Medical Treatment Differences in Chronic Coronary Heart Disease Patients

management according to different specialities
[1,3,16,17]. The TRECE (Tratamiento de la Enfer-
medad Coronaria en Espana/treatment of coronary heart
disease in Spain) registry was designed to describe risk
factors control and medical treatment of CHD patients;
the present analysis describes differences in clinical fea-
tures and medical treatments of CHD patients according

to medical speciality where they are attended.

Material and Methods
Study Design

The TRECE registry was launched by the Spanish Soci-
ety of Cardiology (working groups of hypertension, coro-
nary heart disease, and clinical cardiology) as descriptive,
cross-sectional, and multicenter study that involved prac-
titioners nationwide. Twenty hospitals were randomly se-
lected and 10 investigators were chosen: 50 cardiologists
from outpatient clinics (OCC), 30 hospital cardiologists
(HC), 20 internal medicine (IM) specialist and 100 gen-
eral practitioners (GP). Throughout the first trimester of
2006 each practitioner included 15 consecutive patients
with CHD; from these 3000 patients, 103 were excluded
for lacking of precise diagnosis of CHD, so the final sam-
ple was constituted by 2897 patients.

Although this is an observational study without any
intervention planned, the study protocol and informed
consent was supervised and approved by the investiga-
tion agency of the Spanish Society of Cardiology and the
ethics committee of the Hospital of San Juan (Alicante,
Spain). Data collection was made in paper with a unified
database designed by the study investigators.

Inclusion and Exclusion Criteria

The inclusion criteria were confirmed clinical diagnosis
of chronic stable angina, typical chest pain with posi-
tive stress test or previous diagnosis of acute coronary
syndrome, myocardial infarction, or unstable angina;
patients could have more than one inclusion criteria.
Exclusion criteria were denial of informed consent or
incapacity to assure the diagnosis of CHD.

Prevalence, Control, and Treatment
of Risk Factors

The antecedent of hypertension was registered when it
was present in medical reports; two measurements of
blood pressure were more than 140/90 mmHg or spe-
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cific medical treatment was present; hypertension con-
trol was considered when blood pressure was less than
130/80 mmHg in two consecutive measurements [18].
The antecedent of dyslipidemia was reported when it had
been previously diagnosed, confirmation of total choles-
terol more than 220 mg/dL or low-density lipoproteins
(LDL) more than 160 mg/dL or being under specific phar-
macologic treatments; serum LDL less than 70 mg/dL was
the threshold for LDL control [10]. Resting heart rate
control was accepted when less than 70 bpm was reg-
istered in the physical examination or the electrocardio-
gram of the inclusion visit [19]. Previous diagnosis of dia-
betes mellitus, active medical treatments, or two determi-
nations of fasting glucose more than 126 mg/dL were ac-
cepted, entering the antecedent of diabetes [20]. Glycated
hemoglobin was not collected by protocol, so metabolic
control of diabetes was only monitored by fasting glucose
at the threshold of less than 108 mg/dL [20].

Obesity was registered when body mass index was
more than 30 kg/m? and abdominal obesity when waist
circumference was more than 102 ¢cm in men or more
than 88 cm in women [21]. Assessment of metabolic syn-
drome was made according to ATP-III definition when
three of the five criteria were present in the same patient
[21]. Glomerular filtration rate (GFR) was assessed by
the abbreviated equation of the Modification of Diet in Re-
nal Disease Study [22]: (186  creatinine !'>* age 020%)
( 0.742 in women).

All medical treatments and their doses before and af-
ter the inclusion visit were registered. Optimal medi-
cal treatment of CHD patients was considered by the
joint prescription of antiplatelet agents, statins, beta-
blockade agents, and blockade of the renin-angiotensin-
aldosterone system by angiotensin-converting enzyme
inhibitors (ACEI) or angiotensin receptors blockers (ARB)
[8,10,11].

Comorbidities Assessment

Main clinical comorbidities were collected. The an-
tecedent of atrial fibrillation (AF) was only accepted
when if electrocardiogram evidence was available.
Chronic obstructive pulmonary disease (COPD) was reg-
istered if such diagnosis was present in medical reports
or if patients were under medical specific treatments. The
global analysis of comorbidities was made by the Charl-
son index [23] adapted for patients with CHD [15]; this
index included active smoking (1 point), hypertension
(1 point), stroke (2 points), diabetes mellitus (2 points),
COPD (2 points), peripheral arterial disease (2 points),
and serum creatinine more than 3 mg/dL (7 points). Ac-
cording to previous reports [15], high comorbidity was
considered when the index was 4.
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