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Il y a deux maladies :
celle soignée par le médecin
et celle vécue par le patient.

Ces deux maladies sont différentes
a bien des égards.

Arthur Kleinman,The lliness Narratives
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=== Le modele biopsychosocial

BIOLOGIE

!
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PSYCHOLOGIE SOCIOLOGIE

* Engel GL. Science. 1977 ;196(4286):129-36.




ALISATIONS
ET PERSPECTIVE S
EEEEEEEEEEEE
CARDIOVASCULAIRE

Risk of AMI associated with Risk Factors
in the Overall Population

Risk factor

ApoB/ApoA-1(5v1l) 3.25 (2.81, 3.76)
Current smoking 2.87 (2.58, 3.19)
Diabetes 2.37 (2.07, 2.71)
Hypertension 1.91 (1.74, 2.10)
Abdo Obesity (3v 1) 52 (1.45, 1.80)
Psychosocial Stress @

Veg & fruits daily 0.70 (0.62, 0.79)
Exercise 0.86 (0.76, 0.97)

Alcohol Intake 2 o/ 0.91 (0.82, 1.02)



Stress, Anxiété, Dépression

Hostilité, cynisme
Pessimisme, désespoir
Colere

Personnalité Type D
SSPT

BURN-OUT

Origine et Support sociaux
Relation de couple, solitude
Sentiment religieux

Revenu financier
Position sociale
Niveau d ’études




MODES D’ACTIONS DU STRESS PSYCHOSOCIAL EN CARDIOLOGIE
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European Guidelines on cardiovascular disease
prevention in clinical practice (version 2012)

The Fifth Joint Task Force of the European Society of Cardiology
and Other Societies on Cardiovascular Disease Prevention in Clinical
Practice (constituted by representatives of nine societies

and by invited experts)

Developed with the special contribution of the European Association
for Cardiovascular Prevention & Rehabilitation (EACPR)'

Authors/Task Force Members: Joep Perk (Chairperson) (Sweden)*, Guy De Backer!
(Belgium), Helmut Gohlke' (Germany), lan Graham' (Ireland), Zeljko Reiner?
(Croatia), W.M. Monique Verschuren' (The Netherlands), Christian Albus’
(Germany), Pascale Benlian' (France), Gudrun Boysen* (Denmark), Renata Cifkova®
(Czech Republic), Christi Deaton' (UK), Shah Ebrahim' (UK), Miles Fisher* (UK),
Giuseppe Germano! (Italy), Richard Hobbs'? (UK), Arno Hoes’ (The Nethertands),
Sehnaz Karadeniz® (Turkey), Alessandro Mezzani® (Italy), Eva Prescott' (Denmark),
Lars Ryden' (Sweden), Martin Scherer” (Germany), Mikko Syviinne® (Finland),
Wilma J.M. Scholte Op Reimer' (The Netherlands), Christiaan Vrints' (Belgium),
David Wood' (UK), Jose Luis Zamorano' (Spain), Falez Zannad' (France).
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Pas de Guidelines...

@ European Heart Journal (2016) 37, 2315-2381 JOINT ESC GUIDELINES
o do-10.109 eurheartjiehw 106
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2016 European Guidelines on cardiovascular
disease prevention in clinical practice

The Sixth Joint Task Force of the European Society of Cardiology
and Other Societies on Cardiovascular Disease Prevention in
Clinical Practice (constituted by representatives of 10 societies
and by invited experts)

Developed with the special contribution of the European Association
for Cardiovascular Prevention & Rehabilitation (EACPR)




@ European Heart jowrnal (2016) 37, 267-315 ESC GUIDELINES
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@ 2015 ESC Guidelines for the management

of acute coronary syndromes in patients
presenting without persistent ST-segment
elevation

Task Force for the Management of Acute Coronary Syndromes
in Patients Presenting without Persistent ST-Segment Elevation
of the European Society of Cardiology (ESC)

clinical practice guidelines b e Bty o

Primary breast cancer: ESMO Clinical Practice
Guidelines for diagnosis, treatment and follow-up’

E Serkus', S, Kyraiides”, S. Orno’, F, Penault-Uorca' 2, P, Poortmars®, E. Ruigens’,
S Zackrsson® A F. Cardioso®, on betal of the ESMO Gudeires Committos”
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Mais « position paper »

Fur J Pow Carsicd. 2045 Oct22010) 4290208 coi 10 1477/204TAITISASANTS Bped 2094 2d M4

Psychosocial aspects in cardiac rehabilitation: From theory to practice. A position paper from the Cardiac
Rehabilitation Section of the European Association of Cardiovascular Prevention and Rehabilitation of the

Eumpnn:odnydc-ﬂdogy

Emm mymw mwmy m&mmym
#+ Collaborators (9)
+ Author information

Abstract

A epe Sody of empirical research shows that peychosccial sk factory (PSRF s ) such s low sccio-economic stals, social isolston, stress, type-D
parsonaity, degrossion and anuiety ncrease the risk of incdent coronary hoart desase (CHD) and also contridute 10 poorer health selated quakty
of Mo (MROQL ) and progrosis in patients with slabished CHD. PSRF s may slad 3¢t a8 barriers 10 Heatyle changes and trestment adtanercs and
may moderate the efects of cardac rehabdittation (CR). Futhermore, thare appedrs 10 be 8 Didvectional mteraction tetweon PSRFs and the
pattways. I tum, CHD and its assocated reatments may lead 1o distress in patients, Including arxety and depression. In chnical practice, PSRFs
can D Rssetsnd with Snglo-2a™ soreening quaston, standardsed quesionnares, of struciured dmical nerviews. Peychotherapy and
medcaton can be considersd 10 aleviate any PSRF celated symptoms and 1o enbance HRQoL. Bt the evidence %or o definte berefciyl effect on
mm-WAwwm wmwmmmmmmu

mmmmmwum umammmwmu

necdepandence of the body and mind and this Plecaction needs to be reflected through the sssessment and management of PERFs in Ine with
robust scenific evidence, by rained stafl. ntegrated within the core CR team
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Le Chaos de la Maladie

Le syndrome coronarien aigu est un temps
1. De bouleversement
2. D’épreuve
3. D’adaptation




VEESLL N Sens de la vie....Valeurs de vie.....Buts MORT

MALADIE CHRONIQUE

DEUIL
* Immortalité
- Santé PEURS
* Mort

« Abandon
» souffrance
» Dégradation

Perturbation des buts de vie
* Limitation physique
* Peur
» Croyances

* Locus of Control

» Coping émotionnel
« Coping cognitif

» Coping Actif .
- Coping passif Nouveaux buts de vie

Schéma d’adaptation a la maladie chronique
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e Théorie des valeurs et perturbation des buts

Goal dtsturbance in relatlon to anxiety, depression, and health-related quality of life after Myocardial Infarction.

Boersma SN, Maes S, Joekes K.
Health and Medical Psychology, Faculty of Social and Behavioural Sciences, Leiden University, The Netherlands. boersma@fsw.leidenuniv.nl

Effect of Having a Sense of Purpose in Life on the Risk of Death
from Cardiovascular Diseases

Megumi Koizumi,'2 Hiroshi Ito,? Yoshihiro Kaneko,' and Yutaka Motchashi.’

Death CV: HR=0.28

] |7 M
Depastnent of Public Healtls, Akita Universiry School of Medicine
2 Depastment of batemald Medicane, Divisica of Cardiovasculas Medscine, Akita Usaversity School of Modicine. Stro ke : H R=0 o 56

Recerved May 25, 2007, acoopied Jassury 16, 2008 relemed calne Angust 18, 2008

ABSTRACT

Background: Many studies have focused on discase causality. but few of them deal with health-promoting fac-
tors. Thus, we examined the effect of having a sense of purpose in life (#kigar) on mortality from cardiovascular dis-
ease (CVD).

Methods: In 1988, we conducted a prospective cohort study of 2,959 Japanese subjects, ranging in age from 40 10
74 years, and followed them tll the end of 2003. The level of their sense of purpose i hfe was evaluated by a self.
admmstered questionmaire. After exchxding those with a history of heart disease, stroke, or mahignant tuor, 1,618
subjects (832 men and 786 women) who had completed the questionnaire were used in the analyses with Cox’s pro-
portional hazasds model

Results: Durmg the average 13.3 years of follow up, 249 deaths (172 men and 77 women) occurred as a result of
all causes: 32 from heart disease, 31 from stroke, 63 from CVD, and 104 from malignant tumors. The adjusted haz-
ard ranios for death 1n men with a strong sense of purpose m life, as compared with those with a low sense of pur-
pose, were 0.28 (95% confidence interval: 0.10-0.84) for stroke. 0.56 (0.28-1.10) for CVD, and 0.62 (0.45-0.86) as
a result of all canses. In women, no significant relationship was found between having a sense of purpose in life and
mortality; this was possibly because the smaller number of deaths reduced the statistical sigmficance.
Conclusion: We found that in men. having a sense of purpose i life affected the nsk of death as a result of all
caunses, stroke, and CVD
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== Un temps du bouleversement

* La brutalité de I'événement

* |a douleur intense

* L'appel fréquent du SAMU

* |la frayeur possible de I’entourage
* L’hospitalisation

* |a perception de lI'urgence

* |a coronarographie, I'angioplastie



APPAC Un temps d’épreuve

* Le diagnostic marque le début d’un temps d’épreuve.
* Fin d’une illusoire immortalité
* Nécessité de faire le deuil d’une santé parfaite.
* Les étapes de ce deuil symbolique
e stupeur ou l'incrédulité,
* déni, la colere,
* la tristesse,
* la culpabilité
* larésignation.

* Temps de peurs tres primitives



=== Un temps d’adaptation
LE COPING

Ensemble des efforts cognitifs et
comportementaux destinés a maitriser, réduire ou
tolérer les exigences internes ou externes qui
menacent ou excédent les ressources d’une
personne . Lazarus et Folkman 1984

* Possibilités variables selon
— Individus
— Moment
— Situations
— Contexte global
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==& Aspects et styles et modes de Coping

* Aspects
— Facteurs cognitifs
— Facteurs émotionnels
— Lieu de contrble interne ou externe

e Style de coping
— Centreé sur le probleme
— Centré sur I'émotion

* Modes
— Coping actif: implication, attention, résolution
— Coping passif: déni, évitement, résignation
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gl Le Coping en Cardiologie

* Coping passif : mauvais pronostic
* Déni: peut étre efficace au départ
* Coping actif : intérét de la réadaptation cardiaque
* Entrainement a la résilience
— Support social
— Optimisme
— Souplesse mentale
— Engagement
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Conséquences psychologiques d’un
syndrome coronarien aigu




BM] Mental health status and risk of new

Open cardiovascular events or death in
patients with myocardial infarction:
a population-based cohort study

Tine Jepsen Nielsen,' Mogens Vestergaard,” Bo Christensen,’
Kaj Sparle Christensen,® Karen Kjar Larsen®
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e Le déni
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* Moyen de protection employé surtout les hommes.

 Emotions trop difficiles a gérer (angoisse de mort, colére,
peur de ’abandon, de la déchéance, sentiment d’ injustice).

* Le déni peut étre efficace a court terme.

* Apluslongterme : un impact négatif.

 Difficile a gérer ( Pour le médecin et '’entourage)

* |’entourage anxieux : discours infantilisant ou agressif

* Le meédecin rationalise:
— Utilisation d’explications scientifiques.
— Utilisation d’arguments sensés provoquer la peur.



PERSPECTIVES

Le déni

Cette attitude médicale est totalement inefficace , car d’une part le
patient a trés bien compris la situation d’un point de vue cognitif et
d’ autre part le déni est un refus de ressenti émotionnel. Le patient est
donc insensible a la peur.

La prise en charge

I’acceptation qu’une phase de déni partiel et adaptatif peut étre nécessaire et
souvent bénéfique a court terme pour le patient.

Dans un second temps, si le déni est massif et persistant, il est indispensable de
mettre en place un soutien psychologique afin de permettre au patient de faire face a
ses émotions « négatives » (angoisse, colére, tristesse)

et une aide éducative afin de mobiliser ses ressources intérieures de changement et
d’ adaptation.

Il ne s’agit pas a ce moment de la prise en charge de convaincre mais de mobiliser la
motivation intérieure du patient.

C est tout lintérét de I'éducation thérapeutique sous ces différents aspects
biopsychosociaux en centre de réadaptation cardiaque.
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e La dépression

* 4 fois plus que la population standard.
20 % des patients apres infarctus du myocarde
* 40% ont des traits dépressifs

* Physiopathologie: mécanismes apoptotiques communs au myocarde et a
I’hippocampe

* Le diagnostic selon le DSM 5 repose sur un questionnaire en 9 questions.

* Le questionnaire en trois questions, tel qu’il a été utilisé par I’ ESC, est
tres utile

* Le syndrome de dépression postinfarctus est sous évalué et
insuffisamment pris en charge .
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LI AHA Scientific Statement

Depression as a Risk Factor for Poor Prognosis
Among Patients With Acute Coronary Syndrome:
Systematic Review and Recommendations
A Scientific Statement From the American Heart Association

Judith H. Lichtman, PhD, MPH, Co-Chair; Erika S. Froelicher, RN, MA, MPH, PhD, FAHA, Co-Chair;
James A. Blumenthal, PhD, ABPP; Robert M. Camey, PhD; Lynn V. Doering, RN, DNS¢, FAHA;
Nancy Frasure-Smith, PhD: Kenneth E. Freedland, PhD: Allan S, Jaffe, MD:

Erica C. Leitheit-Limson, PhD: David S. Sheps, MD, MSPH, FAHA; Viola Vaccarino, MD. PhD, FAHA:
Lawson Wulsin, MD: on behalf of the American Heart Association Statistics Commitiee of the Council
on Epidemiology and Prevention and the Council on Cardiovascular and Stroke Nursing

Background—Although prospective studies, systematic reviews, and meta-analyses have documented an association between
depression and increased morbidity and mortality in a variety of cardiac populations, depression has not yet achieved
formal recognition as a risk factor for poor prognosis in paticnts with acute coronary syndrome by the American Heart
Association and other health organizations. The purpose of this scientific statement is to review available evidence and
recomamend whether depression should be elevated to the status of a risk factor for patients with acute coronary syndrome.

Methods and Results—Writing group members were approved by the American Heant Association’s Scientific Statement
and Manuscript Oversight Committees. A systematic literature review on depression and adverse medical outcomes after
acute coronary syndrome was conducted that included all-cause mortality, cardiac mortality, and composite outcomes
for mortality and nonfatal events. The review assessed the strength, consistency, independence, and gencralizability of
the published studies. A total of 53 individual studies (32 reported on associations with all-cause mortality, 12 on cardiac
mortality, and 22 on composite outcomes) and 4 meta-analyses met inclusion crteria, There was heterogeneity across
studies in terms of lhc dcmogrnphu composmon of study sampks dcﬁmnon and mcasurcmcm of dcpmcsston. Icngth of

Metaanalyse o [ 53 etudes
1. Risque de mortalité globale multiplié par 2.3

2. Risque de mortalité cardio-vasculaire multiplié par 2.7
3. Risque d’événements cardio-vasculaires non mortels multiplié par 1.6.




Epidemiology and Prevention

Myocardial Infarction and Risk of Suicide
A Population-Based Case-Control Study

Karen Kjzr Larsen, MD; Esben Agerbo, MS¢, PhD, DrMedSc: Bo Christensen, MD, PhDD;
Jens Sondergaard, MD, PhD: Mogens Vestergaard, MD, PhD

Background—Myocardial infarction (MI) is assockated with an increased risk of anxiety, depression, low quality of life,
and all-cause mortality. Whether Ml is associated with an increased risk of suicide is unknown, We examined the
association between MI and suicide.

Methods and Results—We conducted a population-based case-control study by retrieving data from 5 patonwide
longitudinal registers in Denmark., As cases, we selected all persons aged 40 to 89 years who died by suicide from 1951
1o 2006, As controls, we randomly selected up to 10 persons per case matched by sex, day of birnth, and calendar time.
We identified 19 857 persons who committed suicide and 190 058 coatrols. MI was associated with a marked increased
risk of suicide, The risk of suicide was highest during the first month after discharge for Ml for patients with no history
of psychiatric illness (adjusted rate ratio, 3.25; 95% confidence interval, 1.61 10 6.56) and for patients with a history of
psychiatric illness (adjusted rate ratio, 64.05; 95% confidence interval, 13.36 to 307.06) compared with those with no
history of Ml or psychiatric illness. However, the risk remained high for at keast 5 yeass after ML

Conclusions—M] s followed by an increased risk of suicide for persons with and without psychiatric illness. Our
results suggest the importance of screening patients with Ml for depression and suicidal ideation, (Circulation,
2010:;122:2388.2393,)

Key Words: acute myocardial infarction m depression @ epidemiology w monality ® suicide

KK Larsen.Circulation.2010;122:2388-2393

 Patients sans antécédent psychiatrique

* Premier mois +++
* Risque suicidaire. RR: 3.25
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. L’anxieteé

« Moins étudiée que la dépression dans les suites d’ infarctus du myocarde.
* En phase aigiie : plus de 30% des patients.
* Apres la phase aigiie, I’'anxiété persiste chez environ 15 a 20% des patients.

* Il est intéressant de mentionner certains travaux qui ont montré que la
prescription d’anxiolytique lors de I'hospitalisation pour infarctus ne modifie ni
les scores d’anxiété ni la mortalité cardiaque ou la survenue de complication
aigues.

* Le maintien d’une anxiété généralisée aprées infarctus augmente le risque de
récidive d’évéenements coronariens et de mortalité de 25 a 40% selon les séries.
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e L’anxieté

Paychcaom Vad 2040 Mt 728} 4408 dor 40 109TIPSY 2001 Je31 B1GRART Epud 2010 Agr 24

oA -4

Prognostic association of anxiety post myocardial infarction with mortality and new cardiac events: a meta-
analysis.

Roast AN, Mirtens £, Denclet J g Jonge P.

+ Author information

Abatract
OBJECTIVE: % assass the associston of armcety sfter myocardad infarcion (M) with candlac prognoss

NETHOOS: A mels-anstysis of relerunces desved from MEDUNE, EMBASE, and PSYCINFO (1975-Masch 2008) was perlormed without
anguage resticlons. End point was cardac cutcome dedned as ol-couse moraity, candiac mortaity. and candiac everts. The authors selected
peoapecive sludies with al et 6 =onths lofiow-up, and srodety had 1 be ssssssed within 3 months afler MI with seliatio and vk inatruments

RESULTS: Twelve pagers met sefocton ontena. These studes described folow-up (on avernge, 2.6 years) of 5750 patents with MI. Arsious
patents wire ol dak of adverse events (odds ratio (OR) faed, 138, 95% confidence isteeval (Cl), 118158, p < 001) Ansiely wist also spectically
255003%ed Wi all-couse moraity (OR faed, 1 AT; 56% CL 1.02:2.13; p » 04), cardiac mortaity (OR fed, 1.2, 56% C1, 100-947,p » 02), and
fiw CaeSac avonts (OR fxed, 1,71, 96% C1, 1.31.2.23, p < 001)

CONCLUSIONS: Post M ansiety i assocated with & 35% noreased risk of advwrse (0/0a: culcomas 0 Diviriade inalyses Because the exstng
Barakure s small and cortaing saversl imEatons, mone research is needed % evaluste the association of
a0d 10 285058 1o exent 10 which Tis ass0calion & independent of cinicdl variabies, such as dsease
exgocialy deprmsson.
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Le syndrome de stress
post traumatique




L0ohgy Mot 2012 Avg 3%(8) 42030, Soc 10,0007 100850115088 0. Epud 2011 M.

mmmmmmmmumdmmmm.
Wikran A Messed Sy N Moloy G Randal G, Perins-Pomas L Seole A
Department of Cacemciogy and Pubic Heath, Usiveraty Colloge Londor, Lordor, UK. arva whrantise

Abstract

Them is growing svidence for the development of postimumatic stress symploms as 3 corsequence of aculs cardiac events. Acute comrary
syndrome (ACS) patients expenence a mnge of acute Candiao symptoms, and these may cluster together in specfic pattems . The obyectives of this
%0 eslablah datnct symptom clusters in ACS patients, and 10 investigate whether the axperience of diffessnt hypes of symptom clustens
Wi DOSSYIUMANC SYMpoom intensity ot six months . ACS patients were interviewed in hosptal within 48 h of admission, 204 patents
indormation on symptoms before hoaptalsation, and dusler analysis wirk used 10 idertify pattaers. Poslirsumatic stiess symploms waee
In 1456 patiorts at six months. Three symptom clusters wore dentfied; pain symploms, dffuse symploms and symptoms of dysproa In
fritiphe segreadion analyses, adusting for secodemogriphic, chrical and paychological factons, the pain symptoms chater (B = 153 P « 044)
omonged 08 3 signficant predicior of postirsumatic symplom saverty o six morths A marpraly sgrificant association was cbeerved between
ymptoms of dysonea and reduced Ntrusive Symptonmd i six months (B = - 166, P » 061) Findings sugest acute ACS symptoms oocur in Sstingt
clusters, which may have datinctive effects on irtensly of subsequent posttraumatic symptoms. Since postinumatic stress s associated with
DIVerse ouloomes, identfying patients ot sk based on their symplom expanence duing ACS may be useful in tapeting interventions.

Persistence of Posttraumatic Stress Symptoms 12 and 36 Months After Acute
Coronary Syndrome
Avna Waoan, MSC, Maa Baariaonsayys, MRCP, Lowa Possss-Posas, P, s Asosrs Srerioe, DPe

Objretives [ o macs Iae presaionce sl peodchors of posliy samaihe sidess yringdorns m palionts of [ and 38 ssndis pondl dorpiial
SOREMN T a0 0ule Coraary NYDrome (ACSE There B Idfoming foonpiion Dhd posiirsamiy siicss B Sevelop = e
AR of an aovbe Cardin everd | hreever ot o Doem LD Acscun h om IR tpey St presabennie of ponll manaiic Y cls
donder (PTSIN Mctbds: Posioamsstsc sess fmptoms wore asscssod o 12 ssonthe 3 21) pudenis wEh ACS ol |TY
NS o N peonihe Pyodanor variies Inchedad ROl Jersapmaptil, el etatal Samons scasred drng Mol
adutudon. Resslta: AL 12 moniis post ACS, 26 (12.2%) patindy gaaltSed Sor 3 dtagaosts of PTSDY, 23 (120%) pationts weane
dontifiod with FTSD o 36 monin. Poiraesatic spmplons o 12 moaln were ssociaiad with younger age, ot exinority staba,
cdac vymplon recurrmce, Meory of depresdon, depeansed mood dartng adestmion, hostiity, and Type D

ymgnonss (k' = 0507, 5 < 0001 Al M mentie, DOSIrmanetic et symptenss were independentty predioted
wymptons levels @ 1) months and depeesied mood Gring admiaion (RY = BA1S, 5 < 801 Ceadteien:
POASmaanatc siess Cymaoorss peraet forr 3 leasd 3 yours afier 20 a0wie cdon mvant. Farly smotional respossss v importss
PORECTING Mgt ATE) DOSSTRETAEN «Dewn T W ENpOrTaar B0 MRy Pelenis M TG FOf POTEIAEAEK ETA M Bury a0 Iwore LA Ay
10 FApernce redeced gradey of Lie Koy werde: a0y Joosary (YRSEnes, Iryocaniial MOETDea, DOsSTRIREL I CYmQaaL,

pecvaicare, prodictons Psychosom Med 2004,66: 521-26




7 Psychiatr Res. 2011 December ; 45(12); 1621-1626. doi:10.1016/j jpsychires.2011.07,004.

Posttraumatic stress due to an acute coronary syndrome
increases risk of 42-month major adverse cardiac events and all-
cause mortality

Donald Edmondson, Ph.D.', Nina Rieckmann, Ph.D.2, Jonathan A. Shaffer, Ph.D.!, Joseph

E. Schwartz, Ph.D.', Matthew M. Burg, Ph.D.'3, Karina W. Davidson, Ph.D.", Lynn Clemow,
Ph.D.", Daichi Shimbo, M.D.", and lan M. Kronish, M.D., M.P.H.*

'Center for Behavioral Cardiovascular Health, Columbia University Medical Center, New York

M.A.C.E
A.C.M
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Fear of dying and inflammation following acute
coronary syndrome

Andrew Steptoe', Gerard ). Molloy?, Nadine Messerli-Burgy’, Anna Wikman',
Gemma Randall’, Linda Perkins-Porras?, and Juan Carlos Kaski *
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Que peut faire le cardiologue?

* Avoir conscience de la problématique

 Déterminer la part du stress psychosocial dans la survenue du SCA
e Evaluation psychique: « Et psychiquement vous allez comment? »
* Prendre le temps de laisser la parole: Temps gagné sur le futur

* Prise en charge globale

* Evaluation: questionnaire ESC + recherche SSPT

e Evaluation des buts de vie: : « En quoi ce SCA est-il susceptible de
perturber vos buts de vie? »
— Personnels
— Familiaux
— Professionnels



Statut socio-
économique

Stress
Familial et
professionnel

Isolement Social

Dépression

Anxiété
Hostilité

Personnalité
de type D

S > -

—

Quel est votre niveau d’ études ?
Etes-vous travailleur manuel ?

Avez-vous une possibilité de controler votre demande de travail ?
Estimez-vous étre normalement récompensé pour votre
investissement au travail ?

Avez-vous des problemes sérieux dans votre relation de couple ?

Vivez vous seul ?
Avez-vous une personne a qui vous confier?

Vous sentez-vous triste, déprimé ou sans espoir ?
Avez-vous perdu de | intérét et du plaisir a vivre ?

Vous sentez-vous souvent nerveux, anxieux ou « a cran »
Etes-vous souvent incapable de mettre fin ou de contréler une
préoccupation?

Vous mettez-vous souvent en colére pour des choses banales ?
Etes-vous souvent irrité par le comportement des autres ?

Etes-vous généralement, anxieux, dépressif ou irritable ?
Evitez-vous de partager vos idées et vos émotions avec les autres ?

Questionnaire d’évaluation du Stress psychosocial adapté du modeéle de L'ESC
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Evaluation des facteurs psychosociaux

EN PATHOLOGI
CARDIOVASCIULAIRE

3.4.3 Assessment of psychosocial risk factors

The assessment of psychosocial factors in patients and persons
with CVD risk factors is crucial as a means to stratify future pre-
ventive efforts according to the individual risk profile of the
patient. Standardized measurements for depression, anxiety, hostil-
ity, socio-economic status, social support, psychosocial stress, and
type D personality are available in many languages and coun-
tries.'™>'** Alternatively, a preliminary assessment of psychosodial
factors can be made within the physicians’ clinical interview, as
detailed in Table 6.

*Burn-Out
*PTSD

*Valeurs et buts de vie

Table 6 Core questions for the assessment of
psychosocial risk factors in clinical practice

Low socio- | What Is your highest educational degree?
economic
status Are you a manual worker?
Do you lack control over how to meet the demands
Work at work?
wad faly Is your reward inappropriate for your effort!
Doyouhmserious problems with your spouse?
Social Are you living alone?
isolation Do you lack a close confidant?
Do you feel down, depressed, and hopeless?
Depression
[ Have you lost interest and pleasure in life?
Do you frequently feel nervous, arudous, or on edge!
Anxiety
Are you frequently unable to stop or control worrying?
Do you frequently feel angry over little things?
Hostility
Do you often feel annoyed about other people’s habits?
In general, do you often feel anxious, irritable, or
Type D _depressedl
personality Do you avoid sharing your thoughts and feelings with
other people?




La prise en charge




Médicaments psychotropes

 Phase aigue, Traitement court
e Dépendance
e Aucune étude en cardiologie

— Etudes : SADHART,ENRICHD,CREATE , MIND-IT
— « Ce que nous savons »:

W NRE

IRSS sont indiqués dans les dépressions majeures

IRSS sont inutiles dans les autres dépressions

IRSS peuvent étre utilisés en sécurité en cardiologie
IRSS : aucune efficacité sur la mortalité cardiovasculaire
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Activite physique: La drogue miracle

* Pronostique cardiovasculaire
* Santé Mentale
* 50% de réduction de la mortalité ( Dépression post AMI)

— Diminution de la réponse au stress mental ( Amaigrissement)

— Réduction de la sécrétion d’adrénaline
— Effets anti-inflammatoires :1L6, TNFo, CRP

— Effets anxiolytiques et antidépresseurs.
— Amélioration de la neurogénéese ( BDNF Sécrétion)

Hamer M, Chida Y. Br . J Sports Med. 2008.42(4):238-43.

Sattelmair J, Pertman J. Circulation. 2011 ;124(7):789-95

Blumenthal JA, Babyak MA. Psychosom Med. 2007;69(7):587-96
Blumenthal JA, Sherwood A. JACC.2012,60:1053-63.

Blumentahl JA, Babyak MA.JAMA. 2012,308;465-74

Rethorst CD, Wipfli BM, Landers DM. Sports Med. 2009;39(6):491-511.
Wipfli BM, Rethorst CD, Landers DM. J Sport Exerc Psychol. 2009;31(1):128-9.
Hamer M .Psychosom Med. 2007;69:660-6

Hunsberger JG. Nature Medecine. 2007;13:1476-82

Cotman CW, Berchtold NC.Trends Nerosci. 2007;30:464-72

Knaepen K, Goekint M. Sports Med. 2010;40:765-801



Gestion du stress et thérapies

Activité physique

Relaxation psychocorporelle, sophrologie, Tai-Chi, Qi Gong
e Cohérence cardiaque

Méditation en pleine conscience

— Thérapies cognitivo-comportementales
— Hypnothérapie

— EMDR

— Thérapie d’acceptation et d’engagement



FACTEURS PSYCHOSOCIAUX
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_ : ACTIVITE - 25% (5,6)
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MORTALITE CARDIOVASCULAIRE
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ORIGINAL INVESTIGATION

Randomized Controlled Trial of Cognitive
Behavioral Therapy vs Standard Treatment

to Prevent Recurrent Cardiovascular Events
in Patients With Coronary Heart Disease

Secondary Prevention in Uppsala Primary Health Care Project (SUPRIM)

Mats Gulliksson, MD, PAD; Gamilla Barell, PhD; Bengt Vessby, MD, PAD; Lennart Lundin, MD, PhD;

Henmrik Toss, MD, PRD; Kurt Svardsadd, MD, FAD

Backgrownd: 'sychosocul Bacsors are independently as-
soctated with increased risk of cardioviscular disease (CVD)
mocbidity and mortality, but the effects of psychosocial fac-
tor intervention oa CVD are uncertain. We performed a ran-
domized controlled clinical wrial of cogntive behavioral
therapy (CBT) 10 measure its effects on CVD recurrence.

Methods: The study included 362 women and men 75
years or younger who were discharged from the hospi-
tal after a coronary heart disease event within the past
12 months. Patsents were randomized 10 recetve trady.
tiomal care (relerence group, 170 patients) or tradi-
tional care plus a CBT program (intervention group, 192
patients), focused on stress management, with 20 two-
hour sesssons during | year. Median attendance at each
CBT session was 85%, Outcome variables were all-
cause mortality, hospital admssion foe recarrent CVD,
and recurrent acute myocardsal infarction.

Reswlits: During a mean O months of follow-up, the in-
tervention group bad & 41% lower rate of [nal and noa-
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Arch Intern Med. 2011;171(2):134-140
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Stress Reduction in the Secondary Prevention of
Cardiovascular Disease

Randomized, Controlled Trial of Transcendental Meditation and Health
Education in Blacks

Robert H. Schneider, MD, FACC: Clarence E. Gnm, MD;
Maxwell V. Rainforth, PhD; Theodore Kotchen, MD; Sanford 1. Nidich, EdD;
Carolyn Gaylord-King, PhD: John W. Salerno, PhD; Jane Morley Kotchen, MD, MPH;
Charles N. Alexander, PhD?¥

Conclusions

3 b o This randomized, controlled trial found that a selected mind-
90 48 A) body, stress reduction intervention, the TM program, signifi-
E an. cantly reduced risk for mortality, MI, and stroke in black men
.§ ‘-‘””" and women with coronary heart disease. These changes in
£ ; o1 "’L_ — ™ clinical events were associated with lower BP and psychoso-
84 s0d '1; ves HE cial distress, Thus, the TM program may be a clinically useful
g - tee behavioral intervention in the secondary prevention of CVD

(3] Sg 1 0.52 (95% Cl, 0.29-0.92) (P = .025) in this and perhaps other high-risk populations,

0O 1 2 3 4 5 6 7 8 9 10
YEARS *HTA, Colére

*Effet dose et observance

Mortalité

eInfarctus et AVC

Circ Cardiovasc Qual Outcomes November 2012



MESSAGES a RETENIR

Plus de 50% des patients souffrent de détresse psychologique :
20% de dépression, 30% d’ anxiété et 15% de stress post-
traumatique.

Le déni est un mécanisme de protection fréquent, efficace a court
terme et néfaste s’ il est massif et durable.

La détresse psychologique post-infarctus multiple la mortalité et
les complications coronariennes par 2.

La souffrance psychologique doit étre systématiquement évaluée
en post-infarctus.

La prise en charge doit étre assurée par une équipe
multidisciplinaire : cardiologues, psychologues, psychiatres et
meédecins de réadaptation.

Les traitements médicamenteux peuvent étre utiles mais ils ne
modifient pas le pronostic coronarien.

En revanche I|’activité physique et les méthodes
psychothérapiques améliorent la qualité de vie et diminuent la
mortalité coronarienne.




MON CAHIER D'’ACCOMPAGNEMENT

Prendre soin de
son coeur

Introduction a la psychocardiologie

_~ Je fais de mon cerveau
“] l'allié de mon cceur
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J'adapte mes ’
comportements
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