
So if everyone were to undertake to eliminate one or more risk factors, the number of deaths would 

be reduced. 

Alas, mortality is not reduced, it can only be postponed and we have no idea how we will be in the years 

that we will live longer. Research usually tells us the likelihood of an event reducing over a certain 

amount of time, but not how many years or months those with fewer risk factors will live longer on 

average. 

You seem to me aware that it is difficult for a person to change their habits. What the doctor asks of the 

patient is an individual commitment, in analogy with economic liberalism. Your health as well as your 

chance to find a job or make a career is entirely your responsibility. Is this a correct approach? 

It is true that the responsibility for health, which instead has a large environmental component, is 

reversed on the individual. It has long been known (and many surveys on residents of the Piedmont 

region confirm this) that those who live in poor areas or neighborhoods of a city are more likely to have 

a heart attack. 

Is it the fault of the unhealthy environment? 
No, it is not the environment itself unhealthy. The fact is that in deprived areas there are people who 

pay less attention to their own health, have less economic resources to feed themselves, take care of 

themselves, distract themselves. In October 2011, the results of an unusual research were published in 

the New England Journal of Medicine. 

 The Chicago Department of Urban Development 

considered 4,500 mothers who lived in a 

neighborhood with a high poverty rate: a third of 

these women were offered an economic 

contribution only if they moved to an area with a 

low rate of poverty. poverty; a non-repayable 

financial contribution to a third party and nothing 

was offered to a third party.  

After about ten years, the women were contacted 

again and it was found that obesity had decreased by 7% among women who had moved to a less poor 

neighborhood than those who had had an economic contribution while continuing to reside in the same 

neighborhood. 

So is the dream of health for all that inspires universal public health services nullified? 
It is not possible to imagine, let alone implement, a health program for everyone: there are diseases and 

people die. It is part of human nature. Much has been done and more can be done to improve health for 

as many people as possible, but we cannot expect to make everyone feel good from the day they are 

born to the day they die. 

 However, it is necessary to work on several levels. It is important to launch programs that encourage - 

with information activities and offering economic incentives or savings - the adoption of measures to 

facilitate a healthy lifestyle. 



 Information should be targeted in cognitive and motivational terms at the most deprived sections of the 

population and economic incentives should encourage the consumption of low-calorie, low-sweet, low-

salty, low-fat foods and the use of sports equipment. 

What do you think about the various laws adopted or proposed for example on the intake of unhealthy 

foods? 

I like to imagine a society that does not blame the single individual, but intervenes with structural 

choices. It is not a question of imposing dogmatic prescriptions, but of providing reasonable suggestions. 

I do not believe in taxes on unhealthy foods, but in the tax exemption of the production of foods that 

guarantee a substantial reduction in the sugar, salt and fat content.  

To understand each other: let's not be scandalized by childhood obesity, but immediately make a rule 

that prohibits television advertising of food in the afternoon hours. It would not be cheap. 

We always talk generically about cardiovascular diseases, but do you know exactly what they are and 

what they are? And, above all, do you know that by changing your lifestyle and decreasing risk factors 

you can actually decrease mortality? Here's what's important to know. 

Cardiovascular diseases: what they are 
With the term cardiovascular diseases the World Health 

Organization indicates a group of diseases that include 

coronary heart disease (disease of the arteries that supply the 

heart muscle with blood), cerebrovascular disease (disease of 

the arteries that supply the brain), arterial disease peripheral 

(disease of the arteries that carry blood to the arms and legs), 

rheumatic heart disease (damage to the heart muscle and 

heart valves caused by rheumatic fever, in turn caused by 

streptococcal bacteria), congenital heart disease 

(malformations of the heart structure present at birth), deep vein thrombosis with pulmonary embolism 

(characterized by blood clots in the veins of the legs, which can displace and travel to the heart and 

lungs). 

Ischemic heart disease and stroke are usually acute events, caused by an obstacle in an arterial vessel 

that prevents blood from flowing into the heart or brain, which arise respectively in the presence of 

coronary heart disease and cerebrovascular disease. The cause of ischemic heart disease and stroke is 

usually the presence of a combination of risk factors, such as tobacco use, an unhealthy diet, obesity, 

physical inactivity, excessive alcohol consumption, hypertension, diabetes and hyperlipidemia. 

Risk factors: what you can do 

The optimization of modifiable risk factors reduces the mortality and long-term morbidity of 

atherosclerotic cardiovascular disease. Individuals with hypertension and dyslipidemia have a greater 

risk of atherosclerotic cardiovascular disease than those with hypertension alone or only dyslipidemia, 

and this highlights the importance of considering the overall risk of atherosclerotic cardiovascular 

disease compared to individual risk factors. 



• Therefore, in order to reduce the events of atherosclerotic cardiovascular disease in a more 

effective way, instead of focusing on individual risk factors in isolation, the different risk factors 

must be modified simultaneously. 

• The cessation of tobacco use, the reduction of salt in the diet, the consumption of fruit and 

vegetables, regular physical activity and the avoidance of the harmful use of alcohol have been 

shown to reduce the risk of cardiovascular disease. In addition, to reduce cardiovascular risk and 

prevent heart attacks and strokes, pharmacological treatment of diabetes, hypertension and 

hyperlipidemia may be necessary. 

For the primary prevention of ischemic heart disease and stroke, individual health interventions must be 

aimed at people at high total cardiovascular risk (i.e. the probability of getting sick, calculated by the 

doctor, predictable on the basis of the assessment of the main risk factors (blood pressure , 

cholesterolemia, smoking habit, presence of diabetes, age, sex)) or to people with single risk factor 

levels higher than traditional thresholds, such as hypertension and hypercholesterolemia. 

• The risk of the onset of cardiovascular disease depends on the extent of the risk factors.  

• This risk is continuous and increases with advancing age, therefore there is no level at which the 

risk is zero.  

• However, cardiovascular risk can be reduced or maintained at a favorable level by reducing 

modifiable risk factors through a healthy lifestyle. 

Prevention, what else is there to know 
Secondary prevention of cardiovascular disease in patients with 

established disease, including diabetes, requires blood pressure 

control, cholesterol lowering and the use of antiplatelet drugs that 

are known to be effective in preventing further events of 

atherosclerotic cardiovascular disease. 

In the prevention of cardiovascular diseases it is therefore often 

necessary to resort to the use of multiple drugs. In this case, fixed 

dose combinations of several drugs can be useful for improving 

adherence to treatment. 

In hypertensive subjects the frequent presence of dyslipidemia and 

a high cardiovascular risk was at the basis of the development of the polypill (a fixed combination of 

some antihypertensive drugs with a statin and a low dose of an antiplatelet agent). Polypill whose use 

can be taken into consideration once the need for use of each of its components is established. 


