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There’s No Fooling a Nurse

by Jan Sinatra, M.S.N., C.N.S., A.P.R.N.

I am grateful for the opportunity to introduce my husband to readers of this book. You’ll soon be excitedly turning the pages to read about how to lower your blood pressure on his straightforward plan. I know it’s a good one, because I’m a cardiac nurse myself. As dedicated as he is to treating cardiac problems such as hypertension, my husband is practically obsessed with preventive medicine. If you take the time to read his story, I think you’ll understand why. I’d like you to meet Steve Sinatra the man in order to better understand what motivates Dr. Sinatra the physician and how he came to write this book.

There’s a lot Steve hesitates to share about himself, but I feel it’s important that you see him as a person, not just as a doctor. When you do, I think you’ll understand better why he’s so carefully chosen the path he’s followed in his own life, and why what he has to offer you is so valuable. It’s also my hope and prayer that reading his personal story will, just maybe, give you cause to take a moment to reflect on your own story, and why you’re here at this point in your life, selecting this particular book for yourself.

IN THE BEGINNING

My first “meeting” with Dr. Stephen Sinatra was a telephone conversation. They wouldn’t put my call through to Mom’s hospital room for some reason. I was at home, getting my children off to school. Little did I know that Dr. Sinatra had just brought my dear mother back to life minutes before he picked up the phone at the nurses’ station to speak with me.

You see, one summer when she was in her late fifties, Mom developed an irregular heartbeat. Her first morning in a hospital for observation, Mom’s arrhythmia took a drastic turn for the worst. Abruptly, without warning, her heart just stopped. Her skipping heart had paused but hadn’t restarted itself. Her monitor alarm went off, and many hospital personnel rushed through the halls to save her. Steve quickly responded when he heard the code blue called to her room.

Mom had neither a pulse nor a heartbeat. In between CPR compressions, Steve quickly and expertly threaded an emergency pacemaker wire into her heart chambers. Remember, I’m a cardiac nurse, and I’ve never heard of a physician being able to do that! Most cardiologists would have waited for the benefit of fluoroscopy that day, in order to visualize their path as they snaked that pacing wire into the heart.

But there was no time to wait for X rays, so Steve saved my mom’s life by feeling his way into her heart chambers with this precious lifeline. The pacemaker successfully “captured” a new heartbeat … then a second … then a third. Mom had herself a second lease on life. Needless to say, as a nurse, I was only a bit short of dazzled by Steve’s skill as a cardiologist. And as a daughter, I was incredibly touched and grateful to have my mother back with us. But that’s Steve: a quick and decisive thinker when the chips are down.

It would be many years later that I would come to know Steve better when we worked at the same hospital. It was then that I came to realize that his emergency room skills were only a very small part of his medical expertise. His uncompromising commitment to promote the very best care for his patients has made him the type of doctor that you too can count on. You see, there’s no fooling a nurse who works alongside doctors all day long. For my husband, medicine isn’t just a career; it’s a calling shaped by his own personal experiences of health and loss, life and death.

MY HUSBAND’S HEART BREAKS, TOO

As cardiologist and CCU nurse, we’d resuscitated many a close call together in our coronary care unit over the years. But it would be one fate-filled New Year’s Eve when I would come to appreciate how tragedy had touched Steve’s own family life as well. We were both single parents then. I was on duty in the CCU. He’d traveled to Long Island with his young son to spend New Year’s Eve with his parents after a conference he’d planned to attend had been canceled. His last-minute change in plans was more than a chance event—I believe that God meant him to be there for his father that afternoon.

Steve had barely made it through the front door of his childhood home when his father called for help, then collapsed on an upstairs bedroom floor. The son worked frantically to revive his own dad, but to no avail. Steve’s father died in his arms.

Steve called the CCU that evening to talk, still in shock. Tears always well up in my eyes when I recall Steve’s anguish that night. Over and over he kept repeating, “With all I know, with all I’ve trained hard to do, I couldn’t even save my own dad!”

Steve was soon to learn that no one could have saved his father that heartbreaking day. An autopsy revealed that his aorta had suddenly ruptured, with no warning signs. God had called him home.

Losing his dad was a shock to Steve and his whole family. You see, no one had really worried about Dad’s health. He was the strong one, the vibrant one, so full of energy, life, and love. It was his mom who was always the big concern. She’d been so frail for so many years.

One of the things that I feel makes Steve a truly great cardiologist is his ability to anticipate what could go wrong with each patient, and intervene in advance as much as possible. He doesn’t have a crystal ball, mind you, though sometimes I do tease him about his overly developed sense of “dread.” But, I also understand all too clearly where his medical intuition came from and why it makes him a cutting-edge physician.

CHILDHOOD HEARTBREAKS

Steve had learned all too early that life can be tenuous. He was just a ten-year-old boy, enjoying a safe and secure childhood, when his mom started losing her eyesight from glaucoma at only thirty-five years of age. Imagine! She was terrified of going blind, as her own mother had. In those days, the 1950s, this eye malady was treated with huge doses of corticosteroids. Looking back, Steve’s still not convinced that physicians back then really knew for sure what they were doing with glaucoma, despite their best intentions. The results of treatment with such strong drugs were devastating.

Long-term steroid therapy caused Steve’s mom to develop diabetes. Mom was a very “brittle” diabetic, meaning that her blood sugar levels were nearly impossible to control. It was not unusual for ten-year-old Steve to come home from school to find his mother unconscious on the kitchen floor in a diabetic shock or coma. He had to have been terrified on a daily basis that his mother would die and his world would fall apart. In fact, when I first met Steve’s seventh-grade girlfriend, she told me that even then he spoke of wanting to “fix” his mom, and wrote school papers about finding a way to do so.

As she aged, Steve watched his mom develop more complications of diabetes: heart and kidney disease that robbed her slowly but steadily of her health and vitality. She rallied against cancer of the skin, breast, and colon. Her vision slowly faded away. She misjudged a doorway and fell down a flight of stairs, fracturing bones in her back, her arm, and her face. Watching his mother suffer and struggle with chronic debilitating illnesses, Steve resolved to become a doctor, and recommitted himself again and again.

THE MAKING OF A CARDIOLOGIST

Steve got himself through college as the result of hard work and a wrestling scholarship. He juggled his time between studying and sports, wrestling meets and practices and sessions of hitting the books. By 1968 he’d started medical school in upstate New York, at a place he lovingly refers to as “Albany Med.”

Medical training is an intense, grueling experience. Steve calls it the days of the “iron men.” The demands traditional medical training placed on interns and residents in those days were dehumanizing. They were expected to work incredibly long shifts, grab food on the run, and make do on what little sleep they could get. (To this day, Steve can fall asleep on the rocks while taking a break from fishing—a skill that I’m sure he developed in med school.)

For many young doctors, the only way to deal with the suffering and death all around them is to cut off their feelings. Steve was ever mindful to avoid this emotional shutdown as much as he could. He stayed focused on the reason he’d chosen medicine—to help and care for people like his mother. But still, the demands of his career got to him at times as he rushed from one emergency to the next, wild to get there in time to make a difference. I saw it myself on many an occasion.

Somehow, though, his compassion and his vision didn’t falter despite the many, many years of crazy hours and very little sleep that it took to become a cardiologist. But there were days, as Steve would later admit, that he momentarily lost touch with his own heart. It was usually a patient at the hospital or in the office that would help to bring him back. I recall one of his favorite stories. One Christmas morning in the late 1970s Steve attended to a patient who would gift him with a Christmas present; he changed the way Steve approached his role as a physician.

On that cold, snowy day Steve was called to the ER to treat a heart attack in progress. Ischemia (lack of blood flow to the heart) had caused this fellow’s heart rate to drop to 20 beats per minute, barely compatible with life. The clock was ticking again, and luckily, my husband was able to successfully implant another temporary pacemaker. When the crisis was over, Steve paused as he reviewed the man’s chart. It revealed a long history of high cholesterol and uncontrolled blood pressure, with stressors in his personal life. It was clear how this patient had wound up in the emergency room.

Caring for this gentleman, and pronouncing dead the many whose first symptom of heart disease had been a sudden fatal heart attack, Steve became convinced, long before the American Heart Association would, that there had to be a better way. He realized that to be a more effective doctor, he needed to find ways to prevent folks from getting to this point of health crisis in the first place. It was a revelation and a no-brainer at the same time.

Steve was and is a big believer in modern medical techniques for one simple reason: They work. They save lives. But he began to feel that healing wasn’t just about heroic saves. It must also be about preventing disease—and that means exploring every option to keep people strong and healthy.

THE FIRST AHA!

Steve started looking around for ways to treat his patients holistically, at first researching the roles of nutrition, exercise, and the emotions in health and illness. Steve’s quest for answers was crystallized after talking with Jacob Rinse, a Dutch scientist who was still as sharp as a tack at ninety-one. The sprightly nonagenarian shared with Steve his own cure for atherosclerosis—a nutritional concoction that included lecithin, choline, and targeted vitamins. Always the skeptic, digging deeper for the hard science, Steve didn’t completely buy into everything that Rinse would say that day. But he had to admit to himself that the Dutchman did offer impressive evidence on the value of nutritional healing. It was to be a quiet “aha” moment that would bring Steve an intriguing insight into a new approach to cardiovascular health and illness.

It was also at this time that Steve had begun a psychotherapy training program. He had repeatedly observed a close connection between stress and cardiac events in his medical practice. For example, Steve cared for a prominent attorney who became so angry at a teenager for scratching his car that he had a heart attack. Another patient, a long-distance trucker, developed serious cardiac problems as he struggled to meet unrealistic driving deadlines. It became clear to Steve that the stress-disease connection was a problem that cut across socioeconomic lines and that he needed to address mental health issues if he was to make an impact on physical health.

But there was yet another “aha” twenty years ago. As Steve repeatedly observed certain personality traits in his cardiac patients—traits such as thinking that everything needs to be done instantly, striving to meet unrealistic goals, and achieving success at the expense of one’s own emotions—he also saw his own thirty-five-year-old face looking back at him in the mirror. He realized that if he didn’t do something about his own stress level, it could be him on that stretcher next.

Ten years of training in psychotherapy was only the first exploration Steve would make into the world we now call alternative or complementary medicine. Before Steve recommended body therapies such as Rolfing or nontraditional interventions such as chelation, he’d try them himself. He was as committed to maintaining his own health as much as that of his patients. He also discovered that as he learned more about himself, he could understand more of what was going on with others. To this day, his patients are amazed that, in a fifteen-minute office visit, Steve can recognize their anger, their sadness, or their emotional pain. To know oneself is to better understand others, and no one exemplifies that better than Steve.

While many physicians grumble about recertification in their own fields, Steve has spent extra years to add credentials to his board certifications in internal medicine and cardiology. He trained diligently for five years to become certified in bioenergetic psychotherapy, giving him the title of CBT, or Certified Bioenergetic Therapist. He has passed difficult and rigorous qualification exams for the American Academy of Anti-aging Medicine and the American Board of Nutrition, which have awarded him certification as an antiaging and certified nutrition specialist (CNS), respectively.

Steve loves to learn, and he values the process of certification. But as you read on in this book, you’ll also appreciate how he calls upon the full range of his education, expertise, and experience to advise his patients. His multifaceted approach to lowering blood pressure incorporates all his areas of specialization in order to treat the whole problem of hypertension.

DOC, YOU GIVE ME HOPE

Most of Steve’s patients could care less about all the degrees and awards displayed on his wall. They have a more basic reason to trust and respect him: He’s changed their lives. I remember one gentleman from Florida who wrote us a beautiful letter that began with the words “You guys gave me hope.” All the other doctors he’d seen had given up on him, advising him that he had very little time left. But Steve didn’t see it that way. He helped this man focus on the positive aspects of his health in order to harness his own innate ability for healing. And it was that sense of not giving up—of instead instilling hope—that assisted the patient to pull strength from a place deep in himself. Steve calls this approach “the medicine of hope,” and it can work in a way that’s a step beyond what drugs have to offer.

When a patient first comes to see my husband, he or she is often frightened, discouraged, and overwhelmed. Steve explains simply that even small changes can have a big impact on a person’s health. He encourages his new patient to think for a moment and then select one place to start. So far, each new patient has found two things in his or her office visit with my husband: a place to start, and a smile. And equally as important, the patient finds that small successes add up to one big difference.

You see, small steps can gradually lead you to feeling stronger and even younger. Small steps can save your life. That’s what Lower Your Blood Pressure in Eight Weeks is all about: taking small steps, week by week, until you get there.

A LIFETIME OF LEARNING

Steve never stops reading and reviewing medical literature to help his patients. And he’s found that most people are smart enough, savvy enough, and self-directed enough to want more information than they can possibly receive in a fifteen-minute office visit. So over the years he has often shared his findings with them, sending them home with several articles that Steve felt would be of interest to them, complete with his notations in the margins. In fact, one day a patient pulled out a large cardboard folder bulging with clippings, reprints, and personal notes that Steve had been giving her over time. She waved the folder at him, exclaiming, “Doc, you’ve got to write this all down in a book!”

Another “aha” moment.

Steve took her advice to heart and then some. He’s now written six books, all packed with the latest medical research and practical information that he’s convinced his patients can use to help themselves. He’s written books on preventive cardiology, cardioprotective nutrients, women and cardiac problems, and even how your emotions affect your heart. You’d think that six books would be enough, but they haven’t been.

After his first few books were published, even Steve himself was amazed at the deluge of letters, postcards, faxes, e-mails, and phone calls from people all over the country who’d seen him on TV or heard him on the radio. They wanted to know about treatments and surgeries, supplements and nutrition, heartbreak and heart disease. Seems they just couldn’t get satisfactory answers from their own physicians. It was virtually impossible for him to keep up with the demand, but Steve had recognized a real need out there. So had the progressive publishing company that was on the lookout for a cardiology newsletter editor. Steve and Phillips Publishing got together and HeartSense was born. It was a monthly newsletter covering the wide variety of cardiac concerns that folks have expressed. Now people could have more of him, and he could reach thousands each month.

I found that HeartSense was as exciting for Steve to create as it was for our subscribers to read. Finally he had found an outlet for all the information he’d gathered on his quest for the best possible treatments. Soon, though, folks wanted to know about a lot more than heart disease, so a second-generation newsletter was birthed in 2001: The Sinatra Health Report.

This offers cutting-edge information on integrative medicine, encompassing nutrition, targeted supplements, exercise, antiaging strategies, and the many links between mind and body. It addresses all kinds of health topics, from autoimmune disorders and cancer to Alzheimer’s disease and cardiac problems.

From the letters and comments that come in, we can see that the publication is meeting its goal in providing vital—and sometimes lifesaving—information that readers desperately need. No one is more up to speed on the research on conditions such as hypertension than Steve. He continues to maintain a busy lecture schedule at conferences, where he meets with medical professionals who are experts and researchers in their own fields of specialization.

WALKING THE WALK

Steve doesn’t just give lip service to a healthy lifestyle, he lives it. Sometimes he drives me crazy, but he is a man of principle. After a Vermont ski outing, we once stopped at a supermarket. Steve prowled those supermarket aisles looking for healthy, disease-fighting items for our dinner. I could hear him mumbling as the cart wheels squeaked along the floor. I knew that meant slim pickings.

According to Steve, even the healthy-looking whole-wheat breads were filled with sugar and chemicals! The canned tomato sauces were high in salt and artificial fillers, the so-called fresh vegetables limp and old. And don’t even get him started on the fatty, antibiotic-filled chickens and meats!

Steve finally settled on a package of walnuts and a small bag of organic raisins, but his experience gave him enough material for several newsletter articles. He resolved to find ways to help his readers put together healthy meals from an average supermarket.

He’ll do the same for you in this book, starting with clearing out your kitchen cupboards and moving on to recipes that feature fresh, simple ingredients.

HOW THIS BOOK BEGAN

In addition to serving as founder and medical director of the New England Heart and Longevity Center, and his nearly twenty years as director of medical education at Manchester Hospital, Eastern Connecticut Hospital Network (ECHN), Steve also maintains a large cardiology-oriented private practice. Continuing to work individually with people is what Steve feels gives him an edge over other author-doctors who have moved their practices to the library. He says it keeps him in touch with what works. I know it gives his mad-scientist side a chance to experiment a little and try out new treatment ideas, too. His patients are always the better for it.

Many of Steve’s patients have failed in their attempts to bring down those elevated blood pressure numbers through traditional diet and medication. A large number of Steve’s patients have come to him after other doctors, even cardiologists, have been stymied as to how to bring their blood pressure under control. As he’s worked with each patient, Steve’s jotted down instructions for them to follow at home: menus, recipes, exercise routines, and schedules for targeted supplements. He’s had years to notice what works and what doesn’t. But the volume of patients and questions grew too large to be able to handle individually anymore.

Eventually, Steve recognized the need to have handouts printed. (They were often easier to read than his handwriting, anyway.) Over time, the stack of “Steve’s Sheets,” as they came to be known, kept growing. Newsletter subscribers, most of whom live at a distance from us, were asking for more. Then, as his local patients began requesting material for their friends and family in other states, Steve knew it was time to write another book: this book.

Now you, too, can reap the benefit of what Steve has learned from working with hypertensive patients all these years.

There’s no magic bullet or quick fix that will get your blood pressure down to a healthy level. Instead, Steve’s progressive eight-week program has at its foundation his concept of the four pillars of good health: diet, supplements, stress reduction, and exercise. Each component of his approach includes a number of lifestyle changes. Steve has learned that if he gives patients the complete list of instructions in a single office visit, they get overwhelmed, find them harder to follow, and are more likely to be unsuccessful.

But by the end of Steve’s eight-week plan, most patients find that their blood pressure has dropped so significantly that they can start cutting down on the number and dosage of the medications they’ve been taking. Not infrequently, over time they are even able to eliminate medication entirely. That could happen for you if you follow this plan.

Steve has found that gradually building the program concepts provides the support patients need to succeed. And there’s another reality that’s promoted the writing of this book: Most people cannot come to the New England Heart and Longevity Center. Even for those who can, Steve hasn’t the kind of schedule that would allow him to see many people on a weekly basis for two months.

So Steve has written this book to bring his unique blood-pressure-lowering program to you, right in your own home.

The step-by-step, week-by-week guidelines in this book will put you on the road to lowering your blood pressure safely and effectively. Chapters are organized to build your knowledge base and gradually introduce information and selections to enhance your success.

Chapter 1 provides you with an overview of high blood pressure as a health problem, along with a thumbnail sketch of traditional medical interventions currently in use. Your primary focus in this first week is to get some background on the topic, so you are motivated to move forward into action.

Chapter 2 is Week 1 of your actual lifestyle change. You’ll read about Steve’s Pan-Asian Modified Mediterranean eating plan, or PAMM diet for short, and why it’s the best dietary approach to bring those blood pressure numbers down, down, down. You’ll then be stepping into your own kitchen to pitch and toss foods that will thwart your blood pressure lowering efforts. Your primary activity this week is to restock your refrigerator and pantry with items you’ll be needing to stay with the program. You’ll be getting weekly updates on foods in the remaining chapters

Chapter 3 focuses on the various nutritional supplements that you’ll be adding to your program weekly, in addition to your first “Diet Update.” Chapters 4 and 5 follow the same format, introducing first exercises, then mind-body techniques. After these topics are explained, then each subsequent chapter will provide you with weekly updates on these special areas of focus. By Week 6, each chapter will contain update sections on diet, supplements, exercise, and mind-body approaches so that you can add variety to your program, creating a lifelong plan you can live with.

I hope you find that Lower Your Blood Pressure in Eight Weeks has come to you at just the right time in your life to make that all-important difference. Just by buying this book, you’ve taken that critical first step on an incredible health journey. I’m so glad that you’ve decided to come along and join the ranks of “Sinatra survivors”!

I wish you the very best of health.
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Hypertension 101

Maybe you’re picking up this book because you’ve just been told you have high blood pressure and you’re looking for some answers. Or maybe you were diagnosed a long time ago and you’re just tired of taking all that medication. Or perhaps traditional medicine has failed to keep your blood pressure under control, and you’re searching for a new approach.

Well, my friend, whatever your reason for opening this book, I’m just glad you’re here. High blood pressure is something you need to know about, and something you need to take seriously. I hope this book informs you and provides you with some new options. I’ve learned a lot about treating hypertension these last thirty years, and I’ve found some really novel approaches that have turned my patients’ lives around, so I think I can help.

It’s hard to overstate the impact of high blood pressure on our health, but let’s just start with the cold, hard facts:


• Fifty million Americans (one out of five) have high blood pressure.

• Hypertension is more common in men and in folks over sixty-five years of age.

• More than half of people over sixty-five are hypertensive.

• High blood pressure is more common in African Americans than in white Americans.

• Hypertension is serious because it places you at increased risk for blindness, kidney damage, heart disease, an enlarged heart, heart attack, and stroke.

• We spend more than $3 billion on antihypertensive prescription drugs, more than for medications for any other diagnosis.

• According to the National Heart, Lung, and Blood Institute, 26 percent of people on medication for hypertension still have unacceptably high blood pressure.

• Despite new drugs and diagnostic techniques, the death rate from hypertension has risen 36 percent in the past decade.



Clearly, traditional drug and diet therapies for hypertension are falling far short of their intended goals. I believe that part of the problem is that, as physicians, we’re taught to refer to the step-by-step process of a one-size-fits-all algorithm in designing a program of care for our hypertensive patients. What’s an algorithm? Basically, it’s a step-by-step protocol to be followed. In treating hypertension, the algorithm goes something like this: Step one is that we are to prescribe drug A. After a month or so, if treatment A doesn’t work, then we are to prescribe drug B. If B worked somewhat but we didn’t get the results we were seeking, then we add in drug C, possibly juggling the dose of A or B. A typical algorithm doctors follow for treating blood pressure includes the following: a diuretic first, followed by a beta blocker or calcium channel blocker, then an ACE inhibitor or angiotensin receptor blocker (ARB). This is a very structured, precise system … but that’s just not how the human body functions.

Now don’t get me wrong. There is an appropriate place for algorithms. They work best in an emergency situation such as a hypertensive crisis or a heart attack, when time is critical and the physician may have just met the patient and knows little about him or her. Algorithms establish the standard of care that you receive, and that’s a good thing. But once the crisis is over, you want to receive a more personalized treatment plan that takes into consideration your personal needs and your own physiology.

Each of us is an individual, with a unique body chemistry and physiology. An algorithm can only work so far, for I have found that blood pressure control is really more of an art than a science. As a cardiologist, I need to tune in to each individual to design a hypertension reduction program that gets at the root of his or her problem. To understand how this approach works, I need to explain some of the basic concepts behind the problems. Let me fill you in on what I consider as I sit across from a new hypertensive patient who’s seeing me in my Heart Center.

Simply stated, blood pressure is a measurement of how hard your heart has to work to circulate blood through your body. Chronically elevated blood pressure can hurt your body in a number of ways, primarily by adding to the workload of your heart and arteries. And when your heart must work harder than normal for a long period of time, like any other muscle in your body, it gets bigger and bigger. Slightly bigger may be okay, but if your heart gets extremely enlarged and sluggish, it will begin to fail. Then it will have a hard time meeting your body’s oxygen demands.

When your blood pressure is too high, the excessive shear force of blood coursing over your arterial walls causes the cells there to become weakened and porous. Put simply, when the pressure in your heart and vascular bed is high, the blood goes through the twists and turns of your arteries much like race cars hugging the walls on the tight turns in the Indy 500.

Over time, the blood’s high shear force under pressure wears down the healthy, glistening surface of your arterial walls, carving out little vulnerable patches. These worn, inflamed areas are open invitations to toxic substances such as heavy metals, the chemicals in cigarette smoke, high insulin levels, or excessive amounts of low-density lipoprotein (LDL) or “bad” cholesterol that are just looking around to take up residence somewhere, preferably the smooth muscle lining of your coronary arteries and arteries in other locations such as the brain and neck.

Add to this the fact that as you age, your arteries become stiffer and less elastic, decreasing their ability to stretch with the pulsation of each heartbeat. Picture this scenario as it builds momentum with time, and you have an image of what’s going on in your own body, right now, if your blood pressure is still elevated. There’s no time to waste. You must take action.

I hope that now you have a better understanding of how high blood pressure tends to speed the process we called atherosclerosis or arteriosclerosis. Hardened or narrowed arteries may not be able to supply the amount of blood your body’s organs need; the end result is that they can’t work properly. Another risk is that a blood clot may get stuck in an artery roughened and narrowed by atherosclerosis, depriving part of the body of its normal blood supply and potentially resulting in a stroke or a heart attack.

If a blood vessel gets clogged in the brain, you can have what we call a thrombotic stroke (thrombus = clot). Or you can have what we call a hemorrhagic (bleeding) stroke if a cerebral artery wall weakens to the point of rupture. A heart attack used to be called a coronary thrombosis, referring to a blot clot lodging in a coronary artery, cutting off blood flow to a region of the heart muscle. Now we use the term “myocardial infarction” (MI), which indicates the damage it causes (myo = muscle, cardio = heart, infarct = area of tissue death).

THE STATISTICS ARE STAGGERING

Now you can better understand the statistics. Compared to people with controlled high blood pressure, people with uncontrolled high blood pressure are:


• seven times more likely to have a stroke

• three times more likely to develop coronary heart disease

• six times more likely to develop congestive heart failure (CHF)



Untreated, high blood pressure is the number one cause of strokes. And hypertension didn’t get the nickname “the silent killer” for nothing. Often a person with hypertension has no symptoms warning of the condition, so high blood pressure can go undiagnosed for years. That’s where regular checkups and blood pressure screening programs come in, and I advise everyone to take advantage of them.

We’ve just looked at how hypertension can cause heart disease, but note that it actually triples your risk for it, and that’s independent of other traditional risk factors you may have, including family history, obesity, smoking, elevated lipid levels, sedentary lifestyle, being over fifty, being male, and stress. I even check for newer risk factors such as Lp(a), C-reactive proteins (CRP), oxidized LDL, homocysteine, and others that are screened with blood testing. Lp(a), for example, is a highly inflammatory cholesterol particle that accelerates artherosclerosis.

In fact, the combination of elevated Lp(a) and high homocysteine puts people at even greater risk for a coronary event. Add high blood pressure to the mix and you’re in double handcuffs. For a woman with high blood pressure and high blood levels of homocysteine (a free-radical-inducing amino acid that causes premature aging of blood vessels), the incidence of stroke is twenty-five times higher than for the general population. So if you’re a hypertensive women who doesn’t know her homocysteine level, then I suggest you ask your doctor to check your blood, because reducing homocysteine is critical but simple—all you need is B vitamin support in order to lower your risk of stroke. And if you’re a woman with high blood pressure and a family history of stroke, call your physician today to have a test ordered. Remember my motto: Prevention is always easier than cure.

Congestive heart failure happens when the heart is unable to pump enough blood to meet the needs of the body’s tissues. Your heart muscle can become weak due to a variety of causes, such as scarring from heart attack(s), stretching and enlargement from hypertension, or other pathological conditions. The bottom line is that a weak heart can’t keep the blood moving in a forward fashion; some of it backs up to the lungs, then the tissues. Folks with CHF may notice swollen ankles and fingers. A doctor or nurse can even hear fluid crackling in the lungs with a stethoscope. When the fluid backs up abruptly, making it nearly impossible to breathe, then CHF has progressed to pulmonary edema, a medical emergency.

The long and short of it is that high blood pressure puts you at high risk for the medical problems I’ve described and others, including damage to your kidneys, your eyes, and more.

WHO GETS HIGH BLOOD PRESSURE?

Hypertension is an equal-opportunity disease. Rich or poor, black or white, male or female, high blood pressure can strike anyone, often without warning. Unlike other diseases and ailments, you can’t feel high blood pressure and it isn’t heralded by chest pain, dizziness, or any other signs of an imminent problem.

And, as you can imagine, because there are no symptoms or warning signs, nearly one-third of the fifty million Americans walking around with hypertension don’t even know that they have it. All too often, the first sign of trouble is a stroke or heart attack.

Practically every day in my office, a patient is shocked and frightened to be told that his or her blood pressure is too high. While no one wants to hear bad news, I assure the patient that the discovery of hypertension is the best thing that could have happened! Now that we know there’s a problem, we can at least do something about it. It didn’t take a crippling stoke or fatal heart attack to reveal the threatening situation.

While we don’t fully understand the causes of hypertension, some people seem to be more likely to develop the problem. African Americans develop high blood pressure more often than whites, and for them it also tends to occur earlier and be more severe. In fact, hypertension affects about one out of every three African Americans. And I have to tell you that African American women are actually my toughest population to treat for blood pressure. In fact, after twenty-five years, I can honestly say that for black women, pharmacological agents alone are almost never successful. They are one group who more often needs to add lifestyle modifications, such as diet and exercise, to help reduce body mass index (if overweight status is the problem causing the hypertension). Additionally, Mexican Americans and other Hispanics are more likely to suffer from high blood pressure than white Americans.

Heredity also seems to play a role. Hypertension runs in families, so if your parents or other close relatives have high blood pressure, then you’re more likely to develop the problem. In general, advancing age is a risk factor for developing high blood pressure; it occurs most often in people over age thirty-five. Men seem to develop it most often between thirty-five and fifty, while women are more likely to see their blood pressure start climbing after menopause. Men have a greater risk of becoming hypertensive than women until age fifty-five, when their respective risks are similar. But by the time they’ve reached age seventy-five and beyond, women are more likely to develop high blood pressure than men are.



WHITE-COAT HYPERTENSION

Anxiety, stress, fear, and worry can influence blood pressure levels. Some people experience high blood pressure only when they visit the doctor’s office. This condition is called “white-coat hypertension.” The name reflects the fact that blood pressure rises when the doctor walks into the exam room in his or her white coat. If your doctor suspects this, you may be asked to monitor your blood pressure at home or wear a device called an ambulatory blood pressure monitor. This device is usually worn for twenty-four hours and can take your blood pressure every thirty minutes.

If you suffer from white-coat hypertension, here are some tips for taking more accurate readings at home or at the doctor’s office:


• Do something relaxing beforehand.

• Avoid caffeine, smoking, or exercising before taking a reading.

• Take your reading in a serene place.

• Do it at the same time each day.

• Remove your arm from your sleeve instead of simply rolling up your sleeve.

• Breathe deeply.

• Don’t talk during the reading.

• Wait up to ten minutes between readings to allow blood vessels to return to normal.







WHAT IS BLOOD PRESSURE?

Your blood pressure reading consists of two numbers: The top number represents the force of contraction of the heart’s left ventricle, and the lower number corresponds with resistance to blood flow in the arterial walls. Everybody has and needs blood pressure. Without pressure gradients, the blood can’t circulate through the body. Without circulating blood, vital organs can’t get the oxygen and food that they need to work. Every cell in the body requires constant blood flow to transport oxygen and other nutrients to it as well as to remove waste products.

Here’s what happens: When the heart beats, it pumps blood to the arteries and creates pressure in them. This pressure—blood pressure—results from two forces. The first force is created as blood pumps into the arteries and through the circulatory system, while the second is created as the arteries resist the blood flow. It is recorded as two numbers—the systolic pressure (as the heart beats) over the diastolic pressure (as the heart relaxes between beats). The measurement is written one above or before the other, with the systolic number on top or first and the diastolic number on the bottom or last. Blood pressure is measured in millimeters of mercury, which is expressed as mm Hg.

Another thing about blood pressure is that it changes constantly. With each beat, the heart exerts a surge of pressure that sends blood through the body’s arteries. Influencing it is the time of day (for example, blood pressure is lowest in the morning), your psychological state, and even how much physical exertion you do. Anxiety and anger are two emotions that are particularly good at raising your blood pressure.

Later, we’ll get into the details of how blood pressure is generated.



Blood pressure of less than 130 over 80 is considered normal for adults. A systolic pressure of 130 to 139 or a diastolic pressure of 85 to 89 needs to be watched carefully. A blood pressure reading equal to or greater than 140 (systolic) over 90 (diastolic) is considered high.
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WHAT IS “NORMAL”?

A systolic blood pressure (the upper or first number in a blood pressure reading) below 130 and diastolic pressure (the lower or second number in a blood pressure reading) below 80 are considered normal. National recommendations advise doctors to treat blood pressure when it goes over 140/90. Such treatment can include weight loss, stress management, targeted nutritionals, and/or blood-pressure-lowering drugs.

About 70 percent of people with high blood pressure have mild to moderate hypertension, which refers to systolic pressure between 140 and 159 and diastolic pressure between 90 and 104. While it’s tempting to think that heart attacks occur only in people with extremely high blood pressure, it’s not exactly accurate. About two-thirds of all heart attacks occur in people whose blood pressure is only mildly elevated.

HOW CAN YOUR DOCTOR TELL IF YOUR BLOOD PRESSURE IS ELEVATED?

You can find out if you have high blood pressure by having your pressure checked regularly. Most doctors will diagnose a person with high blood pressure on the basis of two or more readings taken on different occasions. They will probably use a device called a sphygmomanometer (pronounced “sfig-mo-ma-no-me-ter”). This common test involves wrapping an inflatable cuff around your upper arm. Air is pumped in, and you feel the cuff get tighter and tighter until your circulation is cut off. Then a health care professional will place a stethoscope on the artery just under the cuff and listen to the sound that your blood makes as air is released from the cuff. At first there is silence. Then as the air is slowly let out of the cuff, blood flow resumes at the point where the pressure in the cuff is equal to the pressure in the left ventricle of the heart, and that can be heard through the stethoscope.

Named after the phase in the cardiac cycle that we call systole, when the left ventricle contracts to eject blood out into the aorta, the largest artery in your body, the systolic reading reflects how high the pressure forces a column of mercury to rise in a tube. That’s why blood




TREATING BOTH “NUMBERS”











THE CAUSES ARE AS ENIGMATIC AS THE SILENCE























The X Files


















PHARMACOLOGICAL DRUGS




Choices, Choices, Choices





	Drug Class, Examples
	Method of Action
	Typical Side Effects



	ACE Inhibitors
Altace (ramipril); Capoten
(Captopril); Lotensin
(benazepril); Monopril
(fosinopril); Prinivil/
Zestril (lisinopril);
Quinapril (accupril);
Vasotec (enalapril)
	Blocks the conversion of
of angiotensin I to
angiotensin II (A-II).A-II is one
of the main hormones that
causes blood vessel
constriction, which contributes
to hypertension.
	Cough; dizziness; kidney
dysfunction; excessive
potassium retention;
taste alteration.



	A-II Receptor Blockers
Cozaar/Hyzaar (losartan); Diovan (valsartan)
	Blocks action of angiotensin II (see ACE inhibitors).
	Well tolerated.



	Calcium Channel
Blockers
* Rate-limiting: Calan SR (verapamil); Cardizem/Cartia/Dilacor/Tiazac (diltiazem)
* Non-rate-limiting: Adalat/Procardia (nifedipine); Norvasc (amlodipine); Plendil (felodipine)
	Both classes of calcium channel blockers dilate blood vessels, reducing blood pressure.
	* Rate-limiting: fluid accumulation; slow heart rate; congestive heart failure; GI disturbance.
* Non-rate-limiting: edema; heart palpitations; faster heart rate; headache; GI disturbance.
* Both can weaken the heart muscle.



	Beta Blockers
Corgard (naldolol); Inderal (propranolol); Lopressor (metoprolol); Tenormin (atenolol); Ziac (bisoprolol + hydrochlorothiazide)
	Decrease heart rate and heart output; interfere with the production of renin, a hormone that increases blood pressure.
	Bronchial spasm in asthma patients and COPD patients; increase in triglycerides; nervous system disturbances (confusion, nightmares, depression, excitement); slow heart rate; left ventricular dysfunction; impotence.



	Diuretics
* Thiazide: hydrochlorothiazide
* Loop: Bumex (bumetanide); Lasix (furosemide)
* Potassium-sparing: Aldactone (spironolactone); Aldactazide (hydrochlorothiazide +spironolactone); Maxide/Dyazide (hydrochlorothiazide + triamterene) Dyrenium (Triamterene); Midamor (Amiloride HCL)
	These decrease the volume of blood, which decreases heart output, so less blood is being pumped through the blood vessels. With continued therapy they relax peripheral blood vessels.
	Mineral depletion, including sodium, potassium, and magnesium; increased blood glucose, LDL, and triglycerides; impotence. Loop diuretics have a shorter duration of action and generally cause more nutrient depletion.



	Alpha-Adrenoceptor Blockers
Cardura (doxazosin); Minipress (prazosin); Hytrin (terazosin)
	These drugs relax smooth muscles in blood vessel walls.
	Heart palpitations; incontinence; sexual dysfunction; dizziness; excessive lowering of blood pressure on standing; dry mouth and eyes.




Diuretics








	Diuril (chlorothiazide)
	Hydrodiuril/Esidrix/
	Lozol (indapamide)



	Enduron
	Microzide
	Zaroxolyn (metolozone)




	(methylchlorothiazide)
	(hydrochlorothiazide)
	 



	 
	Hygroton (chlorthalidone)
	 








	Demadex (torsemide)
	Edecrin (ethacrynic acid)
	Lasix (furosemide)









	Aldactone
(spironolactone)
Aldactizide
(spironolactone +
hydrochlorothiazide)
	Dyrenium (triamterene)
Maxide/Dyazide
(triamterene +
hydrochlorothiazide)
	Midamor (amiloride HCL)








	Altace (ramipril)
Capoten (captopril)
Lotensin (benazapril)
	Monopril (fosinopril)
Prinivil/Zestril
Quinipril (accupril)
	Vasotec (enalapril)










	Corgard (naldolol)
	Lopressor (metoprolol)
	Ziac (bisoprolol +



	Inderal (propranolol)
	Tenormin (atenolol)
	hydrochlorothiazide)












	Adalat/Procardia
(nifedipine)
Calan (verapamil)
	Cardizem/Cartia/Dilacor/
Tiazac (diltiazem)
	Norvasc (amlodipine)
Plendil (felodipine)









	Cardura (doxazosin)
	Hytrin (terazosin)
	Minipress (prazosin)















WHEN GOOD DRUGS GO BAD




































SUCCESSFUL BLOOD PRESSURE CONTROL
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