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Experts Answering Your Questions

ARBs are generally used for the
treatment of hypertension, left ven-
tricular dysfunction and renopro-
tection in patients with nephropa-
thy due to Type 2 diabetes.

There are a number of approved
ARBs for the treatment of hyper-
tension. All ARBs have been
shown to have an antihyperten-
sive efficacy similar to that seen
with monotherapy with other
antihypertensive agents, includ-
ing ACE inhibitors. As with other
agents, their efficacy is
enhanced by the concomitant
administration of low doses of a
diuretic.

Some ARBs may differ in their
BP efficacy over a 24 hour period.
Others (such as losartan), have
demonstrated superior benefit
over ß-blockers in high-risk
hypertensive patients with left
ventricular hypertrophy.

However, in standard hyperten-
sion, all ARBs are efficacious
and well tolerated. For most
patients, the decision as to
which one to use would likely

depend on issues such as their
24-hour duration and cost. In
patients with documented left
ventricular hypertrophy and who
are at high-risk, losartan has
documented proven benefit with
regards to stroke in particular.

ARBs have also been evaluated
in patients with left ventricular
dysfunction who are intolerant
of ACE inhibitors as primary and
add-on therapy (to those already
treated with an ACE inhibitor).

In patients intolerant of ACE
inhibitors, there is evidence of
significant benefits in terms of
all-cause mortality when ARBs
are used.

When compared to ACE
inhibitors, ARBs showed no sig-
nificant difference in all-cause
mortality or heart failure hospi-
talization rates.

When ARBs are added to ACE
inhibitors, there is no difference
in all-cause mortality but differ-
ences have been documented
with regards to hospitalization

due to heart failure , especially in
trials using valsartan and can-
desartan.

When an ARB is being consid-
ered for use in patients with left
ventricular dysfunction, the
majority of the evidence is with
either candesartan or valsartan
and I would therefore recom-
mend using one of these agents.

Finally, with regards to renal pro-
tection in patients with
nephropathy due to Type 2 dia-
betes, two major trials have
demonstrated a clear benefit
with ARBs. However they were
not compared to ACE inhibitors.
The two major trials which
looked at this issue used irbe-
sartan and losartan as the ARB
component. Therefore, I would
choose one of these agents if
using an ARB for renal protec-
tion in patients with nephropa-
thy and Type 2 diabetes.

Answered by:
Dr. E. Bruce Josephson

Question submitted by: Dr. Paul Jurgens, Abbotsford, British Columbia

1. In regards to ARBs, which one should we use? What is the
rationale? How does one tailor an ARB to a patient’s unique
profile?

Choosing the Right ARB

Cardio Q & A
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At present, there are at least
six definitions of Metabolic
syndrome. Working your way
through a number of these
components can be bewil-
dering.

Here is my suggestion for the
fastest diagnosis: Measure
the waist circumference and
if it is ≥ 90 cm in men
and ≥ 80 cm in women and

triglyceride levels are
≥ 2.0 mmol/L, there is a very
high probability that the
patient has Metabolic syn-
drome by any definition.1

At present there is no specific
treatment for Metabolic syn-
drome; therefore, you need to
address the following individ-
ual components:
• hypertension,

• glucose intolerance and
• dyslipidemia.

Reference
1. Lemieux I, Pascot A, Couillard C, et al:

Hypertriglyceridemic Waist: A Marker of
the Atherogenic Metabolic Triad
(Hyperinsulinemia; Hyperapolipoprotein
B; Small, Dense LDL) in Men? Circulation
2000; 102(2):179-84.

Answered by:

Dr. J. G. Fodor

2. Please provide a basic step-by-step approach to
newly-diagnosed Metabolic syndrome.

Approaching Newly-Diagnosed Metabolic Syndrome

Question submitted by: Dr. L. Lewchuk, Welland, Ontario

The Canadian Lipid
Guidelines consider high
sensitivity C-reactive protein
(hs-CRP) measurement use-
ful in individuals whom you
suspect may be at higher risk

for coronary artery disease
than that predicted by global
risk assessment. Thus, if a
person has a calculated
medium 10-year risk
between 10% and 20% and

their hs-CRP level is > 3 mg/L,
then a need for active preven-
tive measures is indicated.

Answered by:

Dr. J. G. Fodor

3. How does hs-CRP affect Canadian Lipid Guidelines?

Hs-CRP and Lipid Guidelines

Question submitted by: Dr. Marilyn Lafave, Mississauga, Ontario

Cardio Q & A
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Cardio Q & A

The most recent guidelines were pub-

lished by the Canadian Cardiovascular

Society in 2005, entitled: The Medical
Treatment of Patients with PAD, The
PAD Consensus Document.1 The

medical treatment of PAD consists of

risk factor modification and medical

therapies to reduce CV events.

Risk factor modification is significant
as the strongest association of risks
in PAD is with smoking (relative risk
[RR] 2.0 to 4.0) and diabetes (RR 2.0
to 3.0). Tobacco exposure is a strong
determinant of atherosclerosis and
CV disease (CVD). Smoking preven-
tion and cessation should be vigor-
ously promoted by physicians at all
clinical encounters.

Medical therapies to reduce CV

events include:

• Thrombosis-directed therapies

• Antiplatelet therapy

- Acetylsalicylic acid (ASA)

- Thienopyridines. A large study

of clopidogrel use in patients

with PAD2 showed it to be

clearly more effective (RR: 22%)

than ASA in reducing major

vascular events

- Cilostazol is contraindicated in

patients with congestive heart

failure. (It is not yet available in

Canada)

- Dipyridamole

• Oral anticoagulants in PAD. There

is conflicting evidence of their

efficacy

• Cholesterol-lowering using lipid-

altering medication. There is

strong evidence of the benefit of

treatment with statins in PAD (up

to a 24% RR reduction and > 5%

absolute event reduction in major

vascular events)

• BP lowering. There is evidence of

a positive benefit of aggressive BP

control in all vascular groups

• Glucose. Diabetics have a two- to

four-fold increased risk of coronary

artery disease, CVD and PAD

compared to non-diabetics. There

is growing evidence that lowering

glucose towards normal levels

decreases the risk.

• Vascular protection:

- Statins are first choice as lipid-

lowering agents

- ß-blockers. There is no

convincing evidence of harm or

increased symptoms and

excellent vascular protection is

noted in the perioperative setting

- ACE inhibitors “should be

considered for use in all patients

with established vascular

disease, whether or not BP

lowering is required”1

For the medical treatment of PAD

symptoms, emphasize the following:

• Regular exercise has been linked

to increased walking time and

distance

• Cilostazol

• Pentoxifylline use has not been

clearly defined and is not

encouraged

• Several trials with statins have

shown improvement in walking

performance in those with PAD,

giving evidence of reduced

symptoms as well as reduced

vascular events.

Randomized trials have shown that

ASA, ACE inhibitors and statins reduce

the risk of future vascular events by

approximately 25% each and that the

benefits appear to be largely indepen-

dent. Therefore, it is plausible to expect

that when used together with lifestyle

changes, the accumulative risk reduc-

tion of future vascular events

approaches 75%. A combination of

multiple drug therapies, in concert with

aggressive lifestyle changes (smoking,

cessation and regular walking), should

be emphasized in all patients with PAD.

For references, please contact ccaarrddiioo@@ssttaa..ccaa

Answered by:

Dr. J. Wayne Warnica

4. Are there any Canadian guidelines for medical treatment of
peripheral arterial disease (PAD) to prevent any secondary or
further cardiovascular (CV) events?

Question submitted by: Dr. Paul Stephan, Thornhill, Ontario

Are There Canadian Guidelines for the Treatment of PAD?
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Cardio Q & A

“Cardiac asthma” is a term
commonly used to refer to
wheezing associated with
heart failure.

It is important to differentiate
“cardiac asthma” from
“bronchial asthma,” as the
treatment strategies are quite
different.

Symptomatically, patients with
heart failure typically have
orthopnea and paroxysmal
nocturnal dyspnea which
forces them to sit up or get out
of bed. Also, they often have
other findings of heart failure
such as:
• a third heart sound, 
• an elevated jugular venous

pressure, or 
• peripheral edema.  
Unfortunately, the latter two
findings can also be found in
severe right-sided heart failure
secondary to lung disease.

Patients with “cardiac asthma”
should be treated as any
patient with heart failure. This
would include:
• diuretic therapy, 
• ACE inhibitors and, under

certain circumstances, 
• nitrates and 
• digoxin.

Although ß-blockers are rec-
ommended for the treatment
of chronic stable heart failure,
they probably should be
avoided in a patient with an
acute exacerbation of heart
failure associated with signifi-
cant volume overload and
bronchospasm.

Corticosteroids and bron-
chodilators are generally not
indicated, as wheezing in con-
gestive heart failure is hemo-
dynamically mediated and not
the result of inflammatory medi-
ators, as is seen in bronchial

asthma. However, broncho-
constriction associated with
congestive heart failure can
sometimes be vagally mediated;
therefore, an inhaled ß-II-
agonist may relieve wheezing,
if it does not promptly respond
to specific treatment of heart
failure.

Answered by:
Dr. E. Bruce Josephson

5. How do you treat the symptoms of “cardiac asthma”?
Question submitted by: Dr. David Hawkins, Kelowna, British Columbia

Treating Symptoms of “Cardiac Asthma”

It is important to differentiate “cardiac asthma”from “bronchial asthma,” as the treatment 
strategies are quite different.
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Cardio Q & A

Rheumatic heart disease is
the most serious complica-
tion of rheumatic fever. Acute
rheumatic fever follows 0.3%
of cases of group A ß-
hemolytic streptococcal
pharyngitis in children. As
many as 39% of patients with
acute rheumatic fever may
develop varying degrees of
pancarditis with associated:
• valve insufficiency, 
• heart failure, 
• pericarditis and even
• death. 
With chronic rheumatic heart
disease, patients develop
valve stenosis with varying
degrees of:
• regurgitation, 
• atrial dilation, 
• arrhythmias and 
• ventricular dysfunction. 
Chronic rheumatic heart dis-
ease remains the leading
cause of mitral valve stenosis
and valve replacement in
adults in the developed
world.

Acute rheumatic heart dis-
ease often results in a pan-
carditis characterized by
endocarditis, myocarditis and
pericarditis.

Endocarditis is manifested as
valve insufficiency. The mitral
valve is most commonly and
severely affected (65% to
70% of patients), followed by
the aortic valve (25%). The
tricuspid valve is deformed in
only 10% of patients and is
almost always associated
with mitral and aortic lesions.
The pulmonary valve is rarely
affected. Severe valve insuffi-
ciency during the acute
phase may result in conges-
tive heart failure and even
death (1% of patients).

Congestive heart failure may
be related to myocardial dys-
function secondary to acute
myocarditis, or secondary to
congestive heart failure from
severe valve insufficiency.

Pericarditis, when present,
rarely affects cardiac function
or results in constrictive 
pericarditis. 

Chronic manifestations, due
to residual and progressive
valve deformity, occur in 9%
to 39% of adults with previous
rheumatic heart disease.
Fusion of the valve apparatus

resulting in stenosis or a
combination of stenosis and
insufficiency generally devel-
ops two to 10 years after an
episode of acute rheumatic
fever and recurrent episodes
may cause progressive dam-
age to the valves. Associated
atrial fibrillation or left atrial
thrombus formation from
chronic mitral valve involve-
ment and atrial enlargement
are late complications.

Rheumatic heart disease is
still a major problem in other
parts of the world. In South
East Asia, the disease
appears much more virulent
with more rapid and severe
progression of the manifesta-
tions of cardiac involvement.

Resource
1. Rheumatic Heart Disease. Thomas K Chin,

MD in E-medicine from WebMD, May
2006

Answered by:

Dr. J. Wayne Warnica

6.What are the cardiac complications of rheumatic heart
disease?
Question submitted by: Dr. Jeffrey Steinberg, North York, Ontario

Cardiac Complications of Rheumatic Heart Disease

PCard


