack
was not necessarily the end of an active, productive
life. The late Dr. Paul Dudley White and his most fa-
mous patient, President Dwight D. Eisenhower, did
much to demonstrate this fact. After Eisenhower suf-
fered a serious heart attack, Dr. White encouraged
him to continue as President of the United States—
perhaps one of the hardest, most tension-ridden jobs
in the world—and to stay physically active. By fishing
with his grandson, playing golf, or walking, President
Eisenhower was setting an example for millions of
fellow heart patients.

This is not meant to indicate that a heart attack is
not serious. However, the patient can pick up and
even enhance life afterward. Today, it is known that
the majority of heart attack, surgical, and angioplasty
patients can return to work, enjoy an active sex life,
and resume other normal activities. For many, an
acute event such as a heart attack can mark a vital
turning point toward a more healthful life-style. As a
result of cardiac rehabilitation, in recent years we
have seen patients alter their diets, stop smoking, and
change other detrimental habits. They have also be-
come more physically active and have learned to cope
better with stress. Along the way, many patients have
gained a renewed sense of well-being and a better
perspective of what is really important. Many of these
patients actually enjoy better health after a heart at-
tack than before! These results are the essence of
successful cardiac rehabilitation.

Although rehabilitation must be tailored to each
person’s individual needs, virtually every heart attack
patient can benefit from it. It can also benefit people
with other forms of cardiovascular disease, including
angina, heart failure, and impaired circulation, such
as intermittent claudication. This chapter describes
the basic principles of cardiac rehabilitation. Al-
though virtually all heart attack patients can benefit
from a rehabilitation program that includes physical
activity, a word of caution is in order. Patients should
not attempt to devise their own exercise program.
Instead, a cardiologist or a specialist in cardiac re-
habilitation should work with the individual to de-
velop a program that takes into consideration
particular circumstances. Furthermore, exercise is
only one portion of the rehabilitation program. The
process of rehabilitation involves the patient as a
totality and also must include education, diet and
nutrition consultation, stress modification and man-
agement, and emphasis on permanent modification
of life-style. The patient on the program must always
keep in mind the need for motivation and long-term
maintenance of the program and its goals.

EMOTIONAL DOUBTS
AND RESPONSES
People often assume that heart attack rehabilitation
focuses mostly on physical activity. While exercise is
an important part of cardiac rehabilitation, adjust-
ment to the psychological impact of a heart attack
may be the most important aspect affecting long-term
goals.

A heart attack is a devastating event, not only for
the patient, but also for the family and other loved
ones. Often a heart attack strikes without prior symp-
toms and suddenly forces the patient to face his or
her mortality. Because many heart attacks also occur
with little or no warning, the typical patient is filled
with denial and disbelief: “This couldn’t be a heart
attack-it must be a touch of indigestion or some
other minor problem.” (This type of denial could re-
sult in fatal delays in seeking emergency treatment.)

The real questions and doubts, however, come
during the recovery period. The patient may ponder
such questions as “Am I going to be able to go back
to work, and if so, when?” “How is this event going
to change my life?” “What are my chances of having
another heart attack?” Indeed, the fear of having an-
other heart attack can paralyze the patient and hinder
successful rehabilitation. Thus, many rehabilitation
specialists recommend confronting underlying fears
at the outset. In this regard, it should be noted that
fear and worry are not confined to the patient; his or
her spouse or companion is also likely to be fearful.
Both the patient and spouse should consider appro-
priate professional counseling if these fears become
dominant. Such counseling is often quite brief and
extremely beneficial.

Many patients make the mistake of trying to sup-
press their fear and anxiety. They are reluctant to ask
troubling questions, and thereby deny themselves
opportunities for assurance. Remember, simply
knowing what has happened and what to expect goes
a long way toward allaying fear. This aspect of car-
diac rehabilitation should start in the coronary care
unit. Being hooked up to various monitors and un-
dergoing high-tech lifesaving procedures can be
frightening. With so much going on, doctors, nurses,
and technicians don’t always take the time to explain
what is happening, and patients are often too fright-
ened or ill to ask. When the immediate danger is past,
however, the doctor should describe what has hap-
pened and what lies ahead. At this time, patients
should begin to ask questions and express their con-



CARDIAC REHABILITATION

terns. Many persons are reluctant or embarrassed to
do so, especially regarding subjects such as sex. (See
box, “Sex After a Heart Attack.”) The doctor or nurse
may or may not anticipate unasked questions: “Are
you concerned about whether this is going to affect
your professional life, personal relationships, favorite
pursuits?’ Health care personnel should be able and
available to discuss these issues, however, with little
prompting from a patient. Today’s approach to treat-
ing heart attacks helps put many of these fears to rest.
They must at least begin to be addressed before dis-
charge from the hospital.

THE HOSPITAL PHASE OF THE
REHABILITATION PROCESS

Cardiac rehabilitation begins during hospitalization,
not after discharge. Today’s heart-attack patient who
is free of complications is likely to be up and about
in a day or two. At first, this activity may entail sitting
up with feet dangling over the side of the bed or
moving to a bedside chair while an aide remakes the
bed. The patient may also be encouraged to do simple
range-of-motion exercises, such as lifting and low-
ering the arms and legs. These exercises, which can
be done sitting in bed, in a chair, or when standing,
help prevent muscle and joint stiffness and the for-
mation of blood clots, especially in the legs. Often a
physical therapist will help with these exercises, at
least initially. During this time, heart rate will also be
monitored.

In a short time the patient will be encouraged to
take a few steps around the hospital room, and then
to take short walks in the hallway. A simple act like
walking to the bathroom or strolling up and down
the hall is reassuring. Early activity (ambulation) also
prevents the muscle weakness and reconditioning
that comes with prolonged bedrest.

Even though early ambulation is encouraged dur-
ing the hospital stay, there will also be careful mon-
itoring and, if needed, various interventions to treat
or prevent complications. These interventions, vary-
ing from simple medication to angioplasty or bypass
surgery, may be frightening; but it’s important to
know that they are now routine aspects of modern
treatment and do not necessarily signal a turn for the
worse. For example, disturbances in the heart’s nat-
ural rhythm or pulse are common in the first few days
or weeks after a heart attack. These rhythm disturb-

“Sex After a Heart Attack"
Despite society's increased openness regarding sex,

this is, one subject that is often, neglected in
planning rehabilitation after a heart attack. All

too often, patients and spouses are embarrassed
to ask their doctors about sex. Doctors are

either equally embarrassed or mistakenly
assume that, if a patient doesn’t ask, there is no
problem.

Studies indicate that there is a decrease in
sexual activity after a heart attack or coronary
bypass operation. This decline is more often
due to anxiety or fear on the part of the patient
and partner than to any physical incapacity.
Many people mistakenly assume that sexual
intercourse is likely to precipitate another heart
attack. This very rarely happens; in fact, a study
by a team of Harvard researchers found that
heart attack patients who were sexually active
actually had a reduced risk of future heart
attacks.

Just when is it safe to resume sexual activity?
Although every situation must be individualized,
we generally recommend that sexual intercourse
may be resumed during the second week after
hospital discharge. There are exceptions in both
directions. Indeed, in the absence of actual
intercourse, kissing, petting, and other
expressions of physical closeness may begin
immediately after hospital discharge, if the
patient so desires.

Typically, intercourse raises the heart rate to about
130 beats per minute. (Studies show it may go
somewhat higher in extramarital sex. ) Blood
pressure also rises, but only modestly. In
general, sexual intercourse should be safe for
any patient who can climb 20 stairs in 10 or 15
seconds without the heart rate going more than
20 to 30 beats per minute above the resting
heart rate or provoking other symptoms, such as
shortness of breath or chest pain. No one
position for sexual intercourse is advantageous
from a cardiovascular standpoint. In any case,
severe fatigue or shortness of breath should be
avoided. If intercourse provokes angina or other
warning signs, the physician should be notified.
Nitroglycerine can at times be taken beforehand
as a preventive measure. Conversely, some
medications used to treat angina, high blood
pressure, and other forms of heart disease can
interfere with sexual function. Any reduction in
sexual desire or persistent dysfunction should
be discussed with your doctor. If medication is
the problem, an alternative drug may be
prescribed.

Not uncommonly, it is a spouse who is reluctant to
resume sexual activity out of fear of causing
harm. These anxieties should be recognized and
discussed with the doctor.
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ances may be due to damage to the heart's electrical
system, the natural pacemaker cells that control the
rhythmic contractions of heart muscle. Continual
electrocardiographic (ECG) monitoring can detect
abnormal changes prior to development of a severe
arrhythmia or can warn of another impending heart
attack. Medication may be given to stabilize the heart-
beat. Don’t hesitate to ask your doctor or nurse what
is going on—simply knowing what is being done and
why can be reassuring, and can help in achieving the
peace of mind that is essential to full recovery.

Increasingly, the hospital rehabilitation phase also
includes patient education sessions regarding life-
style, diet, and detrimental habits, such as smoking.
If the patient has smoked, this is the ideal time to
stop. Most hospitals now ban smoking, so there prob-
ably will be no choice but to forgo cigarettes during
this time. Unfortunately, many patients return to
smoking after leaving the hospital. Numerous studies
show that continued cigarette use increases the risk
of a subsequent heart attack. Thus if the temptation
exists to resume a cigarette habit after discharge from
the hospital, patients should be referred to a smoking
cessation program. There are many approaches to
smoking cessation—the self-quiz in Chapter 6 can
help the individual focus on which one is most ap-
propriate. If possible, smoking cessation should be
incorporated into the initial phase of the rehabilita-
tion program. It may well be one of the most impor-
tant steps taken in preventing a future heart attack
or another life-threatening disease.

While the patient is in the hospital, meals will be
provided. There may be some menu choices, but on
the whole, hospital food does not rate culinary stars.
Often patients say they look forward to eating “real
food again, and for many, this means the typical
American diet, high in fat and calories. While it is not
necessary or appropriate for patients to adopt a life-
long hospital diet, returning to former faulty eating
habits is absolutely contrary to the total approach to
cardiac rehabilitation. Patient education sessions
should also involve direct interaction with a dietitian,
either in a group session or in an individual consul-
tation. In either case, these sessions should also in-
clude the patient’s spouse, or whoever is responsible
for food shopping and meal preparation.

Before the patient leaves the hospital, a dietitian
should consult with him or her to work out an exact
eating program that can be followed at home. This
program should take into account any nutrition-
related health problems, such as obesity, osteopo-
rosis, or diabetes, as well as individual preferences
and religious or ethnic food restrictions. (See Chapter

5 for a more detailed discussion of diet and heart
disease.)

Also before leaving the hospital, the patient, if suf-
ficiently stable, should generally undergo a modified
exercise tolerance (or stress) test. This test entails ex-
ercising on a treadmil or stationary cycle while the
heart’s electrical activity (ECG) and blood pressure
are monitored. It differs from a standard exercise
tolerance test in that the patient will not be allowed
to exercise to his or her peak tolerance. Instead, the
goal is to make sure the patient can safely engage in
normal activities, such as walking up a flight of stairs,
without provoking symptoms. In addition, this test
may uncover patients who are at high risk for further
heart attacks and therefore should be treated more
aggressively. Other studies such as a thallium scan
(see Chapter 10) are frequently done at this
time in conjunction with the routine exercise stress
testing.

Using a modified exercise test as a guideline, the
doctor can prepare an exercise prescription to be
followed initially at home and used in the next re-
habilitation phase. Generally, following hospital dis-
charge, the patient is referred to a supervised
exercise program as part of the total cardiac reha-
bilitation plan. Such programs are widely available
at facilities such as hospital outpatient units, clinics,
or organizations such as the YMCA. (See box, “Cri-
teria for Judging a Rehabilitation Program.”)

GOALS OF EXERCISE
OR REHABILITATION

As stated previously, exercise, although important, is
only one component of total rehabilitation. There are
many misconceptions regarding what an exercise
conditioning program can and cannot do. For ex-
ample, several long-term medical studies have shown
that groups of people who are physically active live
longer than their more sedentary counterparts. But
these statistics are for population groups, and thus
there is no guarantee that any one person who un-
dertakes an exercise program will enjoy increased
longevity. Similarly, there is no guarantee that car-
diovascular exercise conditioning will prevent a
subsequent heart attack. Still, there are clear and
well-documented benefits that generally enhance the
quality of life for most people. These include
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Criteria for Judging a Rehabilitation Program
Questions patients should ask when considering a

formal cardiac rehabilitation program include:
rehabilitation program and commercial fitness
programs, which often assume all participants will

• Who is in charge? An organized cardiac
follow the same regimen.

rehabilitation program should redirected by a ● What provisions are there for handling

qualified physician. When the doctor is not ernergencies? In addition to trained medical

present, a nurse or other health professional with personnel, emergency equipment such as a

training in rehabilitation and emergency defibrillator should be on hand in the exercise

cardiovascular procedures should be on hand. area. This equipment should be inspected

● What role will my own doctor play? At the least,
periodically to make sure that it is in good working

the program should require referral from your
order.

personal physician. The program should also Ž Who actually directs the exercise sessions and

require a medical examination before enrollment, what sort of training does he or she have? The

and your medical record should be reviewed, exercise director should be trained to work with

especially if you have had a recent heart attack, heart patients.

coronary bypass surgery, or other significant ● Are the participants monitored during exercise
cardiovascular event. A pre-enrollment exercise sessions? For most participants, periodic checks of
test may be performed under your physician’s pulse rate and blood pressure are all that is
supervision or under one at the rehabilitation
facility itself.

needed. Most participants can quickly learn how to
do these checks themselves. For high-risk patients,

● What sort of exercise facilities do you have? There continuous ECG (Helter) monitoring may be

should be a track, either indoor or outdoor, where advised for the first few sessions to determine

participants can walk or jog. Stationary bicycle whether exercise provokes changes in the heart’s

machines and/or treadmills are part of the Phase II rhythm.

program. A track is usually part of the Phase III • Do you concentrate solely on exercise, or do you
program. Otherwise, elaborate exercise machines address other life-style factors as well? As
and facilities are not necessary. The knowledge emphasized throughout this chapter, exercise
and guidance of the program leaders are more conditioning is only one aspect of the total
important than expensive gear. approach to cardiac rehabilitation. Modification of

● How will my program be developed? At the very other risk factors, including weight control, dietary
least, it should be individualized to meet your changes, smoking cessation, and stress

particular needs. It may be based on your doctor’s management, is also important. Some

exercise and rehabilitation prescription, or on one rehabilitate ion programs offer counseling sessions

that is developed by the program physician after for both heart patients and family members,

you undergo a medical examination. This occupational therapy, behavior modification and/or
individualization is the major difference stress-management training, and weight control
between a medically supervised cardiac programs.

● Improved endurance and strength

● Increased sense of well-being

● Improved weight control

• Enhanced self-image

DESIGNING AN EXERCISE
REHABILITATION PROGRAM

First and foremost, any exercise component of car-
In addition, the exercise component of a total ap- diac rehabilitation must be tailored to the individual

preach to rehabilitation helps overcome the fears and participant. There are general guidelines, but no one
anxieties that so many people experience after a heart program applies to all persons. (See box, “Typical
attack. Simply knowing that you can walk or jog Exercise Session.”)
around a track or work out on an exercise cycle pro- Ideally, cardiovascular exercise conditioning
tides the confidence that you can safely undertake should be derived from a physician’s prescription
other normal activities, including going back to based on the following considerations:
work, resuming sexual relations, or enjoying a family
outing. Ž The results of a thorough physical examination
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that includes an exercise stress, or tolerance,
test and assessment of cardiovascular risk fac-
tors

● Overall state of health, including physical fit-
ness and previous exercise history

● Individual preferences and physical limitations
(For example, arthritis or previous stroke can
limit capabilities in certain types of exercise.)

In general, for an exercise program to improve
cardiovascular fitness, it should (1) be sufficiently in-
tense to have a conditioning effect, and (2) be un-
dertaken at least three times a week, with each
session lasting at least 20 to 30 minutes. Of course, it
may take time to achieve the objectives. For example,
in the beginning, a previously sedentary person who
is in poor physical condition may be able to exercise
for only a few minutes at a relatively low level of
intensity. But most patients find that after a few weeks
of gradually increasing the intensity and duration of
each exercise session, they begin to experience a
marked improvement in endurance.

ORGANIZED VS. HOME EXERCISE
PROGRAMS

In recent years, there has been a marked increase in
the number of medically supervised exercise pro-
grams for heart patients. Many of these programs
are offered by hospital or medical center outpatient
departments or research laboratories; others are of-
fered by fitness centers or organizations such as the
YMCA. Still others are commercial programs. Some
are covered by insurance and some are not. (See box,
“Insurance Reimbursement.”)

Some experts contend that there is no need for a
formal cardiac rehabilitation program for the major-
ity of low-risk persons, and that such patients can
accomplish what needs to be done on their own after
two or three instructional sessions with a physician
or rehabilitation specialist. At these sessions, which
may begin in the hospital before discharge or on an
outpatient basis in the first few weeks of at-home
recuperation, the person learns how to monitor his
or her pulse rate and how to do the basic warm-up
and cool-down exercises. (See box, “How to Take
Your Pulse," and Figures 28.1 and 28.2.)

The person will be instructed to follow an exercise
prescription for a graduated cardiovascular condi-
tioning program that includes exercises for muscle
toning and strength building as well as aerobic ac-
tivity such as walking, swimming, cycling, or a com-
bination of exercises. Pick an activity that is
enjoyable—one is more apt to continue an exercise
if it is fun and not drudgery. Also, pick one that is
convenient. Figure 28.3 shows a stationary cycle that
may be used at a health club or at home. Many people
become overly preoccupied with taking their pulse
rates, blood pressure, and other aspects of self-mon-

Insurance Reimbursement
Insurance coverage for medically supervised

cardiac rehabilitation varies considerably from
state to state and company to company. Some
policies cover only a limited number of
outpatient sessions; others will pick up the tab
for an entire 12-week program. Check with your
insurance carrier to determine precisely what is
and is not covered.



1. Place palm up.

2. Use first two fingers of opposite hand. Do not
use thumb.

3. Place first two fingers of opposite hand on the
wrist in line with the thumb and feel the
pulsation. This is the radial artery.

4. Count the number of pulsations you feel in 15
seconds and multiply by four for the heart rate
(pulse).

Figure 28.1
Taking the pulse using the radial artery.

itoring. After a few sessions, the individual should be
able to judge without constantly stopping to take the
pulse whether the exercise is vigorous enough or
whether he or she is overdoing it. (See box, “Guide-
lines for Home Exercise Conditioning,”)

The organized rehabilitation is more -structured
and more closely monitored. Proponents of orga-
nized programs point to a number of advantages that
are lacking with home programs:

● Exercise is done under direct medical supervi-
sion. This is more important for high-risk pa-
tients, such as those who experience angina
during physical activity or who have disturb-
ances in cardiac rhythm or a drop in systolic
blood pressure when exercising. Unsupervised
exercise may also be risky for a survivor of a
cardiac arrest. Since recurrent heart attacks are
more common in the weeks or first few months
after the initial one, medical supervision during
exercise may be more important during this pe-
riod than later. In addition, the presence of a
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physician or other medical personnel helps 
overcome the fear that many patients experi- 
ence in starting an exercise program.

● There are psychological benefits in group activ- 
ity. Many participants in cardiac rehabilitation 
programs describe the importance of realizing
that they are not alone, and that their fears are 
shared by others who have had similar expe- 
riences. Seeing the determination and progress 
of fellow patients, some of whom may be se- 
verely affected, provides extra encouragement. 
Also, the camaraderie of a group effort makes 
exercise more enjoyable.

● An organized program may provide extra mo-
tivation to “stick with it.” All too often, a person
leaves the hospital after a heart attack filled with
determination to change his or her ways, to lose
weight, stop smoking, start exercising, and so
forth. Typically, the determination lasts for a
few weeks, and then, as the fear recedes and
life settles back into normal routine, the person
begins to backslide into former habits. This is
not as likely to happen if the person participates
in an organized program. Also, if a person is
paying to participate in a rehabilitation, he or
she may be more compliant.

For these reasons, we generally favor organized
rather than at-home rehabilitation programs. Since
the strides taken at this time may influence the re-
mainder of the patient’s life, the most rigorous and
careful monitoring and motivating are essential.

This latter point brings up the question of how
long the rehabilitation program should last. There is
no clear agreement among cardiologists and reha-
bilitation specialists. At Yale, we generally approach .
cardiac rehabilitation as a three-phase process.

● The in-hospital phase (Phase I). As soon as the
patient is out of acute danger, he or she begins
passive range-of-motion exercises, which prog-
ress over several days to early ambulation.
The patient is expected to sit up and, as soon
as possible, begin to walk and perform simple
self-care tasks. Patient education is an impor-
tant aspect of this phase, with input from phy-
sicians, nurses, dietitians, and other caregivers.
By the time the patient leaves the hospital (typ-
ically five to nine days after the heart attack and
a bit longer after coronary bypass surgery), he
or she will have the basics of an at-home pro-
gram for recuperation and rehabilitation.
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• The outpatient phase (Phase II). After two or
three weeks of at-home recuperation, most pa-
tients have recovered sufficiently to be referred
to an advanced rehabilitation program. These
programs vary considerably. The ones offered
at Yale generally call for three or four medically
supervised group exercise sessions a week,
each lasting 30 to 60 minutes. Depending upon
the individual patient, there will also be extra
sessions for smoking cessation, weight control,
cholesterol control, stress modification, and
special counseling. This outpatient program
usually continues for an average of two months.

● The community phase (Phase  III). By this time,
the typical patient has recovered sufficiently to
return to work or resume other normal day-to-
day activities. Further rehabilitation is often
needed to achieve the lasting life-style modi-
fications that reduce the risk of subsequent
heart attacks or other cardiovascular events.
There may no longer be a need for a medically
supervised program, but the person still can
benefit from participating in a group effort. Ap-
propriate programs are now available in most
communities. Some are offered in a medical set-

Figure 28.3
Many cardiac patients find that a stationary cycle provides a
convenient way to work out.

ting; organizations such as Mended Hearts, Inc
and the YMCA offer other programs. Some fit-
ness clubs also have special programs for heart
patients. Programs are also offered by some
employee health departments. This phase gen-
erally lasts 6 to 12 months.

A large number of heart attack patients find that
by this stage, they no longer need to participate in a
group rehabilitation effort. Instead, they have mod-
ified their life-styles sufficiently to include all of the
aspects offered in an organized program. If a patient
falls into this category and is sufficiently motivated
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to follow through on his or her own, there may be
no reason to join a group unless the patient truly
enjoys the camaraderie or other benefits of a more
organized effort. The aspect of group interaction and
support should not be underemphasized and maybe
of great value to particular individuals.

Regardless of whether the rehabilitation is self-
directed or carried out in a medically supervised set-
ting, it is important that the individual learn to listen
to his or her body in order to recognize possible
warning signs. The majority of patients who survive
a heart attack make a good recovery and are able to
safely participate in a common-sense exercise pro-
gram. But after a heart attack, there is always an
increased risk of a recurrence; this risk exists in both
sedentary and active patients. The patient should
know when to stop and seek medical attention. (See
box, “Important Warnings to Stop Exercising.”)

GOING FORWARD

For most people, a heart attack or other major car-
diovascular event marks an important turning point.
Some emerge fearful and resigned to fate, convinced
that it’s too late to make any meaningful changes.
Others regard the event as an opportunity to make a
new beginning. Obviously, we would prefer that all
our patients (as well as readers of this book) fall into
this latter category. We are realistic enough to rec-
ognize that a heart attack is a life-threatening event.
But for the majority of persons who have heart at-
tacks each year, it is not the end to life. And it can
mark a new beginning.

It’s important to remember that no matter how
determined one is to mend one’s ways, one should
not attempt to change 40 or 50 years of sedentary

living and other possible detrimental habits over-
night. A gradual, common sense program to modify
life-style is more apt to succeed than a go-for-broke
approach. The patient should work out a list of prior-
ities with his or her doctor and then tackle the most
important one or two at a time. It is neither realistic
nor desirable to do everything at once. Expect an
occasional lapse, forgive yourself, and go forward
from there. Even though the patient is responsible
for a comeback from a heart attack, it’s important to
remember that he or she does not function alone. The
doctor, family, and loved ones must be considered a
part of the individual’s rehabilitation team.
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