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1.OBJECTIVE
The objective of this report is to evaluate how e�ectively 12 health systems have implemented Treat-to-Target (T2T) LDL-C policies for 
secondary prevention of atherosclerotic cardiovascular disease (ASCVD) and dyslipidemia. The countries included were selected to 
ensure cross-country policy relevance and comparability rather than to re�ect a ranking by cardiovascular disease burden, with a 
focus on European systems complemented by international comparators operating within, or closely aligned to, ESC/EAS guidelines. 
Selection criteria included geographic and health system diversity, policy implementation, and strategic relevance for cross-country 
learning. 

Using a structured Gold Standard framework, the report assesses the maturity of national policies, clinical pathways, incentives, and 
digital infrastructure required to ensure early, intensive, and sustained LDL-C lowering. The analysis identi�es best practices, quanti�es 
implementation gaps, and examines whether stronger T2T system design is associated with improved lipid outcomes and 
cardiovascular performance. 

2.EXECUTIVE SUMMARY
Cardiovascular disease continues to place a substantial burden on health systems, and persistent gaps in LDL-C control remain a major 
driver of recurrent events in patients with ASCVD and dyslipidemia. While the Treat-to-Target (T2T) model provides a clear operational 
framework for achieving guideline-recommended LDL-C thresholds, its implementation depends on the presence of system-level 
enablers: structured care pathways, escalation protocols, digital monitoring tools, access to combination therapy, and performance 
mechanisms that reinforce sustained lipid management.

Across the 12 countries assessed, the maturity of these system enablers varies widely. Only the United Kingdom demonstrates full 
alignment with the T2T Gold Standards, integrating national guidelines with digital registries, uni�ed quality indicators, and �nancial 
or contractual levers that support therapy optimisation and follow-up. This level of structural alignment appears to correlate with 
more systematic adoption of innovative lipid-lowering therapies, including injectable treatments such as PCSK9 inhibitors, where the 
UK has demonstrated comparatively strong uptake supported by national commissioning frameworks. 

A second group, Denmark, Israel, Italy, Poland, and Spain,  show strong performance in speci�c domains, such as guideline alignment, 
specialist lipid services, access to advanced lipid-lowering therapies, or regional monitoring initiatives. However, implementation 
remains uneven across the full continuum of care, with variability in follow-up protocols, escalation mechanisms, and accountability 
frameworks. As a result, while many structural components of T2T are present, they are not yet consistently operationalised at national 
scale.

In contrast, Germany, Mexico and Switzerland, show strong alignment with clinical guidelines but weaker system-level 
operationalisation. In these settings, key structural mechanisms such as escalation protocols, performance monitoring, and 
integrated digital tools remain underdeveloped or inconsistently applied. This disconnect between guideline intent and system 
capacity contributes to delayed therapy intensi�cation and lower LDL-C target attainment in routine practice.

Finally, Brazil, Canada, and France exhibit more foundational levels of system readiness. Although clinical guidance and access to 
�rst-line lipid-lowering therapies are generally established, structural enablers for sustained secondary prevention—such as national 
monitoring systems, coordinated follow-up pathways, and consistent access to advanced therapies—remain limited or fragmented. 
In Canada in particular, the provincial organisation of reimbursement and care delivery results in heterogeneous implementation 
across regions.

Quantitative analysis con�rms a positive association between Gold Standard maturity and LDL-C target attainment, demonstrating 
that countries with stronger T2T infrastructure achieve better control among high- and very-high cardiovascular-risk populations. The 
�ndings highlight the importance of moving beyond guideline publication toward system architecture that enables consistent 
measurement, timely intensi�cation, and shared accountability for lipid outcomes.
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3. INTRODUCTION
Atherosclerotic cardiovascular disease (ASCVD) remains the leading cause of death and disability worldwide, responsible for more 
than 18 million deaths annually and approximately one-third of all global mortality1, and dyslipidemia, especially elevated 
LDL-cholesterol (LDL-C), is one of its most powerful and modi�able drivers2. Global estimates show that high LDL-C alone accounted 
for almost 4 million deaths in 20213, underscoring its central causal role in atherosclerosis.

Decades of evidence have established a clear, graded relationship between LDL-C and ASCVD risk: for every 1 mmol/L (≈38 mg/dL) 
sustained reduction in LDL-C, major cardiovascular events fall by approximately 22–25%, with bene�ts observed across all risk 
categories4. Modern guidelines therefore recommend ambitious LDL-C targets for patients with established ASCVD and other 
very-high-risk conditions and emphasise the need for early, intensive, and sustained lipid-lowering therapy5.

Yet in routine practice, most secondary-prevention patients do not reach these targets. The problem is no longer a lack of therapies, 
high-intensity statins, ezetimibe, PCSK9 inhibitors and siRNA agents are widely available6, but a lack of policies and system structures 
that ensure these therapies are used in a timely, sustained, and risk-aligned way. This is precisely the gap T2T policies are designed to 
close.

Treat-to-Target in dyslipidemia is a policy and system framework that operationalises guideline recommendations into concrete 
expectations for care. While clinical guidelines de�ne LDL-C thresholds and targets according to cardiovascular risk category (e.g. low, 
moderate, high, very high, and extreme risk), T2T policies translate these targets into structured practice. They mandate regular lipid 
testing, and link o�-target results to speci�c escalation steps (e.g. high-intensity statin, add ezetimibe, add PCSK9/siRNA) and 
encourage sustained achievement of LDL-C targets7. T2T policies should also monitor clinical outcomes, particularly where LDL-C 
targets are not achieved or maintained, to ensure accountability and continuous optimisation of care. To be e�ective, these policies 
must be embedded in the architecture of the health system: discharge pathways, shared-care agreements between cardiology and 
primary care, digital alerts in electronic health records, quality indicators, funding rules for combination therapy, and incentives or 
feedback loops that address therapeutic inertia and poor adherence5.

In patients with ASCVD and dyslipidemia, robust T2T policies can transform care from a “�re-and-forget” model into a continuous, 
outcome-oriented process where LDL-C is treated as a modi�able vital sign. When national strategies, payer frameworks, and clinical 
pathways are aligned around T2T, clinicians are more likely to intensify therapy, patients are more likely to remain on e�ective 
regimens, and systems can systematically reduce residual risk after an acute coronary event.8

This report evaluates how 12 countries have designed and implemented T2T policies. Using a structured Gold Standard framework, it 
assesses the maturity of national guidelines, reimbursement mechanisms, digital infrastructure, and accountability tools that enable 
T2T in real-world practice. It also examines whether countries with more advanced T2T policy implementation achieve better LDL-C 
outcomes in high- and very-high-risk populations. The goal is to provide a comparative view of T2T readiness, highlight scalable best 
practices, and guide policy makers, payers, and industry partners in strengthening secondary prevention for patients living with 
ASCVD and dyslipidemia. 

3.1. Why Treat-to-Target LDL-C Matters 
The clinical rationale for T2T is unequivocal. LDL-C reduction is directly proportional to risk reduction; lower LDL-C levels consistently 
yield fewer cardiovascular events; and earlier, sustained reduction diminishes cumulative “cholesterol-years,” a key determinant of 
lifetime risk. Updated ESC/EAS guidelines require LDL-C targets of <1.8 mmol/L for high-risk and <1.4 mmol/L for very-high risk 
patients, with even lower thresholds (<1.0 mmol/L) for extreme risk5.

Despite this evidence, treatment patterns are characterized by under-intensi�cation, suboptimal adherence, and insu�cient 
monitoring. Therapeutic inertia, clinicians’ failure to escalate therapy when targets are unmet, is a dominant barrier, a�ecting more 
patients than non-adherence alone. T2T transforms lipid management from a static “�re-and-forget” model to a dynamic, 
feedback-driven approach requiring regular monitoring, algorithmic escalation, and system accountability. 



3.2. The Policy Gap in Secondary Prevention: The Need for
System-Level Evaluation of LDL-C Management

While the clinical evidence base for LDL-C lowering in secondary prevention is extensive and well established, far fewer studies have 
examined the health-system determinants that enable or constrain e�ective implementation of guideline-recommended lipid 
management. Existing multinational registries  (e.g., EUROASPIRE9, SANTORINI10) consistently highlight gaps in LDL-C monitoring, 
therapy escalation, adherence, and use of combination therapy, yet they provide limited insight into the policy, organisational, and 
digital infrastructures that drive this variation across countries.  

Likewise, although T2T strategies have demonstrated clinical e�ectiveness in controlled trials and selected regional programmes, 
there remains limited systematic comparative assessment of how national systems integrate T2T principles into reimbursement 
frameworks, shared-care models, quality indicators, or electronic health records. In addition to current guideline documents (ESC/EAS, 
ACC/AHA), broader policy frameworks such as the World Heart Federation (WHF) Roadmap on cholesterol provide an important 
public health foundation, building on scienti�c evidence, identifying implementation barriers through surveys of member countries, 
and proposing adaptable solutions across regions. However, these frameworks primarily outline strategic priorities and 
recommended actions, rather than o�ering structured cross-country evaluation of how health system architectures embed and 
sustain T2T delivery in routine practice. As such, there remains a notable absence of analyses focused on the how - that is, which 
structural levers must be present for guideline-based LDL-C management to be delivered reliably and at scale.  

No comparative policy framework currently evaluates countries across the full continuum of T2T enablers, nor links policy maturity to 
real-world LDL-C outcomes. This report responds to that gap by applying a ten-domain Gold Standard scoring framework to 12 
countries, enabling systematic benchmarking of T2T readiness and supporting an evidence-based understanding of how system 
design in�uences lipid outcomes in high- and very-high-risk patients. 

1. Systematic policy, guideline, and evidence review
The research team conducted a comprehensive review of national and regional policies, clinical guidelines, ASCVD care pathways, 
reimbursement and formulary frameworks, digital health strategies, cardiac rehabilitation models, and quality indicator programmes. 
Evidence was triangulated using published literature, real-world registry data, national audits, and peer-reviewed studies to assess 
implementation �delity, LDL-C attainment rates, therapeutic inertia, and treatment patterns. The review examined both formal policy 
documents and documented real-world practice to determine the degree of alignment with T2T principles. 

2. Gold Standard scoring against 10 structural dimensions
Each country was assessed against ten prede�ned Gold Standards that represented the essential components of an e�ective 
Treat-to-Target system. These included:

This policy landscape assessed T2T implementation across 12 markets using a structured comparative framework aligned with the 
Gold Standards for LDL-C secondary prevention. The methodology integrated policy analysis, clinical guideline assessment, 
real-world evidence review, and system-level benchmarking to evaluate each country’s readiness to operationalise T2T at scale. 

The research and drafting of this report were carried out by RPP Group, with internal review and validation by Novartis to ensure 
accuracy and strategic alignment.

4.METHODOLOGY
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4. Identification of best practices and opportunities for
system strengthening

High-scoring or high-performing models were examined to identify replicable best practices. These best practices were then 
systematically mapped to the structural gaps identi�ed in lower-performing countries. This cross-market crosswalk enabled the 
formulation of targeted, scalable policy recommendations, ensuring that countries could adopt interventions most relevant to their 
speci�c weaknesses and level of T2T readiness. 

1. Policy alignment with evidence-based, early, intensive, and sustained LDL-C lowering 
2. Guideline-de�ned LDL-C targets 
3. In-hospital initiation, early combination lipid-lowering therapies, and continuity of care 
4. Structured follow-up, therapy escalation, and accountability 
5. Tackling therapeutic inertia through incentives and feedback 
6. Medication adherence measurement, support, and patient engagement 
7. Access to combination and long-term lipid-lowering therapies 
8. Integrated digital registries, alerts, and data standards 
9. Quality indicators and incentives
10. Multidisciplinary care, workforce training, and patient involvement 

3. Cross-country benchmarking and thematic analysis
Scoring outputs were benchmarked across all 12 markets to identify structural strengths, gaps, and variations in implementation 
maturity. The analysis synthesised patterns across domains and examined associations between T2T readiness, system design 
features, and real-world LDL-C outcomes. Thematic analysis identi�ed recurring barriers that undermined T2T adoption across 

Each domain was scored from 0 to 3, where 0 indicated absence of policy or implementation, 1 re�ected partial or regional adoption, 
2 denoted established but inconsistently applied frameworks, and 3 represented fully implemented, system-wide maturity supported 
by enforcement or incentives.

Score De�nition What It Means In Practice

0 - No
Implementation

No national or regional policy exists; no 
evidence of system mechanisms supporting 
this Gold Standard.

The domain is either absent or entirely dependent on 
individual clinician initiative. No structural support, 
accountability, or formal integration into care systems.

2- Moderate /
Structured
Implementation

Clear policies and mechanisms exist, and 
implementation is structured but incomplete 
or not consistently applied nationally.

Systems show strong elements—e.g., regional pathways, 
pilot programmes, registries—but coverage and 
enforcement are uneven. Evidence of impact exists but is 
not scaled.

1- Partial / Early
Implementation

Policies exist or are referenced, but 
implementation is inconsistent, limited in 
scope, or not operationalised system-wide.

The domain is recognised in policy documents or 
guidelines, but not embedded in �nancing, indicators, 
digital systems, or routine clinical work�ows. E�ect on 
LDL-C outcomes is minimal.

3 - Full /
System-Level
Implementation

The Gold Standard is fully operationalised at 
national scale, with embedded indicators, 
governance mechanisms, digital infrastructure, 
and accountability processes.

The domain is a routine, expected component of care. 
Data are monitored; incentives or performance 
frameworks exist; clinicians and health systems must 
comply. Demonstrated impact on LDL-C control and 
secondary prevention.
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4.1. Gold Standards for Treat-to-Target in Lipid Management 
To benchmark how e�ectively di�erent health systems are positioned to implement T2T LDL-C management, this analysis employs a 
ten-domain Gold Standard framework designed to capture the core policy, organisational, and operational elements required for 
high-quality secondary prevention.  

These Gold Standards were developed to provide a consistent, comparable basis for evaluating countries across the full continuum of 
ASCVD care, from alignment with international guidelines and the use of explicit LDL-C targets, to in-hospital initiation, structured 
follow-up, escalation protocols, and mechanisms to address therapeutic inertia. Together, these ten Gold Standards form a 
comprehensive benchmarking tool that enables systematic cross-country comparison, identi�cation of structural strengths and gaps, 
and assessment of each health system’s readiness to operationalise T2T LDL-C strategies in real-world practice. 

Gold Standard Description

1. Policy alignment with evidence-based, early, 
intensive, and sustained LDL-C lowering 

National clinical guidelines clearly de�ne LDL-C targets by cardiovascular risk 
category and promote alignment with international standards. LDL-C targets 
are explicitly referenced in national guidelines and payer frameworks and 
integrated into quality-of-care indicators. Alignment between national 
targets as well as the 2025 AHA/ ACC ACS and the ESC/EAS guidance is 
regularly reviewed to maintain harmonization across countries. 

3. In-hospital initiation, early combination 
lipid-lowering therapies, and continuity of care

Hospital discharge pathways and reimbursement frameworks (e.g., 
DRG-linked metrics) require the initiation or optimization of lipid-lowering 
therapy prior to discharge and clear documentation of transition of care. 
National or regional policies should specify referral responsibilities, 
communication standards, and shared-care arrangements between hospital 
and primary care teams to ensure timely treatment intensi�cation and 
sustained long-term LDL-C goal maintenance. 

5. Tackling therapeutic inertia through 
incentives, funding, and performance feedback

National and regional quality frameworks include indicators to identify and 
address therapeutic inertia, such as “no medication change despite o�-target 
LDL-C,” automated alerts, audit feedback, or performance dashboards to 
encourage treatment intensi�cation. 

2. Guideline-de�ned LDL-C targets

National clinical guidelines clearly de�ne LDL-C targets by cardiovascular risk 
category and promote alignment with international standards. LDL-C targets 
are explicitly referenced in national guidelines and payer frameworks and 
integrated into quality-of-care indicators. Alignment between national 
targets as well as the 2025 AHA/ ACC ACS and the ESC/EAS guidance is 
regularly reviewed to maintain harmonization across countries. 

4. Structured follow-up, therapy escalation, and 
accountability in care 

National guidelines and payer frameworks establish mandatory follow-up 
intervals and escalation criteria, with compliance monitored through audits 
or digital reporting systems. Policies should also de�ne referral triggers and 
shared-care arrangements to avoid treatment delays or therapeutic inertia 
after discharge. 

6. Medication adherence measurement, 
support, and patient engagement

7. Access to combination and long-term 
therapies  

National formularies and HTA frameworks explicitly cover advanced 
lipid-lowering therapies, including PCSK9 inhibitor–targeted therapies, for 
eligible high-risk patients.  In decentralised systems, regional or hospital-level 
budget controls, administrative requirements, or prescribing restrictions may 
create variability in uptake and delay treatment initiation. Reimbursement 
policies prioritize early combination therapy and equitable access at the 
regional and hospital levels, ensuring that administrative processes do not 
delay treatment initiation or continuation. 

Medication adherence is established as a national quality indicator, with 
adherence-support interventions covered by reimbursement frameworks. 
Quality programs should track both adherence rates and participation in 
support initiatives, ensuring accountability and continuous improvement in 
LDL-C management. 
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8. Integrated digital registries, EHR alerts, and 
data

Participation in digital registries and reporting systems is mandated at the 
national or regional level, with data used to inform quality reporting, policy 
evaluation, and resource allocation. Clear standards for data governance, 
coding consistency, and interoperability are required to ensure that registry 
outputs are actionable and comparable across regions. 

10. Multidisciplinary care, workforce training, 
and patient involvement 

National service speci�cations and funding mechanisms support the 
establishment of multidisciplinary lipid management teams and clinics. 
Workforce development programs align with national cardiovascular health 
strategies as well as the 2025 AHA/ ACC ACS and ESC/EAS guidelines, 
ensuring consistent implementation of evidence-based care. Patient 
education initiatives and structured involvement programs are included 
within quality frameworks to promote adherence and shared 
decision-making. 

9. Quality indicators and incentives 

National and regional quality frameworks explicitly integrate LDL-C-related 
indicators within performance reporting and reimbursement systems. These 
metrics are used for �nancial incentives, accreditation, and public 
transparency, (e.g QOF-type frameworks) ensuring accountability and 
continuous improvement in lipid management outcomes. 



5.BENCHMARK ANALYSIS

Figure 1: T2T Gold Standard Implementation Maturity by Country

The following benchmark analysis systematically evaluates how 12 health systems perform across the ten T2T Gold Standards, 
providing a comparative view of their structural readiness to deliver e�ective LDL-C management in secondary prevention.  

The scoring reveals not only absolute performance levels but also patterns in how di�erent countries have adopted, or failed to adopt, 
the operational mechanisms required to translate clinical guidelines into real-world outcomes. By examining performance across the 
10 Gold Standard domains, the analysis highlights both areas of strength and recurrent structural gaps. This cross-country comparison 
forms the basis for the tiered readiness classi�cation that follows, illustrating where health systems are fully equipped, partially 
aligned, or still lacking the foundational components necessary for robust T2T implementation. 

Each Gold Standard was scored using a structured 0–3 maturity scale to ensure consistent, comparable assessment across the 12 
health systems. Scores re�ect policy existence, operationalisation, and system-wide implementation of T2T LDL-C enablers. 

Figure 1 presents country-level T2T implementation maturity and reveals wide variability in overall readiness. Scores range from 7 
(Brazil) to 23 (United Kingdom), illustrating a substantial divide between countries with well-developed T2T systems and those with 
only basic or partially implemented structures. Overall, the plot demonstrates that T2T implementation maturity is far from uniform 
globally, with only a minority of countries studied currently positioned to deliver guideline-recommended LDL-C management at 
scale. 
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1. Most countries perform well on guideline adoption but fall short on the operational mechanisms needed to 
deliver sustained LDL-C management;

2. A mid-performing group shows partial system integration but inconsistent scaling of digital tools, follow-up 
protocols, and accountability frameworks;

3. Only one country, the UK, demonstrates comprehensive implementation across nearly all Gold Standards. 

Figure 2 shows substantial variation in T2T implementation readiness across countries, with scores spanning from foundational to 
highly advanced. Broadly, the data reveal three consistent patterns: 

These distinct patterns cluster countries into four tiers based on the maturity of their T2T infrastructure, providing a structured way to 
interpret system readiness and compare performance across markets. While the tiering re�ects the predominant system 
characteristics observed across countries, individual outliers exist due to speci�c structural features that are better explained through 
qualitative evidence.

Figure 2: Variation in T2T Policy Adoption Across Gold Standards
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GS1: Policy alignment with evidence-based, early, intensive, and sustained LDL-C lowering
GS2: Guideline-de�ned LDL-C targets
GS3: In-hospital initiation, early combination lipid-lowering therapies, and continuity of care
GS4: Structured follow-up, therapy escalation, and accountability in care
GS5: Tackling therapeutic inertia through incentives, funding, and performance feedback
GS6: Medication adherence measurement, support, and patient engagement
GS7: Access to combination and long-term therapies
GS8: Integrated digital registries, EHR alerts, and data quality standards
GS9: Quality indicators and incentives
GS10: Multidisciplinary care, workforce training, and patient involvement



TIER 1 - SYSTEM-READY LEADERS
UNITED KINGDOM
The United Kingdom is the only country demonstrating consistently high performance across nearly all Gold Standards, re�ecting a 
cohesive national approach to secondary prevention. Strong digital registries, robust integration of primary care data, mandatory 
quality indicators, and incentive-linked performance frameworks position the UK as the most advanced system for Treat-to-Target 
implementation. The UK therefore represents a mature and highly integrated model in which guideline recommendations are 
supported by operational infrastructure, accountability mechanisms, and standardized data systems. While cross-country causality 
cannot be directly inferred from this analysis, the UK’s structured approach to lipid management aligns with evidence linking 
systematic LDL-C reduction to improved cardiovascular outcomes and reduced event recurrence in high-risk populations. However, 
when comparing LDL-C target attainment across countries, it is important to consider that some UK data rely on a higher threshold (≤
2.0 mmol/L), which may partially in�uence its comparatively strong performance.

TIER 2 - STRUCTURED BUT FRAGMENTED ACHIEVERS
Denmark, Israel, Italy, Poland, and Spain

These countries exhibit strong performance in several domains, particularly guideline alignment, early therapy initiation, access to 
combination therapy, or the presence of structured specialist programmes and monitoring systems. Most have implemented 
successful regional or programme-level initiatives such as lipid clinics, structured post-MI pathways, or national registries. 

However, implementation remains uneven across the full continuum of care. Importantly, where advanced lipid-lowering therapies 
are formally reimbursed at national level, real-world access may still vary due to regional, hospital-level, or administrative restrictions. 
In decentralised systems, this can result in heterogeneous uptake and delayed treatment intensi�cation. As a result, while access 
frameworks may exist, practical accessibility is not always uniform across patient populations or geographies. Common gaps include 
incomplete national scaling, inconsistent follow-up protocols, and limited use of incentives or accountability frameworks. These 
systems possess many of the necessary elements for high-quality secondary prevention but have not yet operationalised them 
uniformly.

Within this tier, Italy represents a relatively strong performer in terms of access to advanced lipid-lowering therapies, supported by 
AIFA-managed therapeutic registries and nationally reimbursed treatment pathways that facilitate monitoring and adherence among 
treated patients. However, these mechanisms remain largely concentrated within specialist care settings and are not yet consistently 
embedded within a nationwide T2T implementation framework.

TIER 3 - Guideline-Aligned but Mechanistically Underdeveloped
Germany, Mexico, and Switzerland
Countries in this tier demonstrate strong alignment with ESC/EAS secondary prevention guidelines and reasonably robust 
acute-phase management. However, structural components essential for T2T delivery, such as escalation protocols, digital 
integration, and outcome-based incentives, remain insu�ciently developed. While individual mechanisms, such as registries, 
rehabilitation programmes, or specialist pathways, may be well established in particular contexts, these strengths are not uniformly 
re�ected across the broader care pathway. Overall, gaps persist between clinical standards and system capacity, limiting the 
translation of guidelines into consistent LDL-C target attainment.

Despite higher overall scores, Switzerland falls within this tier because, while the country demonstrates strong rehabilitation 
programmes and specialist care capacity, broader system integration, including consistent escalation pathways and access 
frameworks for advanced lipid-lowering therapies, remains more limited. This example illustrates the central challenge within this tier: 
strong individual system elements without the integrated governance and operational mechanisms required to deliver T2T 
consistently at national scale.
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Figure 2 reveals a clear hierarchy in the adoption of T2T system components across the 12 countries assessed. GS1 (policy alignment 
with evidence-based LDL-C lowering) is uniformly strong, with all countries scoring at a high level. This re�ects broad consensus 
around the scienti�c evidence and guideline recommendations for LDL-C management in ASCVD and con�rms that lack of awareness 
or disagreement on targets is not the primary barrier to implementation. Similarly, GS3 (in-hospital initiation, early combination 
therapy, and continuity of care) and GS7 (access to combination and long-term therapies) show relatively high and consistent 
adoption, indicating that most systems are capable of initiating lipid-lowering therapy during hospitalisation and have formal access 
pathways for combination treatment, including advanced therapies.

In contrast, the weakest Gold Standards in terms of adoption are GS5 (tackling therapeutic inertia through incentives, funding, and 
performance feedback) and GS6 (medication adherence measurement, support, and patient engagement). These domains show low 
scores across the majority of countries, with several scoring zero. This indicates that therapeutic inertia and adherence are rarely 
treated as system-level policy problems with de�ned indicators, funding, or accountability mechanisms. The absence of incentives 
linked to LDL-C outcomes and the lack of structured adherence monitoring undermine sustained T2T delivery, even in systems with 
good guideline alignment and drug availability.

The analysis also highlights GS8 (integrated digital registries, EHR alerts, and data quality standards) and GS9 (quality indicators and 
incentives) as the Gold Standards with the greatest variation between countries. A small number of systems—most notably the 
United Kingdom and Denmark—demonstrate advanced digital integration and performance frameworks, while many others rely on 
fragmented, regional, or non-mandatory data systems. This wide dispersion suggests that digital maturity and the use of 
outcome-oriented quality indicators are key di�erentiators of T2T readiness and major drivers of the overall maturity gap observed 
between countries.

Overall, the heatmap shows that foundational elements of T2T (guidelines, initiation of therapy, and access to medicines) are largely 
in place, whereas operational enablers, such as follow-up, escalation, digital monitoring, incentives, and adherence support, remain 
the most underdeveloped and unevenly implemented components. These weaker and more variable Gold Standards represent the 
highest-impact opportunities for system strengthening and explain much of the cross-country variation in T2T performance observed 
in the benchmark analysis.

10

Diverging Paths: How Countries Implement
Treat-to-Target Differently

TIER 4 - Foundational but Structurally Limited Systems
Brazil, Canada, and France

France and Brazil have established strong clinical guidelines and access to �rst-line lipid-lowering therapies, yet lack the structural 
enablers required for sustained secondary prevention. In both countries, digital infrastructure, quality indicators, systematic 
follow-up, and therapy escalation mechanisms remain limited or inconsistently applied, constraining the ability to translate guideline 
recommendations into consistent LDL-C control. In France speci�cally, access to certain innovative lipid-lowering therapies has been 
constrained by pricing negotiations and reimbursement conditions, resulting in limited real-world uptake despite regulatory 
approval.

Canada presents a di�erent but related structural challenge. While the country bene�ts from universal healthcare coverage and 
well-established clinical guidance, the provincial organisation of drug reimbursement results in heterogeneous access to advanced 
lipid-lowering therapies and fragmented national monitoring systems. As a result, progress in Treat-to-Target implementation varies 
signi�cantly across provinces. Overall, these systems possess the foundational components for e�ective secondary prevention but 
lack the integrated governance, monitoring, and accountability mechanisms required to ensure consistent longitudinal LDL-C 
management.



Do Stronger Treat-to-Target Systems Achieve
Better LDL-C Outcomes?

11

Figure 3 demonstrates a positive association between the overall maturity of T2T policy implementation, as measured by total Gold 
Standard scores, and the proportion of high and very-high cardiovascular risk patients achieving ESC LDL-C targets. Countries with 
more advanced structural enablers—such as the United Kingdom, Switzerland, Israel, and Denmark—show markedly higher LDL-C 
goal attainment, while those with lower or fragmented policy maturity (including Brazil, Poland, Mexico, Italy, Canada, and Germany) 
cluster at substantially lower achievement levels, typically between 15–22%. France and Spain occupy an intermediate position in the 
distribution, with LDL-C goal attainment around 28%, suggesting partial structural maturity that may not yet be fully translating into 
optimal population-level control.

However, it is important to note that outliers can be explained by context: Switzerland’s ~50% attainment re�ects performance within 
a cardiac rehabilitation cohort, and the United Kingdom’s 47.6% re�ects a less stringent proxy threshold (LDL ≤2.0 mmol/L) due to the 
absence of <1.4 mmol/L data. 

Overall, the upward slope of the trend line indicates that stronger structural readiness, particularly digital registries and alerts (GS8), 
quality indicators and incentives (GS9), structured follow-up and escalation criteria (GS4), and mechanisms to address therapeutic 
inertia (GS5), is consistently associated with improved LDL-C control at the population level. This supports the core hypothesis that 
system design, rather than guideline alignment alone, is the primary determinant of T2T success.

GS5 (tackling therapeutic inertia through incentives, funding mechanisms, and performance feedback) was identi�ed as the least 
consistently implemented Gold Standard across the countries assessed, prompting further examination of its potential relationship 
with LDL-C outcomes. While multiple Gold Standards contribute to the enabling environment for T2T delivery, those that directly 
address therapeutic inertia and establish accountability measures once treatment has been initiated are expected to exert a greater 
in�uence on sustained LDL-C control. 

Accordingly, Figure 4 examines the association between GS5 and LDL-C target attainment across countries. This focused approach 
enables a more precise assessment of whether health systems that embed mechanisms within routine care to actively keep patients 
on target achieve superior real-world outcomes.

Do Policies Designed to Keep Patients on Target Improve
LDL-C Target Attainment?

Figure 3: CORRELATION BETWEEN TREAT-TO-TARGET POLICY
IMPLEMENTATION AND LDL-C GOAL ACHIEVEMENT



The patterns observed across the 10 Gold Standards point to a consistent set of system-level barriers that limit countries’ ability to 
achieve guideline-recommended LDL-C targets, as well as a complementary group of enablers present in higher-performing markets.
 
The following table summarises these recurring barriers and enablers, providing a clear foundation for understanding the readiness 
tiers that follow and identifying the system levers most critical for strengthening T2T implementation at scale.

5.2. Barriers and Enablers of T2T Implementation

12

Countries without GS5 implementation consistently demonstrate low LDL-C control, clustering below approximately 25% target 
attainment, while partial or indirect incentive mechanisms are associated with only modest improvements. The sole system with 
comprehensive, outcome-linked incentives achieves substantially higher LDL-C attainment and is clearly separated from the rest. 
However, it should be noted that di�erences in LDL-C thresholds (e.g. 2.0 mmol/L vs ESC-aligned <1.4 mmol/L targets) in�uence 
cross-country comparability of outcome levels.

A small number of apparent outliers can be explained by contextual factors rather than system-wide enforcement: for example, 
Switzerland’s high attainment re�ects a cardiac rehabilitation cohort with intensive follow-up rather than national policy 
implementation, while Israel’s performance is in�uenced by payer-level digital oversight in the absence of formal national incentives. 
Italy represents a positive outlier, suggesting that strong adherence practices and clinical follow-up structures can drive improved 
attainment even where formal �nancial incentives are limited. Although outcome de�nitions vary across countries and causality 
cannot be inferred, the absence of high-performing systems without GS5 indicates that �nancial and accountability mechanisms are 
a necessary, though not su�cient, condition for sustained T2T success. At the same time, adherence infrastructure and structured 
follow-up emerge as critical interacting factors. In combination, these elements appear to create the conditions most conducive to 
sustained T2T implementation.

Figure 4: Association between GS5 enforcement and
LDL-C target attainment
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Country Best practice Why it matters for treat-to-target

Brazil ACS Line of Care & ACS Protocol 
Integrates hospital and primary care after MI, with explicit 
follow-up and lipid monitoring and funding incentives for 
compliant coronary care units—creating a template for 
longitudinal secondary prevention.

Canada CCS Secondary Prevention Pathway (Ontario)
Structured post-ACS pathway with de�ned timelines, LDL 
thresholds and escalation steps—an explicit 
treat-to-target model that can be scaled across provinces.

The following table highlights exemplary policies and elements identi�ed across the 12 countries included in this analysis. These 
initiatives demonstrate how speci�c system levers, such as structured post-MI pathways, digital registries, outcome-based incentives, 
multidisciplinary lipid services and targeted reimbursement frameworks, can operationalise T2T LDL-C and translate clinical 
guidelines into measurable improvements in patient outcomes. Importantly, inclusion in this section does not imply overall system 
maturity or Tier classi�cation; rather, it recognises best practices that may exist even within systems that remain foundational or 
structurally limited overall.

Each example illustrates a concrete mechanism that enables earlier testing, timely therapy escalation, enhanced adherence, or more 
coordinated long-term secondary prevention. Together, these best practices o�er a scalable set of models that health systems can 
adopt or adapt to strengthen LDL-C management and reduce recurrent cardiovascular events. While individual best practices may not 
re�ect a country’s comprehensive readiness across all Gold Standards, they provide transferable models that other health systems can 
adopt or adapt to strengthen LDL-C management and reduce recurrent cardiovascular events

BEST PRACTICES IN TREAT-TO-TARGET ACROSS 12 MARKETS

IMPLEMENTATION BARRIERS IMPLEMENTATION ENABLERS

Fragmented care pathways; weak hando� between hospital 
and primary care

No mandated follow-up intervals or escalation rules

Limited monitoring of LDL-C results

Lack of digital registries; no EHR alerts

Therapeutic inertia due to absent accountability

Structured post-ACS pathways and uni�ed care protocols

Clear escalation algorithms linked to LDL-C thresholds

Routine lipid testing schedules and standardised follow-up

National or regional digital registries; automated LDL-C 
alerts

Restricted access to combination or advanced therapies Reimbursement aligned to LDL-C thresholds; streamlined 
access to advanced lipid-lowering therapies 

Absence of adherence monitoring Programmes supporting medication persistence and 
adherence

Audit-and-feedback systems; performance reporting

No incentives or quality indicators Outcome-linked incentives and quality frameworks

Denmark

Registry-driven and linkable national data 
infrastructure

Established familial hypercholesterolaemia 
(FH) infrastructure and specialist lipid services

World-class registry infrastructure capturing LDL-C 
testing, LLT use and CR outcomes; enables precise 
measurement of gaps and supports audit-and-feedback 
on secondary prevention.

Systematically identi�es FH and provides intensive 
lipid-lowering management for inherited high-risk 
groups.
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Switzerland Standardized Cardiac Rehabilitation System

Structured, multi-phase CR model with consistent 
implementation across centers. Evidence shows CR 
e�ectively improves lipid control and risk-factor 
management.

Poland

KOS-Zawał coordinated post-MI care

B101 drug programme

Nationally funded, multidisciplinary post-MI programme 
(early visits, CR, lipid monitoring) with better outcomes 
and �nancial incentives; a �agship best practice.

Provides structured access to PCSK9/inclisiran for patients 
above LDL-C thresholds, explicitly using LDL levels as 
eligibility criteria.

Spain

ESCAV (national cardiovascular strategy)

SEA 2024 Standards & lipid/vascular risk 
units

National CVD strategy aligned with treat-to-target LDL-C, 
de�ning indicators and emphasising prevention and 
equity across regions.

Operational treat-to-target standards (statin - ezetimibe - 
PCSK9/siRNA) implemented in accredited units handling 
complex dyslipidaemia.

United
Kingdom

Quality and Outcomes Framework (QOF)

NHS England Cardiovascular Disease High 
Impact Interventions and lipid 
optimisation pathway 

Financial incentives for GPs to deliver secondary 
prevention, including lipid control. It has shown improved 
recording of risk factors, high prescribing rates and better 
long-term disease management.

De�nes a national pathway post-event management and 
promotes treatment intensi�cation that suggests notable 
prevention of recurrent events in upcoming years.

Germany

Mandatory Disease Management Programmes 
(DMPs) for CHD

“Auf Ziel” (“On Target”) lipid campaign

Structured chronic-care programmes coordinating GP 
and specialist follow-up in line with guidelines; a platform 
that could embed LDL-C indicators and escalation rules.

Prospective protocols requiring documentation of LDL-C 
and mandatory LLT escalation in very-high-risk 
patients—local proof that protocolised treat-to-target 
closes the gap.

Israel

NPQI acute ACS quality indicators

HMO digital dashboards & LDL-C alerts

Delivers high-quality acute care and ensures statin 
initiation and CR referral at discharge—strong foundation 
for extending indicators into LDL-C outcomes.

Integrated EHRs �ag o�-target LDL-C and support 
real-time intensi�cation; PCSK9 programmes show large 
LDL reductions when escalation occurs.

Italy AIFA web-based therapeutic plans & PCSK9 
access

National reimbursement and registry-like monitoring for 
advanced LLT; provides a lever for scaling combination 
therapy if linked to clear LDL-C targets.

Mexico Acute coronary care pathways with embedded 
secondary prevention (Código Infarto)

Standardises in-hospital initiation of high-intensity statins 
and discharge planning—basis for building structured 
outpatient secondary prevention.

France Comprehensive Financial Protection Supporting 
Long-Term Secondary Prevention

Ensures long-term �nancial protection and access to 
guideline-directed LLT and rehab for chronic CVD, 
removing cost barriers to sustained LDL-C control.



The following country pro�les provide a detailed assessment of T2T readiness and implementation across the 12 markets included in 
this study. Each pro�le examines how national policies, clinical guidelines, reimbursement frameworks, digital infrastructure, and 
care-delivery models align with the T2T Gold Standards for LDL-C management in secondary prevention. Beyond documenting policy 
structures, the pro�les analyse real-world performance (where data is available), such as LDL-C attainment, treatment patterns, and 
system-level gaps, and highlight how speci�c strengths or weaknesses in�uence the country’s overall T2T maturity. 

This section also identi�es opportunities for improvement and presents best practices that can be transferred across systems. 
Together, the pro�les o�er a comparative, evidence-based view of how health systems are positioned to deliver consistent, 
risk-aligned lipid management for patients with ASCVD and dyslipidemia.
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COUNTRY PROFILES



183.69 cardiovascular disease deaths per 100,000 population (BR1.5).

555,236 cardiovascular-related emergency department visits were recorded
in 2021 (BR1.7).

33 hospital admissions for acute coronary syndrome (ACS) per 100,000 population
were reported in 2019 (BR1.1).

23% of patients were readmitted within 30 days following an ACS event (BR1.2)

15.9% of very-high-risk patients and 31.4% of high-risk patients achieved ESC LDL-C targets (BR1.3).

35% of patients received combination lipid-lowering therapy in secondary prevention (BR1.4).

Treat-to-Target is included in national clinical guidelines for cardiovascular prevention (BR1.6).

BRAZIL

An estimated 7 million people in Brazil are under secondary prevention of cardiovascular events (BR 2.7). While hospital 
admission for ACS is lower than other countries, high readmission rates after ACS signal gaps in post-discharge care and higher 
event recurrence. Moreover, socioeconomic barriers and access to healthcare appear to be strong factors limiting LDL-c control. 
Brazil’s lipid control outcomes are suboptimal but comparable to the international average, underscoring a worldwide challenge 
in achieving cholesterol targets. The country indicates a comparable adoption of combination therapy, however, additional 
LDL-c lowering therapies are recommended when patients do not meet targets (9-19% of patients do not reach LDL-C targets 
recommended by current guidelines) (BR 2.7).
 
Brazil has a strong policy framework and clinical guidelines for secondary cardiovascular prevention, but implementation is 
uneven. The Brazilian Society of Cardiology guidelines (2019 and 2025 updates) align closely with international gold standards 
– for example, they set aggressive LDL-C targets (<1.3 mmol/L / 50 mg/dL) and emphasize early, intensive lipid-lowering therapy 
(BR 1.6). Additionally, the public health system (SUS) provides broad access to �rst-line medications (high-intensity statins and 
ezetimibe) and integrates secondary prevention into primary care via the Family Health Strategy (BR 3.4, BR 2.5). This re�ects a 
high level of policy alignment with evidence-based practices (e.g. treatment protocols, risk-factor monitoring, acute-to-chronic 
care transition).

However, gaps remain in execution and monitoring. Brazil lacks dedicated national indicators for secondary prevention 
outcomes – surveillance focuses on overall CVD metrics rather than tracking the secondary-prevention subset. Follow-up and 
long-term adherence are not systematically enforced: cardiac rehabilitation and post-discharge clinic visits are underutilized (CR 
participation <30%) (BR 2.4), and there is no nationwide system to ensure patients receive timely follow-up or therapy 
escalation. Therapeutic inertia and variability in care mean that many patients do not reach LDL-C goals despite available 
guidelines. Additionally, access to advanced therapies is limited in the public sector – PCSK9 inhibitors are not routinely covered 
by SUS – which constrains very-high-risk patients who remain above LDL targets (BR 3.4).

country snapshot
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Gold Standard

1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2

Score (0-3) Justi�cation

SBC guidelines (2019/2025) explicitly adopt ESC/AHA LDL-C thresholds 
(e.g., <1.4 mmol/L for very-high risk) and recommend early statin 
initiation post-ACS. However, there are no national audits or 
performance-linked implementation tools. (BR 1.6)

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
Feedback

6. Medication
Adherence
Measurement, Support,
and Patient
Engagement

7. Access to
Combination and Long-
Term Therapies

8. Integrated Digital
Registries, Alerts, and
Data Standards

9. Quality Indicators and 
Financial Incentives

10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

1

0

1

1

1

0

0

1

0

LDL-C targets are well-de�ned in SBC guidance, but not linked to 
performance-based reimbursement or quality-of-care indicators. 
Previne Brasil includes LDL testing but not LDL target attainment. (BR 
1.6, BR 2.5)

Clinical protocols recommend in-hospital initiation of statins and 
add-on therapy. However, discharge processes are not standardized, 
and there are no DRG-linked metrics or mandated follow-up pathways. 
(BR 1.6, BR 2.4)

Follow-up intervals and escalation steps (e.g., ezetimibe, PCSK9i) are 
recommended in SBC guidelines, but implementation is ad hoc. No 
national audit or digital system enforces follow-up or therapy 
escalation. (BR 1.6)

No incentive programs or performance feedback systems exist to 
address therapy non-escalation when LDL-C is uncontrolled. No 
indicator tracks intensi�cation failure.

No national adherence metrics or structured support programs. 
PROMs/PREMs are limited to pilot projects and access to CR programs is 
very limited. (BR 2.4)

PCSK9 inhibitors and other advanced lipid-lowering therapies are not 
reimbursed within the public system and are primarily accessed 
through out-of-pocket payment, limiting access for uncontrolled 
high-risk patients. (BR 1.6; BR 3.4). 

Brazil lacks a national secondary prevention registry. No EHR-linked 
alerts or standardized LDL-C coding/reporting mechanisms exist.

LDL testing is included as a primary care indicator, but LDL-C goal 
attainment is not tracked or incentivized. there are performance-based 
transfers to municipalities for achieving certain indicators. (BR 2.5)

Some hospitals have lipid units or high-risk clinics. Limited 
multidisciplinary care exists through the Family Health Strategy, but 
specialised secondary-prevention teams are not scaled nationally. No 
national workforce development programs exist for lipid management. 
(BR 2.1, BR 2.2)

SCORE: 7
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KEY STRENGTHS

Robust and Updated Secondary Prevention Guidelines

Crucial Medication Access and Coverage
The public health system (SUS) provides universal access to essential medications for secondary prevention. 

High-intensity statins and ezetimibe are covered on the national formulary, meaning cost is not a barrier for �rst-line 
lipid-lowering therapy. This ensures that the majority of patients can be treated with guideline-directed medical 

therapy without �nancial hardship (BR 3.4).

The Brazilian Society of Cardiology (SBC) has developed cardiovascular prevention (3.1) and dyslipidaemia 
guidelines (BR1.6), last updated in 2019 and 2025, respectively. They set clear LDL-C targets in line with ESC/AHA 

recommendations and emphasize aggressive risk factor control, early therapy initiation, and avoidance of 
therapeutic inertia. This strong guideline foundation provides a solid policy benchmark for care.), last updated in 
2019 and 2025, respectively. They set clear LDL-C targets in line with ESC/AHA recommendations and emphasize 
aggressive risk factor control, early therapy initiation, and avoidance of therapeutic inertia. This strong guideline 

foundation provides a solid policy benchmark for care.

Clinical Initiatives and Awareness to Promote LDL Control
There is a growing recognition of secondary prevention quality gaps and a willingness to act. Innovative care models 

are emerging in leading centers – for example, some hospitals have “post-MI clinics” and nurse-led follow-ups to 
improve continuity, and a pilot digital program (SAPPHIRE-LDL trial) used EHR alerts and patient reminders to 

improve LDL control (BR 3.6). These e�orts, though not yet scaled, demonstrate local strengths and can serve as 
prototypes for wider implementation.

MAIN GAPS

Need for Performance Incentives for LDL-C Control  

Brazil lacks pay-for-performance or accreditation standards tied to secondary-prevention quality. 
This contributes to clinical inertia and inconsistent implementation of guideline-directed therapy. 
Despite national NCD commitments (BR 3.7) and emerging digital tools (BR 3.6), no national 
incentive system supports LDL-C goal attainment, post-event follow-up, or therapy intensi�cation.

Limited Access to Advanced Lipid Therapies 

Brazil’s SUS provides statins and ezetimibe (BR 3.4), but PCSK9 inhibitors are not included in the 
Relação Nacional de Medicamentos Essenciais  (National List of Esstential Medicinces, RENAME 
2022). This leaves many very-high-risk patients—who remain above target LDL-C despite dual 
therapy—without access to recommended treatments. Absence of clear eligibility criteria and 
reimbursement pathways creates major treatment gaps for the highest-risk populations. 
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Lack of Patient Adherence Support Measures

Brazil lacks a structured national strategy to support medication adherence after myocardial 
infarction. Although Brazil has prior experience with chronic disease tracking through HIPERDIA (BR 
3.8), no current nationwide system exists for monitoring adherence to lipid-lowering therapy or 
antiplatelets in secondary prevention. Primary care teams within the Family Health Strategy (BR 2.2) 
do not routinely deliver pharmacist-led counseling, systematic adherence assessments, or follow-up 
protocols targeted at post-MI patients. Digital health infrastructure is expanding, and pilot programs 
such as SAPPHIRE-LDL (BR 3.6) show feasibility of digital reminders and EHR alerts, but these 
innovations remain isolated pilots rather than national policy, contributing to persistent underuse of 
guideline-recommended therapy and poor LDL-C goal attainment.

OPPORTUNITIES FOR IMPROVEMENT
Strengthening Access, Accountability, and Post-Event Coordination 
Brazil’s assessment highlights a strong guideline framework but limited system-level enforcement of T2T principles. 
A high-impact opportunity lies in strengthening structured post-MI coordination through a nationally standardised 
follow-up pathway, including de�ned timelines for LDL-C reassessment and clear escalation triggers. While clinical 
guidance recommends follow-up and intensi�cation, implementation remains uneven, and systematic monitoring is 
absent. Formalising this pathway could reduce fragmentation and support more consistent lipid optimisation across 
regions. 

A second priority area concerns accountability mechanisms. Expanding existing primary care performance 
frameworks to incorporate explicit LDL-C thresholds and T2T indicators—moving beyond lipid testing toward target 
attainment and documented therapy escalation—would directly address therapeutic inertia. Linking 
outcome-based lipid indicators to performance-based transfers could reinforce guideline implementation while 
remaining consistent with Brazil’s �nancing model. In parallel, establishing a national LDL-C registry with follow-up 
and escalation indicators would provide the data infrastructure necessary to benchmark secondary prevention 
performance nationwide.  

Finally, given restricted access to advanced lipid-lowering therapies within Brazil’s National Health System, a stronger 
cost-e�ectiveness framing focused on very-high-risk populations may help inform future reimbursement 
discussions and align access policies with clinical need. 



20

202 cardiovascular disease deaths per 100,000 population were
reported in 2021 (CAN 1.1).

More than 300,000 cardiovascular-related emergency department visits are estimated
to occur annually, based on 175,000 visits by women alone in 2016–2017 (CAN 1.2).

193 hospital admissions for acute coronary syndrome (ACS) per 100,000 population (CAN 1.3).

9.3% of patients were readmitted within 30 days following an ACS event (CAN 1.4).

Only 30–40% of high-risk patients achieve LDL-C <1.8 mmol/L, and in real-world post-AMI populations,
just 21.1% achieve LDL-C <1.4 mmol/L, while 32.4% reach <1.8 mmol/L, despite high-intensity statin use.
(CAN 1.5; CAN 1.6)

23% of post-ACS patients receive combination therapy with statin plus ezetimibe, while less than 3%
are treated with PCSK9 inhibitors. (CAN 1.7)

Treat-to-Target is explicitly included in national clinical guidelines. (CAN 1.8)

CANADA

 Canada has a substantial population in need of secondary prevention care. As of 2018, roughly 1 in 12 Canadian adults (~2.6 
million people) were living with diagnosed heart disease (CAN 2.1). An estimated 40–50% of Canadians with established 
cardiovascular disease still do not achieve the previous LDL-C target of 2.0 mmol/L (CAN 2.2). Moreover, many post-ACS patients 
remain on statin monotherapy, with relatively low utilization of combination lipid-lowering therapy – only ~23% receive added 
ezetimibe and <3% receive PCSK9 inhibitors (CAN 1.7). The recurrent hospitalization rate after cardiac events in Canada mirrors 
global trends, underscoring the need for more e�ective risk factor management.
 
Canada demonstrates partial alignment with Gold Standard criteria. It excels in guideline quality, hospital-based initiation of 
therapy, and universal access to generic medications. The 2021 Canadian Cardiovascular Society (CCS) guidelines mirror 
European/American standards – recommending high-intensity statins for all acute coronary syndrome (ACS) patients and 
adding ezetimibe and/or PCSK9 inhibitors if LDL-C remains ≥1.8 mmol/L on statin therapy (CAN 2.3). While these is no national 
secondary prevention plan, provincial initiatives address secondary prevention, such as the 2025 CCS Secondary Prevention 
Pathway (piloted in Ontario in 2025), which exempli�es a treat-to-target approach by recommending stepwise therapy 
intensi�cation based on de�ned LDL-C thresholds and regular follow-up testing to guide treatment adjustments (CAN 2.4). 
 
However, provincial data highlight systemic gaps. While the guidelines support early combination therapy, statin monotherapy 
predominates in practice, and few eligible patients receive PCSK9 inhibitors due to access barriers and restrictive public 
reimbursement criteria (CAN 2.5). The absence of a national LDL-C registry, performance-linked incentives, or standardized 
follow-up protocols contributes to fragmented care and inconsistent treatment intensi�cation. For example, in Alberta, 13% of 
post-MI patients received no lipid testing within 90 days of discharge, and in Ontario, only 52% of post-PCI patients had LDL-C 
testing within six months (CAN 2.5). As a result, a substantial proportion of patients remain o�-target long after 
hospitalization—missed opportunities that modeling suggests could translate into hundreds of preventable cardiovascular 
events annually. These �ndings highlight the need for stronger policy enforcement, system-wide tracking, and equitable access 
to advanced lipid-lowering therapies (CAN 2.5).

country snapshot
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Gold Standard
1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2

Score (0-3) Justi�cation (with Reference)

Canadian guidelines strongly endorse early/intensive LDL lowering 
(CAN 1.8). However, uptake is suboptimal and primary-care providers 
report knowledge gaps (CAN 1.5). Coverage criteria further limit 
alignment with evidence (CAN 2.5).

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
Feedback

6. Medication
Adherence
Measurement, Support,
and Patient Engagement

7. Access to
Combination and Long-
Term Therapies

8. Integrated Digital
Registries, Alerts, and
Data Standards

9. Quality Indicators and 
Financial Incentives

10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

1

1

1

2

1

1

1

1

1

Canadian shifted from �xed LDL targets to “thresholds” for 
intensi�cation (CAN 3.1). Some provincial programs link drug 
reimbursement to thresholds (e.g. British Columbia policy targets <2.0 
mmol/L for adding ezetimibe) (CAN 3.2). However, there are no national 
pay-for-performance incentives tied to achieving LDL goals.

Implementation varies across provinces. CCS secondary prevention 
pathway mandates starting high-intensity statins at hospital discharge 
and early follow-up and CR referral (CAN 2.4). Cardiac rehabilitation 
programs are widespread but lack su�cient access and often are not 
fully covered (CAN 3.3). 

Canada lacks a uniform follow-up protocol for post-discharge lipid 
management. There is no nation-wide requirement that every post-MI 
or stroke patient gets a lipid recheck and treatment intensi�cation 
within a set time frame. New regional initiatives aim to create a 
structured 6-week post-ACS follow-up process, like the CCS Secondary 
Prevention Pathway (CAN 2.4).

Few incentive programs or feedback loops target statin intensi�cation. 
Surveys show many Canadian PCPs view post-ACS lipid management as 
a specialist’s role and lack structured guidance (CAN 1.5). There is no 
routine audit/feedback for LDL control; e�orts are limited to 
disseminating guidelines and periodic CME.

Canada has no standardized system to measure or ensure medication 
adherence in secondary prevention. Patient support relies on standard 
counseling and pharmacy programs rather than systematic adherence 
interventions.

While hospital and physician services are universally covered, access to 
lipid-lowering therapies is uneven. Generic statins and ezetimibe are 
widely available, but reimbursement for PCSK9 inhibitors and inclisiran is 
limited to narrowly de�ned populations, primarily patients with familial 
hypercholesterolaemia (FH) or selected very-high-risk cases. These 
therapies are not broadly accessible to the wider ASCVD population for 
routine secondary prevention (CAN 2.5).  

No evidence of a national CVD registry or standardized digital alert 
system was identi�ed. Provincial registries exist (CorHealth, APPROACH 
etc.), but they are fragmented and not interoperable (CAN 3.4, 3.5). 
Some local EMR systems may have lab-based alerts (e.g., �agging LDL-C 
>2.0 mmol/L), but these are hospital- or clinic-speci�c and not part of 
provincial registries (CAN 3.6).

Canada tracks cardiac quality through CIHI and CCS CCQI registries, but 
LDL-C–speci�c indicators are absent from national reporting and 
provincial registries (CAN 3.7). There are no �nancial or performance 
drivers to support treat-to-target lipid management. Electronic Medical 
Records of primary care visits track risk factors, prescriptions and lab 
results, but date is not standardized nationally (CAN 3.8).

Supports lipid management through national guidelines (CAN 2.3), but 
national service speci�cations, funding mechanisms, and performance 
incentives are absent. Multidisciplinary care models exist in provinces 
(CAN 3.9), yet implementation is uneven, leaving lipid monitoring and 
patient education dependent on local EMRs, provincial programs, and 
research projects.

SCORE: 12
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KEY STRENGTHS

Established cardiac rehabilitation (CR) programs 
A well-developed network of cardiac rehab and secondary prevention programs exists across provinces. These 

multidisciplinary programs (involving exercise training, nutrition, smoking cessation, etc.) are proven to improve 
outcomes – participation can signi�cantly reduce mortality and recurrent events. Canadian policy has long 

supported CR; there’s a national benchmark to refer ~85% of eligible patients to rehabccs.ca. This infrastructure is a 
strength, even if enrollment is not yet optimal (CAN 4.1).

Emerging innovative care pathways
Canada is showing leadership in piloting structured secondary prevention pathways. Notably, the CCS Secondary 

Prevention Pathway (2025) in Ontario is an innovative model standardizing post-ACS care from hospital to follow-up. 
It ensures every patient has early outpatient follow-up, risk factor monitoring, and timely therapy intensi�cation. 

Such initiatives, with multidisciplinary teams and clear protocols, are examples of best practice that can be scaled up 
nationally (CAN 2.4)

Universal healthcare access
The Canadian healthcare system provides universal coverage for hospital and physician services, which facilitates 

secondary prevention. Essential medications for cardiovascular risk reduction (like statins, anti-hypertensives, 
diabetes drugs) are largely available as generics and covered under provincial drug plans for seniors and those with 

�nancial need. The principle of equitable access is embedded in Canadian policy goals. This means most patients can 
a�ord and access the core therapies needed for secondary prevention, a fundamental strength compared to many 

countries (CAN 2.5).

Lack of national LDL-C monitoring and follow-up

Canada does not have a uni�ed system to ensure patients achieve lipid targets after discharge. 
Follow-up practices are inconsistent – studies found less than half of post-MI patients had their LDL 
checked within 3 months of discharge and adherence to treatment is an obstacle (CAN 5.1). This gap 
means many patients remain above recommended LDL levels without therapy intensi�cation. There 
is a need for standardized follow-up protocols (e.g., mandatory lipid re-testing and dose adjustment 
at 6–12 weeks post-event).

Main Gaps
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OPPORTUNITIES FOR IMPROVEMENT
Reducing Provincial Variation and Advancing Structured Follow-Up 
Canada’s decentralised health system presents both opportunity and complexity for T2T implementation. 
Fragmentation across provinces—each with distinct reimbursement criteria, monitoring systems, and care 
pathways—contributes to inconsistent follow-up, variable LDL-C reassessment rates, and uneven treatment 
intensi�cation. While the creation of a National LDL-C registry with outcome tracking would represent a 
transformative step toward benchmarking and accountability, a more realistic near-term approach may involve 
strengthening LDL-C monitoring within leading provinces (e.g., Ontario or Québec) through structured follow-up 
indicators and escalation tracking, with potential for gradual interprovincial alignment over time. 

In parallel, expanding structured post-ACS follow-up pathways—building on models such as the CCS Secondary 
Prevention Pathway—could address documented gaps in lipid reassessment within 90 days of discharge. 
Embedding de�ned LDL-C reassessment timelines and treatment intensi�cation checkpoints into provincial quality 
frameworks would directly target therapeutic inertia. Finally, incorporating LDL-C-speci�c indicators into existing 
provincial cardiac quality registries and exploring greater consistency in reimbursement criteria for combination 
therapies could reduce inequities and improve alignment between guideline recommendations and real-world 
practice. 

 

Limited use of combination therapy and treatment intensi�cation

Despite guideline recommendations, there is a pattern of therapeutic inertia. Most patients in 
secondary prevention remain on statin monotherapy even when their LDL-C is above target. Uptake 
of add-on therapies is low – for example, PCSK9 inhibitors are rarely used outside of specialist care 
(only ~24% of primary care doctors have ever prescribed one) (CAN 5.2). Importantly, reimbursement 
for PCSK9 inhibitors and inclisiran is currently limited primarily to patients with familial 
hypercholesterolaemia (FH) or narrowly de�ned high-risk subgroups, rather than broadly available 
to the wider ASCVD population. Ezetimibe usage, while somewhat better than PCSK9, is also 
underutilized. This hesitancy to intensify treatment (due to factors such as insu�cient information 
from hospitals, patient denial, side e�ects, or the use of multiple medications) leaves many high-risk 
patients not fully optimized (CAN 1.5). 

Therapeutic inertia and provider-level gaps

Many providers do not aggressively up-titrate therapy, re�ecting therapeutic inertia. Contributing 
factors include busy primary care practices, concerns about medication side e�ects, and limited 
specialist follow-up for all patients (CAN 1.5). There is also variability between provinces and 
practices – a lack of consistent training or incentive to prioritize LDL lowering in follow-ups. Surveys 
of Canadian physicians uncovered knowledge gaps (e.g., not all were aware of the 2021 guideline 
changes for high-risk lipid management) (CAN 1.5). Without stronger drivers (like performance 
feedback or system prompts), changing entrenched prescribing habits is challenging. This inertia is a 
signi�cant gap in translating evidence to practice.



222 cardiovascular disease deaths per 100,000 population were reported
in 2022; the age-standardised rate was 95 per 100,000.

No nationally aggregated, publicly available data on cardiovascular-related
emergency department visits were identi�ed.

No nationally aggregated, publicly available data on hospital admissions for acute
coronary syndrome (ACS) were identi�ed.

19% of patients achieved LDL-C <1.4 mmol/L at 6 months following an ASCVD event.

Approximately 2% of patients received combination lipid-lowering therapy in secondary prevention.

Treat-to-Target is included in national clinical guidelines, with limited implementation.

DENMARK

Denmark has a highly developed secondary cardiovascular disease (CVD) prevention ecosystem, built on world-class national 
registries that enable comprehensive tracking of hospital care, procedures, rehabilitation, and long-term outcomes. The Danish 
National Patient Registry, Danish Heart Registry, Western Denmark Heart Registry, and the Danish Cardiac Rehabilitation 
Database together create a robust surveillance backbone, even though Denmark lacks a single, uni�ed national KPI programme 
dedicated solely to secondary prevention (DK.3.5; DK.1.12; DK.1.4). This produces exceptional research capability but unevenly 
structured performance management. 

Denmark’s secondary-prevention population—comprising patients with incident ASCVD (e.g., MI, stroke)—is measurable 
through registry-based cohorts, representing tens of thousands of individuals annually. Despite universal access to lipid testing 
and therapy, registry analyses reveal incomplete LDL-C monitoring and suboptimal target attainment after acute events 
(DK.1.12; DK.3.3). A substantial share of patients fail to reach ESC-recommended thresholds, and early follow-up lipid testing 
within 30–90 days is not consistently implemented nationwide. These patterns mirror global challenges: therapeutic inertia, 
insu�cient intensi�cation of lipid-lowering therapy, and gaps in early optimization.

Cardiac rehabilitation (CR) is a national strength, supported by mandatory registry reporting; however, participation and 
completion vary, with persistent inequities by socioeconomic status and region. Dropout remains a documented challenge 
despite targeted interventions to increase engagement (DK.3.3). Readmission data are captured through national registries but 
are not part of a cohesive secondary-prevention accountability framework.

Relative to the Gold Standards, Denmark excels in infrastructure, multidisciplinary CR delivery, FH detection through its national 
database, and early adoption of PROMs/PREMs. Alignment is weaker in implementation levers: there are no �nancial incentives 
for LDL-C target achievement, no mandatory escalation algorithms, and no national KPI set de�ning time-to-target or 
monitoring frequency (DK.2.3; DK.2.6; DK.1.11; DK.1.4; DK.1.8).

Key opportunities include establishing a national KPI system for LDL-C, standardizing early post-event testing, enforcing therapy 
escalation pathways, strengthening adherence support, and addressing inequities in CR uptake. These improvements would 
translate Denmark’s superior data infrastructure into more consistent delivery of optimal secondary prevention.

country snapshot
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Gold Standard
1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2

Score (0-3) Justi�cation (with Reference)

A uni�ed national KPI program with incentives and mandatory 
monitoring speci�cally enforcing early intensive LDL-C lowering and 
time-to-goal is not evident (DK.1.12).

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
Feedback

6. Medication
Adherence
Measurement, Support,
and Patient
Engagement

7. Access to
Combination and Long-
Term Therapies

8. Integrated Digital
Registries, Alerts, and
Data Standards

9. Quality Indicators and 
Financial Incentives

10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

2

1

3

1

2

1

3

0

0

LDL-C targets are used clinically and in registry research; they are not 
widely published as a single national KPI tied directly to reimbursement 
or performance pay (DK.3.3). 

Guidelines recommend in-hospital high-intensity statin initiation; 
hospital discharge pathways and CR referral exist. Formal nationwide 
mandates linking discharge documentation to automatic LLT initiation 
with enforced reporting appear limited; practice varies by 
hospital/region (DK.3.3).

Some registries capture 6- and 12-month follow-up and LLT 
intensi�cation metrics (seen in registry studies), but nationwide 
mandatory escalation rules with auditing linked to reimbursement are 
not common (DK.2.3; DK2.6).

Denmark uses audit-and-feedback through registries; explicit �nancial 
incentives or pay-for-performance tied to LDL-C management are not 
apparent (DK.2.3).

Prescription registries (Danish National Prescription Registry) enable 
adherence measurement in research. Some local adherence 
programmes exist; reimbursement for speci�c adherence support 
services is not consistently structured as a national programme (DK.3.3).

PCSK9 inhibitors and inclisiran are evaluated by Medicinrådet and may 
be available in hospital settings subject to criteria and negotiation. 
Access is possible for eligible patients but is regulated and generally 
managed at hospital/region level rather than universally automatic. 
Real-world Danish work documents use and mandated switches in 
some settings (DK.2.6).

Denmark’s registry infrastructure and CPR linkage are world-class for 
population surveillance and research; national clinical registries and 
data governance standards exist, enabling high-quality cross-linkage. 
EHR alert roll-out for LDL-C speci�cally is uneven (DK.1.11).

While many registries collect lipid-related variables and publish results, 
explicit national performance metrics tied to �nancial incentives for 
LDL-C control are not prominent (DK.1.4).

This represents a partial excellence. Denmark supports multidisciplinary 
CR teams, has active national PROM programs and workforce 
engagement through professional societies; structured national 
workforce training aligned to ESC/EAS principles is present but 
implementation level varies regionally (DK.1.8).

SCORE: 15



KEY STRENGTHS

Well-developed processes for HTA and 
adoption of innovative lipid-lowering agents 

New lipid-lowering agents (PCSK9 inhibitors, inclisiran) are evaluated centrally (Medicinrådet) and can be made 
available through hospital/regional adoption processes; Denmark produces real-world evaluations of these agents 

to guide use. (DK.2.6; DK.2.7) 

Established familial hypercholesterolaemia (FH) 
infrastructure and specialist lipid services 

Denmark has created a National FH Database and an expanding network of lipid clinics and specialist services to 
identify, monitor and treat FH and complex hyperlipidaemia — strengthening detection and targeted secondary 

prevention for high-risk inherited patients. (DK.3.4; DK.3.5) 

Routine registry studies that quantify LDL-C 
care pathways and outcomes 

High-quality registry research (linked lab, prescription and outcome data) has delivered repeated, population-level 
analyses of LDL-C testing frequency, LLT initiation, therapy changes and goal attainment after ASCVD events — 

providing an evidence base to guide policy and local quality improvement. (DK.1.12; DK.3.3) 

MAIN GAPS

Therapeutic inertia and absence of a nationally mandated escalation algorithm 

Denmark has local audit/feedback and quality projects, but lacks a compulsory, nationwide 
escalation protocol (e.g., automatic trigger � intensify therapy / specialist refer) tied to monitoring at 
de�ned intervals — contributing to delays in intensi�cation and persistent o�-target LDL-C. (DK.3.6; 
DK.1.12) 

No single, uni�ed national KPI programme speci�cally for
secondary prevention (LDL-centric)

Denmark lacks a single, mandated national indicator set exclusively for secondary prevention that 
would uniformly require and publish metrics such as percent of secondary-prevention patients 
achieving prespeci�ed LDL-C thresholds or time-to-LDL goal (30–90 days). Secondary-prevention 
indicators are dispersed across registries, creating variable implementation and limits on a 
harmonised national accountability framework. (DK.1.10; DK.5.1)
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Variable and sometimes restricted access pathways to newest combination therapies 

Access to PCSK9 mAbs and inclisiran is governed by HTA and regional adoption; hospital/regional 
criteria and implementation pathways create variability in timely access for eligible high-risk 
patients, potentially delaying attainment of LDL-C goals in those who need combination therapy. 

OPPORTUNITIES FOR IMPROVEMENT
Translating Registry Insight into T2T Implementation 

Denmark bene�ts from a world-class registry infrastructure that enables detailed measurement of LDL-C monitoring 
patterns, treatment intensi�cation, and outcome gaps. This data capability represents a major strength. However, the 
challenge lies less in measurement and more in systematic implementation. Despite the ability to quantify gaps, 
population-level LDL-C target attainment remains suboptimal, indicating that registry insight is not yet fully 
translated into consistent T2T delivery across care settings. Establishing a uni�ed National KPI Programme for LDL-C 
management—tracking target attainment and time-to-goal in secondary prevention patients—would help convert 
existing data capacity into a harmonised national accountability framework. 

Therapeutic inertia remains a documented issue, compounded by the absence of a nationally mandated escalation 
algorithm. Introducing formalised national therapy-escalation pathways—triggered when LDL-C thresholds are not 
achieved—and embedding these within a nationwide Electronic Health Record alert system could support proactive 
identi�cation of o�-target patients and standardise intensi�cation practices. 

Finally, although cardiac rehabilitation is universally funded and registry-reported, participation and completion 
vary by region and socioeconomic group. Targeted national strategies to reduce inequities in CR access and 
engagement would help ensure that Denmark’s strong infrastructure translates into more equitable and consistent 
LDL-C optimisation outcomes at population level. 

 



187.7 cardiovascular disease deaths per 100,000 population were
reported in 2021. (FR 1.4)

No nationally aggregated, publicly available data on cardiovascular-related emergency
department visits were identi�ed.

239 hospital admissions for acute coronary syndrome (ACS) per 100,000 population were recorded in 2022.

No nationally aggregated, publicly available data on 30-day readmission rates following ACS were identi�ed.

28.3% of very-high-risk patients achieved ESC LDL-C targets, based on available observational data. (FR 1.5)

35.4% of patients received combination lipid-lowering therapy in secondary prevention. (FR 1.5)

Treat-to-Target is included in national clinical guidelines.

FRANCE

 France’s landscape for secondary cardiovascular disease (CVD) prevention re�ects a strong clinical foundation but an absence 
of uni�ed national coordination. Clinical practice is closely aligned with ESC/EAS guidelines, which are widely disseminated 
through French cardiology societies and form the backbone of lipid management nationwide (FR.3.2-3.4). Universal health 
coverage and the A�ection de Longue Durée (ALD) scheme ensure full reimbursement for long-term cardiovascular care, 
providing broad access to lipid pro�ling, specialist consultations and rehabilitation services (FR.2.11). However, unlike countries 
with structured secondary-prevention frameworks, France does not publish an estimate of the population under secondary 
prevention, making it di�cult to quantify the national burden and track outcomes across the continuum of care.
Available national indicators highlight signi�cant performance gaps. Cardiac rehabilitation participation remains persistently 
low, around 20% of eligible patients initiate a programme within six months, and varies widely across regions, suggesting 
uneven system capacity and coordination (FR.4.3). LDL-C control is similarly suboptimal: observational studies show that many 
post-ACS patients fail to reach guideline-recommended targets, despite the existence of clear escalation pathways (FR.5.4-5.7). 
Long-term readmission rates are tracked in epidemiological datasets, but they are not integrated into a national performance 
dashboard, limiting their use as system-level levers for accountability (FR.1.1-1.3).

This misalignment between strong clinical guidelines and weaker system-level coordination results in signi�cant variation in 
long-term follow-up and therapeutic optimization. There are no mandatory follow-up intervals, no standardized escalation 
requirements when LDL-C goals are unmet, and no national digital alert system for o�-target lipid levels. Digital infrastructures 
such as the SNDS remain underused for proactive monitoring, and rehabilitation capacity is unevenly distributed across regions.
Key opportunities for improvement include establishing a clearer national framework for secondary prevention, strengthening 
structured follow-up after acute events, expanding digital monitoring tools, increasing rehabilitation uptake and addressing 
therapeutic inertia through more consistent quality indicators. These steps would help France translate its strong clinical 
foundation into more coherent and sustained secondary prevention nationwide.

country snapshot
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Gold Standard
1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2

Score (0-3) Justi�cation (with Reference)

France applies ESC/EAS LDL-C targets and clear intensi�cation pathways 
but lacks policy tools to monitor or support early sustained lowering. (FR 
3.3; FR 5.4)

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
Feedback

6. Medication
Adherence
Measurement, Support,
and Patient
Engagement

7. Access to
Combination and Long-
Term Therapies

8. Integrated Digital
Registries, Alerts, and
Data Standards

9. Quality Indicators and
Financial Incentives

10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

1

1

1

1

0

1

1

0

1

LDL-C targets are clearly de�ned and widely disseminated, yet they are 
not linked to reimbursement schemes or performance indicators. 
Alignment exists at the clinical level, not within national incentive 
frameworks. (FR 3.2; FR 2.12)

Post-ACS therapy initiation is routine, and early follow-up is 
recommended, but combination therapy is not mandated, and 
discharge processes vary across hospitals. Continuity of care lacks 
standardized national requirements. (FR 3.4; FR 3.9)

No national rules de�ne follow-up intervals, repeated LDL-C checks, or 
mandatory escalation when targets are missed. Monitoring is 
encouraged but not enforced, contributing to persistent therapeutic 
inertia. (FR 1.1; FR 5.4)

Clinical guidance highlights the need for timely intensi�cation, but 
there is no systematic audit, feedback loop, or incentive programme 
addressing inertia. Escalation failure is not tracked nationally. (FR 5.4; FR 
5.7)

ETP programmes and pharmacist counselling support adherence, yet 
no national adherence indicator exists for secondary prevention. Patient 
engagement tools are present but inconsistently implemented. (FR 4.3; 
FR 5.6)

Statins and ezetimibe are widely reimbursed. While PCSK9 inhibitors are 
accessible for eligible patients. Nonetheless, strict authorization criteria 
can delay initiation and contribute to regional variability in access. In 
addition, siRNA therapy (inclisiran) is currently not broadly available due 
to restrictive access criteria and pricing considerations, further limiting 
escalation options for eligible ASCVD patients. (FR 2.11; FR 5.8) 

France has strong national health data infrastructure but lacks a 
dedicated registry or EHR alert system for LDL-C management. Digital 
tools exist but are not operationalized for secondary prevention 
follow-up. (FR 1.1; FR 4.1)

No national performance indicators track LDL-C attainment or post-ACS 
lipid optimization. Existing incentive schemes exclude lipid-related 
secondary-prevention metrics. (FR 2.12)

Rehabilitation programmes and specialized lipid clinics operate in 
several centers, but there is no national service speci�cation ensuring 
consistent multidisciplinary delivery or structured patient involvement. 
(FR 4.3; FR 3.6)

SCORE: 9
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KEY STRENGTHS

High-Quality National Data Infrastructure 
Enabling Detailed CVD Surveillance 

The SNDS and PMSI systems provide comprehensive coverage of hospitalizations, procedures and mortality, 
allowing for precise monitoring of ischaemic heart disease trends and regional disparities. These datasets support 

robust surveillance and create a strong foundation for future secondary-prevention indicators or registries. (1.1; 1.2; 
1.3) 

Broad Access to Combination Therapy and Advanced Lipid-Lowering Agents 
High-intensity statins and ezetimibe are widely reimbursed, and PCSK9 inhibitors are accessible for eligible high-risk 
patients, enabling clinicians to apply guideline-based escalation strategies when LDL-C levels remain above target. 
This availability supports intensive long-term lipid management for patients with persistent elevation or recurrent 

events. (2.11; 5.8) 

Comprehensive Financial Protection Supporting
Long-Term Secondary Prevention

Universal insurance coverage and the ALD scheme guarantee full reimbursement of chronic cardiovascular care, 
including lipid panels, specialist follow-up, long-term medication and rehabilitation. This �nancial framework 

removes cost-related barriers and enables continuous implementation of secondary-prevention measures over time, 
reducing the risk of treatment drop-o�. (FR 2.11)

Persistent Therapeutic Inertia in LDL-C Management 
Many secondary-prevention patients in France fail to achieve recommended LDL-C targets despite 
clear guidelines. The absence of mandated follow-up intervals, repeated LDL-C testing or escalation 
triggers contributes to delayed optimization and prolonged exposure to uncontrolled levels, 
increasing the risk of recurrent events. (FR 5.4; FR 5.5; FR 5.7) 

MAIN GAPS

Restricted and Variable Access to Advanced Lipid-Lowering Therapies 
Access to PCSK9 inhibitors remains constrained by restrictive eligibility criteria and prior 
authorization requirements, which may delay escalation for very-high-risk patients who remain 
uncontrolled despite optimized standard therapy. These administrative steps contribute to regional 
variability and risk prolonged exposure to elevated LDL-C. (FR 2.11; FR 5.8) 
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Low and Uneven Participation in Cardiac Rehabilitation Programmes

Only around 22% of eligible patients access cardiac rehabilitation within six months after ischaemic 
heart disease, with marked regional disparities. This severely limits the impact of a well-established 
intervention known to improve functional recovery, adherence, and risk-factor control, leaving many 
high-risk patients without structured support after an acute event. (FR 4.3; FR 4.5)

OPPORTUNITIES FOR IMPROVEMENT
Strengthening National LDL-C Governance, Escalation Protocols, and 
Access Alignment 
France demonstrates strong clinical alignment with ESC/EAS guidance; however, system-level levers to enforce T2T 
implementation remain limited. A priority opportunity would be the establishment of a dedicated national 
secondary-prevention performance framework incorporating harmonised LDL-C indicators—such as target 
attainment rates, time-to-reassessment, and documented therapy escalation. Integrating these metrics into national 
monitoring systems would strengthen accountability and reduce regional variability. 

In parallel, formalising structured follow-up intervals after acute events—combined with clearly de�ned escalation 
triggers when LDL-C targets are unmet—could address persistent therapeutic inertia. Leveraging existing digital 
infrastructure (SNDS, PMSI) to support proactive monitoring dashboards or clinician alerts would help convert 
surveillance capacity into operational T2T delivery. 

Finally, while statins and ezetimibe are broadly reimbursed, access to advanced lipid-lowering therapies remains 
largely restricted to ultra-rare indications such as homozygous familial hypercholesterolaemia (HoFH) and selected 
familial hypercholesterolaemia (FH) cases. Reviewing eligibility criteria and authorisation pathways for very-high-risk 
ASCVD patients who remain o�-target despite optimised standard therapy could help align real-world access with 
clinical escalation recommendations and reduce prolonged exposure to uncontrolled LDL-C. 

 



Secondary cardiovascular disease prevention in Germany is grounded in comprehensive, evidence-based national guidelines 
(GER 2.1) that are closely aligned with international Gold Standards, including those of the ESC/EAS and ACC/AHA. These 
guidelines adopt a clear risk-based, treat-to-target approach for LDL-C reduction, blood pressure control, diabetes 
management, lifestyle modi�cation, and structured cardiac rehabilitation. (GER 2.2) Care delivery is supported through Disease 
Management Programmes (DMPs) (GER 2.3), specialist cardiology services, rehabilitation centres, and targeted initiatives such 
as national lipid-management awareness campaigns. (GER 2.4). According to the German Heart Foundation 4,7 million people 
in Germany are living with a coronary heart disease and are therefore candidates for long-term secondary prevention. (GER 2.5). 
This represents a substantial and growing population, re�ecting demographic ageing and improved acute survival rates.  
Despite strong structural foundations, outcome data reveal persistent implementation gaps. Real-world evidence suggests that 
LDL-C target attainment remains low, with a majority of high- and very-high-risk patients failing to reach ESC guideline targets, 
even though lipid-lowering therapies are widely available. (GER 1.2)

Compared to the gold standards, Germany shows strong consistency at the policy and guideline level, but suboptimal 
implementation and monitoring at the system level (GER 2.6). Furthermore, there is no mandatory nationwide registry for 
secondary prevention outcomes, only limited use of patient-reported outcome measures, and no performance-based 
incentives directly linked to long-term control of risk factors. Access to structured rehabilitation and specialist follow-up care is 
uneven, particularly in rural areas. (GER 2.7). 

Key opportunities for improvement include establishing national outcome monitoring, strengthening follow-up and adherence 
support, and improving alignment between specialist cardiology guidance and primary care practice to ensure consistent 
implementation across care and reduce delayed escalation and variability in LDL-C management. Additional priorities include 
expanding equitable access to rehabilitation and diagnostics, and using digital tools and real-world data to close the gap 
between guideline intent and everyday practice. 

country snapshot

574 hospital admissions for coronary heart disease per 100,000 population
(age-standardised) were reported (GER 1.1).

No reliable national data on 30-day readmission rates following ACS
were identi�ed.

78.6% of high and very-high-risk patients did not achieve
ESC/EAS LDL-C targets (GER 1.2).

19.9% of high-risk and 25.2% of very-high-risk patients
received combination lipid-lowering therapy (GER 1.2).

Treat-to-Target is partially re�ected in national guidance,
aligned with ESC/EAS LDL-C targets.
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215.7 cardiovascular disease deaths per 100,000 population were reported,
including 125.3 deaths per 100,000 from coronary heart disease and 46 deaths
per 100,000 from acute myocardial infarction (GER 1.1).

No nationally aggregated data on cardiovascular-related emergency
department visits were identi�ed.

1,694.5 inpatient hospitalisations for cardiovascular disease per 100,000 population
were recorded in 2023 (GER 1.1).

GERMANY



4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
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6. Medication
Adherence
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Germany provides guideline recommendations for follow-up and 
therapy escalation (GER. 3.5) and organizes acute care via DRG 
frameworks (GER 3.8). However, there are no mandatory enforcement 
mechanisms, no national monitoring system, and shared-care 
coordination is inconsistent (GER 3.2).

While Germany has quality frameworks for cardiovascular care through 
IQTIG and procedural indicators in the Diagnosis-Related Groups (DRG) 
system, there are no national or regional quality indicators that 
speci�cally track “no medication change despite o�-target LDL-C.” (GER 
3.2) Likewise, there are no pay-for-performance or QOF-type incentives 
linked to achieving LDL-C targets or optimizing lipid-lowering therapy 
across care levels. (GER 3.5).

Medication adherence to lipid-lowering therapy is not established as a 
mandatory national quality indicator in Germany, nor is it supported by 
dedicated reimbursement or systematic national monitoring (GER 3.2, 
GER 2.3, GER 4.4). Real-world evidence shows suboptimal adherence, 
underscoring a persistent gap between guideline recommendations 
and routine clinical practice. (GER 4.4)

Advanced lipid-lowering therapies are available, evaluated and 
reimbursed through national HTA procedures (GER 3.6) 19.9 % of high 
and 25.2  % of very-high risk patients received combination therapy. 
However, strict eligibility criteria, administrative complexity and 
regional di�erences limit early access and continuity of treatment. (GER 
3.6; GER 4.3). The system ensures safety and cost-e�ectiveness, but falls 
short of the fully equitable and proactive implementation envisaged by 
the gold standard. (GER 1.2).

Although there are well-established registries (e.g. from medical 
societies) and standardised coding for inpatient cardiovascular care, 
there is no mandatory nationwide participation. (GER 3.7, GER 3.2). In 
addition, the integration of outpatient and laboratory data is limited, 
and registry results are not fully utilised for policy-making or resource 
allocation. (GER 3.2). The planned Medical Register Act aims to remedy 
key structural weaknesses in the current register landscape and 
signi�cantly improve the use of medical data. The goal is to make 
register data more systematic, uniform and usable for healthcare, 
quality assurance, research and health policy.

Germany does not ful�ll the gold standard for integrating LDL-C 
indicators into quality frame-works with linked �nancial incentives, 
accreditation, and transparent reporting. (GER 3.2, GER.1.2.). Metrics 
exist in registries and selective programs but are not standardized, 
mandated, or connected to systemic accountability mechanisms. (GER 
1.2, GER 3.7.).

Specialised centres (e.g. university hospitals) o�er multidisciplinary lipid 
management based on guidelines (GER.5.4., GER.5.1), but there is a lack of 
nationwide service descriptions, dedicated funding, sta�ng programmes 
and structured patient participation linked to the results of lipid 
management. (GER 3.15, GER 3.10).This limits the uniform implementation 
of evidence-based lipid management throughout the country.

SCORE: 11

Gold Standard
1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C  Lowering

2

Score (0-3) Justi�cation (with Reference)
Germany meets the policy alignment criterion for evidence-based, 
target-driven LDL-C reduction (GER 2.1, Mach 2025), but comprehensive 
implementation is lacking (GER 2.2). Furthermore, there is no 
comprehensive national monitoring system that routinely tracks whether 
healthcare professionals and patients achieve LDL-C targets. (GER 3.1)

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

1

1
While Germany has guideline-based, target-driven LDL-C recommendations, the 
lack of integration into quality indicators, absence of �nancial/performance 
incentives, and limited systematic monitoring mean it does not ful�ll the gold 
standard on this topic. In addition, misalignment between national GP guidelines 
and specialist cardiology recommendations—particularly regarding treatment 
intensi�cation and lower LDL-C targets—creates variability in implementation and 
may delay optimal escalation of lipid-lowering therapies (GER 3.2, GER 2.2). 

Germany has a well-structured acute care and hospital reimbursement 
framework for cardio-vascular procedures under the Diagnosis-Related 
Groups (DRG) system (GER 3.3). However, there is no national, 
standardized framework that mandates the initiation of lipid-lowering 
therapy at discharge, systematic documentation of care transitions, or 
clearly de�ned shared-care pathways between hospitals and primary 
care for secondary prevention. (GER 3.2, 3.4)
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KEY STRENGTHS

Guideline-Aligned Therapeutic Escalation Protocols
National medical societies provide clear, risk-based protocols that mandate a stepwise escalation of lipid-lowering 

therapy (Statin to Ezetimibe to PCSK9 inhibitors) when targets are not met. This structured mechanism counters 
therapeutic delay by recommending e�cacy assessments 4-6 weeks after treatment initiation (GER 4.5, GER 4.6).  

Registry-Based Quality Improvement Campaigns
The national "Auf Ziel" (On Target) campaign and its associated studies (e.g., "Jena auf Ziel") utilise prospective 

protocols to document lipid pro�les and mandate therapy escalation for very high-risk patients not meeting LDL-C 
targets. This approach acts as a digital tool and internal quality measure that drives immediate, guideline-based 

therapeutic changes, signi�cantly reducing therapeutic inertia in participating centres (GER 4.7).

Specialised Tertiary Care Infrastructure
Specialised units, such as certi�ed Cardiac Arrest Centres and Lipid Outpatient Clinics, are established to manage 

complex, high-risk patients through multidisciplinary teams and strict technical standards (e.g., 24/7 catheterisation 
lab availability). These facilities provide the necessary expertise for stringent LDL-C goal attainment and the 

management of hereditary dyslipidaemias that require advanced therapeutic interventions (GER 4.8, GER 4.9).

MAIN GAPS

Absence of Financial Incentives for Outcomes

The German healthcare system lacks pay-for-performance schemes or �nancial incentives linked to 
achieving LDL-C targets or optimizing long-term lipid-lowering therapy. Reimbursement is primarily 
based on Diagnosis-Related Groups (DRG) for procedures, which fails to encourage the continuous 
management required for secondary prevention and contributes to lower goal attainment 
compared to countries with incentive-based frameworks (GER 3.5).

Therapeutic Inertia and Implementation Gaps 

A signi�cant gap exists between clinical guidelines and real-world practice, where clinicians often fail 
to intensify lipid-lowering therapy even when high-risk patients do not reach strict LDL-C targets. 
This "therapeutic inertia" results in a large proportion of patients remaining undertreated, which 
compromises long-term cardiovascular protection (GER 4.5.).
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Inequitable Access to Cardiac Rehabilitation

Germany does have a structured, guideline-based cardiac rehabilitation pathway that provides for 
early mobilisation in hospital (phase I), inpatient or day-care rehabilitation (phase II) and long-term 
outpatient follow-up care in heart groups (phase III). Participation in heart groups is legally enshrined 
and recommended in guidelines, but only about 13–40% of patients have taken advantage of this 
o�er after phase II rehabilitation, meaning that despite proven e�ects on performance, morbidity 
and costs, there is still considerable room for improvement in terms of reach, target group appeal 
and scienti�c evaluation (GER 4.7). The use of cardiac rehabilitation (CR) is also limited by non-clinical 
factors, with women and patients in rural areas participating signi�cantly less often. This utilisation 
gap means that these vulnerable groups often miss out on important structured lifestyle 
interventions and support in adhering to medication regimens (GER 3.8, GER 4.8).

OPPORTUNITIES FOR IMPROVEMENT
Bridging the Guideline–Practice Gap and Strengthening 

Cross-Sector Implementation 
Germany’s secondary prevention framework is supported by comprehensive clinical guidelines and structured 
rehabilitation pathways; however, a persistent discrepancy remains between guideline recommendations and 
real-world implementation. Many high-risk patients do not receive intensi�ed lipid-lowering therapy despite failing 
to achieve strict LDL-C targets. A key opportunity would be to strengthen monitoring and accountability 
mechanisms supporting guideline-compliant escalation. Facilitating dialogue with political stakeholders and 
medical associations on the introduction of structured monitoring systems—and potentially performance-linked 
incentives—could help reduce therapeutic inertia and improve systematic T2T implementation. 

Structural barriers, particularly in rural regions, further limit equitable delivery of secondary prevention. Specialist 
shortages, longer travel distances to diagnostic facilities and rehabilitation centres, and variable emergency care 
capacity contribute to uneven access. In the context of the planned 2026 primary care reform and the ongoing 
Emergency Care Reform Act, there is an opportunity to reinforce systematic referral pathways from primary care to 
cardiology, strengthen cross-sector coordination, and improve continuity between inpatient and outpatient care 
settings. 

Finally, while Germany has a well-de�ned, guideline-based cardiac rehabilitation pathway, participation in long-term 
heart group programmes remains modest. Enhancing cooperation across providers, reducing administrative 
barriers, and strengthening patient empowerment—potentially aligned with broader European initiatives such as 
the Safe Hearts Plan—could help translate structural strength into sustained LDL-C optimisation and improved 
long-term outcomes. 
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64 cardiovascular disease deaths per 100,000 population were reported. (ISR 1.1)

Approximately 100,000–150,000 emergency department visits for chest pain occur
annually. (ISR 1.2)

170 hospital admissions for acute coronary syndrome (ACS) per 100,000 population
were recorded. (ISR 1.3)

4.2% of patients were readmitted within 30 days following an ACS event. (ISR 1.4)

LDL-C control and lipid-lowering treatment patterns.

Among very-high-risk patients, 34.5% of Arab patients and 45.3% of Jewish patients
achieved LDL-C <55 mg/dL at one year of follow-up. (ISR 1.5)

Among high-risk patients, 43.8% of Arab patients and 58% of Jewish patients
achieved LDL-C <70 mg/dL. (ISR 1.5)

Combination lipid-lowering therapy was used by 25% of Jewish patients and 4%
of Arab patients at one year of follow-up. (ISR 1.5)

Treat-to-Target is included in national clinical guidelines, aligned with ESC/EAS
recommendations. (ISR 1.6)

ISRAEL

Israel combines high-performing acute cardiovascular care with uneven implementation of long-term secondary prevention, 
particularly regarding LDL-C treat-to-target strategies. Acute management of Acute Coronary Syndrome (ACS) is a national 
strength: Israel maintains one of the lowest CVD mortality rates in the OECD, supported by a dense network of PCI-capable 
hospitals and strong national quality indicators (ISE 1.1; ISR 1.6). These indicators ensure high compliance with timely 
reperfusion, early aspirin, and prescription of high-intensity statins at discharge. However, once patients transition into 
community care, long-term lipid management becomes far more variable.

Estimating the population under secondary prevention suggests that several hundred thousand adults live with established 
coronary artery disease (approximately 7.5% of men and 4.1% of women), representing a large cohort requiring systematic 
LDL-C monitoring, treatment intensi�cation, and adherence support (ISR 1.1).
Key data indicate good acute outcomes but suboptimal chronic risk-factor control. Thirty-day ACS readmissions are relatively 
low (~4.2%), indicating strong in-hospital care and early follow-up (ISR 1.4). However, LDL-C goal attainment is likely insu�cient: 
Israel does not systematically track LDL levels after ACS, and European benchmarks (including Israel) show that only 20–30% of 
high/very-high-risk patients reach ESC/EAS LDL targets. This suggests signi�cant therapeutic inertia and underuse of 
combination lipid-lowering therapy, despite strong clinical guidelines (ISR 2.1).

Assessment against international Gold Standards shows high alignment on clinical guidance and universal coverage, but weak 
alignment on implementation, incentives, and measurement. National quality frameworks (NPQI, QICH) focus on processes, not 
LDL-C outcomes; no indicator measures attainment of <55 mg/dL in ACS survivors, nor treatment escalation when targets are 
missed (ISR 1.6; ISR 2.2). Digital infrastructure is advanced yet not fully leveraged to mandate LDL-C reporting or intensi�cation 
pathways (ISR 2.3)

country snapshot
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Gold Standard
1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C Lowering

2

Score (0-3) Justi�cation (with Reference)
Israel applies ESC/EAS guidelines and absolute LDL-C targets through 
the Israel Heart Society and hospital protocols (ISR 2.1) However, there is 
no national policy that ties LDL-C goal attainment to incentives or 
systematic monitoring.

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
Feedback

6. Medication
Adherence
Measurement, Support,
and Patient Engagement

7. Access to
Combination and Long-
Term Therapies

8. Integrated Digital
Registries, Alerts, and
Data Standards

9. Quality Indicators and
Financial 
Incentives

10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

2

2

2

1

1

3

2

2

1

ESC/EAS LDL-C targets are clinically endorsed and re�ected in HMO 
dashboards, but not integrated into NPQI/QICH as remunerated 
performance indicators. No �nancial bonuses or penalties are linked to 
LDL-C outcomes (ISR 1.6, ISR 2.1). 

NPQI mandates and audits high-intensity statin prescription and cardiac 
rehabilitation referral at discharge after ACS, with high compliance, and 
ensures structured discharge summaries and follow-up appointments. 
Yet, early combination LLT (statin+ezetimibe/PCSK9i) is not mandated 
nationally, and discharge metrics are not linked to DRG-style 
reimbursement (ISR 1.6) 

HMOs routinely monitor lipids and other risk factors, but there are no 
national requirements for LDL-C testing intervals or escalation algorithms 
in secondary prevention, and no audits speci�cally targeting treatment 
intensi�cation when LDL-C remains above ESC/EAS targets (ISR 2.2). 

While HMOs monitor LDL-C levels and other cardiovascular risk factors, 
there are no explicit national indicators or mandatory escalation triggers 
requiring treatment intensi�cation when LDL-C remains above ESC/EAS 
targets. Quality frameworks primarily focus on process measures (e.g., 
statin prescription) rather than indicators such as “no medication change 
despite o�-target LDL-C”. As a result, escalation relies largely on clinician 
judgement rather than embedded system-level prompts to address 
therapeutic inertia (ISR 1.6). 

HMOs provide highly integrated robust digital tools (apps, portals, 
reminders) and prescription tracking tools to support long-term 
medication adherence. . Adherence monitoring is embedded within 
routine care management and organisational oversight, supported by 
PREMs and digital engagement platforms. Given the vertically integrated 
payer–provider HMO model, adherence support is operationalised 
systematically across care settings, re�ecting advanced, system-level 
implementation in secondary prevention (ISR 1.6; ISR 2.3). 

The national Health Basket covers high-intensity statins, ezetimibe and 
PCSK9 inhibitors for de�ned very-high-risk patients with sub-optimal 
LDL-C despite maximised therapy. Real-world data from Israeli lipid clinics 
show  LDL-C reductions and target attainment in PCSK9-treated patients, 
but access is restricted by eligibility criteria and budget constraints; early 
combination therapy is not standard for all ACS survivors (ISR 2.4; ISR 2.5).

Israel has interoperable EHRs across HMOs and a national “World of Data” 
platform that supports quality reporting. HMO systems generate LDL-C 
alerts aligned with ESC/EAS targets. However, there is no dedicated 
national LDL-C registry for secondary prevention or mandated reporting 
of LDL-C goal attainment after ACS (ISR 2.3).

The National Program for Quality Indicators (NPQI) includes multiple ACS 
indicators (PCI times, pre-hospital aspirin, statin and rehabilitation 
recommendation). Because HMOs function as both payers and providers, 
LDL-C management is embedded within organisational quality monitoring 
frameworks. However, there is no standalone national performance indicator 
speci�cally measuring the proportion of patients achieving LDL-C targets, nor 
a dedicated pay-for-performance mechanism explicitly tied to LDL-C goal 
attainment. Financial incentives therefore exist at a structured level but are 
not fully aligned with outcome-based LDL-C performance metrics (ISR 1.6) 

Israel has multidisciplinary cardiac rehabilitation programmes, lipid 
clinics and coordinated ACS pathways involving cardiologists, nurses, 
dietitians and physiotherapists, and it actively disseminates ESC/EAS 
guidance through professional societies. Yet, there is no national mandate 
or ring-fenced funding for multidisciplinary lipid management teams or 
structured patient-involvement programmes in secondary prevention 
(ISR 1.1; ISR 2.6: ISR 2.7)).

SCORE: 18
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KEY STRENGTHS

Specialised lipid clinics and PCSK9 programmes delivering
large LDL-C reductions

�Several tertiary centres run lipid and vascular-risk clinics that manage complex ACS and familial 
hypercholesterolaemia patients. Real-world Israeli data show that PCSK9 inhibitor therapy reduces LDL-C by ~47% 

(from ~156 to ~81 mg/dL) and brings about two-thirds of treated patients to LDL-C targets, demonstrating that 
when intensi�cation occurs, treat-to-target strategies are e�ective (ISR 2.5). 

Advanced digital infrastructure supporting treat-to-target care
�Israel’s health system ensures coordinated care across primary, hospital, and specialist settings through its four 

Health Maintenance Organizations (HMOs) (Clalit, Maccabi, Meuhedet, or Leumit), which are mandated to provide 
continuous care for all citizens, including post-ACS follow-up and rehabilitation. HMOs use integrated EHRs and 

clinical dashboards that generate alerts when LDL-C remains above ESC/EAS-recommended thresholds (<70 or <55 
mg/dL depending on risk level), facilitating treatment intensi�cation in daily practice. The national “World of Data” 

platform and widespread telemedicine enable remote follow-up and targeted reminders for lipid testing and 
prescription renewals—key enablers of sustained LDL-C control after ACS (ISR 2.2, ISR 2.3, ISR 2.7).

Universal coverage and broad access to evidence-based LLT
�Under the National Health Insurance Law, all ACS survivors can access routine lipid monitoring, high-intensity 

statins and ezetimibe, with PCSK9 inhibitors covered since 2019 for very-high-risk patients whose LDL-C remains ≥
100 mg/dL on maximal oral therapy. This ensures that intensive LDL-C lowering is �nancially feasible for eligible ACS 

patients and supports guideline-recommended treat-to-target strategies for those at extreme risk (ISR 2.4). 

Absence of national LDL-C outcome indicators in secondary prevention
Neither NPQI (hospital quality indicators) nor QICH (community quality indicators) systematically 
measures LDL-C levels after ACS, time to LDL-C reassessment, or attainment of ESC/EAS goals (<55 
mg/dL). As a result, Israel lacks national visibility on whether guideline-recommended LDL targets 
are achieved in real practice and cannot compare performance across HMOs or hospitals. The 
indicators that do exist (e.g., statin prescription at discharge) assess processes rather than outcomes, 
which limits the system’s ability to identify therapeutic inertia, adherence failures, or gaps in 
treatment intensi�cation. This structural blind spot signi�cantly weakens implementation of 
treat-to-target strategies at the population level (ISR 1.1; ISR 1.3).

MAIN GAPS
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No national ACS secondary prevention plan or funding mechanism
Although Israel delivers excellent acute cardiac care, it lacks a national strategy speci�cally targeting 
long-term secondary prevention, including lipid management, adherence reinforcement, and 
coordinated follow-up. Without a de�ned policy framework or earmarked resources, therapeutic 
intensi�cation, LDL monitoring, and rehabilitation enrollment remain dependent on local HMO 
practices and individual clinicians rather than system-level design. The Digital Health Strategy 
strengthens infrastructure but does not create obligations or accountability mechanisms for LDL-C 
control, leaving a gap between strong clinical guidelines and their population-wide implementation 
(ISR 2.3; ISR 2.7).

Persistent Patient Adherence Gaps Undermine LDL-C Goal Attainment

A critical gap in Israel’s secondary prevention landscape is poor long-term adherence to 
lipid-lowering therapy (LLT), even among highly motivated patients with excellent access to care. 
Evidence from a large Israeli cardiac rehabilitation cohort (n=1015) shows that despite 95% of 
patients being prescribed high-dose statins, only 57% achieved LDL <70 mg/dL at rehabilitation 
intake and just 33% reached <55 mg/dL—and these proportions improved only marginally after 
three months of structured follow-up. Notably, 14% of patients reduced their statin dose after 
discharge, frequently due to physician preference or patient self-decision, even when LDL remained 
above target. The study identi�es suboptimal adherence as a central driver of inadequate LDL 
control and highlights that, despite universal coverage and ready access to guideline-recommended 
LLT, many patients do not sustain prescribed dosing or escalate therapy when needed. This 
underscores a system-level weakness: Israel lacks national adherence indicators, structured 
follow-up requirements, and incentive mechanisms to reinforce continuous, guideline-aligned LLT, 
limiting the e�ectiveness of treat-to-target approaches (ISR 2.6). 

OPPORTUNITIES FOR IMPROVEMENT
Embedding LDL-C Outcome Accountability into National 

Quality Frameworks 
srael’s secondary prevention system bene�ts from advanced digital infrastructure and vertically integrated HMO 
oversight; however, LDL-C outcome measurement is not embedded within national quality indicators. A primary 
opportunity would be the incorporation of explicit LDL-C performance metrics, such as post-ACS LDL-C 
reassessment within de�ned intervals, target attainment (<1.4 mmol/L for very-high-risk patients), and documented 
therapy escalation, into NPQI and QICH frameworks. Moving from process indicators (e.g., statin prescription at 
discharge) to outcome-based LDL metrics would enhance national visibility and strengthen T2T accountability 
across HMOs. 

In parallel, formalising a structured national secondary prevention pathway for ACS survivors, de�ning follow-up 
intervals, escalation algorithms, and adherence reinforcement, could reduce variability between HMOs and address 
persistent therapeutic inertia. While HMO dashboards already generate lipid alerts, introducing mandated escalation 
triggers when LDL-C remains above target would help standardise intensi�cation practices at system level. 

Finally, targeted strategies to reduce inequities in cardiac rehabilitation participation and strengthen long-term 
adherence monitoring would improve sustained LDL-C optimisation. Embedding adherence indicators and 
escalation monitoring within national quality programmes would ensure that Israel’s strong digital capacity 
translates into consistent population-level T2T implementation. 



Italy's landscape for secondary cardiovascular disease (CVD) prevention is characterised by a strong foundation in clinical 
guidance, primarily through the adoption of European Society of Cardiology (ESC) guidelines by national medical societies. This 
ensures that evidence-based protocols for risk factor monitoring, early and intensive lipid-lowering, and cardiac rehabilitation 
are theoretically in place (IT. 2.1, IT. 2.2). The National Health System (SSN) provides broad coverage for diagnostic tests, lipid 
pro�ling, and a range of pharmacological interventions, including innovative lipid-lowering therapies for eligible high-risk 
patients under strict reimbursement criteria (IT. 2.3, IT. 2.4).

However, the system faces signi�cant challenges in translating these guidelines into consistent, measurable national outcomes. 
There is no dedicated national strategic plan or ring-fenced funding for secondary CVD prevention, leading to fragmented 
implementation and reliance on broader health budgets (IT. 2.5, IT. 2.6). Key data indicates low LDL-C control rates, with studies 
showing only a small percentage of high-risk patients achieving target levels (e.g., 11.6% in one regional study) (IT. 2.7, IT. 2.8). 
This suggests substantial gaps in consistent monitoring, therapeutic inertia, and structured follow-up. Furthermore, national 
surveillance systems lack speci�c indicators for secondary prevention outcomes, such as recurrent events, MACE, or cardiac 
rehabilitation participation rates, hindering comprehensive performance assessment (IT. 2.9, IT. 2.10).

country snapshot
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Approximately 113 cardiovascular disease deaths per 100,000 population
(age-standardised) were reported. (IT 1.1)

No nationally consolidated data on cardiovascular-related emergency
department visits were identi�ed.

Hospital admissions for acute coronary syndrome (ACS) in 2020 were 378.9 per
100,000 men and 132.8 per 100,000 women. (IT 1.2)

No nationally consolidated data on 30-day readmission rates following ACS were identi�ed.

Approximately 21% of high and very-high-risk patients achieved ESC/EAS LDL-C targets.

Approximately 22% of treated patients received combination lipid-lowering therapy. (IT 1.3)

Treat-to-Target is included in national clinical guidelines, aligned with ESC/EAS LDL-C targets.

ITALY

Overall, Italy's alignment with Gold Standards is emerging or fragmented. While clinical guidelines are robust, implementation 
is often region-driven and lacks national standardisation, dedicated incentives, and robust quality indicators tied to LDL-C 
targets. Opportunities for improvement lie in establishing national, dedicated indicators, developing a comprehensive national 
strategy, implementing performance-based incentives, and leveraging the evolving Electronic Health Record (FSE 2.0) for 
systematic patient monitoring and data comparability across regions.
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Certain regional PDTA (e.g. Lombardy Integrated Social-Health Plan 
2024–2028) de�ne structured chronic-care pathways, continuity of care 
and multidisciplinary coordination for CVD patients, but there are no 
national mandatory follow-up intervals, escalation rules or 
audit/reporting mechanisms across the SSN. (IT.3.2)

No evidence of a national pay-for-performance framework that includes 
indicators such as “no medication change despite o�-target LDL-C,” nor 
of funding or feedback mechanisms explicitly targeting therapeutic 
inertia in lipid management.

Medication adherence is recognised as a policy priority and there are 
proposals to include it in LEA/NSG monitoring, but a standardized 
national LDL-C adherence quality indicator linked to reimbursement or 
formal accountability mechanisms is not yet in place. (IT.3.3)

Advanced LLTs (inclisiran, alirocumab, evolocumab) are reimbursed 
nationally via AIFA web-based therapeutic plans/registries, and regions 
designate prescribing centres to ensure access for eligible high-risk 
patients, supporting nationwide availability of long-term and 
combination therapies. (IT. 2.4)

Italy is deploying a national interoperable digital infrastructure via the 
Fascicolo Sanitario Elettronico (FSE), creating shared data standards and 
supporting future integration. However, the FSE does not yet function 
as a dedicated national registry for LLT outcomes/LDL-C targets, and 
uniform LDL-C reporting and alerting are not in place; disease-speci�c 
systems remain limited to AIFA monitoring registries.

The national outcomes programme (PNE) tracks a range of outcomes 
and processes but does not include LDL-C goal attainment, nor is it tied 
to LDL-speci�c reimbursement incentives or performance-linked 
funding. (IT. 2.10).

There is emerging progress towards multidisciplinary 
CVD/lipid-management pathways, with the Lombardy Integrated 
Social-Health Plan 2024–2028 highlighting coordinated chronic-care 
models and patient-engagement programmes. Nonetheless, there is no 
national mandate, funding stream or service speci�cation for 
multidisciplinary lipid clinics, nor standardized national 
training/accreditation or a formalized national quality framework for 
patient-education and adherence-support. (IT. 3.2)

SCORE: 11

Gold Standard
1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2

Score (0-3) Justi�cation (with Reference)

Italian clinical documents follow ESC/EAS LDL-C targets (e.g. <55 
mg/dL for very-high risk), indicating alignment with intensive LDL-C 
lowering. However, there is no national QOF-style incentive scheme or 
nationwide monitoring of LDL-C goal achievement. (IT.3.1)

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

1

1
LDL-C targets are de�ned in Italian guidance, but they are not 
integrated into a national pay-for-performance scheme and 
cross-country harmonisation reviews are not formally conducted by 
payers, so alignment with incentives remains fragmented.

Some hospitals/regions initiate LLT and support transition of care, but 
these requirements are not mandated nationally through DRG-linked 
metrics; implementation varies by region and centre rather than being a 
uniform national standard.

41
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KEY STRENGTHS

National Implementation of the Electronic Health Record (FSE 2.0) 

Italy is actively implementing the Electronic Health Record (FSE 2.0) nationally. This initiative aims to signi�cantly 
improve data sharing and patient management across di�erent regions and healthcare settings. While still evolving, 

this represents a crucial infrastructural strength for enhancing continuity of care, systematic monitoring, and data 
comparability in the future (IT. 4.2). 

Broad National Health System (SSN) Coverage for Diagnostics
and Pharmacological Interventions

The National Health System (SSN) provides extensive coverage for essential components of secondary CVD 
prevention. This includes diagnostic tests, lipid pro�ling, and a range of pharmacological interventions. Notably, 
innovative lipid-lowering therapies are covered for eligible high-risk patients, albeit under strict reimbursement 
criteria (IT. 2.3, IT. 2.4). This broad coverage ensures that patients theoretically have access to necessary tools and 

treatments, forming a crucial backbone for prevention e�orts.

Reimbursement for Innovative Lipid-Lowering Therapies
for High-Risk Patients

A signi�cant strength is the SSN's reimbursement for innovative lipid-lowering therapies, such as PCSK9 inhibitors, 
for very high-risk patients who do not achieve LDL-C targets on maximally tolerated statin therapy. This access, 

though under strict criteria and specialist prescription, is vital for managing patients with the greatest need and 
highest risk (IT. 2.3, IT. 4.1).

Limited Structured Follow-Up and Inconsistent Therapy Escalation 

There are substantial gaps in consistent monitoring, structured follow-up, and timely therapy 
escalation for patients post-cardiovascular event. This means patients may not receive regular 
assessments of their LDL-C levels or appropriate adjustments to their lipid-lowering therapy when 
targets are not met, even when guidelines recommend it. This contributes directly to prolonged 
periods of uncontrolled LDL-C, increasing the risk of subsequent cardiovascular events and 
diminishing the long-term e�ectiveness of initial treatments. 

Main Gaps
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Pervasive Therapeutic Inertia and Low LDL-C Control Rates

Despite the formal adoption of European Society of Cardiology (ESC) guidelines, Italy exhibits 
alarmingly low rates of LDL-C target achievement among high-risk patients, especially in some 
regions. This is signi�cantly compounded by pervasive therapeutic inertia, where healthcare 
providers may not consistently intensify or adjust lipid-lowering treatment despite patients 
remaining above their target LDL-C levels. This directly translates to a higher burden of recurrent 
cardiovascular events, increased morbidity and mortality, and greater societal costs due to 
preventable complications (IT. 2.7, IT. 2.8).

Lack of Speci�c National Quality Indicators and Performance Monitoring

National surveillance systems and the monitoring e�orts by AGENAS do not consistently include 
speci�c, measurable quality indicators for secondary CVD prevention outcomes, such as recurrent 
events, Major Adverse Cardiovascular Events (MACE), or cardiac rehabilitation participation rates. 
There are no national quality indicators speci�cally for secondary CVD prevention that are 
consistently tracked and publicly reported. Without these indicators, the system cannot e�ectively 
assess performance, identify areas for improvement, or hold regions/providers accountable. This 
hinders data-driven decision-making and perpetuates unaddressed gaps in care, making it di�cult 
to track progress or the impact of interventions (IT. 2.9, IT. 2.10, IT 5.1, IT. 5.2).

OPPORTUNITIES FOR IMPROVEMENT
Operationalising T2T Through National Harmonisation 

and Digital Enablement  

taly’s strong clinical foundation would bene�t from a more structured national implementation framework capable 
of translating ESC-aligned guidance into measurable and comparable outcomes. A �rst priority is the harmonisation 
of secondary prevention indicators within existing national monitoring systems. Integrating standardized 
metrics—such as LDL-C target attainment, time to LDL-C reassessment after discharge, documented therapy 
escalation, and cardiac rehabilitation participation—into NSIS and the National Outcomes Programme (PNE), under 
coordinated oversight by the Ministero della Salute and Agenas, would enable comparable benchmarking across 
regions and strengthen accountability for T2T delivery. 

In parallel, the ongoing deployment of the Fascicolo Sanitario Elettronico (FSE 2.0) presents a strategic opportunity 
to embed structured clinical decision support into routine care. Integrating automated alerts and dashboards 
capable of identifying high-risk secondary prevention patients who remain above LDL-C targets would help reduce 
therapeutic inertia, standardise escalation practices, and reinforce continuity between hospital discharge and 
community follow-up. 

Finally, piloting regional quality-improvement programmes focused on LDL-C optimisation could demonstrate the 
tangible clinical and economic value of strengthened T2T implementation. Linking LDL-C target attainment among 
very-high-risk patients to hospital- or ASL-level quality feedback mechanisms would provide actionable 
performance data, encourage structured follow-up, and support earlier intensi�cation where appropriate. Successful 
pilots could inform scalable national adoption while respecting Italy’s region-driven governance structure  
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MEXICO
Approximately 148 cardiovascular disease deaths per 100,000 population
(crude rate, 2024) were reported; the age-adjusted mortality rate was
approximately 166 per 100,000 population in 2021. (MX.0.1; MX.0.2)

No nationally consolidated data on cardiovascular-related emergency department 
visits were identi�ed; in Mexico City, approximately 17,000 CVD-related ED visits
per year were recorded between 2016 and 2019. (MX.0.3)

Hospitalisation rates for acute myocardial infarction suggest an ACS admission rate of several dozen
per 100,000 population, based on age-speci�c data from Ministry of Health hospitals. (MX.0.4)

Approximately 9–10% of patients were readmitted within 30 days following acute myocardial
infarction, based on observational data. (MX.0.5)

Approximately 15–20% of high and very-high-risk patients achieved guideline LDL-C targets, including
<55 mg/dL in patients with established ASCVD. (MX.0.6)

Combination lipid-lowering therapy is used in a minority of patients (approximately 20–25% or less),
with many high-risk patients receiving no lipid-lowering therapy or only moderate-intensity statins.
(MX.0.6; MX.0.7)

Treat-to-Target is included in national clinical guidelines, with LDL-C goals de�ned by risk category
and recommendations for treatment escalation if targets are not achieved. (MX.0.8)

Mexico faces a very high burden of cardiovascular disease, with heart disease remaining the leading cause of death and acute 
myocardial infarction (AMI) showing particularly poor short-term outcomes. Thirty-day AMI case fatality (≈27.5 percent) is the 
worst in the OECD, highlighting serious gaps in acute care quality and early post-event management (MX.1.1, MX.1.2). However, 
national surveillance remains focused on mortality and acute indicators, with no dedicated national monitoring of recurrent 
events, long-term adherence, or LDL-C goal attainment in secondary prevention cohorts (MX.1.1, MX.1.3).

country snapshot

There is no robust estimate of the total secondary prevention population, but given high CVD mortality and widespread 
cardiometabolic risk, several million adults are likely living with established ASCVD. Available data suggest that only a minority 
of high and very-high-risk patients achieve guideline LDL-C targets (often below 20 percent), and use of combination 
lipid-lowering therapy is low (MX.1.3, MX.5.2). 

Cardiac rehabilitation access is extremely limited, with fewer than 10 percent of eligible patients enrolling and under 1 percent 
of all candidates receiving CR (MX.1.4, MX.4.4).

On paper, Mexico has many of the right elements. National and society-led guidelines endorse intensive LDL-C reduction with 
modern targets and stepwise intensi�cation, including ezetimibe and PCSK9 inhibitors for very-high-risk patients (MX.3.1, 
MX.3.2, MX.5.1). Yet there is no dedicated secondary prevention strategy, no speci�c funding stream, and no 
pay-for-performance or accountability mechanisms for LDL-C control or long-term secondary prevention outcomes (MX.2.1, 
MX.2.3, MX.5.2).

Overall, Mexico aligns reasonably well with the Gold Standards in terms of guideline content and formulary coverage, but falls 
short on implementation, data systems, and equity. Key opportunities include: establishing national secondary prevention 
indicators, expanding integrated care and CR capacity, reducing therapeutic inertia through structured follow-up and feedback, 
and leveraging digital tools and registries to monitor LDL-C control and recurrent events across institutions (MX.2.1, MX.4.1, 
MX.5.2).
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GOLD STANDARD ASSESSMENT
Gold Standard

1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
Feedback

6. Medication
Adherence
Measurement, Support,
and Patient
Engagement

2

2

1

1

1

0

Score (0-3) Justi�cation (with Reference)
National standards and the 2022 dyslipidemia guideline endorse
aggressive LDL-C reduction with very-high-risk targets and
stepwise intensi�cation, and ACS protocols initiate high-intensity
statins in hospital. However, these policies are not systematically
reinforced through funding or performance mechanisms, and real-
world control remains poor (MX.2.1, MX.3.2, MX.5.1, MX.5.2).

LDL-C targets by risk category are clearly de�ned and nationally 
disseminated, aligned with ESC/EAS thresholds. Yet there is no linkage 
between these targets and reimbursement, provider evaluation, or 
formal performance review, so incentive alignment is largely absent 
(MX.3.1, MX.3.2, MX.5.1).

ACS protocols such as Código Infarto require in-hospital initiation of 
evidence-based therapies including high-intensity statins, and 
discharge processes typically include prescriptions and basic lifestyle 
counseling. Early combination lipid therapy and robust transition to 
structured outpatient secondary prevention are inconsistent and 
usually depend on specialist services (MX.1.2, MX.3.3, MX.3.4, MX.4.1).

Guidelines recommend follow-up intervals and escalation if LDL-C 
targets are not met, but there is no national mandate or monitoring to 
ensure timely post-discharge visits, repeat lipid testing, or systematic 
therapy intensi�cation. Follow-up is shaped by local capacity and 
appointment availability rather than a national accountability 
framework (MX.3.2, MX.3.3, MX.5.2).

Although guidelines explicitly warn against therapeutic inertia and 
propose intensi�cation algorithms, there are no �nancial incentives, 
national audits, or routine feedback systems to push providers to act 
when patients remain above LDL-C targets. Implementation is left to 
individual clinicians, and persistent low target attainment suggests 
inertia remains largely unaddressed (MX.3.2, MX.5.2).

General chronic disease programs provide counseling and some 
reminder activities, and public campaigns promote cardiovascular risk 
awareness. However, adherence is not measured through national 
indicators or pharmacy-based metrics, and structured adherence 
support or patient engagement programs for secondary prevention are 
limited to local initiatives (MX.2.1, MX.4.5).

SCORE: 13

7. Access to
Combination and Long-
Term Therapies

8. Integrated Digital
Registries, Alerts, and
Data Standards

9. Quality Indicators and
Financial Incentives

10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

2

2

1

1

Generic statins and ezetimibe are widely available in public formularies, 
and PCSK9 inhibitors have been approved and incorporated for selected 
very-high-risk patients. Since November 2025, inclisiran has also been 
o�cially reimbursed in public centres following a formal coverage 
decision. In practice, access to advanced therapies is constrained by 
cost, administrative hurdles, and regional variation, so only a small 
subset of patients receives them (MX.2.4, MX.2.6, MX.5.4, MX.5.5). 

Policies call for uni�ed cardiometabolic information systems and 
integrated networks, and clinical coding is standardized, which creates a 
foundation for better data. Yet there is no national secondary 
prevention registry, no routine LDL-C dashboards, and only fragmented 
pilot use of digital tools or registries (MX.1.6, MX.2.1, MX.4.1, MX.4.7).

Quality monitoring includes some acute CVD indicators, such as 
reperfusion times and 30-day AMI mortality, and selected institutional 
audits of discharge medications. However, there are no nationally 
adopted indicators for LDL-C control, CR uptake, or recurrent event 
rates, and no incentive schemes linked to secondary prevention quality 
(MX.1.2, MX.3.6, MX.5.3).

National strategies promote integrated care networks and stronger 
competencies in cardiometabolic disease management, and tertiary 
centers run multidisciplinary lipid, heart failure, and rehabilitation 
clinics. These models are not scaled nationally, and structured patient 
involvement in service design or policy remains limited (MX.2.1, MX.4.1, 
MX.4.3, MX.4.4, MX.5.6).
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KEY STRENGTHS

Established acute coronary care pathways with
embedded secondary prevention

Inter-institutional ACS guidelines and the Código Infarto protocol standardize acute MI management and
require in-hospital initiation of evidence-based therapies, including high-intensity statins, antiplatelets, and
structured discharge planning. This improves the consistency of secondary prevention initiation at the point

of care (MX.1.6, MX.3.3, MX.3.4).

Coverage of essential secondary prevention interventions
in public formularies

The national formularies in public institutions cover core secondary prevention medications such as statins,
ezetimibe, ACE inhibitors, beta-blockers, and in selected cases PCSK9 inhibitors. This ensures that

�nancial barriers are relatively low for most patients and that guideline-recommended therapies are at least
theoretically available (MX.2.3, MX.2.4, MX.5.4, MX.5.5).

Emerging specialized lipid and
familial hypercholesterolemia clinics

National reference centers and academic hospitals host lipid and FH clinics, including the Mexican FH
Registry, which provide intensive management for the highest-risk patients and serve as innovation hubs

for best-practice secondary prevention (MX.3.2, MX.4.3, MX.5.1).

Lack of dedicated secondary prevention indicators and registries

Mexico does not systematically monitor recurrent events, LDL-C target attainment, or CR 
participation among patients with established CVD. Without national registries or indicators, it is 
di�cult to benchmark performance, identify unwarranted variation, or drive quality improvement in 
secondary prevention (MX.1.1, MX.1.3, MX.1.4, MX.1.6, MX.4.7, MX.5.2).

MAIN GAPS
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Weak implementation and therapeutic inertia despite strong guidelines

Although guidelines de�ne aggressive LDL-C targets and clear treatment escalation pathways, these 
are not supported by incentives, digital alerts, or audit and feedback. As a result, a large majority of 
high and very-high-risk patients remain above LDL-C goal and on suboptimal therapy, increasing 
recurrent event risk (MX.1.3, MX.3.2, MX.5.2).

Insu�cient focus on adherence support and patient-reported outcomes

Structured adherence programs, pharmacy-based monitoring, and systematic PROMs or PREMs 
collection are largely absent. This limits understanding of patient experience, hinders early detection 
of non- adherence, and reduces the system’s ability to tailor secondary prevention services to patient 
needs (MX.1.5, MX.4.5, MX.4.7, MX.5.6).

OPPORTUNITIES FOR IMPROVEMENT
Advancing Structured Post-MI Management and Outcome Measurement 

 Mexico’s secondary prevention framework would bene�t from prioritising structured post-MI follow-up pathways 
with mandatory LDL-C reassessment and monitoring. De�ning clear timelines for lipid testing (e.g., 4–12 weeks 
post-discharge), formal target evaluation, and required therapy escalation when LDL-C goals are unmet would 
directly address therapeutic inertia and reduce variability in long-term care. Embedding this pathway within 
institutional protocols—building on the success of Código Infarto in acute management—would strengthen the 
transition from hospital discharge to sustained T2T optimisation. 

In�uencing systematic LDL-C tracking at population level is equally critical. This could be supported through the 
implementation of a national audit or speci�c outcome-linked incentives tied to LDL-C target attainment and 
documented escalation. The development of population-level LDL-C dashboards, digital alerts for o�-target patients, 
and ultimately a national secondary prevention registry capable of tracking LDL-C monitoring and T2T intensi�cation 
would provide the accountability infrastructure currently missing. 

Finally, expanding cardiac rehabilitation and multidisciplinary secondary prevention capacity beyond tertiary 
centres—alongside structured adherence monitoring and patient engagement mechanisms—would reinforce 
sustained LDL-C control and reduce recurrent event risk. 

 



48

POLAND
297 cardiovascular disease deaths per 100,000 population were reported
from diseases of the circulatory system in 2023. (POL 1.12)

424,913 cardiac emergency department visits were recorded in 2024, of which
217,017 were classi�ed as acute. (POL 1.13)

≈269 acute coronary syndrome hospital admissions per 100,000 population were recorded in
2019, corresponding to ≈103,000 ACS cases nationally. (POL 1.11)

No robust national 30-day readmission rate after ACS is available; 15.8% was reported
in a 2008 – 2009 study limited to PCI-treated ACS patients. (POL 1.15)

Yes. Treat-to-Target is included in national guidelines, with LDL-C targets aligned
with ESC/EAS recommendations across risk categories. (POL 1.4)

9.2% of patients received combination lipid-lowering therapy. (POL 1.4)

24% of patients across all cardiovascular risk categories achieved LDL-C treatment targets; 17% of
very-high-risk patients achieved <1.4 mmol/L, and ≈8% achieved the extreme-risk target. (POL 1.14)

An estimated 1.2-1.5 million people in Poland live with coronary heart disease, and approximately 70,000-80,000 individuals 
experience a myocardial infarction each year. Cardiovascular diseases remain the leading cause of death in the country. This 
re�ects a substantial epidemiological burden: a very large population requires long-term secondary prevention, and every year 
a new cohort of post-acute patients enters a phase demanding sustained follow-up and management.

Poland has a reasonably well-developed strategic foundation for secondary cardiovascular prevention. The National 
Cardiovascular Disease Program 2022–2032 (NPChUK) establishes a long-term national commitment to improving 
cardiovascular care, including prevention, diagnostics, rehabilitation, and risk-factor control. A key operational instrument is 
KOS-Zawał (Comprehensive Post-Myocardial Infarction Care Program), which since 2017 has provided coordinated post-MI care, 

country snapshot

including early outpatient visits, specialist consultations, cardiac rehabilitation, and lipid monitoring. According to National 
Health Fund (NFZ) data, by the end of 2024 approximately 118,000 patients had participated in the program (25.5 thousand 
enrolled in 2024 alone) across 112 participating centers. Poland also operates the B101 drug program, providing access to 
modern reimbursed lipid-lowering therapies.

Despite these strengths, real-world data reveal signi�cant gaps in implementation. Although KOS-Zawał is an e�ective and 
well-evaluated program, it currently covers only around 40% of MI cases nationwide. In addition, cardiac rehabilitation 
participation outside the program remains low and uneven: only 20-30% of eligible patients access rehabilitation after an acute 
event or revascularization, with especially limited availability in smaller centers and rural areas. Within KOS-Zawał, participation 
is substantially higher - around 75% - highlighting the program’s added value but also the inequities in access.

These �ndings indicate that while Poland has strong expert guidelines aligned with European recommendations and 
programmatic frameworks consistent with international standards, implementation remains uneven, incomplete, and 
insu�ciently monitored. There is no coherent national system of quality indicators dedicated to secondary prevention. Public 
reporting does not routinely include data on LDL-C target achievement, time to target, long-term lipid control, patient-reported 
outcomes (PROMs/PREMs), or regional disparities in access. This limits transparency, quality improvement, and equity.

Key opportunities include: developing a comprehensive, dedicated secondary-prevention strategy; expanding and equalizing 
access to cardiology services and the KOS-Zawał program across all regions; implementing broad, coordinated 
patient-education initiatives; improving access to lipid-lowering treatments by expanding regional availability and easing entry 
criteria for the drug program; and establishing national registries and systematic quality reporting for secondary prevention.
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4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and Feedback

6. Medication
Adherence
Measurement, Support,
and Patient Engagement

7. Access to
Combination and Long-
Term Therapies 2

2

0

1

The B101 drug program provides structured monitoring and clear 
protocols for the use of individual lipid-lowering therapies; however, 
appropriate tools for systematic oversight and data collection are still 
lacking. (POL 2.4)

Incentives for healthcare facilities have recently been introduced only 
within the KOS-Zawał program; beyond this, appropriate mechanisms 
are lacking, and data availability remains limited. (POL 1.6)

There are no national indicators for medication adherence, nor are there 
structured support programs. PROMs and PREMs are essentially 
unavailable and are collected only within isolated research projects.

In Poland, statins and ezetimibe are available, and Alirocumab, 
Evolocumab, Inclisiran, and Lomitapide can be accessed through the 
B101 drug program for patients not achieving LDL-C targets. However, 
strict eligibility criteria and the concentration of services in specialized 
centers mean that combination and long-term therapies are accessible 
to only a relatively small subset of high-risk patients. (POL 2.4)

Gold Standard
1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2

Score (0-3) Justi�cation (with Reference)
Polish scienti�c society guidelines clearly de�ne LDL-C targets aligned 
with European recommendations (cardiovascular risk categories: 
extreme < 1.0 mmol/L, very high < 1.4 mmol/L, high < 1.8 mmol/L, 
moderate < 2.6 mmol/L, low < 3.0 mmol/L). However, clearly de�ned 
national-level targets are still lacking within the overarching strategy. 
(POL 1.4)

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

2

2

LDL-C targets are embedded within the Comprehensive 
Post-Myocardial Infarction Care Program (KOS-Zawał), which includes 
�nancial incentives for facilities achieving lipid-control benchmarks. 
Entry thresholds based on LDL-C levels are further speci�ed in the B101 
national drug program, which recently adopted criteria of LDL-C >1.8 
mmol/L, or >1.4 mmol/L in the presence of another major risk factor. 
However, despite these well-de�ned clinical thresholds, Poland lacks 
coherent, nationwide indicators for monitoring LDL-C outcomes and 
tracking long-term performance.(POL 1.6, POL 2.4)

There are recommendations to initiate statin therapy, and in cases of 
hypercholesterolemia or insu�cient response to statins, to introduce 
modern lipid-lowering treatments through the B101 drug program. 
However, the eligibility criteria for this program may limit its overall 
impact. (POL 2.4)

8. Integrated Digital
Registries, Alerts, and
Data Standards

1

Poland currently lacks a nationwide, fully integrated digital registry 
speci�cally for secondary cardiovascular prevention. While some 
registries exist for acute myocardial infarction (e.g., PL-ACS, KOS-Zawał 
monitoring) and selected interventional procedures, data collection is 
often fragmented, limited to participating centers, and not linked 
systematically to follow-up care or outcome tracking. (POL 1.6, POL 1.1)

9. Quality Indicators and
Financial Incentives

10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

2

1

Poland currently lacks a coherent nationwide set of quality indicators 
speci�cally for secondary cardiovascular prevention. While programs 
like KOS-Zawał include some performance measures - such as LDL-C 
target achievement and cardiac rehabilitation participation - these 
indicators are limited to participating centers. Financial incentives exist 
only within KOS-Zawał to reward facilities meeting certain targets. (POL 
1.6)

Poland has made progress in multidisciplinary care through the 
KOS-Zawał program, which integrates cardiologists, primary care 
physicians, nurses, and rehabilitation specialists. Outside this program, 
coordinated post-MI care and structured rehabilitation are uneven, and 
workforce training in secondary prevention is inconsistent across 
regions, although the Polish Cardiac Society includes an important 
physician education component. Patient involvement and education 
exist but are sporadic, with PROMs/PREMs collection largely restricted 
to research projects. (POL 1.6)

SCORE: 15



KEY STRENGTHS

Early Adoption of Performance-Based Incentives
KOS-Zawał includes �nancial incentives for facilities that achieve LDL-C targets and participate in rehabilitation 

programs, promoting adherence to best-practice protocols. While not yet nationwide, these incentives demonstrate 
a successful model for linking quality metrics with accountability in secondary prevention.

KOS-Zawał: Coordinated Post-MI Care
The KOS-Zawał program represents a national best practice in delivering structured, multidisciplinary care after 
myocardial infarction. It integrates cardiologists, primary care physicians, nurses, and rehabilitation specialists, 

o�ering early follow-up, cardiac rehabilitation, and lipid monitoring. Participation in KOS-Zawał has been associated 
with lower mortality among post-MI patients compared to standard care, demonstrating measurable improvements 

in patient outcomes.

Access to Advanced Lipid-Lowering Therapies
Through the B101 drug program, high-risk patients have access to modern lipid-lowering treatments, including 

Evolocumab, Alirocumab, Inclisiran, and Lomitapide. While program reach is limited by eligibility criteria, it provides 
structured monitoring and protocols.

50



Absence of Nationwide Secondary Prevention Indicators�

Poland lacks a coherent national system of indicators speci�cally for secondary cardiovascular 
prevention. Key metrics such as LDL-C target achievement, time to reach targets, long-term lipid 
control, readmission rates, or patient-reported outcomes (PROMs/PREMs) are not systematically 
collected or reported, limiting transparency and benchmarking. This gap hinders quality 
improvement and makes it di�cult to identify high-risk patients or evaluate program e�ectiveness.

Limited Access to Specialized Post-MI Care and Rehabilitation�

Although programs like KOS-Zawał provide structured post-MI care, only around 40% of MI patients 
are enrolled, and participation in cardiac rehabilitation outside the program remains low, particularly 
in smaller centers and rural areas. Unequal access to multidisciplinary care and rehabilitation 
contributes to preventable recurrent events and suboptimal LDL-C control.

Main Gaps

Inequitable Access to Advanced Lipid-Lowering Therapies�

While statins and ezetimibe are widely available, access to PCSK9 inhibitors, Inclisiran, and 
Lomitapide through B101 is restricted by strict eligibility criteria and concentration of services in 
specialized centers. This limits therapy intensi�cation for very-high-risk patients who remain above 
LDL-C targets, contributing to uncontrolled hyperlipidemia and higher cardiovascular risk.
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OPPORTUNITIES FOR IMPROVEMENT
Scaling Coordinated Post-MI Care and Advancing 

a National Prevention Framework  

Poland’s secondary prevention landscape would bene�t from strengthening and scaling the KOS-Zawał programme 
to reduce persistent regional disparities in access. While KOS-Zawał is widely recognised as an e�ective coordinated 
post-MI care model—with documented reductions in mortality and rehospitalisation—the proportion of eligible 
patients enrolled varies signi�cantly across voivodeships. Expanding the number of participating centres in 
underperforming regions, extending programme duration, and broadening eligibility criteria would enhance 
population-level impact and improve equity. The 2023 reforms, which introduced more favourable �nancing and 
organisational �exibility, demonstrate policy openness to further evolution and provide a platform for continued 
expansion. 

Building on this foundation, Poland would bene�t from embedding secondary prevention more explicitly within a 
comprehensive National Cardiovascular Prevention Strategy. Supporting the Polish Cardiac Society’s proposal for a 
long-term, coordinated framework—covering the entire cardiovascular care pathway and lifetime risk 
management—could ensure that structured T2T implementation becomes a national priority rather than a 
programme-speci�c initiative. Integrating standardized risk assessment tools and formalising secondary prevention 
services within the catalogue of NFZ-guaranteed bene�ts would strengthen continuity of care and equitable access 
across regions. 
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50.2 cardiovascular disease deaths per 100,000 population
were reported. (ES 1.1)

≈622,000 cardiovascular-related emergency department visits were recorded in 2020,
representing ≈2% of all ED visits nationally. (ES 1.2)

180 acute coronary syndrome hospital admissions per 100,000 population were recorded. (ES 1.3)

41.2% of patients received combination lipid-lowering therapy. (ES 1.5)

Yes — Treat-to-Target is included in national guidelines. (ES 1.6)

5–6% 30-day readmission rate after ACS was reported. (ES 1.4)

26.5% of patients achieved risk-based LDL-C targets, including 23.1% of high-risk
and 27.9% of very-high-risk patients. (ES 1.5)

SPAIN

Spain’s secondary cardiovascular prevention landscape is undergoing signi�cant development following the approval of the 
Estrategia en Salud Cardiovascular del Sistema Nacional de Salud (ESCAV), the country’s �rst national cardiovascular strategy 
(ES-2.1; ES 2.2). ESCAV aligns with ESC/EAS recommendations and emphasises intensive lipid lowering, early revascularisation, 
improved follow-up, and greater equity across regions. Nevertheless, implementation remains uneven, with substantial gaps in 
monitoring, digital integration and structured secondary prevention pathways.

No national estimate exists for the population under secondary prevention, but Spain’s annual CVD mortality (50.2 deaths per 
100,000 in 2021) highlights the scale of disease burden (ES 1.1). Real-world data reveal that secondary prevention outcomes 
remain suboptimal: only 26.5% of high and very-high risk patients achieve LDL-C targets according to the Spanish SANTORINI 
cohort, indicating pervasive therapeutic inertia (ES 1.5). National systems also lack consistent data on readmissions, ACS 
follow-up, or combination lipid-lowering therapy use—metrics that other high-performing countries track routinely.

Treat-to-target principles are embedded in national and society-led guidance. ESCAV and the SEA 2024 Standards for Global 
Control of Vascular Risk recommend intensive lipid-lowering therapy and stepwise intensi�cation (high-intensity statins, 
ezetimibe, PCSK9/siRNA) for high and very-high-risk patients, operationalised through lipid and vascular risk units accredited by 
SEA and SEC (ES 2.1; 2.3). Spain performs strongly on policy alignment and clinical guidance, and several autonomous 
communities have developed advanced secondary prevention models, such as Andalusia’s FARO and Valencia’s PROCORC, 
which formalise transitions from hospital to primary care and promote multidisciplinary follow-up (ES 2.4; ES 2.5). However, 
these remain region-speci�c, and national coverage is incomplete. Cardiac rehabilitation capacity is limited and unevenly 
distributed, and digital infrastructure needed for interoperable data, alerts and registries remains underdeveloped (ES 2.6; ES 
2.7; ES 2.8).

country snapshot
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Gold Standard
1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2

Score (0-3) Justi�cation (with Reference)

ESCAV is nationally approved and explicitly aligned with ESC/EAS 
recommendations, promoting intensive LDL-C lowering and early 
therapy initiation in secondary prevention, but without a fully 
operational monitoring or incentive system. (ES 2.1; ES 2.2) 

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
Feedback

6. Medication
Adherence
Measurement, Support,
and Patient Engagement

7. Access to
Combination and Long-
Term Therapies

8. Integrated Digital
Registries, Alerts, and
Data Standards

9. Quality Indicators and
Financial Incentives

10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

2

2

2

1

1

2

1

2

0

National and society guidelines de�ne LDL-C targets and treat-to-target 
algorithms (e.g. SEA 2024 Standards), but these targets are not 
integrated into funding, reimbursement or pay-for-performance 
schemes. (ES 2.2; ES 2,3) 

ACS care pathways ensure early initiation of evidence-based therapies 
and transition to primary care with referral to cardiac rehabilitation. 
Programs such as FARO and PROCORC structure post-ACS follow-up, but 
there are no uniform national DRG-linked requirements or standards 
across all regions. (ES 2.2; ES 2.4; ES 2.5) 

ESCAV recommends structured follow-up and optimisation, but there 
are no mandatory national follow-up intervals, escalation criteria or 
audit/feedback mechanisms for o�-target LDL-C; implementation is left 
to regional systems and individual centres. (ES 2.1; ES 2.6) 

No indicators such as “no therapy change despite o�-target LDL-C” are 
embedded in quality frameworks, nor are there incentives or penalties 
addressing therapeutic inertia in lipid management. (ES 2.1; ES 2.2)

ESCAV prioritises adherence, health education and patient 
empowerment, and CR programs include education components, but 
there is no national adherence indicator or dedicated reimbursement 
for large-scale adherence support. (ES 2.2; ES 2.8) 

The SNS funds statins, ezetimibe, PCSK9 inhibitors and siRNA therapies 
for high-risk patients under AEMPS criteria.. Access to advanced 
lipid-lowering therapies in Spain is governed by de�ned LDL-C eligibility 
thresholds and prior optimisation requirements (e.g., maximally 
tolerated statin plus ezetimibe), rather than automatic escalation 
aligned with ESC <1.4 mmol/L targets. In addition, regional and 
hospital-level validation processes may further in�uence real-world 
uptake. (ES 2.1; ES 2.2) 

ESCAV and participation in the European Health Data Space aim to build 
interoperable cardiovascular information systems and digital tools, but 
a uni�ed national registry for secondary prevention and LDL-C 
outcomes is not yet operational. (ES 2.6; ES 2.7) 

ESCAV de�nes 61 indicators and 20 sub-indicators, including CR and 
readmission metrics, but these are not yet systematically collected nor 
linked to �nancial incentives or transparent reporting speci�cally for 
LDL-C management. (ES 2.1; ES 2.2) 

ESCAV promotes multidisciplinary teams, coordination between care 
levels, and involvement of scienti�c societies and patient 
representatives; however, implementation and stable support vary 
regionally, and there is no speci�c, ring-fenced funding. (ES 2.2; ES 2.9; 
ES 2.8) 

SCORE: 14



54

KEY STRENGTHS

Coverage of advanced lipid-lowering therapies
�The SNS �nances statins, ezetimibe, PCSK9 inhibitors and siRNA therapies for high-risk patients according to AEMPS 
criteria, removing major �nancial barriers to treatment escalation in patients who remain above LDL-C targets under 

standard therapy. (ES 2.1; ES 2.2)

Regional care pathways integrating hospital and primary care 
�Programs such as FARO (Andalusia) and PROCORC (Valencia) operationalise comprehensive post-ACS secondary 
prevention by standardising follow-up visits, risk-factor monitoring and therapy optimisation between cardiology 

and primary care teams. They embody a practical treat-to-target approach for LDL-C, even though their impact is not 
yet measured via national indicators. (ES 2.4; ES 2.5) 

SEA 2024 treat-to-target standards and specialised
lipid/vascular risk units

�The SEA 2024 Standards for Global Control of Vascular Risk set clear LDL-C thresholds and stepwise intensi�cation 
algorithms (statins � ezetimibe � PCSK9/siRNA), operationalised through accredited lipid and vascular risk units 

across Spain. These units manage complex dyslipidaemia and familial hypercholesterolaemia and act as hubs for 
treat-to-target implementation. (ES 2.3; ES 2.9)

Absence of national LDL-C outcome indicators and weak surveillance
of vascular risk factors

Neither ESCAV nor current national surveillance systems systematically monitor LDL-C levels or 
target attainment (<55 mg/dL for very-high-risk patients) after cardiovascular events. Without LDL-C 
outcome indicators, it is di�cult to evaluate real-world treat-to-target implementation or to drive 
improvement through feedback and benchmarking. (ES 2.1; ES 2.2) 

MAIN GAPS

No structured mechanisms to address therapeutic inertia

Despite strong ESC/EAS-aligned guidance, Spain has no mandatory follow-up intervals, escalation 
triggers, or audit mechanisms requiring therapy intensi�cation when LDL-C targets are not met. 
There are also no EHR-integrated alerts or incentives supporting timely escalation (statin, ezetimibe  
PCSK9/siRNA). Therapeutic inertia therefore remains a persistent barrier to achieving LDL-C goals (ES 
2.6; ES 2.2) 
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Limited coordination and inconsistent continuity of care after discharge

�Although some regions have strong models (e.g., FARO, PROCORC), Spain lacks national protocols 
for hospital discharge, post-event follow-up, shared criteria between cardiology and primary care, 
and structured access to cardiac rehabilitation. Without standardised transition pathways and 
multidisciplinary coordination, treat-to-target implementation remains inconsistent and highly 
dependent on local leadership (ES 2.4; ES 2.5; ES 2.8). 

OPPORTUNITIES FOR IMPROVEMENT
Operationalising ESCAV Through Structured T2T Monitoring and 

National Standardisation 

Spain’s ESCAV provides a strong strategic foundation, but the next phase requires operationalising T2T principles 
through measurable and accountable implementation. A primary priority is the integration of LDL-C outcome 
indicators into the ESCAV monitoring framework. Systematically tracking LDL-C target attainment in very-high-risk 
patients, time to reassessment after discharge, documented therapy escalation, and combination therapy use would 
allow Spain to move from strategy to performance-based implementation. Linking these indicators to transparent 
reporting—and potentially to regional benchmarking mechanisms—would strengthen accountability across 
autonomous communities. 

In parallel, Spain would bene�t from formalising structured post-ACS follow-up pathways at national level. De�ning 
mandatory reassessment intervals (e.g., 4–12 weeks post-discharge), shared escalation algorithms between 
cardiology and primary care, and standardised discharge criteria would reduce variability and address persistent 
therapeutic inertia. Building on successful regional models such as FARO and PROCORC, national standardisation 
could ensure equitable T2T delivery across the SNS. 

Digital enablement is also a critical lever. Developing a national secondary prevention registry or interoperable LDL-C 
dashboard—aligned with the European Health Data Space objectives—would support population-level monitoring 
and proactive identi�cation of o�-target patients. Integrating EHR-based alerts for LDL-C above target could further 
strengthen structured intensi�cation. 

Finally, expanding cardiac rehabilitation capacity and ensuring more consistent multidisciplinary 
coordination—alongside systematic use of PROMs/PREMs—would reinforce long-term adherence and sustained 
LDL-C control. 
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≈123 cardiovascular disease deaths per 100,000 population (men) and
≈84 per 100,000 (women) were reported (age-standardised, 2022).

No nationally published �gure for cardiovascular-related emergency department visits is available.

19,634 acute myocardial infarction cases were recorded in 2023; no nationally published ACS
admission rate per 100,000 population is available.

No nationwide statistic on combination lipid-lowering therapy use is reported.

National guidelines follow ESC/EAS recommendations
and include Treat-to-Target LDL-C management.

No nationally reported 30-day readmission rate after ACS is available.

No national data on LDL-C target attainment among high or very-high cardiovascular
risk patients are available.

SWITZERLAND

Switzerland’s secondary cardiovascular disease (CVD) prevention landscape is built on a strong clinical foundation, with 
high-quality acute care, broad specialist involvement, and well-established cardiac rehabilitation programs. National strategies 
for noncommunicable diseases provide an overarching framework, while Swiss societies such as AGLA and the Swiss Society of 
Cardiology closely align national practice with ESC/EAS guidelines. However, Switzerland lacks a dedicated national 
secondary-prevention registry, meaning long-term indicators—such as LDL-C control after the �rst year, recurrence of major 
adverse cardiovascular events, or structured follow-up adherence—are not consistently captured across the system. As a result, 
the exact population under secondary prevention is not formally quanti�ed, though registry data indicate substantial volumes 
of ACS survivors and cardiac-rehab participants.

Available data suggest mixed performance: lipid management has improved signi�cantly in structured settings, with SwissPR 
showing more than half of patients in cardiac rehabilitation achieving the ESC/EAS LDL-C goal of <1.4 mmol/L following 
guideline updates. Yet long-term outcomes remain uneven. National readmission rates after ACS are not systematically tracked, 
and regional variation persists in access to rehabilitation, follow-up intensity, and chronic care coordination. Studies also show 
that Switzerland experiences rising potentially avoidable hospitalizations for heart failure and persistent disparities among 
socioeconomically vulnerable groups—signs of fragmented long-term management. Digital tools such as the Electronic Patient 
Record exist but remain underused and lack standardized LDL-C alerts or escalation prompts, limiting their impact on continuity 
of care.

Compared with Gold Standards, Switzerland demonstrates strong guideline alignment, specialist capacity, and well-structured 
rehabilitation, but falls short on system-level implementation requirements such as national monitoring, mandatory follow-up 
protocols, performance incentives, and uniform access. Key opportunities for improvement include establishing a nationwide 
secondary-prevention indicator framework, enabling systematic LDL-C tracking, reducing cantonal disparities in access to 
rehabilitation and preventive services, and implementing stronger accountability mechanisms—such as incentive structures or 
audit-based follow-up—to address therapeutic inertia and improve long-term secondary prevention outcomes.

country snapshot
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Gold Standard

1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2

Score (0-3) Justi�cation (with Reference)

Strong ESC/EAS alignment via AGLA, but no incentive-linked 
implementation (CH 3.3; CH 5.1).

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
Feedback

6. Medication
Adherence
Measurement, Support,
and Patient
Engagement

7. Access to
Combination and Long-
Term Therapies

8. Integrated Digital
Registries, Alerts, and
Data Standards

9. Quality Indicators and
 Financial Incentives

10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

2

2

2

1

1

1

1

1

0

Targets established but not tied to reimbursement or 
pay-for-performance (CH 2.12).

ESC-consistent early therapy initiation advocated, but no mandated 
national discharge pathway (CH 3.1; CH 3.6).

SwissPR provides structured follow-up in rehab, but national 
requirements are absent (CH 1.2).

Inertia recognized by AGLA, but no national incentive or feedback 
systems (CH 3.10).

PROMs in rehab and high adherence in PCSK9i cohorts, but no 
nationwide adherence program (CH 4.12).

Advanced therapies reimbursed with strict criteria; access regulated (CH 
2.12).

Registries exist but no national LDL-C alert system or mandatory 
reporting (CH 4.5).

Rehab indicators exist, but LDL-C targets not part of national quality 
incentives (CH 1.2).

Specialized lipid and prevention units exist, though not uniformly 
scaled (CH 4.1 - CH 4.4).

SCORE: 13
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KEY STRENGTHS

High-Quality and Standardized Cardiac Rehabilitation System
Cardiac rehabilitation (CR) is one of Switzerland’s strongest components of secondary CVD prevention. National 

quality monitoring by ANQ ensures standardized outcome reporting, including routine use of PROMs such as the 
MacNew questionnaire. The structured, multi-phase CR model and adherence to the D-A-CH S3 rehabilitation 

guideline contribute to consistent implementation across centers. Evidence from SwissPR shows that CR e�ectively 
improves lipid control and risk-factor management, with signi�cant LDL-C reductions achieved during rehabilitation 

(CH 1.2; CH 1.3; CH 1.4; CH 3.5; CH 3.6).

Well-Developed Multidisciplinary Prevention
and Specialist Infrastructure

Switzerland hosts a comprehensive network of preventive cardiology units, lipid clinics, and specialized 
rehabilitation centers, including centers of excellence such as University Hospital Zurich and Inselspital Bern. These 

multidisciplinary teams support intensive risk-factor assessment, optimized therapy escalation, and long-term 
patient management. Their presence strengthens continuity of care and ensures that complex patients can access 

expertise that improves control of hypertension, dyslipidemia, and other key risk factors (CH 4.1– CH 4.4).

Availability of Advanced Lipid-Lowering Therapies
for High-Risk Patients

Switzerland ensures access to PCSK9 inhibitors and inclisiran through reimbursed pathways for patients who remain 
above LDL-C targets despite optimized therapy. Although regulated, this access allows treatment intensi�cation for 

the highest-risk groups and is supported by evidence of high adherence rates in specialist-led programs. This 
contributes to improved LDL-C control in real-world practice and supports outcomes aligned with international best 

standards (CH 2.12; CH 5.6; CH 5.7).

Absence of a National Secondary Prevention Monitoring System

Switzerland lacks a nationwide registry or indicator framework dedicated to long-term secondary 
CVD prevention. While AMIS Plus and SwissPR provide high-quality but partial data, there is no 
system tracking LDL-C levels, recurrent cardiovascular events, readmissions, or treatment escalation 
across all patient groups. This fragmented monitoring makes it di�cult to assess national 
performance, identify care gaps, and intervene early for high-risk patients, leading to preventable 
variability in LDL-C control and long-term outcomes (CH 1.1; CH 1.5).

Main Gaps
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Insu�cient Incentives to Overcome Therapeutic Inertia

Despite strong guideline alignment, Switzerland does not employ performance incentives, 
audit-feedback mechanisms, or �nancial levers to encourage timely therapy escalation. AGLA 
explicitly identi�es therapeutic inertia as a persistent challenge, yet no structured national program 
exists to address it. As a result, many high-risk patients do not receive combination therapy or 
advanced lipid-lowering treatments despite unmet LDL-C targets, increasing the risk of recurrent 
cardiovascular events (CH 3.10; CH 5.2).

Highly Regulated Access Pathways for Advanced
Lipid-Lowering Therapies

Although PCSK9 inhibitors and inclisiran are reimbursed, strict eligibility requirements, 
specialist-only prescribing rules, and prior authorization steps create delays in therapy initiation. 
These administrative constraints can hinder rapid escalation for patients who fail to reach LDL-C 
goals on standard therapy, exposing them to prolonged periods of elevated cardiovascular risk (CH 
2.12; CH 5.7).

OPPORTUNITIES FOR IMPROVEMENT
Operationalising National Benchmarking for 

Secondary Prevention Outcomes 

Switzerland would bene�t from establishing a nationwide secondary prevention monitoring framework to 
systematically track LDL-C target attainment, time to reassessment, therapy escalation, and recurrent events. While 
registries such as AMIS Plus and SwissPR provide valuable data, a uni�ed national indicator set would enhance 
accountability and reduce cantonal fragmentation in T2T implementation. 

Introducing structured post-ACS follow-up standards—with de�ned LDL-C testing intervals and documented 
escalation when targets are unmet—would directly address therapeutic inertia. Audit-based feedback or 
incentive-linked quality reporting could further support timely intensi�cation beyond specialist centres. 

Moreover, enhancing the Electronic Patient Record with LDL-C dashboards and automated alerts for o�-target 
patients would strengthen continuity of care across settings. In parallel, reducing cantonal disparities in access to 
cardiac rehabilitation and specialist prevention services would improve equity in long-term LDL-C control. 
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260.9 cardiovascular disease deaths per 100,000 population were reported as
the average age-standardised rate between 2021 and 2023. (UK.6.1)

≈318,149 emergency department attendances with cardiovascular-related primary or
secondary diagnoses were identi�ed based on ECDS data; no o�cial national ED
visit total is published. (UK.6.2)

105,309 emergency attendances for acute coronary syndrome were recorded in 2024/25, representing
≈0.41% of total ED attendances; no rate per 100,000 population is reported.(UK.6.2)

≈11–14% 30-day readmission rate following acute myocardial infarction was reported; no ACS-speci�c
national rate is available. (UK.6.3)

47.61% of patients tested in the last 12 months had LDL-C ≤2.0 mmol/L or non-HDL cholesterol
≤2.6 mmol/L, based on CVDPREVENT data (proxy outcome). (UK.6.4)

≈4% of patients received combination lipid-lowering therapy, while ≈80% received any
lipid-lowering therapy. (UK.6.5)

Yes. Treat-to-Target is included in national guidance; NICE NG238 (2023) explicitly de�nes LDL-C
targets for secondary prevention. (UK.6.6)

UNITED KINGDOM

he UK has a well-developed policy and clinical framework for secondary prevention of cardiovascular disease, even though it 
lacks a single, standalone national secondary prevention strategy. CVD has been prioritised in national policy for over a decade, 
supported by ambitious prevention and outcome targets spanning lipid management, blood pressure control, anticoagulation, 
and cardiac rehabilitation. NICE guidance, alongside NHS England programmes, provides clear evidence-based standards 
aligned broadly with international best practice, including treat-to-target approaches for lipid lowering in secondary 
prevention.

Implementation is supported by robust national infrastructure. The NHS-led CVDPREVENT audit enables systematic monitoring 
of secondary prevention processes and outcomes using primary care data across ICSs, creating strong potential for 
population-level quality improvement. Financial incentives through the Quality and Outcomes Framework (QOF), particularly its 
expanded focus on CVD, reinforce delivery in primary care and represent an important lever absent in other countries.

country snapshot

Despite this strong policy foundation, outcomes remain suboptimal. CVD continues to be the leading cause of death in the UK, 
with an estimated  with persistently high readmission rates following acute events and low rates of LDL-C target achievement 
among patients. Despite updated guidance, use of optimal combination lipid-lowering therapy also remains limited, uptake of 
cardiac rehabilitation is variable, long-term follow-up and treatment intensi�cation are not reliably enforced, and substantial 
geographic and socioeconomic inequalities persist in secondary prevention outcomes.

Overall, the UK aligns well with Gold Standards in terms of guidance, data visibility, and primary care engagement, but less well 
on execution and equity. Key opportunities include accelerating treatment intensi�cation, improving uptake of cardiac 
rehabilitation, embedding accountability at ICS level, and ensuring prevention-focused reforms under the Government’s 
10-Year Health Plan translate into consistent, equitable secondary prevention at scale.



Gold Standard

1. Policy Alignment with
Evidence-Based, Early,
Intensive, and
Sustained LDL-C
Lowering

2

Score (0-3) Justi�cation (with Reference)
The UK does not have policies that explicitly align with the 2025 
AHA/ACC and ESC/EAS LDL-C targets, though national guidance is 
broadly consistent with these recommendations. NICE guidelines and 
NHS England pathways focus on absolute LDL-C targets for high- and 
very-high-risk patients, recommending therapy intensi�cation to 
achieve levels such as ≤2.0�mmol/L or lower for very-high-risk 
individuals, but they do not formally reference the 2025 international 
thresholds (UK.2.8 UK.3.6.). 

Implementation is supported by incentive mechanisms such as the 
Quality and Outcomes Framework (QOF 2025/26), which includes 
indicators for monitoring LDL-C control and prescribing of 
lipid-lowering therapy. Monitoring systems, including GP dashboards, 
registries, and national audits such as the NACR, allow clinicians to track 
whether patients are achieving recommended LDL-C targets and adjust 
therapy accordingly (UK.6.8.; UK.6.9.).

GOLD STANDARD ASSESSMENT

2. Guideline-De�ned
LDL-C Targets and
Incentive Alignment

3. In-Hospital Initiation,
Early Combination
Therapy, and Continuity
of Care

2

3

The UK has LDL-C targets referenced in national guidelines and payer 
frameworks, and these are integrated into quality-of-care indicators, 
however UK guidelines do not explicitly reference the 2025 AHA/ACC 
ACS or ESC/EAS thresholds, and there is no formal mechanism for 
regular cross-country harmonization of LDL-C targets. Alignment is 
largely informal, relying on periodic updates of NICE guidance to 
incorporate emerging evidence from international guidelines.

Hospital discharge pathways and reimbursement frameworks do not 
formally mandate the initiation of lipid-lowering therapy through 
DRG-linked metrics, as the NHS does not use a DRG-style payment 
system. Instead, NHS hospitals are expected to follow national guidance 
on discharge management for patients with cardiovascular disease, 
including initiating or optimising lipid-lowering therapy where clinically 
indicated. Guidance speci�es that discharge summaries should 
document medications, follow-up arrangements, and the need for 
ongoing lipid monitoring in primary care (UK.6.6.; UK.6.7.). National and 
regional policies encourage referral to cardiac rehabilitation, structured 
follow-up in primary care, and shared-care arrangements between 
hospital and GP teams to support continuity of care and maintenance of 
LDL-C targets. Discharge summaries typically include clear 
communication standards and responsibility for follow-up, while tools 
such as GP dashboards and the Quality and Outcomes Framework (QOF) 
support ongoing monitoring and therapy escalation (UK.6.8.; UK.6.9.).
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4. Structured Follow-Up,
Therapy Escalation, and
Accountability

5. Tackling Therapeutic
Inertia through
Incentives and
Feedback

2

2

National guidelines and payer frameworks provide recommendations 
rather than legally mandatory requirements for follow-up intervals and 
therapy escalation after cardiovascular events. Compliance is supported 
and monitored through national audits and digital reporting systems, 
such as the National Audit of Cardiac Rehabilitation (NACR) and GP 
dashboards, which track follow-up attendance, LDL-C target 
achievement, and therapy intensi�cation (UK.6.9.). The Quality and 
Outcomes Framework (QOF) provides additional performance feedback 
in primary care, incentivising review and optimisation of lipid-lowering 
therapy (UK.6.8.).

Referral triggers and shared-care arrangements between hospital and 
primary care teams are de�ned in discharge protocols and pathway 
guidance, including clear responsibilities for monitoring, follow-up, and 
escalation, helping to reduce treatment delays and therapeutic inertia. 
In practice, adherence varies regionally, but these mechanisms form the 
backbone of coordinated long-term secondary prevention.

The UK uses quality frameworks and incentive schemes to promote 
proactive lipid management, but there is no speci�c indicator directly 
measuring failure to escalate therapy when LDL-C is o�-target.



10. Multidisciplinary
Care, Workforce
Training, and Patient
Involvement

2

National service speci�cations and funding mechanisms support the 
development of multidisciplinary lipid management services, though 
implementation varies regionally. The NHS England Lipid Management 
and Familial Hypercholesterolaemia Service Speci�cation (2021) 
encourages the establishment of specialist lipid clinics sta�ed by 
multidisciplinary teams to deliver evidence-based care for high-risk and 
familial hypercholesterolaemia patients.

Previous workforce development strategies and action aligns with 
existing national cardiovascular priorities, which promote integration 
between primary, community, and specialist care in line with ESC/EAS 
and AHA/ACC recommendations, though a new 10 Year Workforce Plan 
is expected in 2026. Patient education and adherence support are 
embedded within frameworks such as CVDPREVENT and QOF, ensuring 
structured follow-up, shared decision-making, and ongoing lipid 
optimisation across care levels (UK.6.8.).

SCORE: 23

6. Medication
Adherence
Measurement, Support,
and Patient
Engagement

7. Access to
Combination and Long-
Term Therapies

8. Integrated Digital
Registries, Alerts, and
Data Standards

9. Quality Indicators and
Financial Incentives

3

1

3

3

While adherence is promoted through education, audit, and 
incentivised therapy optimisation, medication adherence is not 
explicitly de�ned nor formally tracked or reimbursed as a standalone 
national indicator within the UK’s quality or funding frameworks.

National formularies and HTA frameworks explicitly cover advanced 
lipid-lowering therapies for eligible high-risk patients, but access is 
guided by de�ned eligibility criteria rather than automatic prioritisation 
for early combination therapy. NICE has approved several advanced 
therapies, including PCSK9 inhibitors (alirocumab and evolocumab) and 
inclisiran, for secondary prevention in adults with established ASCVD 
who have persistently elevated LDL-C (≥2.6 mmol/L) despite maximally 
tolerated lipid-lowering therapy, including high-intensity statins with or 
without additional agents, or where such therapy is contraindicated. 
(UK.5.5.; UK.5.6.; UK.5.7.). 

These therapies are included in the NHS England national formulary and 
must be prescribed in accordance with NICE technology appraisals, 
ensuring cost-e�ectiveness and equitable access across ICBs. However, 
the LDL-C eligibility threshold, specialist-led initiation requirements, 
and local commissioning processes can limit broader use and delay 
escalation relative to ESC <1.4 mmol/L targets. Regional variation may 
also occur due to local commissioning processes, prior authorisation 
requirements, or di�erences in specialist lipid clinic capacity. 

The UK has nationally mandated participation in cardiovascular 
registries and audits, primarily through the NCAP, coordinated by 
NICOR. These datasets are used nationally for quality reporting, policy 
evaluation, and resource planning.

In primary care, the CVDPREVENT audit systematically extracts data 
from GP records to track prevention and secondary care indicators 
across regions. Participation is supported by standardised data 
governance and coding frameworks, such as the NHS Data Security and 
Protection Toolkit and SNOMED CT, ensuring interoperability and 
consistency across the UK.

In the UK, LDL-C–related indicators are integrated into national quality 
frameworks, primarily through the Quality and Outcomes Framework 
and national audit programmes. The QOF 2025/26 includes indicators 
for lipid management and statin therapy in patients with coronary heart 
disease, stroke, or peripheral arterial disease, linking achievement to 
�nancial incentives for GP practices (UK.6.8.).
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KEY STRENGTHS

Incentivised Delivery of Secondary Prevention in Primary Care
The Quality and Outcomes Framework (QOF) provides strong, systematic �nancial incentives for GPs to deliver 

secondary CVD prevention, including lipid control, blood pressure management, and anticoagulation. Evidence from 
QOF evaluations shows improved recording of risk factors, higher prescribing rates of evidence-based therapies, and 

better long-term disease management in incentivised conditions. The expanded CVD focus in QOF 2025/26 
reinforces continuous follow-up of patients with established CVD and supports earlier intervention, contributing to 

improved population-level management of secondary prevention risk factors across England. (UK.6.8.)

Universal Access to Care, Diagnostics, and Advanced Therapies
The NHS model of care ensures free-at-point-of-use access to diagnostics, specialist services, and advanced 

lipid-lowering therapies, including PCSK9 inhibitors for eligible high-risk patients. Population screening through NHS 
Health Checks (digital and in-person) supports early identi�cation of high-risk individuals who may already have 

undiagnosed established disease. This removes �nancial barriers common in other systems and underpins equity of 
access to secondary prevention interventions.

Nationally Coordinated Secondary Prevention Pathways
NHS England has established structured secondary prevention pathways, including the Cardiovascular Disease High 
Impact Interventions and lipid optimisation pathway, supported by comprehensive guidance from NICE (UK.6.13.). 

These programmes standardise post-event management and promote treatment intensi�cation. NHS modelling 
suggests that improved uptake of lipid optimisation and hypertension interventions could prevent tens of 

thousands of recurrent cardiovascular events over a �ve-year period, demonstrating the potential impact of 
coordinated, evidence-based pathways.

Inequalities in Care and Outcomes

There are substantial socioeconomic, geographic, and ethnic disparities in secondary prevention 
outcomes. Patients in deprived regions are less likely to receive optimal therapy, cardiac 
rehabilitation, or timely follow-up. This inequity contributes to poorer LDL-C control, higher recurrent 
event rates, and lower adherence to treatment guidelines, undermining national targets and overall 
system performance.

MAIN GAPS
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Variation in Uptake and Prioritisation Across ICSs

Integrated Care Systems (ICSs) vary in implementation of secondary prevention programmes such as 
lipid optimisation, cardiac rehab, and post-discharge follow-up. Inconsistent local prioritisation and 
resourcing create uneven access to interventions, leading to regional di�erences in readmissions, 
LDL-C control, and treatment intensi�cation. Patients in lower-performing ICSs may experience 
delayed escalation of therapy, increasing risk of recurrent events.

Therapeutic Inertia and Underuse of Combination Therapy

Despite clear NICE guidance and treat-to-target recommendations, there is low use of combination 
lipid-lowering therapy (<10%) and delayed therapy intensi�cation. This therapeutic inertia prevents 
many high- and very-high-risk patients from achieving LDL-C goals, contributing directly to 
persistent cardiovascular risk and recurrent events.

OPPORTUNITIES FOR IMPROVEMENT

Embedding Secondary Prevention Within a 
National Cardiovascular Framework  

In the absence of a standalone national cardiovascular strategy in England and the limited prioritisation of secondary 
prevention within overarching NHS policy, there is a structural gap in long-term T2T implementation. A key 
opportunity lies in contributing to the development of the forthcoming CVD Modern Service Framework, ensuring 
that secondary prevention is explicitly prioritised with de�ned LDL-C targets, structured follow-up standards, and 
measurable performance indicators. Embedding T2T principles within this national framework would strengthen 
consistency across Integrated Care Systems (ICSs) and NHS Trusts. 

Addressing regional inequalities represents a second critical lever. Variation in cardiac rehabilitation uptake, lipid 
optimisation, and long-term follow-up across ICSs undermines equitable care delivery. The Modern Service 
Framework could require each ICS to publish a CVD secondary prevention improvement plan, including clear targets 
for LDL-C control, cardiac rehabilitation participation, and reduction of deprivation-related outcome gaps. Linking 
these targets to commissioning levers—such as Quality and Outcomes Framework (QOF) indicators or other 
performance incentives—would reinforce accountability and reduce unwarranted variation. 
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