
Invited editorial

To be, or not to be engaged in sport
activities, that is the amletic question for
patients with coronary artery disease

Silvia Castelletti1 and Lia Crotti1,2,3,4

The strong link between physical activity and major
non-communicable diseases (NCDs), responsible for
63% of global deaths, was highlighted during the
66th World Health Assembly endorsed by the World
Health Organization (WHO).1 Indeed, to improve the
prevention of NCDs, WHO launched a global action
plan on physical activity, called ‘more active people for
a healthier world’ that should produce a 10% reduction
of physical inactivity by 2025 and a 15% reduction by
2030 (www.who.int/ncds/prevention/physical-activity/
global-action-plan-2018-2030). Unfortunately, the cur-
rent trend is going in the opposite direction, with
an increase in insufficient physical activity, mainly in
high-income countries and also with a significant
gender difference, with women being less active than
men.2 In such a context, the cardiological scientific
community has the duty to emphasise the importance
of physical activity to reduce all-cause cardiovascular
mortality3 and also the risk of sudden cardiac death
during myocardial infarction,4 and to suggest restric-
tion from sports activity only when really needed.
This is what was masterfully done by the Sport
Cardiology Section of the European Association of
Preventive Cardiology (EAPC) which has chosen
to publish a document5 of recommendations for
participation in leisure time or competitive sports in
athletes-patients with coronary artery disease (CAD)
and in this journal a brief summary of the document.6

The summary contains all the main information pro-
vided in the original document5 with the advantage for
the reader of being more schematic and straightfor-
ward. They represent an update of the recommenda-
tions from the Sports Cardiology section of the
EAPC of 20057 and are part of a series of sport recom-
mendations in different sets of patients.8–10 The choice
to update the 2005 document with more disease-specific
recommendations has the advantage of grouping more
experts for each condition and favours an easier acces-
sibility for the reader. Furthermore, this has allowed a
deeper analysis of all conditions potentially causing
myocardial ischaemia, including coronary artery
abnormalities, spontaneous dissection and myocardial

bridging of the coronary arteries, all settings that were
not included in the 2005 recommendations.

Regular physical activity is associated with health
benefits on cardiovascular function11,12 through the
modulation of a number of risk factors, including
hypertension, body weight, diabetes and cholesterol
levels. Its essential role in cardiovascular disease pre-
vention has been emphasised by all leading cardio-
logical societies in their guidelines.13,14 Furthermore,
even in patients with CAD, leisure time activity has
been shown to reduce significantly the risk of cardiac
death.15 On the other hand, patients with CAD, coron-
ary anomalies or dissection or myocardial bridging may
be at increased risk of ischaemia during exercise, when
there is an increased oxygen demand and ischaemia
could also favour arrhythmic risk in such a context.
Therefore, it is quite crucial to identify for each patient
what is the level of exercise that could be beneficial and
when the risk of adverse events could overcome the
advantages.

In such an evaluation, two major pillars should be
taken into account, i.e. the kind and intensity of sports
activity and the underlying cardiological condition of
the athlete. The document by Borjesson6 is guiding the
physician in such a difficult decision path, not always
supported by strong scientific evidence, above all in
patients with coronary anomalies, dissection or myo-
cardial bridging, whose diagnosis is increasing substan-
tially with recent technological advances.16 Indeed,
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although we now have a better understanding of the
anatomical and pathophysiological consequences of
these conditions, the evidence about athletic participa-
tion of patients with spontaneous dissection, coronary
abnormalities or myocardial bridging is scarce, high-
lighting the need of further research in these subgroups.

According to this new document, patients with CAD
should be restricted from competitive sports only when
a substantial risk of adverse events or disease progres-
sion is present. This includes asymptomatic patients
with CAD and evidence of inducible ischaemia or
arrhythmia on functional tests, evidence of myocardial
dysfunction, the presence of at least one critical coron-
ary stenosis of a major coronary artery or left main
stem, dyspnoea at low exercise intensity or dizziness/
syncope on exertion, or a high degree of myocardial
scarring on cardiac magnetic resonance imaging. All
other patients, considered at low risk of cardiac
events, may be selectively advised to participate in com-
petitive sports; however, as a measure of caution,
restrictions may apply for certain sports with the high-
est cardiovascular demand and for old athletes.

The new section dedicated to non-CAD-related
myocardial ischaemia includes patients with congenital
coronary artery anomalies (CAA), coronary artery
dissection and myocardial bridging. Their inclusion in
the document is really important as they are among the
most frequent causes of adverse events at younger
ages.17 Participation in high-intensity sports is discour-
aged for those patients with CAA originating from the
wrong sinus, with acute angled take-off from the aorta
and anomalous coursing between the aorta and pul-
monary artery. In all other cases, an individualised
approach based on comprehensive evaluation focused
on assessing the absence of inducible ischaemia is rec-
ommended. Athletes-patients with myocardial bridging
requiring treatment, even just beta-blockers, should be
restricted from participation in competitive sports
and should be properly advised regarding leisure-time
activities. About patients with coronary dissection,
more research has been called for in the document
and, for precaution, it is suggested to restrict these
patients from intensive sport.

To be picky, a limitation of the current document
lies in the few differentiations between competitive and
leisure-time activities, essential in countries where the
two kinds of sports are differently regulated by country-
specific legislation that affects the practice of the sports
physician.

Overall, the document is an invitation to participate
in sports, with reasonable precautions, and this is also
reflected by the two main terms utilised by the authors
throughout the paper: ‘coronary artery disease’ and
‘patients-athletes’. The decision of the authors
to replace ‘ischaemic heart disease’, used in the 2005

document, with ‘coronary artery disease’ highlights
that the presence of coronary disease does not equal
an ischaemic disease which instead should be carefully
periodically assessed in order to allow the largest
number of patients to take part in sports safely. Also
the term ‘patients-athletes’ to define the subjects is a
notable choice. This reflects the well-known concept
that a healthy lifestyle together with physical activity
is a cornerstone not only for primary but also for a
patient-tailored secondary prevention.13,15,18 Indeed,
sport is important in the rehabilitation process; how-
ever, individuals who have already experienced ischae-
mic problems may be more reluctant to engage in
physical activity, therefore both athletes and patients
who have never been engaged in sports should be reas-
sured through a careful yearly assessment and allowed
with reasonable precautions to participate in sports.

In conclusion, sedentary behaviour is a major
modifiable risk factor in patients with CAD, not yet
adequately treated as clearly outlined by the
EUROSPIRE V results, that showed in more than
8000 patients with CAD that 66% of them were
not physically active.19 Clearly, better information/
motivation of the patients is needed, but this must be
implemented through an improved education of
prescribing physicians. In this setting, the new recom-
mendations for participation in leisure-time or competi-
tive sports in athletes-patients with CAD represent a
welcome and timely update, encouraging sports and
helping the physician in its prescription.
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