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In the 21st century, cardiovascular disease is the greatest cause of mortality worldwide, con-
sidering coronary heart disease and stroke together. It is also the leading cause of years of life 
lost, both worldwide and in Brazil. 

Secondary prevention of cardiovascular disease encompasses all strategies such as changes 
in lifestyle, use of medications to treat cardiovascular disease and associated risk factors and 
rehabilitation after an event, among people who have previously suffered myocardial infarction 
or stroke. The objective is simple and clear: to prevent new cardiovascular events in a high-risk 
group, as proposed by Geoffrey Rose in the 1970s.1 

Secondary prevention of coronary heart disease and stroke, especially using pharmacolog-
ical therapy, has been effective in reducing the number of new fatal or nonfatal events world-
wide. However, information about secondary prevention of cardiovascular diseases in Brazil is 
scarce. Previous studies in Brazil have identified the most formidable barriers preventing access 
to cardiac rehabilitation, which include transportation difficulties, low income, lack of insurance 
coverage and low educational level.2-4 Regarding stroke, a previous study showed that less than 
50% of patients with stroke who are attended in public hospitals and healthcare centers have any 
medical follow-up after their hospitalization at the time of the event.5

Recent data from the Brazilian Longitudinal Study of Adult Health (ELSA-Brasil) have pre-
sented similar results.6,7 ELSA-Brasil is a prospective cohort study of 15,105 civil servants in six 
cities in Brazil (Belo Horizonte, Porto Alegre, Rio de Janeiro, Salvador, São Paulo and Vitória). 
In this sample, 197 individuals (1.3%) reported at the baseline that they had previously had a 
stroke. Among them, 20% had then not used any medication for secondary prevention of stroke. 
Fifteen years after the event, only 39 participants (19.8%) were still using some type of medication 
for stroke prevention. The same was valid for secondary prevention of coronary heart diseases. 
Out of the 405 participants who reported at the baseline that they had previously had myocardial 
infarction, only 35% reported that they had then used drugs for secondary prevention of coro-
nary heart disease. Drug use was more common among high-income participants than among 
low-income participants. Fifteen years after the stroke event, only 46 (11.6%) of the participants 
with a previous myocardial infarction were still using some type of medication for secondary 
prevention of coronary heart disease. Moreover, both studies highlighted a critical point: sec-
ondary prevention was less used among women than among men.6,7

This lack of secondary cardiovascular prevention is not a scientific secret, and also it is not 
an exclusively Brazilian problem. Some other studies have shown lower frequency of use of med-
ication for secondary prevention of cardiovascular disease among women than among men.8,9 
Previous data from ELSA-Brasil showed that women were more conscious about their health 
status than men were, but also showed that they were receiving less prescription of medication 
for secondary prevention of coronary heart disease from healthcare professionals.10,11 

The reasons that can explain these findings include higher frequency of atypical symptoms 
among women than among men, along with some underestimation of the severity of the dis-
ease in women. The pattern of statin use among the women in the ELSA-Brasil sample is similar 
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to the pattern reported in the Reasons for Geographic and Racial 
Differences in Stroke (REGARDS) study. In that study, statin use 
was highest among white men, followed by black men, white 
women and black women.8 Data from another study conducted 
in primary care settings also showed that more than 50% of pri-
mary care physicians did not use risk stratification tools in clinical 
practice, and that this may have led to lower frequency of statin 
use, especially among women.9

ELSA-Brasil also presented important data correlating the 
use of medication for secondary prevention with socioeconomic 
status. In both studies,6,7 the use of secondary prevention was 
higher among participants with high socioeconomic status than 
among participants with low socioeconomic status. One crucial 
point needs to be noted here: the sample for ELSA-Brasil com-
prised civil servants with high educational attainment and monthly 
family income, compared with the general population in Brazil. 
Therefore, it can be suggested that the use of secondary prevention 
in the general population of Brazil, which has lower educational 
attainment and monthly family income than the ELSA-Brasil sam-
ple, is probably worse.

What is done for patients with myocardial infarction or stroke 
after they have been discharged from their hospitalization? It seems 
that not much is done for them, or at least much less than neces-
sary. The solution lies in ensuring that every patient who has had 
a cardiovascular event is provided with an adequate level of fol-
low-up with further access to secondary prevention. Achieving this 
is not easy, but it is the only thing to do right now.
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