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Long-term secondary stroke prevention



WHAT IS SECONDARY PREVENTION?

Secondary stroke prevention is the prevention 
of stroke in people who already had a stroke or 
a transient ischaemic attack 

➢Recurrent events contribute substantially to 
the overall burden of cerebrovascular 
disease - about 20-30% of strokes occur in 
people who previously had a stroke or a 
TIA

➢Recurrent strokes tend to be more disabling 
and to have poorer outcomes

Feigin and Owolabi. Lancet Neurol 2023;22:1160–1206.



WHY IS SECONDARY PREVENTION 
IMPORTANT?

➢45–80% of recurrent strokes and TIA could be 
prevented

➢Secondary prevention can also reduce cognitive decline, 
mood disturbances, fatigue, and poor quality of life, as 
well as other vascular events, and the associated 
functional impairment and mortality

Feigin and Owolabi. Lancet Neurol 2023 ; 22:1160–1206.



Berghout et al. The Lancet Regional Health – Europe 2023;30: 100651

Inner circle is the first events; 
outer circle is recurrent events

RISK OF STROKE RECURRENCES



BASICS FOR SECONDARY PREVENTION

➢Each stroke is different and its causes need to be worked 
out in order to plan better secondary prevention methods

➢Identify stroke etiology

➢Manage future stroke risk with drugs and lifestyle 
changes



THREE MAIN MECHANISMS OF ISCHEMIC 
STROKE

➢Large artery atherosclerosis

➢Cardiembolism

➢Small-artery diease
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MEDICAL MANAGEMENT FOR SECONDARY 
STROKE PREVENTION

Antitrhombotics: for almost all patients with ischemic stroke

Lipid-lowering drugs: to reach the target goal of LDL-cholesterol (goal LDL-C <70 mg/dL or 50 
mg/dL)

Antihypertensives: for patients who have have an average office BP of ≥130/80 mm Hg

Andiabetics: in patients with high glucose levels

Surgery: for selected patients with carotid stenosis

Other measures: highly selected patients



ANTITHROMBOTICS IN STROKE
Antiplatelets for non-
cardioembolic stroke: 

Acetilsalycilic acid

Clopidogrel

Start asap

Dual antiplatelets for 
selected patients (for 
around 21 days)

Anticoagulants for cardioambolic stroke:

Direct anticoagulants (apixaban, rivaroxaban, 
dabigatran, edoxaban): no monitoring

Vitamin-K antagonists: blood test monitoring



Factor XIa inhibitors

Ongoing randomized clinical trials:
• OCEANIC-STROKE (asundexian)
• LIBREXIA (milvexian)

Factor XIa inhibitors in the secondary 
prevnetion of non cardioembolica 
ischemic stroke or TIA

FUTURE PERSPECTIVES IN SECONDARY STROKE 
PREVENTION WITH ANTITHROMBOTICS



OTHER LESS COMMON MECHANISMS OF IS

➢Arterial dissection

➢Patent foramen ovale

➢Cancer

➢Genetic dieseases

➢Other



RISK FACTORS THAT CANNOT BE CONTROLLED – 
BUT TO BE CONSIDERED TO ETSABLISH FUTURE 
RISK



LIFE-STYLE CHANGES TO CONTROL STROKE 
RISK







PERSONALISED DISCHARGE PLANNING IS 
ESSENTIAL

➢Must involve the stroke survivor and their relatives or carers

➢Should consider the stroke survivor’s physical and cognitive disabilities, 
and their ability to understand and take medication

➢Should consider the support from family and other caregivers

➢Should make sure, through liaison with local service providers, that the 
required care will be provided, and that the stroke survivor knows what to 
expect



PATTERN OF DRUG PRESCRIPTION AFTER 
STROKE

Data from 17,980 registry patients with stroke/TIA

Treatment at discharge: 

➢79.3% antihypertensive

➢81.8% antithrombotic

➢82.7% lipid-lowering medication

Discontinuation at 1-year:

➢20.9% antihypertensive

➢34.1% antithrombotic

➢28.5% lipid-lowering medication

Dalli et al. Neurology® 2021;96:e30-e41



Dalli et al. Stroke. 2021;52:3569–3577.

ADHERENCE TO SECONDARY 
PREVENTIVE STRATEGIES AFTER 
STROKE AND SURVIVAL
Risk of 2-year all cause mortality

Usually 80% adherence is considered the target for secondary prevention
 
Results: additional benefits associated with higher adherence above 60% 
threshold



PRAGMATIC SOLUTION TO IMPROVE LONG-
TERM SECONDARY PREVENTION

➢Understand and tackle barriers to effective secondary prevention
➢Stroke prevention clinics staffed with health-care professionals 

with expertise in stroke care, risk reduction programmes, and 
educational tools.

➢Scalable public health intervention to strengthen control
➢Embrace digital technology

Feigin and Owolabi. Lancet Neurol 2023 ; 22:1160–1206.



➢Lack of perceived benefits from medications
• Question effectiveness

➢Question safety of medications
• Effect of bad press or social media

➢Questioning presciption practices
• Being disappointed that ineffective medications are not changed
• Having concerns about incorrect medication prescribed

➢Management of side effects of pragmatic problems
• Swallowing problems

BARRIERS AND FACILITATORS TO ADHERENCE TO 
SECONDARY STROKE PREVENTION MEDICATIONS AFTER 
STROKE

Jamison J, et al. BMJ Open 2017;7:e016814.

Results of a survey (2004-2011) on stroke survivors and their caregivers



LONG-TERM, TELEPHONE-BASED FOLLOW-UP
AFTER STROKE AND TIA IMPROVES RISK FACTORS

Proportion of participants with at least one SBP, DBP, or 
LDL-C measurement above the treatment target

Ögren et al. BMC Neurology 2018;18:153.

Participants were randomized to either 
nurse-led, telephone-based follow-up 
(intervention) or usual care (control).

871 randomized patients, 660 completed the 
36-month follow-up

Compared with usual care, a nurse-led 
telephone-based intervention that included 
medication titration after stroke or TIA 
improved BP and LDL-C levels and increased 
the proportion of patients that reached the 
treatment target 36 months after discharge



CASE MANAGEMENT-BASED POST-STROKE CARE FOR 
PATIENTS WITH ACUTE STROKE AND TIA (SOS-CARE)

Risk of primary outcome: composite of stroke, TIA, 
vascular death

Barlinn et al. J Neurol  2024;271:5333–5342



CASE MANAGEMENT-BASED POST-STROKE CARE FOR 
PATIENTS WITH ACUTE STROKE AND TIA (SOS-CARE)

Control of risk factors in the intervention group

Barlinn et al. J Neurol  2024;271:5333–5342



Cheng et al. Circ Cardiovasc Qual Outcomes.2018;11:e003228

RANDOMIZED CONTROLLED TRIAL OF 
CHRONIC CARE–BASED INTERVENTION TO 
IMPROVE SECONDARY STROKE 
PREVENTION (SUCCEED TRIAL)

Chronic care model–based intervention compared to usual 
care

1476 people approached; 622 eligible; 407 enrolled in the 
study

Intervention: nurse practitioner/physician assistant care 
manager, group clinics, self-management support, report 
cards, decision support, and ongoing care coordination

Results: intervention did not improve stroke risk factor control 
beyond what was attained in usual care among vulnerable 
stroke survivors













https://actionplan.eso-stroke.org



SAP-E TARGETS FOR 2030

➢ Including secondary prevention in national stroke plans with follow-up in primary/community 
care

➢Ensuring that at least 90% of the stroke population is seen by a stroke specialist and have access 
to secondary prevention management (investigation and treatment)

➢Ensure access to key investigational modalities: CT (or MR) scanning, carotid ultrasound, ECG, 
24-h ECG, echocardiography (transthoracic and transoesophageal), blood tests (lipids, glucose, 
HbA1c, coagulation, erythrocyte sedimentation rate, C-reactive protein and autoantibodies)

➢Ensuring access to key preventative strategies: lifestyle advice, antihypertensives, lipid-lowering 
agents, antiplatelets, anticoagulants, oral hypoglycaemic agents and insulin, carotid 
endarterectomy and PFO closure



IMPORTANCE OF ADVOCACY FOR HAVING 
POLICIES SUPPORTING STROKE PREVENTION

Promote healthy lifestyle

Access to drugs

Monitoring RF controls

SYNERGY WITH PRIMARY PREVENTION MEASURES AND WITH CV



STROKE SURVEILLANCE SYSTEMS

Governments need to establish nationwide systems for monitoring the burden of 
stroke, through registries, electronic health records, and vital statistics systems

Surveillance systems should assess the incidence, prevalence, management, and 
control of cardiovascular risk factors at the population level

Every country should have electronic health-information systems, with 
interoperability between systems
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