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INTRODUCTION

RODRIGO SABIO, PASCUAL VALDEZ

Cardiovascular diseases (CVD), mainly ischemic heart
disease and cerebrovascular accident (CVA), are the main
cause of death worldwide and each year more people die
from CVD than from any other cause'?. These data are
also present in Latin America where CVD represents the
first cause of mortality in order of frequency, representing
31% of deaths®. On the other hand, stroke is the leading
cause of disability worldwide*.

According to the Global Burden of Disease Study
(GBD) 2019, in the evaluation of the period from 1990 to
2019, it is evident that the prevalence of CVD has practi-
cally doubled, from 271 million cases in 1990 to 523 million
in 2019, and the number of deaths from CVD increased
steadily from 12.1 million in 1990, reaching 18.6 million
in 2019%. Global metrics for disability-adjusted life years
(DALYs) and lives lost also increased significantly, and
years lived with disability doubled from 17.7 million to 34.4
million during that period®.

These data underscore the imperative for a paradigm
shift, wherein health promotion and cardiovascular
prevention take on a central role in health policies. On
the other hand, within healthcare institutions, it appears
appropriate to enhance the involvement of healthcare
professionals, not only in the timely detection and
treatment of cardiovascular risk factors but also in the
promotion of healthy habits and lifestyle changes for the
prevention of CVD.

While intervention strategies are contingent on public
policies geared towards making “choosing a healthy
lifestyle the easiest option” at the population level, health
professionals also play a crucial role in recommending
and guiding modifications in lifestyle and the adoption of
heart-healthy habits. From this perspective, spending time
during the internist’s consultation to promote the acquisi-
tion of these habits would be advisable for all individuals,
regardless of their cardiovascular risk.

During the consultation, when pharmacological treat-
ments for the prevention of CVD are prescribed, medi-
cal instructions is usually precisely detailed (dosage,
administration methods, etc.). However, when it comes
to delineating lifestyle modifications, there is often a ten-
dency to provide less guidance on particular aspects (e.g.,
quantity and type of daily or weekly physical activity, nutri-
tional recommendations, etc.), that may not truly reflect a

clinical impact, nor lead to sustained changes over time.
Conversely, a multidisciplinary approach that incorporates
non-medical members of the health team proved to be an
effective strategy in managing cardiovascular risk factors
and preventing CVD®.

In primary prevention, the goal is to intervene with
individuals who have cardiovascular risk factors but have
not yet developed the disease. As 90% of cardiovascular
events are attributed to modifiable risk factors directly
tied to behavior, interventions at this stage have dem-
onstrated significant utility in controlling cardiovascular
risk factors’. On the other hand, an optimal approach to
prevent cardiovascular disease in the community should
extend beyond merely preventing cardiovascular events in
patients with risk factors. It should also expand and guide
preventive measures concerning the development of these
factors, known as primary prevention or the promotion of
cardiovascular health’. In these latter aspects, particular
emphasis will be placed on developing guidelines issued
in different chapters with the aim of serving as a practical
tool for decision-making when indicating lifestyle modifica-
tions for CVD prevention.

The different sections will address topics that include
nutrition, physical activity, sedentary lifestyle, obesity,
smoking, alcohol consumption, sleep, stress, environ-
mental problems related to CVD and specific conditions
in women. Each topic is developed with a brief epidemio-
logical introduction, current state of knowledge, risks, and
recommendations with a clinical approach.

This document includes a section addressing the
initiation of CVD promotion and prevention measures at
an early age, encompassing childhood and adolescence,
while also addressing epigenetic aspects. Recognizing
that habits are established early in life, achieving signifi-
cant changes with an impact on CVD control needs the
inclusion of health promotion strategies that start in child-
hood and persist throughout an individual’s life”®.

Furthermore, a dedicated chapter on social determi-
nants in CVD has been included. This is crucial as certain
social factors, such as a low socioeconomic level, can
modify cardiovascular risk and should be considered by
internists when making individualized decisions.

Various scientific societies and international organiza-
tions have developed guidelines and recommendations



addressing different facets of CVD prevention®''. In 2010,
the American Heart Association (AHA) introduced the
concept of “ideal cardiovascular health,” aiming to assess
the cardiovascular health of a population based on ideal
values of 7 modifiable cardiovascular risk factors and
healthy behaviors. These seven crucial points, known
as Life’s Simple Seven (LS7), encompassed abstinence
from smoking, physical activity, a healthy diet, optimal
blood pressure levels, normal total cholesterol, absence of
diabetes mellitus, ideal body mass index, and finally, the
absence of clinical cardiovascular disease'. The score de-
rived from this metric not only evaluates the cardiovascular
health of a specific population but also exhibits an inverse
relationship with the incidence of cardiovascular disease.
Recently, this score has been updated by incorporating a
new parameter —adequate sleep— and introducing other
minor modifications to the previous variables, resulting in
a total of eight essential points in this metric's.

It is important to mention that both cardiovascular risk
factors and healthy habits are common to other non-
communicable diseases, such as cancer. Therefore,
cardiovascular health promotion based on these lifestyle
modifications and healthy habits will also yield improve-
ments in other chronic diseases.

A study using data from the Nurses’ Health Study
(1980-2014; n = 78,865) and the Health Professionals
Follow-up Study (1986-2014, n = 44,354) estimated that
life expectancy at the age of 50 was 29 years for women
and 25.5 years for men who adopted zero low-risk lifestyle
factors. In contrast, for those who adopted all 5 low-risk
factors, a life expectancy at the age of 50 was projected
to be 43.1 years for women and 37.6 years for men. Pro-
jected life expectancy at the age of 50 was on average
14 years longer among American women with 5 low-risk
factors, compared to those without low-risk factors; for
men, the difference was 12.2 years'.

This document will not address pharmacological
treatment in CVD prevention, nor will it elaborate on es-
tablished cardiovascular risk factors such as high blood
pressure, diabetes mellitus, or dyslipidemia as specific
chapters. Instead, it focuses on heart-healthy habits that
impact on the prevention of their development. Due to
the significance and disease burden of high blood pres-
sure, the International Forum of Internal Medicine (FIMI)
produced another set of specific recommendations on
this matter®.

For the development of this consensus, the directors
selected topics and presented them to the FIMI reference
group, who approved them and provided additional the-
matic suggestions, ultimately approving the current index.

Subsequently, authors of these chapters were selected
based on expertise in their respective areas (each group
had a director, a secretary, and authors). Writing criteria
were established. Each group conducted a literature
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search in PubMed and selected relevant articles according
to their judgment. Once the chapter was drafted, it was
assigned to a group of reviewers who either accepted it
with or without content modifications. These changes were
then sent back to the authors, who incorporated them into
the original text. In a second stage, the complete material
with consolidated chapters was sent to all authors and
authorities of the scientific societies within FIMI for their
review and suggestions. Afterwards, the entire document
was reviewed and edited by four external reviewers (who
did not participate in drafting the original document). The
final approval and closure took place at an in-person
event in the Argentine Patagonia with the presence of
all chapter directors (Summit in the city of El Calafate,
November 2022).
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