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Thisstudy aimsto present themythsabout cardiovascular
diseases, particularly thoseabout ischemic heart diseese.

Among the many widespread fal se conceptions
about cardiovascul ar diseases, wecan citethefollowing: is-
chemic heart disease prevailsamongrich people, it affects
malesalmost exclusively, and it doesnot constituteapublic
health problem in devel oping countries. Theseideas, on
which our study isbased, have been discussed by Martin?,
who isresponsible for the area of cardiovascular diseases
at theWorld Health Organization.

Wetried to present datathat highlight thereal situa-
tion of thisgroup of diseasesin our country and, therefore,
to destroy false myths.

A great amount of scientific information reachesthe
publicviathelay pressthat rapidly popularizesmedical ter-
ms, practices, and behaviors. Theinfluenceof thelay press
isgreat and especially well explored in regard to concepts
and noveltiesintheareaof health. Print and other commu-
nication media should be used more effectively by public
health agencies because an interested public thirsty for
hedlthinformation exists.

Even though the findings of numerous epidemiol o-
gical, clinica, and anatomicopathol ogical studies, stressing
themost varied characteristicsof cardiovascular diseases,
have been publishedin recent decades, afew fal se concep-
tions and notions persist about cardiovascular diseases,
mainly about ischemic heart disease and cerebrovascular
diseases, also generically known ascerebral stroke.

These false notions were analyzed in a synthetic but
interesting and didactic manner by Martin®, whoisrespon-
siblefor the area of cardiovascular diseases at the World
Health Organization, in astudy titled “ To end the myths
about heart diseases.” The author emphasizesthat to pre-
vent heart diseases, public health initiatives should be fo-
mented, which can only be achieved with true notionsgui-
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ding preventiveattitudes. The author beginsher article as
follows: “Mistaken concepts about cardiovascular disea-
ses — heart attacks, cerebral strokes, and hypertension —
have persisted for years, resulting in myths. Most of these
myths were based on concrete observationsin theinitial
phase of the current world epidemic, and they are deeply
rooted inthemindsof thoseresponsiblefor health, profes-
sional, and public policies. Asthese mistaken concepts
reflect negatively on resources offered and on prevention
and control measuresfor cardiovascul ar diseases, weneed
todefinitively eliminatethem”.

Thesepointsareinteresting and pertinent becausein
professional activities, either teaching or clinical, mention of
mistaken conceptsabout cardiovascul ar diseasesby health
professionals, including physicians, isfrequent. Theauthor
of the previoudly cited article presents 6 mythsin regard to
cardiovascular diseases, commenting on each of them and
stating that we need to eliminate them. Because of theim-
portance and current nature of thistopic, wefounditinte-
restingto comparethat study totheexistingreality in Brazil.
Theauthor agreed withthe use of her ideaasabasefor our
study with datafrom our country. Therefore, our study aims
to discuss the mythsrelated to cardiovascul ar diseases
prevailinginBrazil.

Myth I: cardiovascular diseases are problems
of developed countries

Martin ! draws attention to the fact that cardiovas-
cular diseases cause approximately 15 million deaths per
year around theworld. Thisnumber correspondsto 30% of
thetotal of deaths, and, of those deathsresulting from car-
diovascular diseases, two thirdsoccur in devel oping coun-
tries. These countries have anumber of deaths caused by
cardiovascular diseases 2 timesgreater thanthat of develo-
ped countries. Analyzing the2 most frequent causesof dea-
th in the group of cardiovascular diseases, we note that
although those caused by cerebral stroke occur twice as
oftenin devel oping countriesthanin devel oped countries,
deathsdueto heart attacks occur in equal numbers.

Approximately 35yearsago, aninvestigation?onthe
mortality of adultsfrom 15to 74 yearsof agewascarried out
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in12cities, oneof theminthe United States(San Francisco),
another in England (Bristol), andtheremaining 10inLatin
America. Thisstudy analyzedinastandardizedway al ca-
sesof deathinanagegroup through interviewswith physi-
cians, hospitals, clinics, and with peopleinvolved with the
cases, aswell aswith family members. This methodol ogy
enabled correction of data, and, therefore, most reliable
informationwasobtained.

Inthisstudy 2, the 2 citiesin devel oped countries(Bris-
tol and San Francisco) were compared with the 10 Latin
American cities, including S&o Paulo and Ribeirdo Preto.
Thirty-fiveyearsago, mortality duetoischemic heart disease
wasgreaterinthe2 Anglo-Saxoncities, mainly amongmales.
However, some Latin American cities already had high
mortality ratesfor thisgroup of diseases. Atthat time, among
females, therateswerevery smilarinamogt al cities.

Inregardto cerebral stroke, mortality in several Latin
American citiesovercamethat inthe 2 citiesin developed
countries, for malesand femal es, and Sdo Paulo and Ribeirdo
Preto had thehighest rates. Inregard to hypertensive heart
disease, themortality ratewasclearly higherinmost Latin
Americancities, for both sexes(Tablel)2

Therefore, for 35 years, this study 2 has shown that
cardiovascul ar diseases are not solely the prerogative of
theareas considered more devel oped or richer.

InBrazil, cardiovascul ar diseasesarethemost impor-
tant causes of death (27.5%in 1994), followed by external
causes(12.1%), and neoplasias (10.8%). Infectiousand pa-
rasitic diseases, historically related to poorness, appear in
sixth position responding to only 4.7% of thetotal of dea-
ths. Andintheglobal socia and economic context, Brazil is
considered a developing country. On the other hand, our
country has 2 regions considered “more developed” or
“richer” (Southern and Southeastern regions) and 2 “less
developed” or “lessrich” regions(Northern and Northeas-
ternregions). Accordingto tablell, cardiovascular diseases
arethemajor causesof death eveninthelatter 2 regions.

In hisstudy 3, Husten predictsaworld scenariofor the

Table I — Mortality rates due to 3 types of cardiovascular diseases,
according to sex, in the age bracket from 15 to 74 years, in 12
cities, from 1962 to 1964 (per 100,000 inhabitants)

Stroke Ischemic Hipert.
heart disease

Cities M F M F M F

Bogota 50.8 574 78.0 46.4 232 332
Bristol 56.1 43.1 162.8 46.4 125 10.1
Cali 41.9 45.0 54.7 205 326 308
Caracas 44.9 331 98.5 38.2 12.8 15.8
Guatemala 28.3 32.9 26.1 10.4 6.7 9.3
La Plata 65.8 36.8 93.8 271 233 183
Lima 66.4 394 60.6 224 264 211

Mexico City 355 43.3 69.3 26.0 111 116
Ribeiréo Preto 91.8 69.1 53.0 319 441 248
San Francisco  38.5 37.1 191.2 56.0 118 6.4
Santiago 735 60.4 77.4 36.7 121 135
S4o Paulo 78.8 61.8 95.0 40.6 28.0 350

Source: reference 2. Rates adjusted by age.
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Table II — Proportional mortality (%) due to cardiovascular
diseases (CVD), infectious and parasitic diseases (IPD) and
external causes (EC) according to the Brazilian regions, 1994

CVvD IPD EC
Regions % Position %  Position % Position
North 17.8 12 7.0 42 13.9 22
Northeast 19.5 12 6.3 3@ 9.6 2
Southeast 30.6 12 4.1 e 12.5 22
South 32.6 12 3.2 ™ 11.8 3
West Centrd  27.1 12 6.4 5 17.6 22
Brazil 275 12 4.7 62 12.1 22

Source: Mortalidade Brasil, 1994. Brasiliaz CENEPI/Fundacéo Nacio-
nal de Salide.

next 2 decadeswith an epidemic of cardiovascul ar diseases
inlessdeveloped countries. According to him, the current
trend resultsfrom anincreaseintherisk factorsfor cardio-
vascular diseases due to better economic conditions and
increaseinlifeexpectancy. Healso considersthe unhealthy
lifestyleof populationsasone of the causesfor anincrease
intheincidenceof cardiovascular diseases.

Other data could be presented for Brazil and also for
other countriesor regionsof theworld showing that cardio-
vascular diseases constitute a health problem not only for
developed countries.

Myth II: cardiovascular diseases are a health
problem of rich people

“Indl societies, some peoplerapidly adopt changesin
lifestylewhileotherstakelonger to do so. At thebeginning
of the heart disease epidemic, only those better-off people
indeveloping countriesadopted the new lifestylesconsis-
ting of, among other things, consumingfoodrichinfat and
calories, havingacar, and smoking. Now that these goods
areconsumed by themasses, thisunhealthy behavior iswi-
despread among all social classes. Currently, rich people,
mainly thosein urban areas, have better accessto healthin-
formationregarding risk factorsdiffused by thecommunica-
tion mediaand may changetheir behavior toahedthier life
style(nutritiousfood, physical activity, smoking cessation).
Thisisthegroupthat first adoptschangesinlifestyle, while
theunderprivileged peopleof thecitiesand rurd communities
stay out of thistrend because they haveless accesstoin-
formationandlack timeand money to acquirehealthier food
andto exercise, whichwould keepthemin shape. Theresult
isahazardouslifestyleand anincreaseinrisk factors’ *.

Martin’s statements' cited above show inavery sm-
pleand direct manner theissue of rich and poor peoplein
regard to cardiovascular diseases. The author also com-
mentson themyth of heart diseasesbeing aproblemof rich
people: “Alsoinindustrialized countries, wheretheepide-
mic began some decades earlier than in the developing
world, cardiovascul ar diseasesare currently morecommon
intherelatively poor sectors. When theworld epidemic of
heart diseasereachesits maximum|levels, themost affected
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will bethe poorest countries and the poorest sectors of so-
ciety”.

Clinicians, ingeneral, and cardiol ogists, in particular,
know very well the* social and economic typology” of the
patientswith cardiovascular diseases, especially in public
hospitalsof our country. Thisexperienceleadsto, or should
lead to, destruction of the myth that thisgroup of diseases
isaproblem of rich people.

Among thevariousepidemiol ogical studiesshowing
the prevalence of cardiovascular diseasesor their risk fac-
torsin the popul ation, we found the study by Achutti“in
theadult popul ation of 4 areasin thecity of Porto Alegreto
beimportant. Hisresultsshow that thelower theeducatio-
nal level, thehigher theexposuretorisk factors. Theseresul-
tsled Costae Silva®to comment: “ According to thisstudy,
thelower the educational level, the higher the exposureto
risk factors, which showsthe perversetendency of ahigher
risk of illnessand mortality dueto potentially preventable
diseasesin the population with alower educational level
and, possibly, with alower income, and, therefore, with limi-
ted access to the benefits of prevention and treatment of
these diseases.”

Tablelll clearly showstheprevalenceof 5risk factors
(hypertension, alcohol use, obesity, smoking, and aseden-
tary life style) according to educational level . Therefore,
an inverse relation exists between the educational level,
whichinreality trand atesto the social and economic condi-
tionof anindividual, and the preval ence of risk factorsfor
cardiovascular diseases. The study by Achuitti “ clearly es-
tablishestherelation between poverty and therisk for car-
diovascular diseases.

Still considering theissue of cardiovascular diseases
and “the poor versustherich”, Lopes® analyzed theracia
factor and hypertension, clearly showingthat severa inter-
national and Brazilian studiescons stently indicatethat pre-
valenceof hypertensionishigher among black peoplethan
among white people. Theauthor discussesthe possiblein-
teractionsbetween genetic and environmental factors, whi-
ch contribute to the greater risk of hypertension among
black people, in particular thepsychosocia factors. InBra
zil, likein other countriesof the Americas, suchastheUnited
States, a strong population contingent of black people
exists, most of whom may be considered as* poor”. There-
fore, hypertension asastrong risk factor for ischemic heart
diseaseand cerebral stroke partially explainsthe contribu-

Table III — Prevalence (%) of risk factors for cardiovascular diseases
according to educational level in the city of Porto Alegre, Brazil, 1997

Educational Hypertension Alcohol Obesity Smoking Sedentary

use life style
University 6.6 9.8 10.0 46.0 74.7
High school 8.0 18.2 18.0 47.0 79.1
Elementary 19.9 18.1 31.0 55.0 85.3
Illiterate 27.8 33.3 47.0 72.0 87.3

Source: reference 4.
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tion of black peopleto the significant prevalenceof cardio-
vascular diseases among “ poor people”.

Chor " analyzed the cardiovascul ar risk profileamong
employees inastate bank and showed someinteresting po-
ints, such asthe higher frequency of some risk factors
amongthoseinalower functional category and lower edu-
cational level.

Itisclear that cardiovascul ar diseasesarenot aprero-
gativeof rich people, onthecontrary! Therefore, thismyth
iscompletely false!

Myth I1I: cardiovascular diseases affect
mainly males

Martin ! stressesthat even though ischemic heart di-
sease isless common in premenopausal women thanin
men, inmany partsof theworlditis themost frequent cau-
se of death in women, including those under 65 years of
age. Inregard to thetopic, shestates: “ Heart disease, like
itsrisk factors, variesalot among different populations.
According to arecent study by theWorld Health Organi-
zation about tendencies of cardiovascular diseases (M O-
NICA project), therates of heart attack in women aged
from 35 to 64 yearsin Glasgow (Scotland) and Belfast
(North Ireland) are higher than those in men from some
regionsof Southern Europe”.

Tablel clearly showsthat cardiovascular diseases,
particularly cerebral strokesand hypertensiveheart disea
se, arenot exclusivetomales. Inseveral citiesstudied, these
2 types of cardiovascular diseases had ahigher mortality
rate among females. The results from the study by Puffer
and Griffith? carried out morethan 3 decadesago, likeseve-
ral othersevenolder, justify thedimination of thismyth, and
they are supported by other more recent studies®®.

Laurenti et al & analyzingtheepidemiologicd profileof
malehealthinthe Americasshowedthat, even though mor-
tality dueto cardiovascular diseasesishigherinmales, itis
also significant amongfemales. Thiswasconfirmedby Lo-
tufo®, andfigure 1 showsthehighmortality infemalesaged
from45to 64 years, insomecountriesand Braziliancities.

These datamay be used to fight against myths| and
[11. Inredlity, thehighfemalemortality duetoischemic heart
diseaseisnotablein 4 capitalsof Brazilian states (S0 Paulo,
Porto Alegre, Curitiba, and Rio deJaneiro) with rateshigher
thanamost all devel oped countrieschosenfor comparison
(fig. 1).

Clinical and epidemiol ogical studiesclearly show that
thisisafalsemyth. Inredlity, cardiovascular diseasesarenot
exclusivemalediseases.

Myth IV: cardiovascular diseases are a pro-
blem of elderly people

Thisisabelief among the general public and health
professionals. The frequency of cardiovascular diseases
undoubtedly increaseswith age progression. Martin* cites
theindustrialized countries, where onethird of heart atta-
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cksand one fourth of cerebral strokes happen in people
under 65yearsold, whilein devel oping countries, thissitua:
tionismoremarked. Reddy and Y usuf*°report that in less
developed countries the high incidence of cardiovascular
disease occurring before 65 years of agemay beconsidered
aresult of thepoor quality of medical care. Wemay add that
asignificant part of the population hasdifficulty in acces-
singany typeof medical care.

Chor ™ reported very well theexistence of early morta-
lity in Brazil, while L otufo? showed that the proportional
mortality duetoischemic heart disease and cerebral stroke
intheagebracket from 35t0 64 yearsin several regionsof
Brazil and developed countriesis highly representative.
Therefore, mortality duetoischemic heart diseasereaches
3%inEngland, 38%inFinland, andintheBrazilian capitals
it ranged from 21% (citiesof Porto Alegre, Rio de Janeiro,
and Curitiba) to 11% (city of Salvador) inthemaesex. Inre-
gardtothefemal esex, thispercentageislower, sometimes
reaching valuesabove 15%. TablelV showstheproportio-
nal mortality due to ischemic heart disease and cerebral
strokein malesfrom 35 to 64 years of age. TableV shows
theproportiona mortality (%) duetoischemic heart disease
according to age groups and regions of the country. The-
refore, 11.6% of the deathsdueto cardiovascul ar diseases
occur from 30to49yearsof age, and 35.7%from 50to 69 ye-
arsof age. Inall Brazilianregions, theincidence of deaths
duetoischemic heart diseasein the age bracket from 30to
49yearsisabove 11% of al deaths, except for the Southern
region (9.9%).

Datareported confirmthat cardiovascul ar diseasesare
not aprerogativeof elderly peopleor individua sover 65or
70yearsof age. Ontheother hand, informationintablelV
alsohelpstoeiminatemythl.

Japan 13,8
France 21,7
Spain 28,5
Italy 36,4
Portugal 375
Poland 56,2
Netherlands 61,5
Belo Horizonte 62,7
Canada 77
Salvador 794
Belém 80,3
Denmarrk 843
Finland 87.9
United States 89,1
Australia 89,7
Recife 100.8
Sé&o Paulo 107,7
Englend 114,2
Porto alegre 123,8
Hungary 1314
Curitiba 1354
Rio de Janeiro B 1432
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Myth V: cardiovascular diseases are not ame-
nable to preventive action in the community

IntheUnited States, fromthemid 60’ son, adeclinein
mortality duetoischemic heart disease began to occur, per-
sisting until today.

A littlemorethan 1 decade after the beginning of this
decline, the Conference on the Declinein Coronary Heart
Diseases ®* was held in Bethesda, MD, aiming to discuss
with speciaistsof variousfieldsthisdeclineand, mainly, try
toidentify the possiblefactors accounting for thisfact. At
that time, in addition to the possible factors, such asthe
advancein medical and surgical therapeutics, adecreasein
theprevalenceof themajor risk factorswasevident, contri-
buting to adecreasein theincidence of ischemic heart di-
sease, whichwasreflectedin mortality.

Several studies pointed to the hypothesisthat the re-

Table IV — Proportional mortality (%) due to ischemic heart
disease (IHD) and cerebral stroke in 14 developed countries and
capitals of Brazilian states, in males aged from 35 to 64 years, in
the period from 1984 to 1987.

Countries and Brazilian capitas IHD (%) Stroke (%)

England 39.0 6.0
Netherlands 29.0 4.0
Australia 32.0 5.0
Canada 30.0 3.0
Finland 38.0 6.0
USA 27.0 4.0
Italy 17.0 7.0
Denmark 29.0 4.0
Japan 6.0 12.0
Spain 15.0 7.0
Hungary 22.0 11.0
Porto Alegre 21.0 10.0
Rio de Janeiro 21.0 29.0
Poland 19.0 5.0
France 11.0 5.0
Curitiba 21.0 15.0
Belém 14.0 14.0
Portugal 12.0 12.0
Belo Horizonte 11.0 15.0
Séo Paulo 18.0 12.0
Salvador 11.0 12.0
Recife 15.0 11.0

Source: reference 12.

Table V — Proportional mortality (%) due to ischemic heart disease
according to some age brackets and Brazilian regions, 1994.

Ages 30 to 49 50t0 69 70 and over 30 and over
Regions % % % %
North 12.9 351 46.7 94.7
Northeast 11.4 334 50.7 95.5
Southeast 11.8 36.2 494 97.4
South 9.9 35.7 52.4 98.0
West Central 14.1 37.6 43.3 95.0
Brazil 11.6 35.7 49.7 97.0

Fig. 1 schemic heart disease mortality in womem between 45 and 64 years-old. (7
brazilian state capitals and 16 countries) 1984 to 1987 (ratio per 1000.000).
Source: reference 9.
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ductionin mortality resulted from changesin the status of
therisk factorsinthe population.

Scholarsin the cardiology field (clinicians, patholo-
gists, and epidemiol ogists) accept the fact that the results
from the Framingham study ** accounted for the current
knowledge about therisk factorsfor ischemic heart disease.
Diffusion of thisknowledge madethe population adopt in-
dividual or collective, or both, measuresto preventischemic
heart disease. Such measures undoubtedly helped alot to
reduce mortality duetoischemic heart disease.

Thisdeclineinmortality hasbeen observedinvarious
countries and has been reported in our country aswell for
ischemic heart diseasesand also for cerebral stroke!>28,

Changesin behavior in population segments, with a
reductioninrisk factors, undoubtedly favor thedecreasein
theincidenceof ischemic heart diseasesand cerebral stro-
ke. Thisreductionreflectsindirectly inadecreaseinmorbi-
dity, and through secondary preventionit may directly de-
creasemortality. Therefore, mythV isnotvalid, ie, cardio-
vascular diseasesareinfact amenableto preventiveactions
inthecommunity.

Chor "isvery honest in reporting in her study that
“cardiovascular diseasesmay bereduced” . Shestates: “ Ef-
fortsin prevention currently devel oped haveahigher pro-
bability of delaying the onset of ischemic heart diseaseand
cerebrovascular diseasesthanthat of avoiding them. A re-
ductionintheirincidencerateswould beachievedif anew
generation developed with healthier habits and environ-
ment, from the beginning of their lives until adulthood.
Control of the causesof atherosclerosisand of el evation of
blood pressure, however, hasbenefitsin regardtolongevity
andimprovementin quality of life, being, therefore, justi-
fiableincountrieslikeBrazil, where, asaready seen, morta-
lity dueto cardiovascul ar diseasesaffectsagreat number of
young adults’.

Myth VI: cardiovascular diseases are no
longer a problem of public health

When commenting onthismyth, Martin* reportsthat,
even though the incidence of cardiovascular diseases has
been decreasinginindustrialized countries, they will conti-
nueto be apredominantly public health problem. In addi-
tion, countriesin Eastern Europebegantohaveanelevation
in mortality dueto this group of diseases. Estimates exist
that these diseaseswill causetwicethenumber of deathsin
devel oped countriesin 2020 ascompared with thosein 1990.

Even though thissixthmythisdiscussedin Martin's
study %, it does not seem to have the same strength asthe
others. To adapt it to our reality may beinappropriate, be-
causeit is not abelief widespread among us. On the con-
trary, thisgroup of diseasesisreported and discussed more
and moreasoneof themgjor health problemsin our country.

Comments

Thepossibility of primary and secondary prevention
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of cardiovascular diseases, intheindividual and onthecol-
lectivelevel, isan ungquestionablefact. However, themyths
presented, which are beliefsrelated to thisgroup of disea
ses, act inanegativeway and may reducetheeffectsof pre-
ventiveprograms. Therefore, thebelief that heart diseaseis
“adisease of elderly people” contributes to the young
adopting alifestylenot adequatefor prevention, mainly in
regard to dietary habits. Studies have shown that healthy
dietary habits should start in childhood.

The idea deeply rooted in the population that this
group of diseases are more prevalent among males also
contributesto women underestimating some specific symp-
toms, making an early diagnosisdifficult.

The myth that cardiovascular diseaseisa* disease of
rich people” spread with no scientific support. 1t may be
explained by the limited access of poor people to more
refined diagnoses and, mainly, the limited access to
information and adoption of preventive behaviors. Habits
such as smoking and excessive alcohol consumption are
very prevalent among underprivileged people, apopul ation
group that resists adoption of preventive behaviors.

Even though alcohol consumptionin moderate amo-
unts has been associated with some degree of protection
against cardiovascul ar diseases, studies have shown that
constant ingestion of large amounts of alcohol increases
therisk of death not only due to cardiovascular diseases,
but also dueto cancer and external causes. However, infor-
mation regarding cardiovascular diseasesislimited asto
the benefits of alcoholic beverage consumption.

Atthesametimethat somemythshavebeen eliminated
by themedia, new beliefshavereplaced them. Thishasbeen
happening dueto the great interest of the pressinregard to
health topics. In important weekly magazines, asection on
health isroutinely published with the results of current
scientificstudies. Usually, thesemagazinesreproducearticles
that have been recently publishedininternational scientific
journals. Thisway, withthearticletrand ated into an acces-
siblelanguage, the public isinformed about some results
before most physicians have the opportunity to read them
directly inamedical journal. Thesearticlesarewdl| received
and are reproduced in numerous publications around the
world, including in Brazil. However, even though these
articlesare published inmasscommunication media, only a
part of the population, whichisbetter informed, “receives’ or
effectively understandstheinformation.

Peoplewith accesstothisava ancheof information start
seding certaindietary habitsaspolitically correct. Ontheother
hand, they frequently begin to doubt everything, even when
individualy instructed by physicians, becausethat whichwas
initially good, may not be confirmed in subsequent studies.

An example of thisvariation isthose articlesrecently
publishedinlay magazinesabout certain foods, such asegg,
margarine, and salt, and their relation to anincreasein cho-
lesterol levels. Thisfood, until then excluded fromahealthy
diet, seemsto be rehabilitated, being even indicated for
peoplewith noincreasein cholesterol levels.

In recent decades, thelay presshasundoubtedly contri-
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butedtothebehaviora changeinregardtorecognizedrisk fac-
tors. Wemay citetheincreasing number of peopleexercising,
the proliferation of fitness centers, and changesin dietary
habits. Inregardto acertain socia class, weconsider that in-
formation provided by the media proved to be more useful
thanofficia programsdirected at communitiesor evenindivi-
dua counsdling provided by physicians. However, sometimes,
thisinformation contributestothe creation of new myths.

Arq Bras Cardiol
2001; 76: 105-10.

The population would benefit more if information
about health could be better diffused by the media, which
could use the known resources to make the information
availabletolessprivileged classes. Certainly these measu-
reswill beimportant in destroying deeply rooted myths,
which are not true, and that certainly have contributed to
making prevention of cardiovascular diseasesat individual
and collectivelevelsdifficult.
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