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Abstract: Secondary prevention after acute coronary syndromes is the key strategy to re-
duce the residual cardiovascular disease risk. A tailored assessment is necessary to suggest
the best management and treatment for patients. Sex and gender differences should be
strongly considered during cardiovascular evaluation and risk estimation. Indeed, women
have a worse outcome than men and are less likely to receive appropriate treatment and
evidence-based management. Proper lifestyle management, guideline-directed medical
therapy, risk factor management, and cardiac rehabilitation should be recommended early
after an acute event in women to reduce the high risk of recurrent events and mortality and
improve quality of life. Women-focused cardiac rehabilitation and secondary prevention
represent a necessary step in the management and treatment of patients to ensure the best
evidence-based care after acute coronary syndromes. This review offers a critical, updated,
and comprehensive overview of the appropriate strategies for secondary prevention in
women after acute coronary syndromes and long-term treatment, with a focus on car-
diac rehabilitation programs. Furthermore, gaps in evidence on this topic and practical
recommendations will be provided.

Keywords: acute coronary syndromes; cardiac rehabilitation; cardiovascular risk factors;
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1. Introduction
Cardiovascular diseases (CVDs) remain the leading cause of mortality worldwide,

claiming approximately 20 million lives annually. Of these, 85% result from heart attacks
and strokes, underscoring the critical contribution of acute coronary syndromes (ACSs)
to the overall CVD burden [1]. Patients with a history of ACS face a fivefold higher risk
of recurrent cardiovascular events compared to those without known CVD, necessitating
robust secondary prevention strategies to mitigate this risk and improve long-term out-
comes [2]. Mortality after ACS is also alarmingly high, with as many as 25% of patients
dying within 3 years after an event. Secondary prevention following an ACS is a corner-
stone of modern cardiovascular care [3]. Its implementation significantly reduces morbidity,
mortality, and recurrent cardiovascular events while improving patients’ quality of life [1].
Despite advances in therapeutics, adherence to prescribed treatments and risk factor con-
trol remains suboptimal, leaving many patients vulnerable to poor outcomes [4]. Surveys,
such as EUROASPIRE V, reveal that a significant proportion of patients fail to achieve
recommended targets for blood pressure, lipid levels, and smoking cessation, emphasizing
gaps in guideline adherence and risk factor control [5,6]. This highlights the need for a
holistic, patient-centered approach that integrates pharmacological treatments, lifestyle
modifications, and cardiac rehabilitation (CR) [1,3], as summarized in Figure 1, which
provides an overview of the key components of secondary prevention strategies post-ACS.
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acute coronary syndrome.

The post-ACS phase offers a pivotal opportunity to reassess patients’ cardiovascular
risk and optimize personalized medical management [1,7,8]. Effective secondary preven-
tion requires not only addressing traditional risk factors such as blood pressure, lipid levels,
and glucose control but also acknowledging emerging paradigms like residual cardiovas-
cular and environmental risks [9]. These factors, such as inflammation, lipoprotein(a), and
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environmental exposures, significantly contribute to adverse outcomes, particularly in
high-risk populations [10,11]. Another emerging and independent risk factor is therapy
adherence, which may be associated with an increased risk even with the best and most
innovative therapies administered [12].

Women face distinct challenges and systemic disparities in ACS management. Their
symptoms are often atypical, leading to delayed diagnosis, while lower referral rates for
evidence-based interventions, such as CR, contribute to poorer outcomes compared to
men [13–16]. Moreover, women are mostly underrepresented in clinical trials, limiting the
applicability of guideline-directed therapies in this population. Addressing these gaps re-
quires specific approaches that consider biological differences, barriers to care, and systemic
inequities to ensure equitable and effective treatment [17,18]. CR programs, which combine
exercise, education, and psychosocial support, have been shown to significantly reduce
morbidity, mortality, and rehospitalization rates while improving medication adherence
and quality of life [19]. Despite these benefits, women remain significantly underrepre-
sented in CR programs, with barriers such as referral biases, logistical challenges, and
psychosocial factors hindering participation [1]. Participation rates are as low as 11%
in women compared to 16% in men, underscoring systemic disparities and the need for
tailored interventions to improve accessibility and adherence to CR, which are critical for
enhancing outcomes for women after ACS [20]. Therefore, this review aims to provide a
comprehensive overview of secondary prevention strategies for women post-ACS, empha-
sizing tailored management and the integration of CR into care pathways. By synthesizing
current evidence, the review will highlight existing gaps, propose practical recommen-
dations for clinical practice, and advocate for specific approaches to optimize long-term
outcomes and quality of life.

2. Lifestyle Management
Lifestyle management is the foundation of secondary prevention after an ACS in both

genders as it involves tailored interventions to optimize recovery, prevent recurrence, and
improve long-term outcomes. However, recent evidence suggests that there are notable
differences in its implementation and outcomes between women and men due to biological,
psychosocial, and behavioral factors. Women, especially post-menopausal women, face
unique challenges. Hormonal changes following menopause, including the decline of
estrogen, have been linked to an increase in cardiovascular risk.

2.1. Tobacco Cessation

For both genders, smoking cessation is a priority after an ACS as it reduces the risk
of death by nearly 45%; therefore, behavioral counseling and pharmacological treatment
should be used in supporting smokers [1]. Women often face unique challenges in quitting
smoking post-ACS compared to men. Research shows that women are more likely to smoke
as a coping mechanism for stress, anxiety, or depression, which are more prevalent among
women after ACS [21]. Nicotine addiction in women is often influenced by psychosocial
factors, such as relationship stress or caregiving responsibilities, making them more sus-
ceptible to relapse under emotional strain [22]. Furthermore, women are more likely to
experience stronger withdrawal symptoms, including cravings and weight gain, which can
discourage sustained cessation efforts [22]. Tailored approaches, such as combining behav-
ioral therapy with nicotine replacement tailored to women’s needs, have been effective in
improving cessation rates [21]. Furthermore, electronic cigarettes should be considered,
but only with the aim of helping to stop smoking in consideration of the possible harmful
impact on health [23,24].
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2.2. Nutrition and Alcohol Intake

Adopting a heart-healthy diet is another critical aspect of lifestyle management. While
women are generally more likely to prioritize dietary changes, such as reducing saturated
fats and increasing fruit and vegetable intake, they may face unique challenges. Cultural
expectations, food preparation roles, and emotional eating linked to stress can hinder adher-
ence. Men, on the other hand, may struggle with portion control and alcohol consumption.
However, weekend alcoholism is more common in women between the ages of 30 and 49.
Education on portion sizes and individualized dietary counseling can help both genders
achieve sustainable changes [25].

2.3. Physical Activity

Extensive data suggest that a sedentary lifestyle is an independent risk factor for
all-cause mortality [1]. Engaging in regular physical activity throughout the week, both
aerobic and resistance training, is a cornerstone of secondary prevention. However, women
are less likely than men to meet recommended physical activity levels post-ACS [26]. Daily
step count and mortality are strongly inversely associated, but without significant gender
differences [27]. Barriers include caregiving responsibilities, lower self-efficacy, and fear of
exacerbating their condition. In contrast, men often perceive exercise as a more achievable
and necessary aspect of their recovery. Gender-sensitive interventions, such as group-
based exercise programs or home-based CR, have shown promise in increasing adherence
among women [28].

2.4. Psychosocial Factors

Psychosocial factors play a significant role in lifestyle management as people who have
suffered an ACS are reported to have a two-fold risk of mood disorders [1], with women
experiencing higher rates of depression and anxiety after ACS compared to men [29].
These conditions can negatively impact motivation and adherence to secondary prevention
measures. In men, anger and hostility are more common and may also affect recovery. It is of
great importance to identify the patients who need further psychological support and refer
them to specialized centers. Integrating mental health support, such as cognitive-behavioral
therapy or mindfulness programs, into CR can address these issues effectively [30].

3. Risk Factor Management
Significant gender differences exist in risk factor management regarding adherence

to treatment targets and access to care, resulting in suboptimal outcomes, particularly for
women. Women who experience ACS tend to present with more comorbidities, such as
diabetes and hypertension, compared to men, and usually present with atherosclerotic
CVD a decade later than men due to the loss of the protective effects of estrogen during
the postmenopausal period [31,32]. Moreover, there are also important specific risk factors
that contribute to increasing the CVD risk, such as adverse pregnancy outcomes, polycystic
ovary syndrome, and premature menopause [32].

3.1. Blood Pressure

Managing blood pressure is a cornerstone of secondary prevention after an ACS, as
achieving target blood pressure levels significantly reduces the risk of recurrent cardiovas-
cular events. However, gender disparities in blood pressure control and treatment persist,
necessitating tailored approaches to management. Women with ACS are more likely to
have a history of hypertension and uncontrolled blood pressure compared to men. Despite
this, studies suggest women achieve blood pressure targets slightly more often than men,
with approximately 45% of women reaching blood pressure goals compared to 38% of
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men [11]. This difference may be due to women’s higher engagement in healthcare visits
and adherence to antihypertensive therapies. However, women are less likely to receive
intensive blood pressure-lowering therapy, partly due to concerns about side effects and a
lower likelihood of being prescribed combination antihypertensive medications [30,33–35].

3.2. LDL-Cholesterol

Recent medical literature highlights the importance of aggressive LDL-cholesterol
(LDL-C) management in women after ACS, addressing gender-specific differences in risk
and treatment response. Women with ACS tend to have worse baseline lipid profiles and a
higher prevalence of comorbid conditions, such as diabetes and hypertension, compared
to men, which increases their cardiovascular risk [36]. Current guidelines recommend
reducing LDL-C to below 55 mg/dL and achieving at least a 50% reduction from baseline
to prevent recurrent cardiovascular events [1]. High-intensity statin therapy is the first-line
treatment. However, women may experience statin-associated muscle symptoms more
frequently (by even 47.9%), leading to challenges in achieving LDL-C goals [36]. When
the LDL-C target is not achieved despite maximally tolerated statin therapy, combination
therapy with ezetimibe is strongly advised to optimize lipid-lowering outcomes. A PCSK9
targeted therapy is added if this combination also fails, but this therapy is mostly limited,
taking into account country-specific reimbursement criteria. Taking into account recent
recommendations and availability, bempedoic acid should also be considered. Finally,
a new approach to upfront lipid-lowering combination therapy in ACS patients is now
also recommended, which allows patients to be on LDL-C goal earlier and lower, with
better therapy adherence, lower rates of side effects and discontinuation, and significant
reductions in CVOT [1]. Furthermore, new lipid-lowering drugs to lower LDL-C levels
should also be considered to reach the goal [37]. Evidence also suggests that women
may benefit less from lipid-lowering therapies than men, possibly due to differences in
lipoprotein metabolism and underutilization of intensive treatments [36]. Addressing
these disparities through personalized, gender-sensitive treatment strategies is critical to
improving long-term cardiovascular outcomes for women.

3.3. Glycemia

Recent studies underscore the importance of glycemic control in managing risk factors
after ACS, particularly in women, who often have distinct challenges compared to men.
Recent studies have shown that gender differences in glycemic control after an ACS event
may be more significant than previously understood. Women with ACS and diabetes
tend to have poorer glycemic control compared to men, which is linked to higher rates of
cardiovascular complications and adverse outcomes. One contributing factor is that women
are more likely to have higher levels of insulin resistance, which complicates glycemic
management [38]. Emerging research also highlights the role of novel diabetes medications
in managing glycemic levels in these patients. Sodium-glucose cotransporter-2 (SGLT-2)
inhibitors and glucagon-like peptide-1 (GLP-1) receptor agonists are now recommended
in treating diabetes among individuals with CVD, with strong evidence supporting their
effectiveness in reducing major adverse cardiovascular events (MACEs) and improving
glycemic control [39]. Despite these advancements, it remains critical to address the
gender-specific factors in glycemic management post-ACS, as women often have more
complex and variable outcomes due to factors like weight, hormonal fluctuations, and
delayed diagnosis [40].
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4. Pharmacological Therapy
Women with ACS often face disparities in care compared to men, as demonstrated by

their lower likelihood of receiving guideline-directed secondary prevention medications
such as dual antiplatelet therapy, lipid-lowering therapy, angiotensin-converting enzyme
inhibitors/angiotensin receptor blockers, and beta-blockers (Table 1) [1]. Compounding this
issue is the persistent underrepresentation of women in cardiovascular clinical trials [41],
which limits the availability of specific data and hampers the development of tailored
treatment strategies. This underrepresentation not only undermines the understanding of
ACS management among women but also perpetuates disparities in health outcomes.

A large multicenter registry found that, despite women having a higher risk pro-
file, their use of optimal medical therapy (OMT) at 30 days was 5% lower compared to
men [42]. This disparity in treatment is attributed to differences in medication initiation
rather than treatment adherence. According to the literature, the prescription rates for
nearly all guideline-recommended medications were lower in women [43–46]. In line with
this finding, a retrospective population-based cohort study in British Columbia found that
lower rates of secondary prevention medication use among women were predominantly
observed in younger age groups, driven by differences in treatment initiation. However,
in individuals aged from 55 to 64 years, this under-initiation among women was offset
by reduced adherence to treatment among men [44]. Multiple trials indicate that women
and men exhibit different platelet reactivity and respond differently to antiplatelet therapy.
While further research is needed to better understand the complex nature of specific platelet
responses, we should adhere to the current guidelines, which recommend identical treat-
ment strategies for both sexes. However, findings from the multicenter Melbourne registry
highlight potential inconsistencies in the application of these guidelines. The registry
reported that women were significantly less likely than men to receive a second antiplatelet
agent. Furthermore, when dual antiplatelet therapy was prescribed, women were more
often treated with clopidogrel rather than newer agents such as prasugrel or ticagrelor.
Notably, no differences were observed in aspirin prescriptions in this registry [41,42]. The
reasons for these disparities remain unclear, but several potential explanations have been
proposed. Women presenting with acute myocardial infarction are often older and have
a higher baseline risk profile compared to men, which may lead to undertreatment due
to concerns about complications. Additionally, female sex is considered a risk factor for
bleeding complications following myocardial infarction, as highlighted in the American
guidelines [47]. Consequently, women receive antiplatelet agents less frequently due to
their higher incidence of adverse bleeding events and vascular complications. However,
studies have shown that, after 12 months of dual antiplatelet therapy, there is no significant
difference between men and women in terms of major bleeding risk [46,48]. Furthermore,
recent meta-analyses have demonstrated no disparities in the efficacy and safety of dual
antiplatelet therapy [32]. Adherence to treatment has also been explored between men
and women, with some differences identified. A meta-analysis of 28 studies found that
adherence to lipid-lowering medication was poorer among women compared to men. In
contrast, adherence to antiplatelet therapy, beta-blockers, and renin-angiotensin system
inhibitors was similar across genders. This discrepancy may be attributed to differences
in drug metabolism between men and women, which could increase the likelihood of
adverse effects such as statin-induced myalgia in women, potentially leading them to
discontinue treatment [49]. A recent French multicenter nationwide registry, which in-
cluded patients with acute myocardial infarction from 2005, 2010, and 2015, found that
high-intensity lipid-lowering therapy was significantly less prescribed to women. In con-
trast to findings commonly reported in most studies, women were not associated with
poorer prescription of other recommended treatments at discharge, such as beta-blockers
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or renin-angiotensin blockers [50]. Women were more likely to be prescribed treatments
with a less well-established role in current guidelines for secondary prevention after ACS,
such as nitrates and calcium channel blockers.

Myocardial infarction with non-obstructive coronary arteries (MINOCA) has a higher
prevalence in women than in men. It remains a challenging clinical entity, as there are
currently no guideline-directed therapies. Given its heterogeneous nature, identifying
the underlying cause is crucial for optimizing treatment strategies. If there is evidence of
coronary atherosclerotic disease, risk factor control and secondary prevention therapies
should be considered to mitigate future cardiovascular events [1]. Personalized treatment
based on the underlying pathophysiology remains key to improving patient outcomes.

A meta-analysis of nine studies examined sex-based differences in outcomes among
patients with MINOCA, with aggregate data from five studies specifically assessing medi-
cation prescriptions at discharge. The findings indicated that women were less frequently
prescribed angiotensin system blockers (ACE inhibitors and ARBs), beta-blockers, and
statins compared to men, yet they were more often prescribed aspirin. Despite these dispar-
ities in pharmacological management, long-term outcomes, including all-cause mortality,
major adverse cardiovascular events (MACEs), stroke, and myocardial infarction, showed
no significant differences between the two sexes. This finding may be attributed to the
higher prevalence of nonatherosclerotic mechanisms in women with MINOCA [51]. On
the other hand, a prospective multicenter study showed different findings, demonstrating
that secondary prevention with statins and ACE inhibitors/ARBs was associated with sig-
nificantly improved outcomes, including reduced mortality, heart failure, and myocardial
infarction, in both sexes. Notably, unlike the meta-analysis, this study found no significant
difference in the prescription rates of ACE inhibitors/ARBs, beta-blockers, and statins
between men and women at discharge. However, a significant sex-based disparity was ob-
served in the use of aspirin, which was prescribed less frequently to women with MINOCA
than to men [52]. Beyond the differences between the two sexes, several studies in the
literature have examined discharge treatment after MINOCA. In a multicenter registry-
based retrospective study, Ciliberti et al. found that the use of beta-blockers was linked to
better outcomes, including a reduction in all-cause mortality, heart failure hospitalization,
acute myocardial infarction, acute coronary syndrome, and stroke. However, they observed
no significant benefit with statins or ACE inhibitors/ARBs [53]. In contrast, Choo et al.
reported that ACE inhibitors/ARBs and statins were associated with lower mortality in
MINOCA patients. This discrepancy in findings may be due to the limited assessment of
the underlying causes of MINOCA in both studies [54]. Further research is needed to better
understand the role of different treatments in improving outcomes for these patients [55].

Future research should involve a greater representation of women in clinical trials,
alongside increased efforts to explore and better understand gender differences in biology.
This could result in more personalized treatments that are better suited to women’s needs.

Table 1. Studies on gender disparities in secondary prevention after ACS.

Study Study Population Findings

Anand et al. [56]
2005 Patients with ACS, 1998–2000 Women were less likely to be treated with

beta-blockers

Jneid et al. [57]
2008

Patients with AMI in 420 US hospitals,
2001–2006

Women were less likely to receive early aspirin
treatment and early beta-blocker treatment
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Table 1. Cont.

Study Study Population Findings

Akhter et al. [58]
2009 Patients with ACS, 2004–2006

Women were less likely to receive aspirin or
glycoprotein IIb/IIIa inhibitors

Women were less often discharged on
aspirin or statin

Arora et al. [45]
2019

AMI in four US communities, young
patients aged from 35 to 54 years,

1995–2014

Young women were less likely to be prescribed
nonaspirin antiplatelet therapy (p < 0.0001),

lipid-lowering medications (p < 0.0001),
beta-blockers (p = 0.04), and ACEi/ARBs

(p = 0.02)

Hao et al. [59]
2019 Patients with ACS, 2014–2018

Women were less likely to receive DAPT,
renin-angiotensin system inhibitors, and statins

at discharge

Vynckier et al. [60]
2020 Patients with coronary heart disease

No gender differences in the prescription of
aspirin, beta-blockers, and ACE-I/ARBs

Women were less likely on statins at follow-up
Women were more likely to receive calcium

channel blockers

Dagan et al. [42]
2022

Patients with ACS within the multicentre
Melbourne Interventional Group registry,

2005–2017

Women were less likely to receive a second
anti-platelet agent (p = 0.03), a statin (p < 0.001),

an ACEi/ARB (p < 0.001), and a beta-blocker
(p < 0.001) compared to men

Women were more likely to be prescribed
clopidogrel (p < 0.001) and less likely to be

prescribed ticagrelor (p = 0.001)
ACEi, angiotensin-converting enzyme inhibitor; ACS, acute coronary syndrome; AMI, acute myocardial infarction;
ARB, angiotensin receptor blocker; DAPT, dual antiplatelet therapy.

5. Cardiac Rehabilitation
Exercise training is a cornerstone of CR, helping to improve cardiorespiratory fitness,

reduce symptoms, and lower mortality rates after ACS [61–63]. For women, supervised
exercise is particularly important, especially for those with comorbid conditions, such as
diabetes or hypertension, or those who are less physically active. Structured, supervised CR
programs are safer, reduce the risk of exercise-induced complications, and enhance patient
adherence [64]. Women may also experience different barriers to exercise, making a tailored
approach necessary to address individual needs [65]. In women, exercise-based CR includes
standard core components consisting of initial assessment, exercise training, physical activ-
ity and diet counselling, smoking cessation, and weight, lipid, diabetes, hypertension, and
psychosocial management (Figure 2). However, these components present differences be-
tween women and men that impact on outcome. Indeed, patient assessment is less accurate
in women with reduced cardiopulmonary exercise tests performed during rehabilitation
programs [66]. Instead, regarding exercise programs, both aerobic and resistance training
are recommended [61,62]. However, women receive suboptimal aerobic exercise training.
They show a lower VO2peak both before and after the CR program with less improve-
ment [67–69]. Regardless of the impact of aerobic exercise, resistance exercise is associated
with a better prognosis in women [70,71]. Regarding physical activity, women engage in
exercise less regularly than men. The current guidelines recommend performing at least
150 min of moderate-intensity aerobic exercise per week, or 75 min of vigorous-intensity
exercise, combined with strength training two or more days per week [7,24,72].
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A comprehensive, multidisciplinary approach to CR is crucial to support the varied
needs of women post-ACS. Indeed, secondary prevention includes this key intervention
after the acute phase [1]. This collaborative approach ensures that all aspects of recovery
(physical, emotional, and nutritional) are addressed, improving overall outcomes and
long-term survival [64]. However, although CR is beneficial, several barriers limit women’s
access and adherence (Table 2). First of all, women are often under-referred to CR compared
to men. Physicians may perceive women as having a better prognosis or be less aware
of the substantial benefits CR offers to women [65]. Second, financial constraints, lack of
insurance coverage, or difficulty accessing CR centers due to transportation or childcare
issues can prevent women from attending [72]. Third, depression, anxiety, and stress are
more common in women post-ACS, which can lower motivation to participate in CR. These
mental health challenges also affect adherence to prescribed exercise regimens [73]. Fourth,
many women may not fully understand the benefits of CR or may feel overwhelmed by
the medical and lifestyle changes required. A lack of education about CR can contribute
to lower referral rates [72]. Therefore, to improve participation and adherence, several
strategies can be implemented:

1. Increase awareness and education: healthcare providers should clearly communicate
the benefits of CR, emphasizing how exercise, education, and psychosocial support
can reduce the risk of recurrent cardiovascular events and improve long-term quality
of life [1].

2. Tailored, gender-sensitive programs: CR programs should account for the unique
challenges women face, such as balancing family responsibilities, lower physical
fitness, and higher rates of mental health issues. Flexible scheduling, home-based
programs, and social support can increase adherence [72,74].

3. Reducing financial and logistical barriers: Programs should offer financial assistance,
lower fees, and virtual participation options. Providing transportation support or
offering community-based programs can improve accessibility for women [72].
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4. Psychosocial support: Addressing psychological concerns is critical. Integrating
mental health support within CR programs can help manage stress, anxiety, and
depression, thereby improving participation and long-term adherence [72].

5. Family involvement: encouraging family members to participate in CR can pro-
vide additional emotional support and increase motivation for women to stick with
the program [69].

Table 2. Barriers to cardiac rehabilitation and solutions to improve adherence.

Barrier Solution

Gender bias in referral Raise awareness among healthcare providers about the benefits of CR for women

Socioeconomic barriers Provide financial assistance, sliding scale fees, and transportation support

Psychosocial barriers Integrate mental health support, counseling, and stress management

Lack of awareness Educate women about the importance of CR and its long-term benefits

Family responsibilities Offer flexible schedules and home-based CR options to accommodate caregiving roles
CR, cardiac rehabilitation.

6. Tailored Management for Women After Acute Coronary Syndrome: A
Secondary Prevention Strategy

Management of women after ACS requires a gender-specific approach due to distinct
risk factors, clinical presentations, and psychosocial challenges that differ from men. Ef-
fective secondary prevention involves optimizing medical therapy, addressing lifestyle
factors, promoting CR, reaching risk factor treatment targets, and providing psychological
support [1]. A multidisciplinary, personalized strategy is essential to reduce residual risk
and recurrent cardiovascular events and improve long-term outcomes for women post-
ACS [64]. Indeed, in the acute phase of ACS, immediate interventions aim to stabilize the
patient and prevent further cardiac damage [64]. Psychosocial support is crucial during
the acute phase, as women are more prone to post-ACS depression and anxiety, which can
impede recovery and adherence to treatment. Mental health professionals should be part
of the care team to address these concerns [73]. Once the acute phase is managed, the focus
shifts to secondary prevention and long-term treatment. This involves pharmacological
management, lifestyle changes, risk factor management, and structured CR programs to
prevent recurrent cardiovascular events (Figure 3) [72]. These four pillars represent the
key strategy to reduce mortality and morbidity and increase the quality of life in women
after ACS. Pharmacological treatment should be based on the current ACS guidelines
with the aim of reducing the residual cardiovascular risk, improving the prognosis, and
continuing the cardio-protective therapy [73]. CR plays a vital role in secondary prevention
by improving cardiorespiratory fitness, reducing symptoms, and promoting long-term
health. Although women are less likely to be referred to CR and participation rates are
lower than for men, tailored CR programs are especially beneficial for women, as they
may face challenges like lower physical fitness or deconditioning post-ACS. Psychosocial
support integrated into CR programs is also crucial to address anxiety and depression [73].
Mental health issues such as depression, anxiety, and post-traumatic stress disorder are
more prevalent in women post-ACS. Addressing these concerns through counseling or
support groups is a vital part of secondary prevention. Early intervention can enhance
medication adherence, improve participation in CR, and elevate overall quality of life [73].
In this setting, continuous exercise training improves psychosocial distress. Furthermore,
women should be advised on lifestyle management to impact their cardiovascular risk
and outcome. Smoking is a major modifiable risk factor for recurrent ACS, and support is
essential for cessation [72]. Dietary changes, weight management, reduced sedentary time,
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and regular physical activity are strongly suggested [73]. Women should aim for at least
150 min of moderate-intensity aerobic activity weekly, complemented by strength training.
Physical activity should be gradually introduced, particularly for older women or those
with comorbidities [1]. Finally, the central goal is to achieve risk factor treatment targets,
such as blood pressure < 130/80 mmHg, LDL-C level < 55 mg/dL and reduced ≥50% from
baseline, and glycosylated haemoglobin (HbAIc) < 7% in women with diabetes mellitus [1].
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7. Conclusions
CR is essential for women recovering from ACS, helping improve cardiorespiratory

fitness, reduce the risk of future events, and enhance overall well-being. Despite its proven
benefits, many women face barriers to referral and adherence to CR programs. A tailored,
gender-sensitive approach that addresses specific barriers can improve participation and
outcomes for women post-ACS. Also, the management of women post-ACS requires a
comprehensive, tailored approach to address their unique needs. This includes early
psychosocial support, appropriate medical therapy, achieving risk factor treatment targets,
as well as promoting lifestyle modifications and CR. Gender-sensitive strategies will help
reduce the risk of recurrent cardiovascular events and improve long-term outcomes for
women post-ACS.
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