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lasting even less than 24 hours.3 Furthermore, 
PCI immediately relieves symptoms and causes 
less discomfort after the procedure compared 
with coronary artery bypass grafting. How‑
ever, shorter hospitalization reduces the time 
for in‑hospital education as well as the chance 
to review risk factors for coronary artery dis‑
ease (CAD) and to initiate treatment of im‑
portant yet often underappreciated factors 

INTRODUCTION  Cardiovascular disease 
is the main cause of death in most European 
countries, responsible for 45% of all deaths.1 
Most of its risk factors can be modified and 
controlled. It has been recently reported that 
the control of cardiovascular risk factors in 
Europe is generally poor.2 Percutaneous coro‑
nary intervention (PCI) is a minimally invasive 
procedure associated with a short hospital stay 
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ABSTRACT
BACKGROUND  Percutaneous coronary intervention (PCI) is an effective method for the treatment 
of coronary artery disease (CAD) that allows for a short hospital stay and fast recovery. It has been shown 
that PCI is a predictor of nonattendance at cardiac rehabilitation and correlates with poor adherence 
to lifestyle changes.
AIMS  The study was conducted to evaluate the influence of education offered during PCI‑related 
hospitalization on knowledge, awareness, and prevalence of self‑reported risk factors for CAD.
METHODS  We collected data using a  self‑designed 56‑item questionnaire. Questions assessed 
the knowledge of CAD risk factors and the level of their control. The maximal knowledge score was 
31 points and the maximal control score, 15 points.
RESULTS  The study group consisted of 200 consecutive patients undergoing PCI. Patients with a history 
of PCI performed at least 8 weeks prior to their current hospitalization were included in the prior‑PCI 
group (64%), whereas the pre‑PCI group comprised patients with no history of revascularization (36%). 
The median (interquartile range [IQR]) knowledge score was 19 (12.5–23) points in the pre‑PCI and 
21 (12.5–24) points in the prior‑PCI group (P = 0.35). The median (IQR) risk control score was 5 (4.5–7) 
points in the pre‑PCI and 6 (4–8) points in the prior‑PCI group (P = 0.4). There was no correlation 
between the level of knowledge and the actual prevalence of CAD risk factors. We found that 50% of 
the prior‑PCI patients did not attend any rehabilitation, which correlated with poor control of CAD risk 
factors (P = 0.001).
CONCLUSIONS  Currently used models of postprocedural education do not have an adequate effect 
on patient knowledge and do not bring recommended lifestyle changes.
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All patients were recruited by a trained med‑
ical researcher. Signed informed consent and 
consent to the processing of personal data were 
obtained. The study protocol was approved by 
the local ethics committee. The study was con‑
ducted in accordance with the ethical principles 
of clinical research based on the Declaration 
of Helsinki with its later amendments.

Statistical analysis  Standard descriptive sta‑
tistical methods were used to analyze the study 
data. The normality of the data was assessed 
with the Shapiro–Wilk test. Quantitative vari‑
ables were described with mean (SD) or median 
(interquartile range [IQR]). Categorical variables 
were presented as numbers and percentages. 
The groups were directly compared using the χ2 
test for categorical variables. One‑way analy‑
sis with the unpaired 2‑sample t test (for nor‑
mally distributed data) or the Mann–Whitney 
test (for data that do not have a normal distri‑
bution) was applied for quantitative variables. 
The independent correlations between quanti‑
tative variables were assessed with the Spear‑
man rank correlation coefficient, whereas mul‑
tiple regression analysis was applied to assess 
the possible impact of sociodemographic and 
clinical factors on the level of knowledge and 
the level of risk control. P values less than 0.05 
were considered significant. All analyses were 
conducted with the Statistica software, version 
13 (StatSoft, Inc., Kraków, Poland).

RESULTS  All patients (n = 200) enrolled in 
the study were divided into 2 groups according 
to the history of PCI. The pre‑PCI group included 
72 patients (36%) and the prior‑PCI group, 128 
(64%). The sociodemographic and clinical profiles 
of the study groups are presented in TABLES 1 and 2.

The median (IQR) level of knowledge was sim‑
ilar between the pre‑PCI and prior‑PCI groups 
(19 [12.5–23] points and 21 [12.5–24] points, re‑
spectively; P = 0.35). Also, no difference was ob‑
served in the median (IQR) level of risk control 
between both groups (5 [4.5–7] points and 6 [4–
8] points, respectively; P = 0.4). The prevalence 
of particular risk factors for CAD in both groups 
is presented in TABLE 3. Of all patients, 41% attend‑
ed cardiac rehabilitation, 28% chose stationary 
rehabilitation in an inpatient unit, 12% ambu‑
latory rehabilitation in an outpatient unit, and 
11% rehabilitation at home. Stationary rehabil‑
itation and home rehabilitation were attend‑
ed more often by the prior‑PCI patients and no 
difference in attendance was observed between 
the study groups with regard to ambulatory re‑
habilitation. Two percent of the pre‑PCI patients 
and 13% of the prior‑PCI patients attended more 
than 1 type of rehabilitation (P = 0.01).

In a  multiple regression analysis, not at‑
tending any rehabilitation had an influence on 

such as obesity.4 The convenient procedure 
can make patients unaware of the severity of 
their disease and the impact of the interven‑
tion on the function of body systems.5 PCI 
was demonstrated as an independent predic‑
tor of nonattendance at cardiac rehabilitation 
and a predictor of poor adherence to lifestyle 
changes after the procedure.6 Despite the rap‑
id development of PCI techniques, patients 
still lack knowledge and awareness of the ne‑
cessity to prevent CAD. In recent years, only 
a slight improvement was observed in the con‑
trol of risk factors for CAD in Poland.7 Thus, we 
sought to evaluate the influence of education 
offered during PCI‑related hospitalization on 
knowledge, awareness, and prevalence of self

‑reported risk factors for CAD.

METHODS  The study group included 200 con‑
secutive patients admitted for elective PCI to 
the 2nd Department of Cardiology and Cardio‑
vascular Interventions at the University Hos‑
pital in Kraków (Poland) from July 2016 to Oc‑
tober 2018. We recruited patients with no his‑
tory of revascularization (the pre‑PCI group) 
and with a history of PCI defined as undergo‑
ing revascularization at least 8 weeks prior to 
the current hospitalization (the prior‑PCI group). 
The data was collected using a self‑designed 
56‑item questionnaire created on the basis of 
the 2016 European Society of Cardiology guide‑
lines.8 The survey comprised questions about 
patients’ sociodemographic and clinical profile, 
knowledge of CAD, and control of cardiovas‑
cular risk factors. Ten questions—some with 
subsections—concerned the level of knowledge 
and 1 point was given for each correct answer; 
the maximal score in this part was 31 points 
(Supplementary material, Figure S1). Risk con‑
trol was assessed based on data from the survey 
(Supplementary material, Figure S2) and infor‑
mation obtained from patients’ medical history, 
including blood pressure, fasting glucose, glycat‑
ed hemoglobin, low‑density lipoprotein, and to‑
tal cholesterol levels (measurements taken dur‑
ing patients’ current hospitalization). The maxi‑
mal possible score for risk control was 15 points.

WHAT’S NEW?
Although the European guidelines on cardiovascular disease prevention are well 
established, our study demonstrated that patients after percutaneous coronary 
intervention (PCI) (both first and repeated) are still poorly educated about 
the role of modifiable risk factors for coronary artery disease and its secondary 
prevention. It suggests that medical education in hospitals and outpatient 
departments is insufficient and ineffective. Current models of education 
implemented immediately after PCI and the timing of the procedure may be 
inadequate to induce recommended lifestyle changes. Every effort must be 
made to improve preventive practice so that it can meet the challenge posed 
by the progress in modern interventional cardiology.
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TABLE 1  Sociodemographic profile of the study patients

Variable All patients 
(n = 200)

Pre‑PCI 
(n = 72)

Prior‑PCI 
(n = 128)

P value

Male sex 146 (73) 53 (73) 92 (72) 0.91

Age, y, mean (SD) 67.3 (11.5) 67 (11.6) 67.5 (9.6) 0.8

Education Primary, secondary, or vocational 152 (76) 49 (68) 103 (81) 0.04

Higher 48 (24) 23 (32) 25 (19)

Current marital status Married 146 (73) 50 (70) 96 (75) 0.52

Not married 54 (27) 22 (30) 32 (25)

Place of residence Rural area 48 (24) 17 (24) 31 (24) 0.98

City 152 (76) 55 (76) 97 (76)

Net monthly household income <4000 PLNa 156 (78) 52 (72) 104 (81) 0.22

>4000 PLNa 44 (22) 20 (28) 24 (19)

Data are presented as number (percentage) unless otherwise indicated.

a  1 PLN = 0.23 EUR

Abbreviations: PCI, percutaneous coronary intervention

TABLE 2  Clinical characteristics of the study patients

Variable All patients 
(n = 200)

Pre‑PCI 
(n = 72)

Prior‑PCI 
(n = 128)

P value

Duration of CAD, y, median (IQR) 6 (0.6–15) 0.5 (0.08–7) 10 (3–17) 0.001

History of 2 or more cardiac hospitalizations 94 (47) 10 (15) 84 (66) 0.001

History of MI 96 (48) 17 (24) 79 (62) 0.001

Diabetes mellitus 72 (36) 19 (26) 53 (41) 0.049

Hypercholesterolemia 164 (82) 51 (71) 113 (88) 0.02

Arterial hypertension 178 (89) 55 (76) 123 (95) 0.001

Family history of CAD 60 (30) 16 (23) 44 (34) 0.19

Early diagnosis of CAD (below the age of 55 in men and 65 in women) 102 (51) 27 (37) 75 (59) 0.003

Data are presented as number (percentage) unless otherwise indicated.

Abbreviations: CAD, coronary artery disease; IQR, interquartile range; MI, myocardial infarction; others, see TABLE 1

TABLE 3  Prevalence of risk factors for coronary artery disease in the study patients

Variable All Patients 
(n = 200)

Pre‑PCI 
(n = 72)

Prior‑PCI 
(n = 128)

P value

Little physical activity (regular activity <150 min a week) 150 (75) 55 (76) 95 (74) 0.78

No cardiac rehabilitation 118 (59) 54 (76) 64 (50) 0.001

LDL cholesterol >1.8 mmol/l 114 (57) 51 (71) 63 (49) 0.02

Fasting glucose >5.5 mmol/l 86 (43) 33 (46) 53 (41) 0.61

SBP ≥140 mm Hg and / or DBP ≥90 mm Hg 84 (42) 30 (41) 54 (42) 0.9

Obesity (BMI ≥30 kg/m2) 68 (34) 19 (26) 49 (38) 0.07

Current smoking 40 (20) 15 (21) 25 (19) 0.72

Data are presented as number (percentage).

Abbreviations: BMI, body mass index; DBP, diastolic blod pressure; LDL, low‑density lipoprotein; SBP, systolic blood pressure; others, see TABLE 1
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group admitted forgetting about the treatment 
more frequently than once a month (P = 0.17). 
However, more patients in the pre‑PCI group 
did not control blood pressure (28% in the pre

‑PCI group compared with 14% in the prior
‑PCI group, P = 0.04). No difference between 
the groups was observed in the frequency of vis‑
iting a general practitioner: 37% of the pre‑PCI 
and 49% of the prior‑PCI patients visited a gen‑
eral practitioner regularly every month (P = 0.2). 
Patients from the prior‑PCI group consulted 
a cardiologist more often: 44% of the pre‑PCI 
and 73% of the prior‑PCI patients visited a car‑
diologist at least once in 6 months (P = 0.001). 
The frequency of visiting a general practitio‑
ner had no impact on both the level of knowl‑
edge (P = 0.85) and the level of risk factor con‑
trol (P = 0.11).

We evaluated the  impact of factors other 
than a history of PCI on the level of knowledge 
and the level of control of risk factors for CAD. 
The specific data are presented in TABLE 4. The anal‑
ysis of Spearman rank correlation coefficient re‑
vealed that there was no correlation between 
the number of hospitalizations and the  lev‑
el of knowledge (R2 = 0.07; P = 0.38). However, 
a weak correlation was found between the dura‑
tion of CAD and the level of knowledge (R2 = 0.2; 
P = 0.03). In addition, the actual level of patient 
knowledge correlated with the self‑assessed lev‑
el of knowledge (R2 = 0.36; P = 0.001). Weak cor‑
relations were confirmed between the number 
of hospitalizations and the level of CAD risk 
control (R2 = 0.2; P = 0.002) as well as between 
the duration of CAD and the level of risk con‑
trol (R2 = 0.2; P = 0.003). No association was 
found between the level of knowledge and that 
of risk control. However, there was a link be‑
tween the self‑assessed level of self-care and 
level of risk control (R2 = 0.2; P = 0.02). The re‑
sults of the multiple regression model assessing 
the impact of sociodemographic and clinical fac‑
tors on the level of knowledge and risk control 
are presented in TABLE 5.

Asked about their previous education on CAD, 
44% of patients in the pre‑PCI group and 53% in 
the prior‑PCI group reported receiving education 
during every previous hospitalization, whereas 
25% of patients in the pre‑PCI group and 13% 
in the prior‑PCI group had not received any in‑
formation before (P = 0.06). The median (IQR) 
quality rate of provided education assessed on 
a 5‑point scale (1—worst quality, 5—best qual‑
ity) was 3 (2–4) in the pre‑PCI group and 4 (3–5) 
in the prior‑PCI group (P = 0.01).

DISCUSSION  The results of our study suggest 
that a change in patients’ lifestyle and an increase 
in their knowledge after PCI are insufficient. Fur‑
thermore, not attending any form of rehabilita‑
tion lowers the level of risk control. 

the level of risk control in all patients (R2 = 0.15; 
β = –2.4; P = 0.001) and in the prior‑PCI group 
(R2 = 0.18; β = –2.8; P = 0.001). No such im‑
pact was found for any particular type of re‑
habilitation. There was no association between 
the level of knowledge and the type of rehabili‑
tation. The compliance to prescribed treatment 
was similar in both groups; 18% of patients 
in the pre‑PCI group and 11% in the prior‑PCI 

TABLE 4  Impact of factors other than a history of percutaneous coronary intervention 
on the level of knowledge and control of risk factors for coronary artery disease

Variable Level of 
knowledge 
(max. 31)

P value Level of 
risk control 
(max. 15)

P value

All patients 20 (12.5–24) – 6 (4–7) –

Age <65 y 20 (13–24) 0.87 5 (4–6) 0.001

>65 y 21 (12–24) 6 (5–8)

Sex Male 20 (15–24) 0.15 6 (4–7) 0.5

Female 19 (8–23) 5 (4–7)

Education Primary, 
secondary, 
or 
vocational

19 (10–23) 0.002 5 (4–7.5) 0.58

Higher 22 (19–24) 6 (5–7)

Marital status Married 20.5 (13–24) 0.66 6 (5–7) 0.1

Not married 20 (12.5–23.5) 5 (4–6.5)

Place 
of residence

Rural area 18 (10–22) 0.03 6 (5–7) 0.44

City 21 (15–24) 5 (4–7)

Net monthly 
household 
income

<4000 PLNa 19 (11–24) 0.001 6 (4–7) 0.37

>4000 PLNa 22 (20–25) 5 (5–8)

History of MI Present 21 (15–24) 0.1 6 (5–8) 0.03

Absent 19 (10–23) 5 (4–7)

History of CABG Present 21 (18–23) 0.13 7 (5–8) 0.006

Absent 19 (11–24) 5 (4–7)

Cardiac 
rehabilitation

Attended 21 (17–24) 0.06 7 (5–8) 0.001

Not 
attended

20 (11–24) 5 (4–6)

Hypertension Present 20 (12–24) 0.27 6 (4–7) 0.72

Absent 21 (15–24) 5 (4–8)

Diabetes Present 21 (15–24) 0.17 5 (4–7) 0.56

Absent 19 (11–24) 6 (4–8)

Cardiac 
consultations

Less often 
than every 
6 months

21 (15–24) 0.54 5 (4–6) 0.01

At least 
every 
6 months

20 (13.5–24) 6 (5–8)

Data are presented as median (interquartile range) number of points scored in the questionnaire.

a  1 PLN = 0.23 EUR

Abbreviations: CABG, coronary artery bypass grafting; others, see TABLE 2
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the standard education provided during hospi‑
talization significantly improves patient aware‑
ness, and longer and more comprehensive edu‑
cation programs and cardiac rehabilitation can 
increase the effect.14 ‑17 Of note, as many as 85% 
of the respondents in the latest European sur‑
vey had a history of PCI.12 

The introduction of PCI—with a shorter hospi‑
tal stay, faster recovery, and frequent immediate 
relief of symptoms—improves short- to medium

‑term prognosis compared with coronary artery 
bypass grafting.3 However, the disease and its de‑
bilitating consequences can be underestimated 
by the patients.18,19 Furthermore, shorter hospi‑
talization may reduce the time dedicated to in
‑hospital education. In our institution, patient 
education includes recommendations written on 
a discharge card and explanations provided by 
a doctor. Patients are also advised on other re‑
liable sources of information, including online 
materials. However, lack of time and stress asso‑
ciated with hospitalization might result in poor 
compliance and low level of patient knowledge. 
In the SPICI study (Study of Patient Information 
after Percutaneous Coronary Intervention), 67% 
of the prior‑PCI patients perceived themselves as 

In recent decades, a rapid development in 
both pharmacological and invasive methods of 
treating CAD has been observed.9 Neverthe‑
less, the results of the mortality follow‑up in 
a series of the EUROASPIRE surveys indicate 
that cardiovascular risk factors remain inde‑
pendent predictors of mortality in patients with 
CAD.2 It has been repeatedly demonstrated that 
the proper management of those risk factors, 
based on comprehensive secondary prevention 
programs, directly translates into a significant 
reduction in cardiac mortality and an improve‑
ment in the quality of life.10,11 

The EUROASPIRE IV survey, conducted among 
7998 patients with CAD, highlighted the exces‑
sively high incidence of modifiable cardiovascu‑
lar risk factors and their insufficient control, with 
16% of the patients still smoking, 42.7% having 
poorly controlled hypertension, 37% being obese, 
59.9% not meeting physical activity goals, 80.5% 
having poorly controlled low‑density lipoprotein 
cholesterol levels, 26.8% having diabetes, and 
58.8% not participating in any form of cardiac 
rehabilitation.2,12 Preliminary data from the EU‑
ROASPIRE V study are even more worrisome.13 
At the same time, it has been shown that even 

TABLE 5  Results of the multivariate regression analysis assessing the impact of risk factors for coronary artery 
disease on the level of knowledge and risk control in study patients

Dependent 
variable

Study 
group

R2 Independent variable β P value

Level 
of knowledge

Pre‑PCI 0.33 Number of hospitalizations –1.30 0.2

Duration of CAD 0.16 0.06

Self‑assessed level of knowledge 2.39 0.001

Self‑assessed level of self-care –0.71 0.34

Level of risk control –0.24 0.59

Prior‑PCI 0.05 Number of hospitalizations –0.07 0.74

Duration of CAD 0.06 0.35

Self‑assessed level of knowledge 0.89 0.1

Self‑assessed level of self-care –0.22 0.71

Level of risk control 0.23 0.47

Level of risk 
control

Pre‑PCI 0.15 Number of hospitalizations 0.06 0.85

Duration of CAD 0.03 0.24

Self‑assessed level of knowledge 0.29 0.18

Self‑assessed level of self-care 0.39 0.1

Level of knowledge –0.03 0.59

Prior‑PCI 0.02 Number of hospitalizations 0.12 0.62

Duration of CAD 0.12 0.58

Self‑assessed level of knowledge 0.11 0.37

Self‑assessed level of self-care 0.1 0.51

Level of knowledge 0.1 0.47

Abbreviations: see TABLES 1 and 2



KARDIOLOGIA POLSKA  2020; 78 (2)152

aspects vital for patients with CAD. For instance, 
70% of patients did not know when they can 
return to normal activity after MI, and 60% 
could not define the recommended blood pres‑
sure value. All modifiable CAD risk factors were 
identified by 11.5% of patients. As many as 75% 
of the patients did not reach the target level 
of physical activity and more than 1 in 20 pa‑
tients were convinced that any form of physical 
activity is strictly contraindicated in their case. 
The results did not differ between the groups. 
This may indicate that the current models of ed‑
ucation implemented prior to PCI and the timing 
of the intervention are inadequate and do not in‑
duce a recommended lifestyle change. Early ed‑
ucation in a PCI center may be ineffective due 
to stress and patients’ desire to return home as 
quickly as possible. On the other hand, postpon‑
ing the intervention too much can be disadvan‑
tageous due to the fact that patients may return 
to their habits or lose motivation. Of note, a sim‑
ilar lack of relation between the duration and 
severity of the disease and its risk factors was 
also observed in other conditions such as aor‑
tic valve stenosis.28

Limitations  Some important limitations of 
our study should be considered. The main lim‑
itation was the unstandardized questionnaire 
used in the assessment of patient knowledge 
and risk control levels. However, we still lack 
standardized methods for such evaluation and 
experience obtained from every study inves‑
tigating that issue may help create normal‑
ized tools that could be used in further re‑
search to provide comparable results. Anoth‑
er important limitation is the heterogeneous 
patients’ clinical characteristics, also present 
for factors influencing the level of knowledge 
and risk control, such as the prevalence of MI 
or duration of CAD. However, the heteroge‑
neity depicts a comprehensive profile of pa‑
tients in each group that influences the clin‑
ical outcome and it is difficult to assess par‑
ticular factors in isolation. Furthermore, our 
study is based on a single‑center experience. 
Therefore, further multi‑center trials are still 
needed to fully assess the complex factors that 
affect patients’ attitude towards lifestyle mod‑
ifications in CAD.

Conclusions  Patients have poor knowledge 
and awareness of their CAD risk regardless of 
having a history of revascularization. No dif‑
ference in the levels of knowledge and risk con‑
trol was observed between the pre- and prior
‑PCI groups. There is a considerable need for 
an in‑depth revision of secondary prevention 
of CAD, especially in the prior‑PCI population, 
aimed to improve patients’ understanding of 
the disease and compliance to the cardiopro‑
tective lifestyle.

cured, and 38% believed that there was no need 
to modify their habits.18 Not surprisingly, under‑
going PCI has been proved to be an independent 
predictor of nonattendance at cardiac rehabil‑
itation and poor adherence to lifestyle chang‑
es.6,14,15,20 The quality of PCI in Poland complies 
with international standards and results in a de‑
creased rate of in‑hospital mortality due to acute 
coronary events in all age groups.21,2 2 However, 
1‑year mortality rate after discharge is as high 
as 10.1%, exceeding the European mean value.23 
The evidence on the quality of secondary pre‑
vention of CAD in Poland is rather scarce, while 
the available data suggest only a modest improve‑
ment in the implementation of the guidelines 
in recent years.7,23 Our findings are in line with 
the recent national and international surveys 
presenting a similar prevalence of modifiable 
risk factors for CAD.2,7,13,18 

The uptake of cardiac rehabilitation in our 
study was about 41% (24% in the pre‑PCI group 
and 50% in the prior‑PCI group), which is sim‑
ilar to data reported in the literature.2,7,13,18 As 
shown in the study conducted by Jankowski 
et al,24 between 2010 and 2012 only 33.9% of 
patients hospitalized in southern Poland due 
to acute coronary syndrome or elective PCI de‑
clared that they had been advised to partici‑
pate in cardiac rehabilitation or other second‑
ary prevention programs, and as many as 90% 
from that group did eventually enroll. In a glob‑
al analysis of cardiac rehabilitation accessibility, 
Poland is placed among countries with a wider 
variety of rehabilitation programs.7,17 However, 
the capacity of such programs might be limit‑
ed.25 Attending rehabilitation may also depend 
on other factors. For instance, Kimber et al26 re‑
ported that patients with preoperative frailty 
are less likely to attend recommended rehabil‑
itation. In recent years, promising results have 
been associated with the comprehensive coor‑
dinated care program after myocardial infarc‑
tion (KOS‑Zawał), introduced in 2017, that im‑
proved the treatment outcome in patients after 
myocardial infarction (MI) by increasing the ac‑
cessibility of specialized care and cardiac reha‑
bilitation. However, many patients included in 
our study had MI before 2017 or were treated 
in centers not participating in the KOS‑Zawał 
program and therefore the effects of the ini‑
tiative might not be present in these cases.2 7 
According to the guidelines, all patients with 
a history of acute coronary syndrome or inva‑
sive treatment should take part in a rehabili‑
tation or secondary prevention program.8 We 
noted that not attending cardiac rehabilitation 
was negatively correlated with the level of risk 
factor control.

We found that both prior‑PCI and pre‑PCI 
patients had poor awareness of their CAD 
risk. The median knowledge score was 65% of 
correct answers, which showed gaps in many 
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22  Kleczyński P, Siudak Z, Dziewierz A, et al. The network of invasive cardiology 
facilities in Poland in 2016 (data from the ORPKI Polish National Registry). Kardi-
ol Pol. 2018; 76: 805-807.
23  Gierlotka M, Zdrojewski T, Wojtyniak B, et al. Incidence, treatment, in

‑hospital mortality and one‑year outcomes of acute myocardial infarction in Po-
land in 2009-2012: nationwide AMI‑PL database. Kardiol Pol. 2015; 73: 142-158.
24  Jankowski P, Czarnecka D, Wolfshaut‑Wolak R, et al. Secondary prevention 
of  coronary artery disease in contemporary clinical practice. Cardiol J. 2015; 22: 
219-226.
25  Lima de Melo Ghisi G, Pesah E, Turk‑Adawi K, et al. Cardiac rehabilitation 
models around the globe. J Clin Med. 2018; 7: 260.
26  Kimber DE, Kehler DS, Lytwyn J, et al. Pre‑operative frailty status is associat-
ed with cardiac rehabilitation completion: a retrospective cohort study. J Clin Med. 
2018; 7: E560.
27  Wita K, Wilkosz K, Wita M, et al. Managed Care after Acute Myocardial Infarc-
tion (MC‑AMI) – a Poland’s nationwide program of comprehensive post‑MI care – 
improves prognosis in 12‑month follow‑up. Preliminary experience from a single 
high‑volume. Int J Cardiol. 2019; 296: 8-14.
28  Bobrowska B, Zasada W, Dziewierz A, et al. Comparison of demographics, 
cardiovascular risk factors profile and prevalence of coexistent atherosclerotic vas-
cular disease in patients with severe aortic stenosis stratified according to dichoto-
mized stenosis severity. Postepy Kardiol Interwencyjnej. 2017; 13: 331-334.

SUPPLEMENTARY MATERIAL
Supplementary material is available at www.mp.pl/kardiologiapolska.

ARTICLE INFORMATION
CONFLICT OF INTEREST  None declared.
OPEN ACCESS  This is an  Open Access article distributed under the  terms 
of the  Creative Commons Attribution‑NonCommercial‑NoDerivatives 4.0 In-
ternational License (CC BY‑NC‑ND 4.0), allowing third parties to download ar-
ticles and share them with others, provided the original work is properly cited, 
not changed in any way, distributed under the same license, and used for non-
commercial purposes only. For commercial use, please contact the journal office 
at kardiologiapolska@ptkardio.pl.
HOW TO CITE  Wójcicki K, Krycińska R, Tokarek T, et al. Knowledge and prev-
alence of risk factors for coronary artery disease in patients after the first and 
repeated percutaneous coronary intervention. Kardiol Pol. 2020; 78: 147-153. 
doi:10.33963/KP.15070

REFERENCES
1  Wilkins E, Wilson L, Wickramasinghe K, et al. European Cardiovascular Disease 
Statistics 2017. Brussels, Belgium: European Heart Network; 2017: 11-16.
2  Kotseva K, Wood D, De Bacquer D, et al. EUROASPIRE IV: a European Society of 
Cardiology survey on the lifestyle, risk factor and therapeutic management of cor-
onary patients from 24 European countries. Eur J Prev Cardiol. 2016; 23: 636-648.
3  Serruys PW, Morice MC, Kappetein AP, et al. Percutaneous coronary inter-
vention versus coronary‑artery bypass grafting for severe coronary artery disease. 
N Engl J Med. 2009; 360: 961-972.
4  Hossain M, Amin A, Paul A, et al. Recognizing obesity in adult hospitalized pa-
tients: a retrospective cohort study assessing rates of documentation and preva-
lence of obesity. J Clin Med. 2018; 7: E203.
5  Sabatowski K, Szotek M, Węgrzyn K, et al. Impact of percutaneous invasive 
coronary procedures using a radial approach on endothelial function of radial ar-
tery. Postepy Kardiol Interwencyjnej. 2018; 14: 95-98.
6  Gentz CA. Perceived learning needs of the patient undergoing coronary an-
gioplasty: an integrative review of the literature. Heart Lung. 2000; 29: 161-172.
7  Jankowski P, Czarnecka D, Łysek R, et al. Secondary prevention in patients af-
ter hospitalization due to coronary artery disease: what has changed since 2006? 
Kardiol Pol. 2014; 72: 355-362.
8  Piepoli MF, Hoes AW, Agewall S, et al. 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 ex-
perts) Developed with the special contribution of the European Association for Car-
diovascular Prevention & Rehabilitation (EACPR). Eur Heart J. 2016; 37: 2315-2381.
9  Ford ES, Ajani UA, Croft JB, et al. Explaining the decrease in U.S. deaths from 
coronary disease, 1980-2000. N Engl J Med. 2007; 356: 2388-2398.
10  Brown JP, Clark AM, Dalal H, et al. Effect of patient education in the manage-
ment of coronary heart disease: a systematic review and meta‑analysis of random-
ized controlled trials. Eur J Prev Cardiol. 2013; 20: 701-714.
11  Clark AM, Hartling L, Vandermeer B, McAlister FA. Meta‑analysis: secondary 
prevention programs for patients with coronary artery disease. Ann Intern Med. 
2005; 143: 659-672.
12  De Backer G, De Bacquer D, Rydén L, et al. EUROASPIRE investigators. Lifestyle 
and risk factor management in people at high cardiovascular risk from Bulgaria, 
Croatia, Poland, Romania and the United Kingdom who participated in both the EU-
ROASPIRE III and IV primary care surveys. Eur J Prev Cardiol. 2016; 23: 1618-1627.
13  Kotseva K. EUROASPIRE – time trends in lifestyle, cardiovascular risk factors, 
and therapeutic management in patients with coronary disease in Europe: a com-
parison of EUROASPIRE IV and V surveys over 5 years in 21 countries. Paper pre-
sented at: ESC Congress 2018; August 27, 2018; Munich, Germany.
14  Griffo R, Ambrosetti M, Tramarin R, et al. Effective secondary prevention 
through cardiac rehabilitation after coronary revascularization and predictors of 
poor adherence to lifestyle modification and medication. Results of the ICAROS 
Survey. Int J Cardiol. 2013; 167: 1390-1395.
15  Redfern J, Briffa T, Ellis E, Freedman SB. Choice of secondary prevention im-
proves risk factors after acute coronary syndrome: 1‑year follow‑up of the CHOICE 
(Choice of Health Options In prevention of Cardiovascular Events) randomised con-
trolled trial. Heart. 2009; 95: 468-475.
16  Siudak Z, Krawczyk‑Ożóg A, Twarda I, et al. “Heart without smoke” educa-
tional campaign – the role of patient education in secondary prevention of cardio-
vascular disease. Kardiol Pol. 2018; 76: 125-129.
17  Siudak Z, Pers M, Dusza K, et al. The efficacy of an education‑based secondary 
outpatient prevention programme after acute coronary syndrome hospitalizations 
and treatment in Poland. The Patient Club initiative. Kardiol Pol. 2016; 74: 185-191.
18  Perk J, Hambraeus K, Burell G, et al. Study of Patient Information after per-
cutaneous Coronary Intervention (SPICI): should prevention programmes become 
more effective? EuroIntervention. 2015; 10: 1-7.
19  Lee JH, Chuu K, Spertus J, et al. Patients overestimate the potential benefits 
of elective percutaneous coronary intervention. Mo Med. 2012; 109: 79-84.

https://doi.org/10.1093/eurheartj/ehq326
https://doi.org/10.1093/eurheartj/ehq326
https://doi.org/10.1093/eurheartj/ehq326
https://doi.org/
https://doi.org/
https://doi.org/
https://doi.org/
https://doi.org/10.5603/KP.2018.0081
https://doi.org/10.5603/KP.2018.0081
https://doi.org/10.5603/KP.2018.0081
https://doi.org/10.5603/KP.a2014.0213
https://doi.org/10.5603/KP.a2014.0213
https://doi.org/10.5603/KP.a2014.0213
https://doi.org/10.5603/CJ.a2014.0066
https://doi.org/10.5603/CJ.a2014.0066
https://doi.org/10.5603/CJ.a2014.0066
https://doi.org/10.3390/jcm7090260
https://doi.org/10.3390/jcm7090260
https://doi.org/10.3390/jcm7120560
https://doi.org/10.3390/jcm7120560
https://doi.org/10.3390/jcm7120560
https://doi.org/10.1016/j.ijcard.2019.06.040
https://doi.org/10.1016/j.ijcard.2019.06.040
https://doi.org/10.1016/j.ijcard.2019.06.040
https://doi.org/10.1016/j.ijcard.2019.06.040
https://doi.org/10.5114/aic.2017.71616
https://doi.org/10.5114/aic.2017.71616
https://doi.org/10.5114/aic.2017.71616
https://doi.org/10.5114/aic.2017.71616
http://www.doi.org/10.33963/KP.15070
https://doi.org/Connection: close
https://doi.org/Connection: close
https://doi.org/10.1177/2047487315569401
https://doi.org/10.1177/2047487315569401
https://doi.org/10.1177/2047487315569401
https://doi.org/10.1056/NEJMoa0804626
https://doi.org/10.1056/NEJMoa0804626
https://doi.org/10.1056/NEJMoa0804626
https://doi.org/10.3390/jcm7080203
https://doi.org/10.3390/jcm7080203
https://doi.org/10.3390/jcm7080203
https://doi.org/10.5114/aic.2018.74361
https://doi.org/10.5114/aic.2018.74361
https://doi.org/10.5114/aic.2018.74361
https://doi.org/10.1067/mhl.2000.106002
https://doi.org/10.1067/mhl.2000.106002
https://doi.org/10.5603/KP.a2013.0350
https://doi.org/10.5603/KP.a2013.0350
https://doi.org/10.5603/KP.a2013.0350
https://doi.org/(org.crossref.common.xml.MalformedXmlException occured 2/24/20 9:57 AM)
https://doi.org/(org.crossref.common.xml.MalformedXmlException occured 2/24/20 9:57 AM)
https://doi.org/(org.crossref.common.xml.MalformedXmlException occured 2/24/20 9:57 AM)
https://doi.org/(org.crossref.common.xml.MalformedXmlException occured 2/24/20 9:57 AM)
https://doi.org/(org.crossref.common.xml.MalformedXmlException occured 2/24/20 9:57 AM)
https://doi.org/(org.crossref.common.xml.MalformedXmlException occured 2/24/20 9:57 AM)
https://doi.org/10.1056/NEJMsa053935
https://doi.org/10.1056/NEJMsa053935
https://doi.org/10.1177/2047487312449308
https://doi.org/10.1177/2047487312449308
https://doi.org/10.1177/2047487312449308
https://doi.org/10.7326/0003-4819-143-9-200511010-00010
https://doi.org/10.7326/0003-4819-143-9-200511010-00010
https://doi.org/10.7326/0003-4819-143-9-200511010-00010
https://doi.org/10.1177/2047487316645474
https://doi.org/10.1177/2047487316645474
https://doi.org/10.1177/2047487316645474
https://doi.org/10.1177/2047487316645474
https://doi.org/
https://doi.org/
https://doi.org/
https://doi.org/
https://doi.org/10.1016/j.ijcard.2012.04.069
https://doi.org/10.1016/j.ijcard.2012.04.069
https://doi.org/10.1016/j.ijcard.2012.04.069
https://doi.org/10.1016/j.ijcard.2012.04.069
https://doi.org/10.1136/hrt.2008.150870
https://doi.org/10.1136/hrt.2008.150870
https://doi.org/10.1136/hrt.2008.150870
https://doi.org/10.1136/hrt.2008.150870
https://doi.org/
https://doi.org/
https://doi.org/
https://doi.org/
https://doi.org/
https://doi.org/
https://doi.org/10.4244/EIJV10I11A223
https://doi.org/10.4244/EIJV10I11A223
https://doi.org/10.4244/EIJV10I11A223
https://doi.org/
https://doi.org/

