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Facing Cardiovascular Disease Together

Most of us have had our lives touched by cardiovascular disease (CVD). Each year, CVD kills
over 4.35 million people in the 53 member states of the World Health Organisation European
Region and more than 1.9 million in the European Union (EU). It is responsible for 55% of all
deaths in women across Europe and 43% of the deaths in men, killing more people than all
cancers combined. The cost of CVD on the EU economy is estimated to be approximately
169 billion euros a year.' The majority of these costs go towards treatments and
hospitalisation. CVD is a leading cause of disability.> 3

Despite advances in cholesterol screening, innovation in medicine and the huge desire that exists to safeguard society
from the burden of CVD, | am often asked why we do not see consistent approaches to cholesterol management across
Europe. This is set against the backdrop of very tangible efforts that are taking place to introduce common treatment
goals. The work of the Fourth Joint European Societies’ Task Force on CVD prevention in clinical practice, and the
EUROASPIRE* studies which have highlighted lifestyle and risk factor management issues in fifteen different countries are
particular examples. The EUROACTION initiative is also doing a great deal to address the issues.®

The answer is always focused on closing the gap between blue sky and reality, underpinned of course by medical
expertise, policy and implementation. HEART EU has seen first-hand the incredible and effective practices employed by
member states as well as areas where the system has not worked as well as it should and patients have been severely let
down. The future depends on having the right people at the table leading by example, best practice case studies and
working tirelessly to remove the blocks.

The HEART EU Cholesterol Survey focused on these very issues, and sought first-hand the perspectives of those
European policymakers, medical advisors to policy and physicians with the potential to influence the future of CVD
management. The results were benchmarked against the opinions of acknowledged experts in the field — the co-authors
of this report.

The results are enlightening and although promising, do illustrate that there is a lot to do. Changes on the European
landscape can ensure better and more consistent practices when it comes to the management of CVD and cholesterol.
Policy formers and physicians need to agree where the responsibility lies, not only to set treatment goals but also put in
place a framework to ensure delivery. Only then can we lift the barriers that impede treating patients to their goals and
identify faster and more effective solutions that are easily implemented and internationally recognised.

Michael Livingston
Chairman
HEART EU

HEART EU (an acronym of Hyperlipidemia, Education, Action, Research & Treatment), the European Patient Cholesterol
Foundation, represents four European cholesterol Centres of Excellence awareness and patient organisations and is
committed to preventing heart disease across Europe.



INTRODUCTION

CVD causes nearly half of all deaths in Europe (48%)  Some of the most significant barriers to managing disease
with a staggering 4.35 million attributed to the if not given sufficient priority include:
disease each year.! Within the 27 EU member states,
the statistics are equally as alarming with CVD being * Awareness of the role of LDL-cholesterol in the
the main cause of death accounting for two million pathology of CVD
deaths each year.2 Essentially, nearly half of deaths in  Screening for it
the EU (42%) are due to CVD.2 * Agreeing on treatment goals

e Prioritising patients to appropriate lipid-lowering drugs
Raised low-density lipoprotein (LDL) cholesterol is where necessary
recognised as a major risk factor in the development of  Ensuring adequate follow-up is maintained
CVD alongside smoking, lack of exercise, obesity and high
blood pressure. It is has been estimated that high The picture is therefore complex and comprises a mixture
cholesterol is a contributing factor in 56% of coronary heart  of medical recommendation and expertise, packaged with
disease and 18% of strokes.® policies which, given the delivery of healthcare services,

includes screening, medicines access policies, education
Managing LDL-cholesterol alongside wider risks is therefore and the prioritisation of each element. Individual

one of the most important considerations in helping to stakeholders, their perspectives and interactions are critical
manage the burden of GVD - this applies particularly in parts of the puzzle and form the basis of the HEART EU
patients with complicating factors such as type Il diabetes Cholesterol Survey report.

or genetic disorders such as familial hypercholesterolemia
(FH). Affecting over 80 million Europeans, the vast majority
with no knowledge of their condition, and who without
diagnosis may suffer fatal heart attacks at an early age.
Appropriate management not only covers assessment of
total cardiovascular risk (typically based on a simple chart
known as SCORE)” but determination, as part of this
assessment, as to what is an appropriate serum
cholesterol level. This is typically benchmarked against the
prevailing national standard such as British Cardiology
Society (BCS), UK, Agence Francgaise de secuirite sanitaire
des produits de santé (AFSSAPS), France, or Statens
Legemiddelkontroll (SLK), Norway, which in turn are
informed by the European guidelines on CVD prevention
from the Fourth Joint European Societies’ Task Force on
CVD prevention in clinical practice.
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The HEART EU Cholesterol Survey

To further assess the impact of CVD across the EU,
the perception on the management of cholesterol in
Europe and the link between cholesterol and
cardiovascular diseases 41 European policymakers
(including 29 members of the European Parliament
[MEP] with an interest in health matters, seven civil
servants in the European Commission and five health
attachés in the Council of the European Union in
representation of member states) were polled.

Similarly, a representative sample of 21 European
physicians with experience in lipid management and
research were asked to participate in the same survey, with
additional questions relating to their current practices.
Participants included representatives from 17 countries:
Austria, Belgium, Bulgaria, Cyprus, the Czech Republic,
France, Germany, Ireland, ltaly, the Netherlands, Norway,
Poland, Portugal, Romania, Spain, Switzerland and the
United Kingdom.

The results support a good level of awareness about the
burden of CVD. After all, it is well documented that the toll
of CVD is alarmingly high. Of the total healthcare costs in
the EU approximately 10% are for CVD. The cost of
inpatient hospital care for people who have CVD
accounted for about 54% of these costs, and that of drugs
for about 28%.8 Health systems across Europe are
burdened by an ageing and increasingly sedentary
population but more importantly because of the impact of
cholesterol related diseases which could be prevented if
patients were more effectively managed.

The survey responses also indicate that although the risk
factors and measures to prevent elevated cholesterol have
been identified, many patients with high cholesterol are still
struggling to achieve acceptable levels and until the
barriers have been addressed, the situation may worsen.

“It [CVD] is a very important
health problem with a community
burden that requires collaboration
of all authorities”

Physician

Overall, policymakers and physicians recognise the
impact of CVD across Europe and agree that new
strategies which involve a joint approach from those most
responsible for patient care should be identified and
implemented to ensure patients meet LDL-cholesterol
goals. Perspectives on how to achieve this objective are
however, more varied.

Identifying the Barriers

The HEART EU Cholesterol Survey results highlight a
number of discrepancies between physician and policymaker
opinion about the cholesterol issue, specifically the identity
of the biggest barriers currently preventing patients
reaching their cholesterol goal and who should have overall
responsibility for prioritising and delivering cholesterol
management solutions in Europe. Most importantly, these
discrepancies clearly demonstrate a need for better
alignment between stakeholders to address the situation at
country and international level. A political will to address
these problems and to raise awareness of the barriers
preventing successful treatment is very important.

“Governments must set the
priorities together with health
professionals who will implement
the measure”

Medical Advisor to Policy

At present there are a number of guidelines, National
Institute for Health and Clinical Excellence (NICE) guidelines
in the UK and Deutsche Gesellscheaft Fir Kardiologie
(DGK) in Germany for example, that define treatment goals.
This guidance takes into account the recommendations of
the Fourth Joint European Societies Task Force

guidelines. However, some guidelines offer different
recommendations, which may cause confusion amongst
physicians, particularly those managing patients with
multiple risk factors.

The HEART EU Cholesterol Survey findings point to a clear
need for consistency in European guidelines that reflect the
expertise of physicians and are endorsed by policymakers.
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In particular, these should offer clarity on managing risk
factors and an agreement on cholesterol level targets.

“[CVD risk identification] could
reduce the occurrence of
CVD cases and give patients
better care when there is an
improved system of risk
identification in place”

MEP

To ensure alignment across Europe, participants believed
that the initiative would need to be implemented at a
national and regional level and include performance
measures suitable for application in the screening and
treatment of high-risk patients. Achievement of this
standard depends on the identification and elimination of
current legislative and administrative barriers at EU,
national, and regional levels of government and healthcare
systems. Increased funding to provide education,
counselling, extra availability of healthcare professionals
and pharmacological intervention to reach therapeutic
objectives for high-risk patients should also be prioritised
(Figure 1).

Figure 1: Please rank in order of importance which of the following you believe should be the main
strategic objectives for lipid policy in Europe (policymakers only)?
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Rank of importance (1 being the lowest and 5 being the highest)

Obtain increased funding to provide
education, counselling, extra HCP
availability, pharmacological intervention
to reach therapeutic objectives for
high-risk patients.

Identify, and eliminate, legislative and
administrative barriers that prevent

optimal lipid care to high-risk patients
at EU, national, and regional levels of
government and healthcare systems.

Implement national and regional
cholesterol performance measures

for physicians to effectively screen

and treat high-risk patients and achieve
cholesterol target levels in these patients.

Obtain EU level funding identification of
high-risk patients.

5

Perceptions of the Cholesterol Issue

The survey findings revealed that policymakers and
physicians recognise that CVD and its associated co-
morbidities have a significant impact on public health in
Europe, particularly when compared to other serious
diseases such as diabetes and asthma (Figure 2).10

When asked how high the management of elevated LDL-
cholesterol and its links to cardiovascular diseases should
be on the EU healthcare policy agenda both physicians
and policymakers believed that the management of
cholesterol should be a much higher priority (Figure 3).11- 12



6 Heart EU Cholesterol Survey Report

Figure 2: How much of an impact do you think elevated LDL-cholesterol and its co-morbidities
(related illnesses e.g. CVD, CHD) have on public health overall in Europe?

100%

80%

60%

40%

% of respondents

20%

0%

Significant impact Some impact

I Policymakers [N Physicians

Figure 3: How important do you think the elevated risk of LDL-cholesterol and its links to CVD is
on the healthcare policy agenda throughout Europe (a) and how high should the management of
elevated LDL-C be on the healthcare policy agenda (b)?
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Discrepancies still exist between the number of deaths Furthermore it was considered vital that additional funds
caused by CVD worldwide and in particular, Europe should be made available for cardiac care and screening
with policymakers underestimating the actual numbers high-risk patients (Figure 6).1°

(Figure 4).13 14

There was agreement between policymakers and
physicians that the costs for treating CVD and care of post
CVD events is far higher than implementing effective
measures to prevent CVD (Figure 5).1°
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Figure 4: On average how many people do you think die each year from CVD?
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Figure 5: In your opinion what do you think costs more to manage?
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Figure 6: Do you believe there should be increased funding for any of the following?
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At present, lipidologists and cardiologists were considered “This is hot considered a serious
to be the most effective in screening high-risk patients and . .
problem as yet, especially in

this fact should be reflected in identifying best practice in

this area or identifying those who advise on healthcare COmpa/’/'SOﬂ tO Othe/' diseases
policies (Figure 7).17 , 5

such as diabetes
Elevated LDL-cholesterol is given equal prioritisation and European Commission Official

management compared to other CV risk factors, according
to the results (Figure 8).18

Overall funding for abnormal LDL-cholesterol levels is
believed to be given a lower priority than other serious
diseases such as diabetes (Figure 9).1°

Figure 7: Which professional group in your opinion is the most cost effective in cholesterol screening?
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Figure 8: How does the prioritisation and management of lipids compare with other CV risk factors
e.g. hypertension, obesity, diabetes, lack of exercise, diminished kidney function, family history,
excessive alcohol?
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Figure 9: At present how do you think the management of abnormal LDL-cholesterol levels and
associated complications compares with other serious diseases e.g. cancer, diabetes?
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Barriers to Effective Cholesterol Management

Differing perceptions on the barriers to effective management
are evident with physicians citing cost and logistical issues to
be among the biggest barriers impacting on good cholesterol
management, stating that there are too many guidelines.
Policymakers surveyed believe that a lack of awareness and
recognition prevent implementation of successful initiatives.
Overall it was evident that political issues which govern
healthcare service delivery, such as costs, policy and
awareness, are the biggest barriers preventing optimal
management of cholesterol (Figures 10 and 11).20. 21

“It [elevated LDL-cholesterol] is a
very important health problem
with a community burden that
requires collaboration of all
authorities”

Senior Physician

Figure 10: For CVD and other priority areas in the healthcare arena e.g. diabetes or obesity, what
do you consider to be the biggest barrier that prevents successful initiatives being implemented?
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Figure 11: Which area represents the biggest barrier across Europe to achieving optimal
management of cholesterol?22
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The Need for a United Front%

The survey findings highlight an important discrepancy in “NOZL/’)/'/’?g /S ,OOSS/b/e W/ﬂ’)OL/ZL a
belief about who should have overall responsibility for jO/ne OI—U,O approac h WhIC h nee OIS

prioritising cholesterol management in Europe. Policymakers
surveyed believe this should be a duty for ministers and/or to come from the [’OIO down”
policymakers whereas physicians stated that there should be o

a more joined-up approach, involving all parties (Figure 12). - NysIcian

Figure 12: Who do you think should prioritise, or have overall responsibility for prioritising, the
cholesterol management on the CVD risk agenda throughout Europe?
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Change at the Cutting Edge of Health Policy

John Bowis, MEP, Retired Member
of the European Parliament’s
Committee on Environment, Public
Health and Food Safety

As an MEP and former Health Minister,
identifying and managing risk factors
for major diseases has always been high on my agenda.

| also know that with its potential to cause 4.3 million
deaths each year in Europe,?* tackling cardiovascular
disease is one of our biggest challenges.

My own campaigning work in the fields of epilepsy, mental
health and wider disease areas has taught me that to bring
about genuine change in the experience and outcomes for
patients, you need to first change perceptions of disease,
understand its prevalence, how it comes about and what
needs to be done to best support patients.

Cholesterol management and reducing the burden of CVD
in Europe is a key priority for EU policymakers. In the last
decade, a number of programmes have been developed
including the European Parliament Resolution on action to
tackle CVD, the European Heart Health Charter and the
MEP Heart Group to demonstrate our commitment to
lessen the overall impact of this disease across Europe.

Fortunately, whether or not attributable to the fact that
many of us have known someone who has been affected
by CVD, a lot has been achieved to manage the problem in
Europe in recent times. Work goes on, but national
standards are fairly consistent and reflect the work done by
various societies to achieve a unified approach.

This Heart EU Cholesterol Survey has been successful in
assessing the perspectives, often differing ones, between
policymakers and physicians that prevent goal attainment
in reducing the burden of CVD in Europe. These findings
serve as a reminder that the responsibility lies with
everyone who's in a position to affect change, and that a
unified approach is needed among all parties in all sectors
of government, hospitals and physicians.

It is clear that greater prioritisation needs to be given to
CVD as well as a more focused approach to its
management on a European level.

A consensus needs to be established to reiterate the
importance of low cholesterol and its significance. This
sentiment is supported in the survey findings with most
policymakers stating that the management of LDL-
cholesterol and its links to CVD should have more
importance on the healthcare agenda.2> Similarly, all
respondents felt the prioritisation and management of LDL-
cholesterol levels was lower on the policy agenda
compared to other serious diseases.?¢

There is much evidence in support of the view that EU wide
initiatives both on a political and legislative level need to be
developed to eliminate barriers and introduce measures
that reduce CVD risk factors across Europe. Policy/politics
are seen as the single biggest barrier across Europe to
achieving optimal management of cholesterol with fellow
MEPs and policymakers polled in the Heart EU Cholesterol
Survey admitting we are at fault?” because insufficient
attention is being paid to the issue. Given that more people
die from CVD and associated complications than diabetes
and asthma combined, this is a critical issue which
deserves to be a higher priority.28 29

The views highlighted by this survey are important.
Prevention remains the single most effective way to best
manage CVD and policymakers and physicians need to
work together to identify tools that will allow more uniform
monitoring of cholesterol goals and disease management.

Working together, we must therefore continue to find ways
of bringing medical and policy expertise together to ensure
that it is reflected in the national frameworks which govern
design and delivery. After all, there is no point in setting
targets, improving treatment, follow-up and sharing best
practice if this expertise does not reach the patient.

“EU wide initiatives both on a
political and legislative level need
to be developed to eliminate
barriers and introduce measures
that reduce CVD risk factors
across Europe”

11
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The Role of Senior Physicians and Medical Societies

Professor Jose Zamorano, Director,
Cardiovascular Institute University
Clinic San Carlos Plaza de Cristo
and Secretary of the European
Society of Cardiology (ESC)

Everywhere, the science tells us that
we must treat LDL-cholesterol to guard against
hypertension, myocardial infarction and stroke. This report
rightly focuses on the policy and medical issues of the day
and how they can affect our ability to get management of
cholesterol levels, a generally easily modifiable risk factor,
right. However, in doing so we must be sure not to
overlook the customer of health services — the patient.

Setting standards in cholesterol management depends on
effective implementation and follow-up for the individual.
The latest data we have from the EUROASPIRE Il study
shows things are improving in this regard, but not as
quickly as they should be.

Moving things forward, medical societies have a very
important role in pulling the disciplines of medicine and
setting of policy together to improve patient outcomes.
The ESC for example has some excellent guidelines and
does a great deal with national societies to pioneer patient
centric approaches to treatment. The ESC is committed to
producing guidelines, but also to the implementation of them.

To ensure this system works well depends on
understanding and applying the clinical data, and
incorporating follow-up as a measure to ensure we are
reaching cholesterol goals. For sure, it is not easy to keep
more and more registries to support us in this task but it is
important. After all, we know the risk factors that contribute
to CVD, but now is the time to move the discussion on and
determine the most appropriate and effective way to
manage them.

Politically, it is pleasing that much medical expertise is
reflected in the European Heart Health Charter, whose aim
is to substantially reduce the burden of cardiovascular
disease in the European Union and the WHO European
Region to reduce inequities and inequalities in disease
burden within and between countries. In Spain,
representatives from the Spanish Ministry of Health have
also met with ESC members to discuss the cholesterol
question. There is recognition that achieving genuine
change is a ‘must’ and working together will be the only
way to effectively achieve it. For this reason | am extremely
encouraged that the Prime Minister of Spain will be the
incoming President of the European Union (January 2010)
and will ensure health is big on the political agenda.




Focus on Primary Prevention

Professor Dan Atar, Head of
Cardiology Oslo University Hospital,
Aker, Norway

This report raises a number of
important questions about the
discrepancy between the perceived
hurdles for optimising CVD prevention in clinical practice
and working reality.

While physicians are well aware of the current guidelines
and particularly of the targets for LDL-cholesterol lowering,
they view the political and administrative hurdles often
imposed by national authorities as the main challenge for
optimisation. Interestingly, the results of this survey show
that 85% of policymakers agree that policy is the biggest
barrier across Europe to achieving optimal management of
cholesterol, yet little is being done to change the situation.
It is a fact that globally there is an increasing trend towards
policy-driven medicine.

If we focus specifically on the cholesterol question,
evidence shows that those patients receiving intensive
cholesterol lowering therapy have a lowered risk associated
with the LDL levels. It is here that government healthcare
policy needs to be flexible with longer term costs in mind,
in order that physicians can continue to intervene in the
right way.

Heart EU Cholesterol Survey Report

Current LDL-cholesterol targets are set by international
medical societies to achieve optimal patient outcomes
based on a huge wealth of clinical evidence. We cannot
compromise on these standards and should be supported
by our national health policies to allow us to get there.

“It Is imperative that physicians
and policy makers work together
on this issue to move our
healthcare strategies in line with
the evidence, ensuring we
continue to evolve a world-class
healthcare system”

13
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The Reality of Clinical Practice

Professor Anselm Gitt,
Interventional Cardiologist at Heart
Centre in Ludwigshafen, Germany
and Vice-President of the Institut f.
Herzinfarktforschung Ludwigshafen
an der Universitaet Heidelberg

If you ask a busy physician about the proportion of their
high CV risk patients that get to cholesterol goal, the
answer would probably be, one hundred percent.

In reality, the figure is more like fifty percent. The issue isn’t
that the physicians don’t understand the risks, the
guidelines, the targets or how to get there. They would
actually be very disappointed to find out otherwise. The
results can instead be explained by the fact that in many
countries, the prevailing healthcare system doesn’t
automatically encourage the keeping of registries, and this
is a matter of both policy and medicine.

Many people believe that all can be obtained through
reimbursement — in other words, in countries where
reimbursement is determined by whether or not a patient is
treated to goal, this encourages the automatic keeping of
records. This then promotes reflection on approaches to
treatment. All physicians want to achieve the best
outcomes for patients of course, but few can argue that it
helps to be focused on it and to encourage introspection.

This report and the insights from the policy formers who
contributed therefore raises some interesting questions
about the place where policy and medicine come together
and how this can happen in a way which directly benefits
patients. It is here that the focus and action should be —
not just a discussion of what the guidelines say.

The Fourth Joint European Societies’ Task Force
guidelines® for example are universally recognised and
understood by physicians.®' Indeed local country societies
have done a great deal to translate and adapt the
guidelines to ensure they are followed.

The real issue is actually the policy and the way medical
expertise should shape it. In other words, if the physicians
understand what they need to do, the local healthcare
framework should allow them to do it. The reality isn’t the
case. For example, where a physician receives one
payment, per patient, per period of consultation,
irrespective of the number of times the patient is seen, it is
reasonable to assume that making the patient better
becomes the priority instead of how closely the regimen is
followed. If measurements against baseline are the focus,
then the outcomes might be different.

So, physicians can do a great deal to influence policy and
policymakers can help the physicians to do their job better
by insisting on the right framework and the insights in this
report point to this. It is the dialogue between the two that
is key, and it is here we should be looking to when it comes
to the identification and overcoming of barriers. The answer
is not to be found in the tools that are used to get the
treatment part done.

“‘Until the EU has a
comprehensive grasp on health
policy related to heart disease, it
will be difficult for a European
initiative to be established to
help patients. Efforts need to be
made to ensure best practices
are communicated and shared
across countries”
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CASE STUDIES

Models of Success

A number of important case studies were highlighted by survey participants which serve to highlight examples of best
practice in effective CVD management and also warnings of practices which prevent the optimal management of
patients with CVD.

Case Study 1: The Norwegian Cholesterol Campaign32

Achieving excellence in cholesterol screening

As part of the Norwegian cholesterol screening programme to reduce serum cholesterol levels, the general public of
the city of Bergen were invited to participate in cholesterol testing in Oct 1988. Participants received the results of the
cholesterol screening and information on nutrition from trained health personnel. A short questionnaire was also sent
out to all participants 1-2 weeks after registration to which the response rate was 94%.

Of all the participants, one in five had a total cholesterol level of 8mmol/L or higher. In March 1990, 17 months later, all
participants were invited to have their cholesterol levels re-examined. The results showed that 61% of participants
reduced their cholesterol levels.

Psychosocial factors were believed to be predictive of future serum cholesterol. Changes were assessed at baseline
along with demographic variables. The following were found to be factors that significantly predicted successful
cholesterol reduction 17 months later:

e Baseline cholesterol levels

¢ Being confident in one’s own ability to achieve a change in diet
e \iewing heart disease risk reduction as very important

e Marital status

Results from the study showed that cholesterol screening was perceived very positively by the participants and as
many as 79% of the participants reported having benefited from the campaign. As a result of the campaign a majority
reported being more motivated for dietary change and a better lifestyle.
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Case Study 2: EUROACTIONS

Improving standards of preventative care in routine clinical practice

Following the EUROASPIRE studies which showed the prevention of CVD in routine clinical practice to be inadequate,
the European Society of Cardiology developed a model to help patients with coronary heart disease and those at risk
of developing CVD. The model, known as EUROACTION, aimed to help patients to achieve the lifestyle, risk factor
and therapeutic targets outlined in current prevention guidelines.

The purpose of the EUROACTION model was to assess whether a new approach to helping manage patients could
be successful. It was proposed that a nurse-coordinated, multidisciplinary, family based preventive cardiology
programme could improve standards of preventive care within normal routine clinical practice. A matched, paired
cluster-randomised controlled trial was conducted in eight European countries in 12 (six pairs) of general hospitals in
France, Italy, Poland, Spain, Sweden and the UK and 12 (six pairs) of general practices in Denmark, Italy, Poland,
Spain, the Netherlands and the UK to test the model. Each hospital or general practice was randomly assigned
either the intervention programme or usual care for patients with coronary heart disease or those at high-risk of
developing CVD.

The study was designed to measure changes in improvement in standards of preventive care after one year by
assessing family based lifestyle change, management of blood pressure, lipids and blood glucose to target
concentrations and prescription of cardioprotective drugs.

Overall, the EUROACTION programme was shown to be more effective in reducing the risk of CVD in comparison
with usual care. This was most likely due to the multidisciplinary approach and focus on family based lifestyle
changes, in combination with cholesterol lowering drugs for patients who didn’t reach their therapeutic goals through
lifestyle changes alone.

To ensure cholesterol goals outlined in current guidelines are reached and the positive effects of EUROACTION are
achieved, we need to go beyond specialised cardiac rehabilitation services and provide local preventive cardiology
programmes that are appropriately adapted to the medical, cultural and economic setting of a country.
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Case Study 3: Declines in Coronary Heart Disease Mortality Rates in Iceland3?

National mortality modelling

In Iceland, a comprehensive strategy has been instigated over a number of years to promote a healthier diet and lifestyle.
The impact of this strategy was illustrated in the results of a study conducted by the Icelandic Heart Association and
the University of Iceland. Results from the study were presented at the EuroPRevent meeting in 2009 and showed that
in the 25 years between 1981 and 2006 mortality rates from coronary heart disease (CHD) in Iceland decreased by
80%. The IMPACT mortality model was used to validate the official Icelandic death statistics, national quality registers,
published quality registers, published trials and meta-analysis, clinical audits and a series of national population surveys.

The results show that approximately three-quarters of the mortality decrease in Iceland was attributable to reductions
in risk factors throughout the general population. These were:

e 36% in the reduction of cholesterol levels

* 20% in the reduction of smoking

® 26% in the reduction of systolic blood pressure
* 5% greater uptake of physical activity

The findings emphasise the value of a comprehensive strategy to promote a healthier lifestyle. It also highlights the
importance of effective, evidence-based medical treatments.

Case Study 4: The DYSIS Epidemiologic Study3+ 3

Highlighting the gaps between guideline goals and clinical reality

The recent DYSIS (DYSlipidaemia International Study) epidemiologic study recruited 13,881 patients from 12 countries
across Europe and Canada since 2008. The results of the study showed that a high percentage of patients treated
with lipid-lowering medicines have less than optimum lipid levels, demonstrating that this is an important gap between
official guidelines and clinical practice.

Nearly one in four patients treated with lipid-lowering medicines in the study population (22.8%) were not reaching their
treatment goal for LDL-cholesterol levels, plus had low HDL-cholesterol levels and/or high triglycerides. Less than one-
third of patients treated with lipid-lowering medicines (31.3%) in the study population had no lipid abnormalities (low
HDL-C, high TG or high LDL-C) based on the guidelines used in the study.

The study has shown that despite treatment with lipid-lowering medicines, only 31.3% of patients had healthy levels of
LDL-cholesterol, HDL cholesterol and triglycerides. The study also showed that patients with coronary heart disease
(CHD) or equivalent and patients with two or more CV risk factors were significantly more likely to have off-targets lipid
levels than those with one risk factor or less.

Similar findings were found in the EUROASPIRE Ill study. The study found that high-risk individuals in primary-
prevention programmes were not being managed effectively, and too few of the patients were following the European
guidelines for the prevention of cardiovascular disease.

The results from each of these studies demonstrate the wide gap between guideline recommendations and clinical
practice, and the need for a more intensive and comprehensive lipid management particularly in the high-risk
population, including the option of using an add-on therapy to achieve goal.
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MOVING FORWARD TOGETHER

Policymakers and physicians are united in their belief in the
importance of implementing national and regional
cholesterol performance measures for physicians to
effectively screen high risk patients and achieve LDL-
cholesterol targets. However physicians also point to a
significant gap between achieved and recommended
cholesterol targets and this needs to be addressed through
the policies which govern healthcare service delivery.

Effective implementation depends on the efficient exchange
of information and project ownership. Strategies need to
reflect current medical thinking and best practice with
regard to screening, identification of risk, consensus on
treatment goals and any barriers which govern access to
medicine. High risk patients, specifically those with
diabetes, coronary heart disease or FH need more
treatment choice and earlier intervention but it is also
important to reflect reality, cost considerations and
practicality when finding lasting solutions. Policy formers
must be able to effectively identify patients who will benefit
from treatment intervention and for whom the cost of non
intervention is unacceptable from a humanitarian and
health economic perspective.

To achieve this, there are a number of key considerations:

e Policy formers should be aware of the cholesterol issue,
its impact on public health and what they can do to
improve options for patients. Senior physicians and
medical societies have a key role in the continued
briefing of policy formers

e Cholesterol management should focus on screening,
risk assessment, appropriate treatment and regular
follow-up

It is essential that work continues to alleviate national
guideline discrepancies, and develop a unified
approach to managing CVD which can be incorporated
into Pan-European guidelines suitable for
implementation in every Member State
e EUROASPIRE, DYSIS and wider studies should be
extensively used as a catalyst to address regional
inequalities in care
e Continually build on the foundations of the European
guidelines on CVD prevention from the Fourth Joint
European Societies’ Task Force to achieve ongoing
standardisation of information and practices

“All groups need to be included
when prioritising and taking
responsibility for cholesterol
management on the CVD risk
agenda throughout Europe. No
one group should be left out of
the discussion”

Senior Physician
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