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Secondary Prevention of Cardiovascular Disease

2021 Summary

Patients with established cardiovascular disease (CVD) have a high risk of subsequent
cardiovascular events, including myocardial infarction (MI), stroke, and death. Therapeutic
lifestyle changes in the form of increased physical activity, dietary modification/weight loss,
and smoking cessation are of proven benefit and may improve outcomes beginning within a
matter of weeks. In addition, adjunctive drug therapies of proven benefit include aspirin and
statins, whose benefits are at least additive.

I. Identifying Patients at High Risk:

A. Adults with multiple risk factors that confer a 10-year risk of CVD ≥ 7.5 to 20

percent are considered high risk. Those with a 10-year risk of CVD ≥ 20 percent are

at very high-risk.

B. Most patients with diabetes, as well as many with Metabolic Syndrome, are at high risk.

C. Adults with chronic kidney disease (CKD), those with estimated glomerular filtration
rate (eGFR) < 60 mL/min per 1.73m2, are also at high risk.

D. In addition, individuals are considered high risk if an imaging study documents
atherosclerosis in the arterial circulation.

II. Older adults: Age is a major risk factor for all clinical manifestations of CVD. As the relative
benefits of both therapeutic lifestyle changes and adjunctive drug therapies appear to be similar across
all ages up to about 85 years, the absolute benefits are larger in older adults. Offering preventative
strategies to older adults should be with the caveat that randomized trials have enrolled and followed
patients into their 80’s, but there are far more patients in middle than older ages. Maintaining a high
quality of life may be more important than life quantity for many older adults. The clinician should
also be aware of the greater potential for drug-drug interaction in the context of higher rates of
comorbidities, such as chronic kidney disease, and the many drug therapies utilized by older adults.
[6]

III. Secondary Prevention Interventions:



A. Lifestyle Modifications [6]

Modification Recommendation

Weight Reduction

Achieve/maintain normal body weight (Target Body Mass Index, 18.5 to 24.9 kg/m2).  Patients
above this threshold with a waist circumference of ≥35 inches in women or ≥40 inches in men
should undergo evaluation for the metabolic syndrome and be provided with strategies for
implementation of weight reduction measures to include diet, increased physical activity, and
possible pharmacologic therapy.

Diet
Adults should consume a Mediterranean Diet and/or a plan that emphasizes intake of
vegetables, fruits, nuts, whole grains, lean vegetable or animal protein, and fish. They should
limit trans fats, red meat, processed red meat, refined carbohydrates, and sweetened beverages.

Cardiac
Rehabilitation

Programs

All eligible patients with a recent acute coronary syndrome or revascularization procedure, and
potentially those with chronic angina or PAD within the previous year, should have a referral to a
comprehensive outpatient cardiovascular rehabilitation program for assistance in lifestyle
modification.

Physical Activity
After a risk assessment, engage in regular moderate-intensity aerobic physical activity at least
150 minutes per week or 75 minutes per week of vigorous-intensity aerobic physical activity.

Moderation of
Alcohol

Consumption

Heavy drinkers of alcohol have the highest morbidity and mortality rates for CVD and
premature death in the general population.  By contrast, small to moderate consumption of
alcohol (one or two drinks per day) may have somewhat lower CVD risk.  The role of alcohol is
controversial and the amount consumed may mean the difference between preventing and
causing premature death.

Smoking Cessation

Complete smoking cessation and avoidance of passive smoking produces statistically significant
and clinically important benefits for CVD in both secondary and primary prevention.  The
following are smoking cessation support options open to the membership of CHP:

Florida Quit Line – toll free  (877) 822-6669
HealthWise via www.capitalhealth.com
Smoking Cessation on-line or ZOOM classes via Big Bend AHEC: www.bigbendahec.org or by
phone at (850) 224-1177
Sign up for a free texting service to help you quit such as SmokeFreeTXT by simply texting
QUIT to 47848 or going online to www.smokefree.gov. [3]

http://www.capitalhealth.com
http://www.bigbendahec.org
http://www.smokefree.gov


B. Medications for Risk Factor Modification

1. Dyslipidemia

Patients with CVD, independent of the baseline low density lipoprotein cholesterol
(LDL-C) level, should be recommended lifestyle interventions and prescribed an
evidence-based dose of a high-intensity statin atorvastatin 40-80 mg or rosuvastatin
20-40 mg. For patients who do not tolerate these doses, the maximally tolerated dose of
a statin should be used. For patents who do not tolerate any statin, consider ezetimibe.
A PCSK9 inhibitor can be added to the ezetimibe in those whose LDL-C remains above
70 mg/dL.

In all patients with atherosclerotic cardiovascular disease, LCL-C lowering decreases the
risk of CVD death, myocardial infarction, ischemic stroke, and recurrent ischemic
events. The magnitude in reduction in risk is related to the baseline risk as well as the
potency of the LDL-C lowering drug.

High Dose Statins

Atorvastatin 40-80 mg / day

Rosuvastatin 20-40 mg / day

Moderate Dose Statins

Atorvastatin 10-20 mg / day
Rosuvastatin 5-10 mg / day
Lovastatin 40-40 mg / day
Pitavastatin 2-4 mg / day
Pravastatin 40 mg / day
Simvastatin 40 mg / day

If patients do not meet their LDL-C goal with statin therapy, other agents, such as ezetimibe
or a PCSK9 inhibitor, may be added.

The decision to add an additional agent should take into account the potential magnitude of
benefit from additional therapy. [7]

2. Hypertension

HEDIS (NCQA) defines adequate control of blood pressure for ages 18 – 85 years of
age to be <140/ <90 mm Hg. [4]



The ACC/AHA guideline is that all people with blood pressure >130/80 mm Hg have
hypertension and that the blood pressure should be lowered to <130/80 mm Hg in all.
The ESC/ESH guideline defines hypertension as >140/90 mm Hg with the goal of
<140/90 mm Hg and of <130/80 mm Hg for those at high cardiovascular risk. [2] [5]

Table 1. Treating hypertension with selected comorbidities drug class. Table 1 summarizes
the selected co-morbidities for which specific guidance in the ACC/AHA guidelines in regards to drug
selection and therapeutic approach. Favored drug classes should be prescribed first, in the absence
of a major contraindication to their use.

Comorbidity Favor Avoid Comment
Atrial fibrillation
(AF) ARB ARBs may reduce AF recurrence

Aortic disease Beta blockers Patients with thoracic aorta disease
Chronic kidney
disease (CKD) ACEI or ARB ARB if ACEI not tolerated

Diabetes ACEI or ARB if
albuminuria present Consider usual first line drugs if no albuminuria

Heart failure
(preserved EF)

Diuretics for volume
overload

Add ACEI or ARB and beta blocker for incremental
BP control; also consider angiotensin receptor –
neprilysin inhibitor and mineralocorticoid receptor
antagonists

Heart failure
(reduced EF) GDMT beta blockers

Non-DHP
calcium
antagonists

Peripheral arterial
disease Consider usual first line drugs

Post-kidney
transplant Calcium antagonist Use ACEI with

caution

Calcium antagonist can improve kidney graft survival
and GFR; 1st month post-transplant BP target
(<160/90) to avoid hypotension – induced graft
thrombosis

Secondary stroke
prevention

Thiazide, ACEI, ARB or
thiazide + ACEI
combination

If previously treated, restart drugs a few days
post-event; if not previously treated, start drug
treatment a few days post-event if BP ≥140/90.

Stable ischemic
heart disease

GDMT beta blockers
ACEI or ARB

• Angina  GDMT beta
 blockers

Add DHP calcium antagonists for additional BP
control

• Post-MI or ACS  GDMT beta
 blockers

Valvular heart
disease
• Aortic stenosis
(asymptomatic)

Initiate treatment with low medication doses and
up-titrate slowly

• Aortic
insufficiency

Avoid beta blockers,
non-DHP calcium
antagonists

Avoid drugs that slow heart rate

https://www.sciencedirect.com/science/article/pii/S1050173819300684#tbl0001


Abbreviations: AF, atrial fibrillation; ACS, acute coronary syndrome; ACEI, angiotensin converting enzyme
inhibitors; BP, blood pressure; DHP, dihydropyridine; EF, ejection fraction; GDMT, beta blockers guideline directed
medical therapy (carvedilol, metoprolol succinate, bisoprolol); MI, myocardial infarction. [5]



[1]



C. Other Adjunctive Therapies

1. Antiplatelet Therapy- Long-term aspirin therapy reduces the risk of
subsequent myocardial infarction (MI), stroke, and cardiovascular death
among patients with a wide range of manifestations of occlusive CVD. In
patients who are unable to take aspirin and in those with a history of
gastrointestinal bleeding, clopidogrel is a reasonable alternative. For
patients who have undergone percutaneous coronary intervention (PCI)
with stenting or those who have had an acute coronary syndrome (ACS), a
P2Y₁₂ receptor blocker may be added to aspirin for some period of time. A
regimen of rivaroxaban 2.5 mg orally twice per day and aspirin may be
considered for some stable atherosclerotic CHD patients who are at high
risk of cardiovascular events and at low risk for bleeding. In stable
patients, rivaroxaban, an oral direct Xa inhibitor, has been tested in
secondary CVD prevention using a very low-dose regimen added to aspirin
therapy.

2. Beta Blockers- Should be used orally as routine therapy, unless
contraindicated, in patients with acute MI or in those with heart failure due
to systolic dysfunction.

3. ACE/ARB- Many patients with established CVD will benefit from ACE
inhibitor or ARB therapy. The most common indications are for attainment
of goal blood pressure, the treatment of acute MI, or the presence of HF,
left ventricular ejection fraction below 40%, diabetes, or proteinuric kidney
disease.

4. Aldosterone Blockers- Recommended for post MI patients without
significant renal dysfunction or hyperkalemia who are receiving therapeutic
doses of ACE Inhibitor and beta-blocker, who have left ventricular EF
≤40%, and who have either diabetes or heart failure.

5. Colchicine – Possibly through an anti-inflammatory effect, colchicine
appears to improve outcomes when used for the secondary prevention of
CAD event. For patients with chronic coronary disease who are receiving
other secondary preventive drugs therapies, consider adding colchicine 0.5
or 0.6 mg per day.

6. Flu Vaccine- Individuals with established CVD and high-risk primary
prevention may have increased risks for complication of influenza
infection.  Recommend an annual flu vaccination to all patients.

7. COVID-19 Vaccine- in a health policy statement February 2021, the ACC
advises COVID-19 vaccine to those with cardiovascular disease with
priority assigned to those with more advanced cardiovascular disease and
those at highest risk of COVID-19 adverse outcomes.

8. Fish oil and marine omega-3 fatty acids- A 2019 meta-analysis of primary



and secondary prevention trials did demonstrate a dose-response
relationship between marine omega-3 fatty acids and several CVD
outcomes.  [6]

D.  Therapies without established benefit [6]
1. Antioxidant vitamins
2. Homocysteine and folic acid
3. Postmenopausal hormone therapy
4. Chelation
5. Cholesteryl-ester transfer protein inhibitors
6. Methotrexate

E.  Patient Education
Patient education regarding risk factors and their management is central to secondary
prevention.  Education should be individualized to optimize care and promote wellness.
Education that respects the individual’s level of understanding should focus on medication
management and cardiovascular risk reduction with the inclusion of therapeutic options,
appropriate exercise, self-monitoring, and how to recognize and take appropriate action on
worsening cardiovascular symptoms.  [6]
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