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Factors predicting
working status after
aortocoronary bypass surgery

The working status of 1165 patients aged 59 years or
less (mean 49(@yanrsl was evaluated 7 to 77 months
(mean 36 ths) after aortocoronary bypass surgery.
Althougt % of the patients eventually returned to
work, @\l y 56% were working 6 months after their
opo@;tlon. The proportion of patients working peaked
ak@ years after the operation (at 66%) and decreased
ogressively to 56% at 4 years and 563% at 5 years
Oé without ever reaching the proportions that applied 12
and 6 months before the operation (84% and 69%
respectively). Multivariate analysis identified three
socioeconomic and three clinical variables as predict-
ing the working status at 6 months and at yearly
points during the first 4 years after the operation. Of
the socioeconomic variables analysed, preoperative
unemployment of long duration, a preoperative oc-
cupation that required strenuous physical effort and a
low level of education were, in that order, the
strongest predictors of postoperative unemployment.
Among the clinical variables, associated noncardiovas-
cular iliness and the severity and duration of angina
pectoris independently influenced the patients’ post-
operative working status, The authors conclude that
modification of some of these variables should be
attempted both before and after aortocoronary bypass
surgery to see whether the rate of return to employ-
ment after the operation can be improved in selected
patients.

INICOLAS DANCHIN, MD
PAUL DAVID, MD

MARTIAL G. BOURASSA, MD
PIERRE ROBERT, PH D
BERNARD R. CHAITMAN, MD

socioéconomiques analysés, un non-emploi de longue
durée avant |'opération, un emploi préopératoire exi-
geant un effort physique important et un faible
niveau d'éducation étaient, dans |'ordre, les plus forts
indices prévisionnels d'un non-emploi postopératoire.
Parmi les facteurs cliniques une maladie noncar-
durée de I'angine de poitrine ont influencé I'occupation
des patients aprés |'opération. Les auteurs concluent
qu'il y a lieu de tenter de modifier certains de ces

. : o
facteurs avant et aprés |'opération de pontage aor- S

tocoronarien afin de voir si le pourcentage des sujetd>
qui retournent au travail peut 8tre amélioré chneQu
patients choisis. \Qf
)
Although complete or partial relief of anginaﬁctoris is
noted in 75% to 90% of patients after @ttocoronary
bypass surgery,' recent reports™" indjge that a rela-
tively large proportion of patients, & not return to
painful employment after undergding this procedure.
These reports also identify somg®clinical and socioeco-
nomic variables that may iqffuence the postoperative .
working status of patients.Most of the reported data are
limited to the first ye@cﬂﬁcr the operation; the long-
term work profile of these patients was not described.
We therefore de ined the percentage of 1320 men
who returned toork after this operation and analysed
variables that ghay predict their employment status in

the early apd Tate postoperative periods.
(I/V‘
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« Il n’y a aucune solution »




Un peu de modestie...

I.es glesaventures de MODESTE et POMPON
'—PI.US VITE - MODESTE

Ce que nous he pouvons pas faire...



Temps de travail et productivité
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Stress et Travail
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Le stress professionnel ...Que faire ?
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Intéréts de la question?
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. Sgcaénation du taux de reprise
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Retour au travail

Psychologw’ﬁl and clinical predictors of return
to worlg@?ter acute coronary syndrome &

()
®%® q\\é\
Mimi Ro\Bhattacharyya Linda Perkins-Porras, Daisy L. Whitehead, and Andrew Steptoe \\0
Q
N
Deg@?ment of Epidemiology and Public Health, University College London, 1-19 Torrington Place, London WCTE 6BK, UK@Q
éQ?gzzxeived 15 June 2006; revised 17 November 2006; accepted 23 November 2006; online publish-ahead-of-print 21 December 2006 6@6\
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§° et
N KEYWORDS Aims Resumption of paid employment following acute coronary syndrome (ACS)@Q an important
] @00 Acute coronary syndrome; indicator of recovery, but has not been studied extensively in the modern era of a@te patient care.
fl,b% Return to work; Methods and results A total of 126 patients who had worked before hospitalizatig@®Tor ACS were studied
© Depression; with measures of previous clinical history, ACS type and severity, clinical mapgdement, and sociodemo-
Q\‘b Type D; graphic characteristics. Depressed mood (Beck Depression Inventory) ard“type D personality were
Vv Myocardial infarction measured 7-10 days following admission. Among them, 101 (80.2 {éheéd returned to work 12-13
months later. Failure to resume work was associated with cardiac fa\c,t rs on admission (heart failure,

arrhythmia), cardiac complications during the intervening month \Qnd depression scores during hospi-
talization. It was not related to age, gender, socioeconomic stagis, type of ACS, cardiac history, acute
clinical management, or type D personality. In multivariate &lysis, the likelihood of retuning to work
was negatively associated with depression, lndependentlt}ifthmcal and demographic factors [adjusted
odds ratio 0.90, Cl 0.82-0.99, P = 0.032]. 2
Conclusion Depressed mood measured soon after a?}nssion is a predictor of returning to work following
ACS. The management of early depressed mood néfg t promote the resumption of economic activity and
enhance the quality of life of cardiac patlentéq
g2
Nl
v

,3; European Heart Journal . 2007;28:160-165
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Facteurs corrélés a la reprise du travail

* Factéurs cliniques
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Facteurs corrélés a la reprise du travail
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* Facteurs Psychlqﬁes
- Depressmgp
— Stress a’hX|ete hostilité. &
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Le plus mauvais moment...
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Une bombe a fragmentation...
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Un triple aspect

1. Un métier stressant

& 2. Le stress de la maladie
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Stress et Travail

Queolgf‘ﬁoes Chiffres éloquents ...

o 8\@"
& &
« 20a60 24;<Qaes Salariés sont touchés selon ’'OMS \Qe,é‘
&° {\\?}
() Q>
. 443(6\‘3e la population , 65% des cadres en France selon la CGC ] @eQ
cﬁo oo‘&
°{®96°30% des arréts de travail selon le BIT o°°§
Oo°g Q@é
@ \
(Ls%@ * 334 %duPIB en Europe ( certains disent 10%) <
Q\q}© Q)éef)
. . v
v * 1200 euros par an et par habitant en Suisse ( source SECO) ,gf’

\)%
e 20 a 50 milliards d’euros par an en France ( source BIT %t\?:oGC)
D

O
b\)
@
O

Barometre Stress. Ed Harmattan. 2005. 0C)o
Rapport Ramaciotti et Perriard. SECO. 2003. b‘%@
Bejean. Revue de affaires sociales. 2004 @fl,

>

N

>



Travail , stress et coronaires

AY
'\00
BN

JOB STRAIN

SOCIAL SUPPQ}R‘F STRESS FULL '6@}6@
& EVENT 2
e §
,\00 QQQ’
oéo@ .ooééo
& &
0'5@ <
‘ UN%M%’LOYMENT %VERTIME WORK
©V 'o-,/

®
N
®

JOB INSECURITY BURN-OUT

\ 4

e
SHIFTWERK




Work Stress as a Risk F@a@iﬁbr for Cardiovascular Disease

\\Q)
(\\
Mika Kivimiki' - Ichiro Kawachi’ {Q
2
o°®
&
6\5
Stressor and outcome QQK Relative risk RR (95% CI)
g
@
lob Strain &0 -
&
Coronary heart disease {.i@?] — 1.34(1.18, 1.52) \
Ischemic stroke [i? @"’ - 1.24 (1.05, 1.46) eé\
Hemorrhagic stng& [27] - 1.01 {0.75, 1.26) {\\\Q’
Type 2 :Imhey@?{zs] - 1.15 (1.06, 1. 25;9
Cancer [%a)?“ — - 0.97 (0.90 é@‘é\sa
copnbéi] - 1.10 {ﬂg@ 1.41)
As&{eﬂw [321 - 1 G:Qr@ 91, 1.26)
Q&mg Working Hours \Q,@
N
q/b& Coronary heart disease [33] —_— ,&OLIE (1.02,1.25)
)
,\cb Stroke [33] * &7 1.33(1.11, 1.59)
Q 2
v Type 2 diabetes (all) [34] - & 1.07 {0.89, 1.29)
&
Type 2 diabetes low SES [34] - &© 1.29(1.06, 1.57)
)
Type 2 diabetes intermediate SES [34] - «0\\" 1.12 {0.88, 1.45)
Type 2 diabetes high SES [34] b i QOQ“ 1.00 (0.80, 1.25)
7 ; O
lob insecurity b°
Coronary heart disease [39] - Q'Q'% 1.19(1.00, 1.42)
&
o
T 24 T T |
0.6 1 _© 1.5 2 2.5
NS

Kivimakl M . Current cardiol .2015;17:630




Surchayge de travalil

Overtime workoand incident coronary heart
disease: the Wf'ntehall Il prospective cohort study

Marianna Vlrtaneg@"’* Jane E. Ferrie?, Archana Singh-Manoux?*4, Martin ). Shipley?, (49‘6\

P

»\@; \06
Exposuge? Fatal CHD, nundfaul rnymrdia-l infarction, or definite angina pechuns N
Saiplis Riday No.of No.of  Person-years Hat&'lﬂﬂ"ud&lﬁ,l‘lﬂoﬁ-ﬂhﬂ
o events Fa.rl:il:ipa.nts parmn-rﬂr: (95% CI)* bo
e s S A EESEEEEEEEEEEEEESE ...“.+++++++++++++++++&HH+H”4q“
N
gc All 369 6014 675439 5.46 ,\o\’»@
Vv
@2 Mo overtime 189 3256 363317 5.20 1.00 & Ref,
> 1h 69 1247 14185.4 486 1:12?{0.?5-1,341 0.94
2h 60 894 10115.8 5.93 h&ha{u.eaq 74) 0.11
[3-4h 51 617 6911.0 738 . 160(115-223) 0005 I
D

European Heart Journal (2010) 31, 1737-1744



Burnout : Facteui de risque independant

HR: 1.79

)
Psychosom Med. 2012 0::1:?4{&]:8411-?6%: 10.1097/P5Y.0b013e31826c3174. Epub 2012 Sep 24
&
Burnout and risk of qyﬁnary heart disease: a prospective study of 8838 employees.
<

Toker S', Melamed S, Eg@?r S, Zeltser D, Shapira |.
&
# Author Infonzgﬂan

Abstract X
GB.IECTM-E: Burnout is a negative affective state consisting of emotional exhaustion, physical fatigue, and cognitive weariness symptocs@\This study
was d@igned to evaluate prospectively the association between burnout and coronary heart disease (CHD) incidence and to test ﬂflftoqﬁasihility that
mi%éﬁsociaticn is nonlinear. &

‘fﬁlETHODS: Participants were 8838 apparently healthy employed men and women, aged 19 to 67 years, who came for routiqést\?ealm examinations at
© 7| the Tel Aviv Sourasky Medical Center. They were followed up for 3.4 years on average. Burnout was measured by the Shjesm-Melamed Burnout

W2 Measure. CHD incidence was defined as a composite of acute myocardial infarction, diagnosed ischemic heart diseggé? and diagnosed angina

pectoris. d\@’\e’

RESULTS: During follow-up, we identified 93 new cases of CHD. Baseline levels of burnout were associated ,giﬁﬁ an increased risk of CHD, after

adjustment for various risk factors (hazard ratio = 1.41; 95% confidence interval = 1.08-1.85). In addition, m‘\ﬁbsewed a significant threshold effect of

burnout on CHD incidence. Participants who scored high on burnout {scores in the upper quintile of t?gﬁﬁimm—h;"lelamed Burnout Measure scores

distribution) had a higher risk {hazard ratio = 1.78; 95% confidence interval = 1.05-3.04) of develoggﬁg CHD on follow-up compared with others.

CONCLUSIONS: Burnout is an independent risk factor for future incidence of CHD. Individualge®ith high levels of bumnout (upper quintile) have a
significantly higher risk of developing CHD compared with those with low levels of t:num::-utc)o(‘Q
gx'
>
q,©
N

Vv TOKER S. Psychosom Med. 2012; 74: 840-847
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Horaires décalés
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A Prospective Gnhﬁﬁ Study of Shift Work and Risk of Ischemic Heart Disease e
N
in Japanese I'-'Ialgs orkers &
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\66 &
TABLE 2. ﬁ*ua risks of shift work associated with cause-specific mortality, Japan Collaborative Cohort Study for the @Bluniiun
of Cancer H@:ﬂ!ﬂ—m {Q
O
N Age adusted Multivarighs=
Q& Person-yaeans Dwaalhs Healalive 857 confidencs Redatve a5% idenca
é@ {na) (e risk interval pvaie rigk Rl Povals
6\e,-$‘|:|-IELI d‘ElEl!hs. X ¥ - A - KX J - \‘)@' N
2
'IP‘ Daytime worker 195280 1,138 Referant Refarant ,&0
\q)© Fixed-night worker 11,751 21 1.13 .90, 1.42 0280 ‘I.1:I-Eé®'6 3.85, 1.34 0.583
q/Q Rotfatimg-shift worker 26 838 144 1.00 o.ad4 119 OLET3 EI& aBa2 117 0.835
Circulatory system diseases o\\.@
Dayiims worker 125 280 235 Reierant gbﬁzlaﬁaranl
Fized-night workear 11,751 21 1.41 .80, 2.21 0.131&0\) 1.29 .82, 2.03 027
Rotating-shift worker Z6.838 <48 1.62 1.18, 2.21 Dgﬁ" 1.59 1.16, 2.18 0004
|lschemic haart dissase
Diayiimea worker 1965 280 B3 Referent } %b\) Rafar=nt
Fixed-night worker 11,751 5 1.28 051, E.TT(\Q@' QLEd1 123 0459 3140 0658
Rofating-shift worker 26,838 18 227 1.34, Eéﬂsp o002 2.32 1.37, 3.85 0.002
<
q/b&
©
N

Fujono Y. Am J Epidemiol. 2006;164:128-135



Chomage et coronaires

The Cumulatu@é Effect of Unemployment
on Risks forﬁcute Myocardial Infarction

Matthew E. Dupre, Ph&‘ LmdaK George, PhD; Guangya Liu, PhD; Eric D. Peterson, MD, MPH
"O
&

N\
@

° , , .
Cumulative No. of jobxs™ 0
losses <
> 0.16-
0 _ 1 [Reference] 1 [Reference] i mﬂm time
T & 1.19(1.02-1.39) 122(104142) | | _ -
2 1.24 (1.03-1.50) 127 (1.05-154) | | = ™21 | ———>0n1y
£ 1.47 (1.18-1.83) 152(1.22-1.90) | | 5 o0
SE 1.62 (1.28-2.05) 163 (1.29-2.07) | | % o0
Cumulative time 2 0.06.
unemployed, y = .
0 1 [Reference] 1 [Reference] =
>0to1 1.35(1.07-1.69) 1.27 (1.01-1.60) 0821
2104 1.08 (0.89-1.31) 0.96 (0.79-1.17) 1Y ——
=5 105(087-128)  090(074109) | o O F ¥ EHE LT EOEE
» '

S Arch Intern Med. 2012:172(22):1731-1737.




MODES D’ACTIONS DU STRESS PSYCHOSOCIAL
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Un triple aspect
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Un bouleversement déstabilisant
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Trop fréquert pour étre ignoreé
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MODES D’ ACTIONS DU STRESS PgégHOSOCIAL EN CARDIOLOGIE
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BM] Mental(;health status and risk of new
Open card;ﬁvascular events or death in
p@:tlents with myocardial infarction:
@ﬁ population-based cohort study

,\o" .
. . . >,
‘@%q»}A Tine Jepsen Nielsen,! Mogens Vestergaard,? Bo Christensen,’ Y
& Kaj Sparle Christensen,® Karen Kjaer Larsen? K
A&O\ Q\Q}\
2 Qq}
@
3 1st quartile CONCLUSION 6@

E = We found that low mental health status ﬁfillomng MI was

Q
2 gega ondgqualie associated with an increased risk ofdﬁkw cardiovascular
%0 events or death. The association vmg explained partly by
(b-%@ 2 § 3rd quartile cardiac disease severity, physmg@acuwty depression and
q)@" S anxiety, but low mental he status remained an inde-
,19'\ g § ath quartie pendent prognostic risk.e actor, Further rescarch 1s
?;o I needed to disentanglesthe pathways that link mental

(*]
€37 health status follomg§ MI to prognosis and, in continu-
gg ation hereof, to 1d%nt1fy interventions that can improve

= T . . mental health s€atus and prognosis.
0 1 2 3

Years since inclusion

Mortalité globale

Evénements CV( SCA et AVC)

MCS : Mental Score Component
Vitalité, émotions, Relations sociales

Sensations Physiques de bien étre
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SCréer une alliance
thérapeutique
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Un triple aspect
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Le stress de la reprise

N
Psychologic Distress in Postmyocardial Infarction Patients Who Have

Returned t%%Work

< ;
CHANTAL Brisse® PuD, RicHARD LeBLanc, PHD, RenEE BourBonNals, PHD, ELizaBETH MAUNSELL, PHD,
GiLLEs R. DQ&ENAIS, MD, MicHEL VEziNa, MD, Benoir Massg, PHD, AND EDELTRAUT KROGER, MSc

NS

§8bj ective: To assess the prevalence of psychologic distress in women and men returning to work after a myocardial infarctio

\&
&
Q>
)

QO and to compare this prevalence with the prevalence observed among men and women of the general working population. Mft ods:

60
é@

o
PR = prevalence ratio; CI = confidence interval; MI = myocardial prevalence wei.'fﬁ the prevalencg
infarction; PSI = Psychiatric Symptom Index. wom f eneral workin .
en 000@ general working| Hommes: 1,76

The study population was composed of 990 post-MI patients (106 women and 884 men) recruited in 30 hospitals who Qaﬁ returned
to work after their first MI. Psychologic distress was measured with the French version of the Psychiatric Symptogbclndex (PSI).
Adjusted mean PSI score and prevalence of psychologic distress were compared with those observed in 8829 oth@? workers (3823
women and 5006 men), representative of the general working population. Results: Mean PSI score was hjgh@g‘m post-MI women
(30.3) than in post-MI men (20.3). This score was also higher in the post-MI population than in the genzgﬁ working population,
both for women (30.3 compared with 17.0) and men (20.3 compared with 14.1). Psychologic distress wagghore prevalent in post-MI
women than in post-MI men (prevalence ratio [PR], 1.62; confidence interval [CI], 1.27-2.07). ’gﬁls score was also higher in
post-MI women and post-MI men than in the general working population (PR, 2.18; CI, 1.75@32.71 and 1.76; CI, 1.48-2.08,
respectively). Conclusions: Among the presumably fittest post-MI patients, namely those Wb\gs\ﬁad returned to work, psychologic
distress was significantly more prevalent than in the general working population, particula;%l among women. Further research is
needed to shed light on prognosis in post-MI workers experiencing psychologic distres¢Qnd on adequate intervention before and

after their return to work. Key words: psychologic distress, post-MI patients, retlg@&é work.

Femmes: 2,18

Z

%@@%on C .Psychosom Med. 2005; 67:59-63
N
>



AQ@Q’

\%@q’b‘

(19

. \Q}é{&
B Qe\'\o
é@@e’&&e}\z
%Q‘obO&OQ
‘ @s%'@&a
'\oe&s\@@%
O\z\ "
- booe “
&
C)OQ Q
°



Guideiines...OUI
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201 §°European Guidelines on cardiovascular @Q
dﬁease prevention in clinical practice

5 S The Sixth Joint Task Force of the European Society of C;ae‘rdlology
and Other Societies on Cardiovascular Disease Prevgﬁtlon in

Clinical Practice (constituted by representatives of@‘l’% societies
and by invited experts) s

()
<3”
O*?‘

Developed with the special contribution of @ﬁe European Association
for Cardiovascular Prevention & Rehabll(;éatlon (EACPR)

fv"‘ﬁ
©
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@ European Heart jo&&%al (2016) 37,2315-2381 jO‘l NT ESC GUIDELINES
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Guidelines.. NON

Q
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European Heart Journal (%&6} 37, 267-315
doi:10. 1093:‘eurhearq:‘eb°320

ESC GUIDELINES

EURDFEAN
SOCIETY DF
A

@

2015 ESC Guidelines for the management

©

of acugé coronary syndromes in patients

preséntlng without persistent ST-segment ®&e\\®

elg"vatlon ,Q&Q
@

f"ask Force for the Management of Acute Coronary Syndromg%
& |n Patients Presenting without Persistent ST-Segment Elevagtion

29
N
RS

C)o@ of the European Society of Cardiology (ESQC) \Q@Q
s e
‘» ’
&2 &
S &
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Eur J Prev Cardiol. 2015 Oct;22(10):1290-308. doi; \@'11 TT2047487314543075. Epub 2014 Jul 24.

Psychosocial aspects in card@b rehabilitation: From theory to practice. A position paper from the Cardiac
Rehabilitation Section of thg@éuropean Association of Cardiovascular Prevention and Rehabilitation of the
European Society of [:ardjﬁlngy

.s\\_@'

Pogosova N', Saner H?, Peders;eﬁ’ 55°, Cupples ME*, McGee H®, Hifer S%, Doyle F°, Schmid JP?, von Kanel R®; Cardiac Rehabilitation Section of the C\\é
European Association of Carejﬁrascular Prevention and Rehabilitation of the European Society of Cardiology. e)é\\
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Abstract & S

Alarge br;;di? of empirical research shows that psychosocial risk factors (PSRFs) such as low socio-economic status, mug@%olaﬂon stress, type-D
persor@jﬁ)r depression and anxiety increase the risk of incident coronary heart disease (CHD) and also contribute to pQQ'er health-related quality
of I;@?HF{QGL) and prognesis in patients with established CHD. PSRFs may also act as barriers to lifestyle changev@and treatment adherence and
q}ay moderate the effects of cardiac rehabilitation (CR). Furthermore, there appears to be a bidirectional mterantfbﬂ between PSRFs and the
cardiovascular system. Stress, anxiety and depression affect the cardiovascular system through immune, nej:ﬂ)endmnne and behavioural
pathways. In turn, CHD and its associated treatments may lead to distress in patients, including anxiety a@ﬁ’ depression. In clinical practice, PSRFs
can be assessed with single-item screening questions, standardised questionnaires, or structured clmk@ﬁ’ interviews. Psychotherapy and
medication can be considered to alleviate any PSRF-related symptoms and to enhance HRQoL, hl_\lp e evidence for a definite beneficial effect on
c.ardlat: endpmnts is mmncluswe Amulnmodal behawoural lntenfentmn integrating munsellm&ﬁ)r PSRFs and coping with lllneas sh-uuld be

psychologically focused interventions and/or psychopharmacological treatment. To con dl@-‘:, the success of CR ma:.r critically depend on the
interdependence of the body and mind and this interaction needs to be reflectad thm@%the assessment and management of PSRFs in line with
robust scientific evidence, by trained staff, integrated within the core CR team.




Que peut faire le cardiologue?

* Avoir cogﬁ:@ience de la problématique \
. Evalué’r le niveau de stress psychosocial &@f
. Dggﬁfermmer la part du SPS dans la survenue de la mggl%dle
. @cﬁvaluatlon psychique: &o\
f@\q’(@ — « Et psychiquement vous allez comment? » @@@5&

6&
* Prendre le temps de laisser la parole: Terqpfgagné sur le futur

' 2
* Prise en charge globale &
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La prise en charge avant I'accident

e Les Modalltﬁs -

- Prlmaff‘e structure &

J"Reflean et élaboration d’une structure de travail non 'S
\)
<0
& stressante oS
e

- Secondaire: éviter &
O  Améliorer la gestion individuelle &
© * Pas de secondaire sans primaire
— Tertiaire: traiter ©
* Burn-out <>
* Dépression &
e SSPT o@aeg



Pourquoi apres l'infarctus ?

&
\Q)
« POURQUOK? <
‘Qg . &) .o [J &6\
— Trogyfes psychosociaux: absentéisme, accidents du travail é;s"“”
‘\a_, . . . <
— PsOnostic cardiovasculaire &e\\‘?’
&0‘}‘?’ . g . Q}Q{b
EN Dépression : risque x 3 6@@
b\&é * Anxiété: risque x 2.5 oc*;\\°°
. . S
o(\c»@% * SSPT: risque X 2 &
00 . . . . \ ] \@
@(Ls%@ e Situations cliniques tres diverses <
)
> . . . . 7
S * Situations psychosociales diverses &
N
— Réadaptation et ETP faites et ...parfaites 0,96@
g <0
— Aucune prise en charge e"%\‘
&"0
@
c)°°Q
fl,&@ Tully PJ.Psychosom Med. 2010
20 Székely A.Psychosom Med. 2007
> Frasure-Smith N, Lesperance F. Can J Psychiatry. 2006.

Nicholson A, Kuper H, Hemingway H. s.Eur Heart J. 2006



Faut-il evaluer et comment ?

. Dlagnosm? Psychosoual
— eny"etlen libre +++
— Questlonnalres d’évaluation @

. Eaialuatlon Emotionnelle K

% *Perturbation des buts de vie &
S .

& — Valeurs de vie et Buts personnels Q@b°
Q)

&° — Perturbation vis a vis de I'entourage ( famille, amlsL\&
© — Perturbation pour le travail &
> &

e Evaluation Sociale &
— Activités Sociales Re
— Support Social &



Quel est votre @ﬁ?/eau d’ études ?
Etes-vous tra‘@allleur manuel ?
&0
1. Avez- v&ﬁs une possibilité de controler votre demande de travail ?

b

Statut socio-
économique

a

Stress 2. Est!)sﬁ‘ez vous étre normalement récompensé pour votre
Familial et @f’estlssement au travail ?
. @%vez -vous des problemes sérieux dans votre relation de couple ?
professionnel 0
XQ°
Isolement Soc@l@ Vivez vous seul ? \Q\e@’\
‘9* 2. Avez-vous une personne a qui vous confier? &
o ¥
N
Depre/ggion 1. Vous sentez-vous triste, déprimé ou sans espoir ? @Q'b{\
eo 2. Avez-vous perdu de |’ intérét et du plaisir a vivre ? é@‘Q
c°0 \\00
& 1. Vous sentez-vous souvent nerveux, anxieux ou « a cra@,é‘b
< Anxiété 2. Etes-vous souvent incapable de mettre fin ou de cor@roler une
préoccupation? 6,’\0
‘ev
Hostilité 1. Vous mettez-vous souvent en colere pour de@‘o%hoses banales ?
2. Etes-vous souvent irrité par le comporteng,eht des autres ?
\‘r
O
Personnalité 1. Etes-vous généralement, anxieux, dégressif ou irritable ?
de type D 2. Evitez-vous de partager vos idées gt vos émotions avec les autres ?
&
o
Questionnaire d’ évaluation du Stress psychg%omal adapté du modéle de L’ESC

20
N
P



Validité du questionnaire ESC ?

\
O
Psychosom Med. 2016 Dec 2. [Epub ahead of printlob\)

Validity of the European Sngﬁ’%y of Cardiology's Psychosocial Screening Interview in patients with
coronary heart disease - "Fh‘é THORESCI study.

29
van Montfort E', Denallet J, Widd%{éﬁnven J, Kupper M. é@,ﬂb\
2 N
Author information < &
© &
Abstract & &
AlIM: To examine \Etfeovalidity of the European Society of Cardiology (ESC) psychosocial screening instrument. ré&

O
METHOD: 508cGtute (67%) or elective (33%) percutaneous coronary intervention (PCI) patients (mean age=63 yearsg =10; 81%
male) com iBted the ESC screening interview and established questionnaires for psychosocial risk markers, i.e., ggpression (PHQ-8),
anxietyo@AD-?}, Type D personality (DS14), hostility (CMHS-7), and marital/work stress (MMQ-6, ERI) duﬁng‘gﬁ%lnse after hospital

adn;ga%inn. At 1-year follow-up angina and cardiopulmonary symptoms were assessed. ¢

O
@ﬁgULTE: Prevalence estimates of psychosocial factors based on the ESC screener were as follows: dgﬁ?essiun (18%), anxiety (33%),
8’r'magati'u'aau affectivity (11%), social inhibition (41%), work stress (17%), marital stress (2%), hostility {Sﬂﬁ. Analysis of correspondence
with validated questionnaires revealed fair to moderate agreement (depression [Kappa=.39], anxi@i‘}r@ [Kappa=.23], Type D personality
[Kappa=.21]), regardless of PCI indication. For work and marital stress, there was poor to fair Eéﬁnrmance (Kappa range: .04-.24);
agreement for hostility was poor (Kappa=-.27). A positive ESC screen for depression, anxios® tension and Type D personality was
associated with more angina and cardiopulmonary symptoms at follow-up (ORs rangin%cﬁ‘fwean 1.85 (95%CI 0.84-4.08) and 8.01

(95%Cl=2.35-27.35). o

CONCLUSIONS: The ESC screener contributes to the search for a multidimensio@%and easy-to-use psychosocial screening instrument
for cardiac patients. Although the screener, in its current form, may not be sug“m‘igntly valid to reliably detect all predefined psychosocial
factors, screening scores for depression and anxiety might be useful in clinLﬁ%l practice. Our findings can be used for the further
refinement and validation of the screener. \q)©
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Comment et pour qui?

* Prise en charg@ Multldlmensmnnelle
— Patient ’\° @
- Entouga*ge familial &
— Entqﬂrage professionnel \©
— &ﬁ‘ess de I'employeur oS
O—eOY\Stress du médecin du travail... &
() 6\)

Q)

. Travail d’équipe: Interfaces B
oF — Patient =
— Psychologue, infirmieres, Kiné, ergothérapeutes ,oe,ée’
— Cardiologues, Psychiatres, @
— médecin du travail , Employeur &

* Qualité relationnelle ++++

c)°°q



r&\%@‘lﬁ“ Ooo@eeboO%OQ‘& &
. ooe:&o@&%eé% ﬁo&e@qxoboc‘} «\66\ q \
© 3 leb&e}\%e\é‘
u
el
le
<M
éth
od
e
s d
'\%@‘L&““” C)oog{ee) 0%@"\) : ' ‘
. 3 9&0‘\@'\@@@6@) ﬁo\‘)\e'keq‘oboc‘}ooé& '
p r S & @Q@&Q}\Q'@é'\é\éé\@,
[ ]
ise
e
n ch
d
rg
e
P,
[ ]

S



Traitemerits psychotropes

. Anxmlythues

. Pha@e aigue, Traitement bref &
Y\l§ependance <
@ Aucune étude en cardiologie &

& Antldepresseurs &

# — Etudes: SADHART,ENRICHD,CREATE , MIND-IT i

S — Connaissances: &
1. Les IRSS agissent sur les dépressions majeurqp
2. Les IRSS sont inutiles pour les autres depressmns

3. L’ usage de IRSS est possible c,%c’
4. Peu d’efficacité des IRSS sur la morbg;mortallte cardiovasculaire
o°°
@rl'b(



ACTIVITE PHYSIQUE

Qo
\\o

e METHODE EFFTCACE
— FIGHT og‘FLIGHT
- FREEzf

g EFFlg,EFg BIOLOGIQUES

C)“\Momdre production d’interleukines en cas de stress chez Ie§<°

g{f" sportifs 06°0
@OOQ Facilite la production de VGF au niveau de I'hlppocarppe
° * Améliore la neuroplasticité &
Q . o 0
v * Action antidépressive et anxiolytique. .@@f’
L S
e Augmente la résistance au stress /\00"’&
Q\«
O
&
b\)
&

1. Blumenthal @(%abyak MA,. Psychosom Med. 2007 Sep-Oct;69(7):587-96

N

Hamer N@gsychosom Med 2007;69:660-6
3. Hunsb@{kerJG Nature Medecine 2007;13:1476-82
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I
PSYCHOTHERAPIES

COHERENCE SOPHROLOGIE

CARDIAQUE

'
METHODES Il!. |

METHODES
PSYCHOLOGIQUES CORPORELLES

RELAXATION

TRAINING

AUTOGENE




Quelles techiniques employer?

. Preventlot;;@ét techniques en autonomie &
—~ Actlvg@e physique @&G\Q&
— %@Taxatlon psychocorporelle o&,é&q
o Sophrologle 060‘;\\0
@&o(@— Cohérence cardiaque o\&@é
@‘y — Méditation en plelne conscience éef»’/\

P



Quelles techiniques employer?

* Prise en gharge curative avec un thérapeute
— Traﬂ;ément meédicamenteux &°
\) Q'b

— ;Eheraples cognitivo-comportementales &
< Hypnose &



ORIGI™NAL INVESTIGATION

Randomized Contgg‘ﬂed Trial of Cognitive
Behavioral Theragy vs Standard Treatment
to Prevent Regifrrent Cardiovascular Events

- - \ -
in Patients @Wﬁth Coronary Heart Disease
R
¢
Secondary P@eutimt in Uppsala Primary Health Care Project (SUPRIM)
<9

Récidive a 9 ans

Mats Gullikssen, MD, PhD; Gunilla Burell, PhD: Bengt Vessby, MD, PhD; Lennart Lundin, MD, PhD;
Henrik T%QA, D, PhD; Kurt Svardsudd, MD, PhD

& B°
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Background: Psychosocial factors are independently as-
sociated with increased risk of cardiovascular disease (CVD)
morbidity and mortality, but the effects of psychosocial fac-
torintervention on CVD are uncertain. We performed a ran-
domized controlled clinical trial of cognitive behavioral
therapy (CBT) to 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. Patients were randomized to receive tradi-
tional care (reference group, 170 patients) or tradi-
tional care plusa CBT program (intervention group, 192
patients), focused on stress management, with 20 two-
hour sessions during 1 year. Median attendance at each
CBT session was 85%. Qutcome variables were all-
cause mortality, hospital admission for recurrent CVD,

s 8 8

Recurment Cardiovascular Diszase, %
=]

—— Refarenca group
m [nfzrvention group

. »\\% (%)
° J@\
>

N

Figure 2. Curmulati Qﬁ”rst recurrent fatal and nonfatal cardiovascular events
during 9 years (1 onths) from baseline, adjusted for the influence of age,
sex, marital . education, smoking habits, comorbidity (number of
previous a myocardial infarctions, angina pectoris, hyperlipidemia,
hypertegeion, heart failure, diabetes mellitus, asthma/chronic obstructive
pulrnq/haly disease, and stroke), peripheral artery disease, and 2-year mean

Bz blood pressure, serum cholesterol, and serum triglyceride level, and

res for vital exhaustion, coping ability resources, and credence in the
Vtuture, by treatment group.

and recurrent acute myocardial infarction.

Results: During a mean 94 months of follow-up, the in-
tervention group had a 41% lower rate of fatal and non-

Arch Intern Med. 2011:171(2):134-140




CONZCLUSIONS

r@@
Place centrale&><t‘fe la réadaptation
Pilier de Ia Jﬁprlse et de I’évolution secondaire
Impllqugatoute la filiere cardiologique

Trlplg@aspect ( maladie, travail, reprise) &
En«prath ue @@QQQ’
&f' Faire le bilan psychosocial oc;\\oo&

2. Prendre en charge &

1. Activité physique &

2. Psychothérapies &
3. Développer des interfaces &5@@
4. Prolonger la prise en charge... Q\§o°%

&"oeo
OQQ&@%
.@Q’O
@q,b%
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Intéréts de la prise en charge psychosociale
en réadaptation

o*‘&@Prévention coronarienne ¢
C)é ¢

> "\

& * Amélioration de la reprise du trava|I @Q
‘L&&

&°  Amélioration du sevrage tabaglque
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PSYCHOSﬁCIAL FACTORS

v

é®‘°
=
O
N
N\

@QU
SMOKING RELQ(P@SE} [ CV RISK

} [RETURN TO WORK

,,,Q’ée
OR:1.84 ) PHYSICAL
1848 ACTIVITY
6\}
o
%8»5'1 98 (1,2) STRESS
& MANAGEMENT

CARDIOVASCULAR

1. J Barth. Cochrane Database syst Rev

- 25% (5,6) ¢

- 45% (4) ‘6,’\0 Q.0.L

2 _@: _>l

MORTALITY

4, N@(}ulllksson Etude SUPRIM. Arch Med Intern. 2011;171:134-140

.2008:CD006886 %’% Corra for EACPR. Eur Heart J.2010;31:1967-74
2. MJ Eisenberg. Can J Cardiol .2010;26:73-79 B.RS Taylor Am J med 2000;116:682-92

3. JJ Prochaska. Prev Med.2008;47:215-220




La maladie est biopsvihosociale
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Le paradigme'biopsychosocial

1. Nialadle biopsychosociale &

2 Prise en charge biopsychosociale &

3, Réadaptation biopsychosociale <
@““’ 4. Education thérapeutique blopsych@§ouale

b
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Behavioral Cardmlogy

CrossMark
Current Advances a@@f Future Directions
Q‘o
Alan Rozanski, MD /\O\;@&
& &
(Q

Growing epi@]ﬁmlologlcal evidence identifies key domains relevant to behavioral cardiology, including health b%%lors
emotiogs, mental mindsets, stress management, social connectedness, and a sense of purpose. Each of thegé‘
dom&?ns exists along a continuum, ranging from positive factors that promote health, to negative factobr;s: Wthh are
oﬁféthophysmloglcal To date, there has been relatively little translation of this growing knowledge bg;é into cardiology

o practlce Four initiatives are proposed to meet this challenge: 1) promulgating greater awarenes/goé? the potency of

psychosocial risks factors; 2) overcoming a current “artificial divide” between conventional andgsychosocial risk factors;
3) developing novel cost-effective interventions using Internet and mobile health appllcatlgﬁs group-based counseling,
and development of tiered-care behavioral management; and 4) in recognition that “qe‘ﬁ’ size does not fit all” with
respect to behavioral interventions, developing specialists who can counsel patleg\ga?in multidisciplinary fashion and
use evidence-based approaches for promoting patient motivation and executmg?of health goals. (J Am Coll Cardiol
2014;64:100-10) © 2014 by the American College of Cardiology Fnundatuggo Open access under|CC BY-NC-ND license. |
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Prise en cinarge globale

Q

RISK FACTORS CLINICAL MANAGEMENT
-

Negative health behaviors

Smoking, poor diet, lack of sleep, I

sedentary, inadequate rest & rte)giQation
P
@

Negative emotions anc mindsets
ie:\;y’;%essimism. hostility
O

Depression, anx

S positive psychology interventions,
6\)

< .
({tt’ﬁess, unresolved trauma, marital, work

<b©

Lack of purpose

Lack of meaningful goals, feeling useless

Social dysfunction

<

Loneliness, poor social support o

Health counseling/coaching

Nutritional counseling, sleep hygeine,
exercise training, smoking cessation,
weight management

Emotional/cognitive counseling

&
Cognitive behavior therapy, Impsved

interpersonal psychotherapy\}g,‘e
S

Coronary
heart disease Stress managemzut
(CHD)

Life coaching, relaxation tecMiques,
time management, gpfing skills,

cont,ie ncy planning
<

Goal setting

Motivati n‘a? echniques, self efficacy,
self-ma@ttoring, specific action plans,
aug@omy, implementation intentions

Social support

Group education/management and/or
oY support programs, provide feedback,
QP web-based support, obligation intentions

Promotion
of healthy
behavior ‘ (,\@}

N
o

(4]
+

&

chosocial
ction




o
Conclusion

Quelques minutes d’écoute empathique permettent d’économiser
beaucoup de temps, beaucoup de complications et beaucoup d’argent



