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Several studies have shown that stroke has a huge global impact with a consider-
able financial cost both to health and care services and to patients and their fami-
lies. Stroke is one of the leading causes of mortality and disability in Latin America 
and the Caribbean1. Brazil presents the fourth worst stroke mortality rate among 

these countries with an early in-hospital stroke mortality rate of 34.3% which is high when 
compared to the rates in Canada (6.9%) or the Netherlands (17.3%)2. Stroke mortality varies 
considerably according to social and economic development and about 85% of strokes occur 
in low- and middle-income countries (LMIC) with one third affecting the economically active 
population3,4. A recent publication from the Global Burden of Disease Collaborators has shown 
that stroke is among the three main causes of years of life lost in Brazil5. The demographic tran-
sition occurring in most developing countries towards an increase of the older population will 
amplify the impact of stroke.

Understanding the epidemiology and risk factors for stroke is important to be able to iden-
tify people at risk and implement preventative interventions. Hypertension is probably the 
most important and well-documented risk factor6 and there is overwhelming evidence that its 
control reduces the absolute and relative risk of stroke7,8.

Population-based surveys are crucial for quantifying the disease burden, contributing to 
evidence-based healthcare planning, and evaluating the effectiveness and relative contribu-
tion of various primary and secondary/tertiary preventative measures for reducing the burden 
of diseases such as stroke9.

In this issue of Arquivos de Neuropsiquiatria, Bensenor et al.10 publish an important study 
which assesses the self-declared prevalence of stroke in the Brazilian population using the 
National Health Survey (Pesquisa Nacional de Saúde – PNS) undertaken in 2013 that covered 
both urban and rural areas and included information on gender, race/self-reported skin color, ed-
ucation level and occupation. This study estimated that there were 2.231.000 people who had suf-
fered a stroke and 568.000 stroke cases with severe disabilities and showed high stroke prevalence 
rates especially in older individuals without formal education and urban dwellers. The findings of 
this survey reveal the scale of the challenges in terms of stroke prevention and control in Brazil.

Primary care offers the best opportunity for preventive interventions in people at risk of 
stroke. Evidence-based guidelines11 for primary stroke prevention are easily available in many 
countries. Despite this, patients who present at hospital with first stroke have been found 
to have multiple untreated or undertreated risk factors12 illustrating missed opportunities. 
Studies of the use and adherence to stroke prevention guidelines are few and limited.

Cost-effective interventions are available for secondary prevention of stroke, and the poten-
tial gains associated with the consistent use of such interventions are very large. Making these 
interventions accessible to all patients with stroke could lead to substantial individual and 
public health benefits.

Phase 1 of the WHO-PREMISE study13 is aimed at assessing current practice patterns 
related to secondary prevention of cardio and cerebrovascular disease (CVD) and iden-
tifying barriers and opportunities for scaling up secondary prevention. It was conducted 
in areas of ten LMIC including Brazil (Porto Alegre). This study showed that several mea-
sures of well established secondary prevention interventions were far behind what would 
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be expected, indicating significant gaps in stroke care and 
prevention. For instance, the use of aspirin varied among 
these countries from 30.9% to 90.1% among stroke patients, 
being 58.8% in Brazil.

An international workshop on secondary prevention 
of CVD in LMIC14 identified that we are doing well in con-
ducting trials to establish the efficacy of treatments, in the 
application of health economics to get cost-effective inter-
ventions and in the ability to synthesise evidence to pro-
duce guidelines. However, we are doing badly due to delays 
and an inability to implement what is known (cost-effective 
prevention), causing suffering (morbidity), loss of many lives 
(mortality) and financial loss. In addition, there has been in-
sufficient investment in evaluating the effects of population-
al and non-pharmacological interventions, health services 
for people with CVD are poorly organized and there is a lack 
of trained health professionals (for health system manage-
ment and health promotion, prevention and control).

Health systems capacities need to be enhanced through 
the development and implementation of proactive policies 
at municipal, state and federal levels in Brazil. It was only 
in 2012 that the Brazilian Ministry of Health produced and 
published important policies for the public national health sys-
tem (SUS) for people with stroke, the so called Line of Care for 
People with Stroke (Linha de Cuidados para as Pessoas com 
Acidente Vascular Cerebral)15,16 which included contributions 

from neurologists as specialist consultants (JG Fernandes, RV 
Sant’Anna and SCO Martins). Among the aims of these policies 
is the reduction of the impact of cerebrovascular diseases in 
Brazil through continuous integrated patient care in all of his/
her health needs. This “Line of Care” policy includes proposals 
to make improvements in: health education for the popula-
tion, primary care actions, pre-hospital and hospital emergen-
cy care, stroke units, implementation of evidence-based proto-
cols, rehabilitation, out-patient care and social reintegration. 
Public health authorities at different levels, health organiza-
tions and institutions, health professionals and others should 
work together towards the implementation of such policies to 
reduce the burden of stroke in Brazil.

Lessons can be learned from developed countries initia-
tives for stroke care and prevention17. The use of telemedicine 
for stroke care has abundant evidence in the literature regarding 
its safety, efficacy and cost-effectiveness18,19. A telestroke project 
in Brazil for emergency departments of public hospitals around 
the country has started to show its benefits by reducing hospital 
mortality and stay of stroke patients and also by increasing the 
percentage of thrombolysis in eligible patients20.

Using the evidence base, it is possible to demonstrate both 
the opportunities that exist for preventing strokes and the 
potential of these opportunities to do more in terms of sav-
ing lives, preventing disability, releasing healthcare resources, 
reducing inequalities and avoiding missed opportunities.
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