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1. Introduction 

In 2015, the United Nations launched the Sustainable Development 
Goals 2030 Agenda as a universal call to action to end poverty, protect 
the planet, and improve the lives and prospects for all [1]. The 17 goals 
of this Agenda, adopted by all United Nations (UN) member states, are to 
be delivered within 15 years. As only 10 years remain, accelerated ac-
tion is needed, with world leaders calling for a Decade of Action in 2019 
to achieve these goals. According to the UN Secretary-General, urgent 
action is needed on three levels: 1) globally, to secure greater leadership, 
more resources and smarter solutions; 2) locally, to ensure smooth 
transition in policies, budgets, institutions and regulatory frameworks of 
governments, cities and local authorities; and 3) societally, to ensure an 
unstoppable movement of change by targeting all stakeholders. In 
accordance with its mission, the European Atherosclerosis Society (EAS) 
has committed itself to the Sustainable Development Goals 2030 Agenda 
and will act on all three levels. 

Of paramount importance for the EAS is the third goal of the Sus-
tainable Development 2030 Agenda, Good Health and Well-Being. 
Ensuring healthy lives and promoting well-being—for all genders, 

ethnicities, social classes, and ages—with universal access to healthcare 
is crucial, since low socioeconomic status is an important risk factor for 
atherosclerotic cardiovascular disease (ASCVD). Yet in 2017, less than 
half of the global population received essential healthcare services, and 
this is not likely to change much by 2030. Furthermore, the EAS should 
contemplate how to help develop screening and implementation for 
primary care in low income countries. Combatting newly described 
environmental risk factors, such as air pollution and noise, is also 
becoming important. 

A key target of the Good Health and Well-Being goal is reducing by 
one-third premature mortality from non-communicable disease (NCD), 
the major cause of death globally [2–5]. Preventing, treating and pro-
moting mental health and well-being, particularly in lower- and 
middle-income (LMI) countries are essential. Early detection and man-
agement of determinants of health, and support for research, develop-
ment, and access to medicines for NCDs that primarily affect these 
countries are needed. Legacy and succession planning ensure sustain-
ability; expanding scholarships to developing countries, particularly 
under-resourced areas such as sub-Saharan Africa, is one approach to 
this. 
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2. Atherosclerotic cardiovascular disease: a global issue 

Cardiovascular disease is one of the major NCDs, with ASCVD, which 
includes ischaemic heart disease and ischaemic stroke, among the most 
prevalent. As the underlying risk factors become more common, ASCVD 
poses a threat to health in most regions of the world [6,7]. Superimposed 
on this is a global health crisis unlike any other caused by a communi-
cable disease (COVID-19), which causes human suffering, destabilises 
the global economy, and overturns the lives of almost every person. 
Patients with pre-existing ASCVD and cardiometabolic diseases (CMD) 
have an increased propensity for worse outcomes from COVID-19 [8]. 

The Global Burden of Disease (GBD) Study is an unparalleled 
resource for trends in the major causes of death, disability and associ-
ated risk factors [4,6,9], as well as access to quality healthcare [10]. 
These data provide the foundation for global, regional, and national 
health policies for tackling ASCVD, the leading cause of disease burden 
in the world. In 2019, ASCVD was responsible for about one-third of all 
deaths, 8.9 million among women and 9.6 million among men [5], with 
more than one in 20 deaths in those younger than 50 years [5]. 

The situation is complicated by evidence suggesting that improve-
ment in ASCVD mortality in high-income countries achieved over the 
last 40 years is declining, as ASCVD events increase [5]. Superimposed 
on this is an epidemic of ASCVD and CMD in LMI countries, driven by 
rapid urbanisation, adoption of westernised energy-dense diets (high--
fat, high-sugar and excess calories), and sedentary lifestyles. CMD 
comprises various adverse health profiles including metabolic syn-
drome, type 2 diabetes mellitus and non-alcoholic fatty liver 
disease/non-alcoholic steatohepatitis. In addition, air pollution, 
together with a shift in tobacco marketing toward LMI countries due to 
restrictive regulation in high-income countries, also negatively impact 
the ASCVD epidemic [11]. 

Until recently, the lack of reliable definition of dietary patterns 
across regions hampered efforts to evaluate the impact of diet on global 
health [9]. The GBD initiative addressed this by systematically collect-
ing data from 195 countries to characterise intake of 15 foods and nu-
trients that are either underconsumed (i.e., fruits, vegetables, legumes, 
whole grains, nuts and seeds, milk, fibre, calcium, omega-3 fatty acids 
from seafood, and polyunsaturated fatty acids) or overconsumed (i.e., 
red meat, processed meat, sugar-sweetened beverages, trans-fatty acids, 
and sodium). It is clear that trends in ASCVD, and more generally car-
diovascular disease, reflect dietary risks. In 2019, nearly 8 million 
deaths were potentially attributable to dietary risks, reflecting increases 
in absolute and relative (by almost 50%) ASCVD burden over the last 30 
years [5]. The GBD initiative also analysed how low socioeconomic and 
education status impacted the ability to access healthy diets, as well as 
the roles of physical activity, smoking, and air pollutants. Clearly, much 
of the global disease burden is preventable by optimising/correcting 
diet, lifestyle, and environmental factors, as the fundamental foundation 
for effective prevention strategies [12]. 

3. Challenges in Europe 

Industrialisation, urbanisation and economic development in Europe 
have led to substantial social transition in Europe. Like other high- 
income regions, affluence has had benefits, improving health out-
comes and life expectancy. Better management of risk factors led to a 
decline in the age-standardised incidence of ASCVD events and cardio-
vascular death, especially in Northern and Western European countries 
[2]. For example, in Finland, a comprehensive national prevention 
programme led to population decreases in serum cholesterol, blood 
pressure, and smoking, as well as 84% reduction in coronary mortality, 
between 1972 and 2014 [13]. 

Individual countries in Europe are at different stages of transition in 
the prevalence of risk factors, prevention strategies and policy. Despite 
this, efforts over the past 20 years have favourably impacted major risk 
factors for ASCVD [14]; currently ~24% are smokers, 23% have raised 

blood pressure and 16% have elevated total cholesterol ≥6.2 mmol/L 
(Fig. 1) [15–17]. Such gains have been achieved using a variety of 
strategies. These include, for smoking, targeted taxation and pricing of 
tobacco products, the introduction of plain packaging, and bans on to-
bacco advertising; and for blood pressure, reformulation of food prod-
ucts with less salt, and implementation of guidelines. Elimination of 
industrial trans-fats, improved package labelling, and public education 
programmes, with better treatments and attention to patient compli-
ance, have contributed to a decrease in median cholesterol levels in 
Europe, from 5.5 to 5.1 mmol/L [16]. However, affluence has also 
negatively impacted other areas. Europe is facing a crisis in obesity and 
diabetes, with the median age-standardised prevalence increasing 
2-3-fold over the last 30 years [16]. Diabetes affects 3.9% of the global 
population, but 7.3% of those in Europe [17]. Overall, one in three 
adults living in Europe, higher among women, have insufficient physical 
activity levels [16]. Fat and energy consumption are also increasing in 
Eastern Europe. 

With inpatient care accounting for over 50% of the total ASCVD 
healthcare expenditure in Europe, preventive strategies offer a cost- 
effective approach to reducing disease and improving quality of life. 
Studies such as EUROASPIRE and EURIKA, which track the clinical 
implementation of scientific knowledge on lifestyle, treatment and risk 
factor control, are crucial to fill the gaps between the science and what is 
done in clinical practice. Fighting obesity and diabetes at both the in-
dividual and population level has involved targeting the food industry to 
implement better diets, and promoting physical activity from very early 
in life. 

4. Challenges in low- and middle-income countries 

NCD is a growing problem in LMI regions [18], accounting for ~80% 
of global deaths from ASCVD [4]. Metabolic risk factors, such as high 
cholesterol, raised systolic blood pressure, and increased body mass 
index (BMI), are now as common in these regions as in high-income 
countries. Between 1990 and 2017, the summary exposure value 
(SEV), a risk-weighted prevalence measure, showed a doubling of BMI in 
47 countries, of which 37 had a socio-demographic Index (SDI) less than 
the median [19]. 

Importantly, trends in metabolic risk are outpacing expectations 
based on development [19]. Therapeutic management of high choles-
terol and raised blood pressure, although easy to implement and 
cost-effective, is inaccessible for many [10,20]. Public health preventive 
efforts should be guided by income-related trends (measured by SDI). 
For example, given that SEVs for smoking are higher for men than 
women at all SDI levels, anti-smoking interventions in LMI regions 
should primarily target men to be most effective, whereas in 
higher-income regions both men and women should be targeted simi-
larly [19]. 

5. Affordability is crucial 

Critical to efforts to improve global health are cost-effective pre-
vention strategies and efficient delivery of therapies across different 
income regions. Aggressive education and prevention, with early treat-
ment, are essential to ensure ‘no-one is left behind’ in meeting the 
Sustainable Development Goals 2030 Agenda. 

Affordability is a particular issue for LMI regions. Premature NCD 
mortality in LMI countries is more than double that of high-income 
countries [5], due in part to poor access to healthcare services. As rec-
ognised by the UN, this needs urgent action (UN General Assembly. 
High-level meeting on prevention and control of non-communicable diseases; 
New York, USA; Sept 19–20, 2011). Even if there is access to healthcare, 
long-term unaffordability of effective preventive therapies is a major 
deterrent. According to the nine global World Health Organization 
(WHO) targets for 2025, 50% of eligible individuals should receive drug 
therapy and counselling to prevent ASCVD [21]. Yet the reality is in 
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stark contrast. The Prospective Urban Rural Epidemiology (PURE) study 
showed that secondary prevention medicines (aspirin, beta-blockers, 
angiotensin-converting enzyme inhibitors, and statins) were either un-
available or unaffordable in over 80% of communities and households in 
18 middle-income, lower middle-income, and low-income countries 
[22]. Among individuals reporting ASCVD, inequalities in socioeco-
nomic status clearly impacted the use of these therapies [23]; only 2% of 
those in Tanzania versus 91% in Sweden received at least one medicine, 
and none in South Africa, Tanzania, and Zimbabwe versus 49% in 
Canada received all three. The strongest predictors of inequality were 
public health expenditure and overall use of secondary prevention 
medicines [23]. 

Universal health coverage will slowly heal some of these disparities. 
Healthcare systems should focus on screening, improving health literacy 
and, where needed, using inexpensive combinations of generic therapies 
which lower cholesterol and blood pressure [24–26]. Polypills offer the 
advantages of lower cost and reduced pill burden, thus improving 
adherence. In intermediate-risk subjects, intervention with a polypill 
decreased the risk of cardiovascular events by 20% [27]. Using infor-
mation on genetic variants for early targeting of cholesterol and blood 
pressure could substantially decrease the number of coronary heart 
disease events and thus reduce the global burden of ASCVD [28]. The 
challenge is reliance on self-management of essentially a silent condi-
tion, as risk factor control offers no immediate health benefits or feeling 
of well-being. Greater use of polypill-like strategies should be accom-
panied by methods to improve adherence, possibly with digital health 
tools readily available on smart phones. In addition, emerging therapies 
with a long duration of efficacy after single administration offer prom-
ise. While cost needs to be addressed, the use of such therapies would 
enable healthcare assistants, pharmacists and nurses in remote areas to 
lower cholesterol through a single injection each year. If repeated 
annually, population-level coverage to lower exposure may be achieved 
[29,30]. These therapies could work well (cost permitting), tapping into 
infrastructure that already delivers vaccination programmes or deals 
with communicable disease outbreaks. 

6. The role of the EAS 

The importance of ASCVD prevention is well recognised in Europe 
and a driver for policy change. Research on ASCVD (and CMD) has been 
funded by the European Union since 1984. In 2004, the European 

Council adopted promotion of heart health, and in 2007 the European 
Parliament Resolution called for action to tackle ASCVD. Together, these 
actions have underpinned the development of heart health policies for 
risk-factor management and prevention in several European countries. 
Academic societies, such as the EAS and the European Society of Car-
diology, have played a key role in developing guidelines for ASCVD 
prevention, and revising these in accordance with new information, as 
well as implementing programmes essential for benchmarks of best 
practice in Europe. 

Aligning with its mission to advance and exchange knowledge on the 
causes, risk factors, prevention and treatment of ASCVD, the EAS has 
made, and continues to make, important contributions in research, ed-
ucation, and advocacy to reduce the burden of ASCVD in Europe. In-
sights from EAS consensus papers about lipid and lipoprotein-related 
risk factors and their management have been translated to guidelines 
[12,31]. Collaboration between the EAS-led Familial Hypercholester-
olemia Studies Collaboration (FHSC), the largest global database on 
familial hypercholesterolemia (FH), patient organisations and the World 
Heart Federation, led a global call to action on FH [32]. Education, 
either face-to-face, online, or via the yearly EAS congress, allows sci-
entists and healthcare professionals to keep up to date on the latest 
developments and best practice. Finally, the EAS offers support via 
grants and educational programmes tailored to the needs of young sci-
entists and healthcare professionals. 

7. Smart EAS-led approaches for global health 

This proactive role of the EAS is crucial to achieving the UN Sus-
tainable Development Goals 2030 Agenda. Underpinned by funda-
mental pillars (Fig. 2), EAS-led sustainable strategies will ensure cost- 
effectiveness and affordability, taking into account cultural and socio- 
economic diversity across Europe. A key pillar of these activities is 
clinical guidance for the most effective primary prevention strategies 
targeting all modifiable ASCVD risk factors, including environmental 
risk factors. 

Research initiatives, such as the FHSC and the more recently 
launched homozygous FH International Clinical Collaboration (HICC) 
registry, are fundamental to change [33]. By driving the development of 
a network of lipid clinics and referral centres for genetic testing in 
various countries, ensuring wider access to specialist services for FH 
diagnosis and management, the FHSC will raise standards of care for FH 

Fig. 1. Current prevalence of cardiovascular risk 
factors in Europe. 
Latest age-standardised estimates for the World 
Health Organization Europe region, derived from 
World Health Organization data and statistics. 
Health 2020 Indicators, and Non-communicable 
diseases: risk factors and diabetes prevalence 
[15–17]. 
Raised blood pressure is defined as systolic blood 
pressure ≥140 mmHg and diastolic blood pressure 
≥90 mmHg; raised fasting glucose is defined as 
≥7.0 mm/L.   
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in Europe and beyond. Building on the success of the FHSC, future EAS 
plans include registries for rare genetic disorders of lipid metabolism, 
involving patients from various countries, including LMI regions. 
Collaboration between the EAS and other academic societies is critical to 
evaluating polygenic ASCVD risk scores to select the most appropriate 
for improving the precision of prevention and treatment policies. 

Education using smart strategies represents another EAS pillar for 
achievement of global health. Education initiatives directed not only to 
healthcare professionals and researchers, but also to decision makers 
and the general population, aim to increase awareness of the role of 
lifestyle risk factors (e.g., smoking, poor quality diets, and physical 
inactivity), environmental risk factors (e.g., air pollution by particulate 
matters and fuel exhausts), and low socioeconomic status. 

Optimising the value of more expensive therapies by specifically 
targeting those that derive greatest benefit, is particularly important for 
LMI countries. Key to success is collaboration with national athero-
sclerosis societies worldwide, so that healthcare professionals of these 
countries can take advantage of the myriad of EAS educational activ-
ities. Supporting career development of high-quality young scientists, 
especially those from LMI countries where funding is difficult to secure, 
is another pillar of EAS smart approaches to achieve the Sustainable 
Development Goals 2030 Agenda. 

8. Conclusion 

Globally, achievement of the UN Sustainable Development Goals 
2030 Agenda will only be possible by collaboration on multiple levels 
among different stakeholders. Academic societies such as the EAS have a 
vital part to play, in contributing and implementing scientific evidence. 
While the current pandemic has hampered some of these efforts, the 
pillars of education, research, communication and collaboration are 
crucial to better implementation of clinical guidance and achievement of 
these global goals. 
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