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Abstract  

This study showed the favorable effect of CRP on lipid profile 
(including TC, TG, HDL, and LDL) of patients with CVD, we suggest 
that for achieving the most favorable impact on lipid levels in patients 
with CVD, a multifactorial CRP that include exercise training, dietary 
education, and psychological support and counseling should also include 
educational sessions on the importance of pharmacological as well as 
nonpharmacological treatments of serum lipids 

From a public health perspective, it is essential to emphasize that 
overweight / obese individuals with risk factors or with established type 2 
diabetes and CVD can reap important cardio-metabolic benefits from 
physical activity, cardiac rehabilitation and healthy eating regardless of 
changes in adiposity. Thus, overweight/obese individuals considered at 
increased risk for CVD and type 2 diabetes due to sedentary lifestyle, poor 
diet, and a high BMI should be encouraged to engage in regular physical 
activity and consume a more nutrient-dense diet, regardless of whether the 
healthier lifestyle leads to weight loss. 

Higher frequency and intensity CR programs have more favourable 
effect than lower ones in context of more improvement in anthropometric 
measures, effort tolerance, symptomatology, laboratory and echocardiographic 
measurements so they should be encouraged more and indidually tailored 
according to each single patient's circumstances. 

Key words: Ischemic heart disease - Maximal heart rate- 
Myocardial infarction- Metabolic equivalent 
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Introduction 

ercutaneous coronary intervention (PCI) is an effective and 

established treatment for clinically significant coronary 

artery disease (CAD) (Eagle et al., 2004; Bravata et al., 2007). 

The term cardiac rehabilitation (CR) refers to 

coordinated, multifaceted interventions designed to optimize a 

cardiac patient’s physical, psychological, and social 

functioning, in addition to stabilizing, slowing, or even 

reversing the progression of the underlying atherosclerotic 

processes, thereby reducing morbidity and mortality (Taylor et 

al., 2004). 

Recent meta-analyses of randomized studies on the 

effects of exercise-based CR in patients with CAD have 

demonstrated a statistically significant reduction in total and 

cardiac mortality ranging from 20% to 32% in patients 

undergoing CR compared with those receiving standard 

medical care (Geol et al., 2011; Taylor et al., 2006). 

Recently, the widespread use of primary PCI has enabled 

early ambulation of patients with acute myocardial infarction 

(AMI) and acute coronary syndrome (ACS) by reducing acute 

phase complications, resulting in minimal physical 

deconditioning. As a result, many AMI patients leave a hospital 

early without participating in a recovery phase (phase II) out-

patient CR program (Kamakura et al., 2011). 
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Recommended exercise training frequency Similar to 

exercise intensity, should also be set individually. In addition to 

initial fitness of the patient, factors that should be taken into 

account include physical activity related to the profession of the 

patient and his or her daily life activity (Oldridge et al., 1988; 

Sesso et al., 2000). 

Most early trials of exercise-based cardiac rehabilitation 

consisted of three exercise sessions per week for eight weeks or 

longer.  

Twice weekly exercise has since been found to increase 

maximum physical working capacity to the same extent as 

thrice weekly exercise (Jolliffe et al., 2000; Wenger et al., 

1995). 
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Aim of the Work 

The aim of this study was to compare the effects of short 

term (6 weeks) twice weekly cardiac rehabilitation program “ 

high contact frequency ( HCF ) group ” to the once weekly (12 

weeks) “ low contact frequency ( LCF ) ” program in patients 

with stable coronary artery disease (CAD) after total 

revascularization by PCI regarding symptomatology, effort 

tolerance, laboratory changes, anthropometric parameters and 

echocardiographic measurements. 
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Review of Literature 

Chapter 1:  

Cardiac Rehabilitation 

Background 

ardiovascular disease (CVD) is the most common cause of 

mortality and morbidity in the world, accounting for 30% 

of all-cause mortality (Mathers CD, et al. 2011). In Egypt, 

CVD accounts for 39% of all-cause mortality for non-

communicable diseases in all ages (Alwan A et al. 2010)  

 
Figure (1): Burden of CVD in Egypt (WHO, 2010). 
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