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Introduction

Acute coronary syndrome (ACS) is associated with 
significant morbidity and mortality, despite advances in 
pharmacological and non-pharmacological management 
[1]. The prevalence of coronary artery disease (CAD) 
worldwide remains high due to aging of the population, 
improved survival after an initial cardiovascular (CV) 
event and increasing prevalence of certain CV risk factors 
such as diabetes and obesity [2]. Primary and secondary 
prevention of CV disease (CVD) through aggressive 
modification of classical risk factors has been proposed 
as the most effective way to reduce the incidence and 
severity of ACS and its long-term complications [3, 4]. 
In order to implement aggressive primary and secondary 
prevention of CVD, several risk stratification scores have 
been developed[5]. The European Society of Cardiology 
and the European Atherosclerosis Society (ESC/EAS) 
have adopted the SCORE (Systematic Coronary Risk 
Estimation) system for risk stratification in individuals 
without known CVD, while they have further proposed 
a global risk stratification to encompass the entire 
spectrum of the population at risk [6].
Aim of the present study was to investigate if individuals 

who suffered an ACS had previously been receiving 
adequate preventive care against risk factors for CVD.

Methods 

The Institutional Review Board of Laiko General 
Hospital, a University tertiary hospital in Athens, 
Greece, approved the study protocol, which conforms 
to the principles outlined in the 1975 Declaration of 
Helsinki [7]. An informed consent was obtained from all 
participants prior to their involvement in the study.
We prospectively enrolled all patients with a diagnosis 
of ACS who were hospitalized at the Cardiology 
department during a one-year period (between 1/7/2019 
and 30/6/2020) and analyzed their clinical characteristics. 
ACS was defined as unstable angina, non-ST elevated 
myocardial infraction or ST elevated myocardial 
infraction, as indicated by the admission ICD-10 code 
and further adjudicated by the investigators on the basis 
of clinical features, electrocardiogram and cardiac 
enzymes on admission and during hospitalization.
Data regarding the patients’ previous medical history, 
use of medications, demographics, somatometric 
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Summary

Objectives. Optimal regulation of modifiable risk factors has 
been proposed as the standard of care both for primary and sec-
ondary prevention of cardiovascular disease (CVD). The aim of 
this study was to assess primary and secondary cardiovascular 
risk management received before admission for an acute coronary 
event. 
Methods. Data were analyzed for 185 consecutive hospitalized 
patients with a diagnosis of acute coronary syndrome (ACS) in 
the Cardiology department of a University hospital during an 
annual period (1/7/2019 until 30/6/2020). The study population 
was divided into two groups, the primary and secondary preven-
tion subgroups, according to previous medical history of cardio-
vascular disease (CVD).
Results. The mean age of the participants was 65.5 ±12.2 years 
and most patients were male (81.6%). Previous CVD was present 
in 51 patients (27.9%). Fifty-seven patients (30.8%) had a his-
tory of diabetes mellitus (DM) and 97 (52.4%) had a history of 
dyslipidemia. Hypertension was present in 101 (54.6%) patients. 

In the secondary prevention group, the LDL-C was on target in 
only 33.3% of the patients, while 20% patients did not use statins. 
The use of antiplatelet/anticoagulant agents was 94.5%. Among 
patients with diabetes, only 20% had been using a GLP-1 recep-
tor agonist or/and an SGLT-2 inhibitor, while the HbA1c was on 
target in 47.8%. Twenty-five percent of the patients were active 
smokers. In the primary prevention group, the use of statins was 
overall low (25.8%) but more frequent in patients with diabetes 
and those without diabetes at very high-risk for CVD (47.1% and 
32.1% respectively). The LDL-C was on target in less than 23.1% 
of the patients. The use of antiplatelet/anticoagulant agents was 
low (20.1%), but higher in those with diabetes (52.9%). In the 
diabetic group, HbA1c was on target in 61.8%. Active smoking was 
practiced by 46.3% of the patients.
Conclusions. Our data show that in a substantial proportion of 
patients presenting with ACS, previous CVD prevention, both pri-
mary and secondary, fails to meet the current recommendations 
provided by scientific societies. 
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features and laboratory parameters on admission were 
recorded. Body weight was measured on admission 
only in ambulatory patients. The presence of diabetes 
mellitus (DM), hypertension and dyslipidemia were 
ascertained by self-reporting and/or previous intake of 
relevant medications. The use of medications preceding 
the ACS was also self-reported and ascertained on the 
basis of a dispensed prescription (from the national 
prescription electronic database) up to three months 
before admission.
In order to assess the adequacy of the antecedent risk 
factor management, individuals were classified, as being 
“at very high risk” (VHR), “at high risk” (HR), “at 
moderate risk” (MR) or “at low risk” (LR), according to 
the 2016 ESC/EAS guidelines [8], which rely on factors 
such as history of established CVD, presence duration 
and possible end-organ damage of diabetes, presence of 
chronic kidney disease, SCORE levels etc. 
The study participants were initially divided into 
two groups, according to the absence or presence of 
established CVD prior to the indexed ACS, comprising 
the primary and secondary prevention group, respectively. 
Patients with established CVD were identified as those 
with a medical history of previous coronary artery 
disease or/and previous cerebrovascular accident or/
and previous peripheral artery disease as reported and 
ascertained on the basis of their medical files/documents. 
All individuals in the secondary prevention group were 
considered as VHR. In the primary prevention group, 
the risk stratification of individuals without DM was 
based on the SCORE for European populations at 
low cardiovascular disease risk, ranging from LR to 
VHR. The risk stratification of individuals with DM 
in the primary prevention group, depended on specific 
parameters indicated by the ESC/EAS guidelines, 
such as the presence of target organ damage (such as 
proteinuria or retinopathy) or the co-existence of a 
major risk factor such as smoking, hypertension or 
dyslipidemia [8]. An LDL-C target of < 70 mg/dl and 
< 100 mg/dl was considered as appropriate for the VHR 

and HR categories respectively, while an LDL-C target 
of <  115  mg/dl was considered for both the MR and 
LR categories [8]. For patients with diabetes, an HbA1c 

of <  7% was considered as appropriate, according to 
the 2018 American Diabetes Association/European 
Association for the Study of Diabetes (ADA/EASD) 
guidelines (Fig. 1) [9]. 
Statistical analysis was performed using IBM SPSS 
Version 28.0 (IBM Corporation, Armonk, NY, USA). 
Baseline characteristics were presented as means ± SD, 
median (25th-75th percentile) or counts (percentage). 
Between-group comparisons were performed using the 
chi-square test. In all instances, statistical significance 
was evaluated at the 0.05 level (p < 0.05).

Results

A total of 185 patients with ACS were hospitalized 
during the indicated period and were included in the 
present analysis. The mean age ± SD was 65.5 ± 12.2 
years, and 81.6% were men. The main demographic 
and clinical characteristics of the study population are 
shown in Table I. A history of CVD was pre-existing in 
51 (27.6%) patients (secondary prevention group) and, 
within this group, 23 patients (45.1%) had a history of 
DM (Tab. II). Out of the remaining 134 patients without 
previous CVD (primary prevention group), 34 (25.4%) 
had a history of DM (Tab. III). All the patients with DM 
were classified as VHR. Out of the non-DM patients 
of the primary prevention group, 53 were classified as 
VHR or HR and 47 as MR or LR (Tab. III). Out of the 
total study population, a history of hypertension was 
reported by 101 (54.6%) patients. This proportion was 
higher in patients with diabetes (61.4%) as compared to 
the patients without DM (51.6%).
Among the secondary prevention group (Tab. II), although 
42/51 patients (82.4%) were previously treated with a 
statin and 22/51 (43.1%) with a high-intensity statin or 
a statin plus ezetimibe, LDL-C was on target in only 

Fig. 1. Flowchart of the study.
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17/51 (33.3%). The proportion of patients with LDL-C 
on target was higher in those receiving a statin (20/42 
patients, 47.6%) than in those not on statin therapy (1/9, 
11.1%, p  <  0.001). The highest proportion of LDL-C 
target achievement was observed among patients under 
a high-intensity statin or a statin plus ezetimibe (59.1%, 
p  <  0.01 vs those on low-intensity statin treatment). 
An antiplatelet agent had been received by 48 patients 
(94.1%), while active smoking had been practiced by 13 
patients (25.5%). Among the patients with diabetes, 5/23 
(21.7%) were previously being treated with a glucagon-
like receptor agonist (GLP-1RA) or a sodium-glucose 
transporter-2 inhibitor (SGLT-2i) and 11/23 (43.7%) had 
an HbA1c on target. The use of statins and/or antiplatelet 
agents, active smoking and LDL-C target achievement 
did not differ between patients with and without diabetes 
(Tab. II). 
Among the primary prevention group (Tab. II), the 
use of a statin prior to the ACS event was overall low 
(25.8%) but more frequent in patients with diabetes 
and those without diabetes at VHR (47.1 and 32.1% 

respectively) than in those at HR (27.3%), MR (10%) 
and LR (14.3%), with all p values < 0.01. Accordingly, 
less than one quarter of patients achieved the appropriate 
LDL-C target across all the risk categories (Tab. II). 
The proportion of patients with LDL-C on target was 
higher in those receiving a statin (14/36, 38.8%) than in 
those not on statin therapy (17/98, 17.3%, p < 0.001). 
Among patients with diabetes, 21 (61.8%) had an HbA1c 
on target. Antiplatelet/anticoagulant agents had been 
previously received by 52.9% of patients with diabetes, 
but, within the non-diabetic population, their use was, 
as expected, infrequent (Tab. II). More than one third 
of patients were active smokers, the proportion being 
lowest in those with diabetes (35.3%) and highest in 
those at HR (59.1%).
Hypertension was present in 102/185 (55.1%) of the 
total study population and its prevalence was highest 
among those with established CVD (80.4%) and diabetes 
(67.7%), while it was lowest in the primary prevention 
cohort among those at LR (14.3%) and at MR (17.5%) 
(Tabb. II, III). Among patients with hypertension, anti-
hypertensive medications were used by 90.2% in the 
secondary cohort and by 72.1% in the primary cohort.

Discussion

Despite the progress being achieved in the 
pharmacological and supportive management of patients 
hospitalized for ACS over the last decades, coronary 
artery disease still remains the number one cause of 
morbidity and mortality worldwide [10]. Primary 
and secondary prevention of CVD, by aggressively 
modifying risk factors, is mandatory in order to prevent 
CV events and their complications. Nevertheless, 
according to the present study’s findings, the majority 
of patients suffering from an ACS had been receiving 
insufficient prevention management of modifiable CVD 
risk factors prior to the event. 
Among patients in the secondary prevention group 
requiring very aggressive management of risk factors, 
although the majority was receiving lipid-lowering 
medications, a notable proportion (15.7%) was no 

Tab. I. Main demographic and clinical characteristics of the study 
population.

ACS n = 185
Age (years) 65.5 (± 12.2)
Male sex n (%) 151 (81.6)
Height (cm) 171.6 (± 8.4)
Weight (kg) 84.4 (± 15)
BMI (kg/m2) 28.6 (± 4.6)
Hypertension n (%) 101 (54.6)
Diabetes n (%) 57 (30.8)
Lipid disorders n (%) 97 (52.4)
Coronary artery disease n (%) 51 (27.6)
Smoking n (%)

Never 86 (46.5)
Active smokers 74 (40.0)
Ex-smokers 25 (13.5)

Family history of CVD n (%) 22 (11.9)
Chronic kidney disease n (%) 46 (24.9)
Prior PCI or CABG n (%) 47 (25.4)

Tab. II. Prevention measures, active smoking and target achievement in key metabolic parameters in patients with previous CVD (secondary 
prevention group).

Patients with previous CVD (secondary prevention group), n = 51
Diabetes n = 23 No diabetes n=28 p

Statin, n (%) 18 (78.2) 24 (86) NS
Antiplatelet/anticoagulant, n (%) 20 (87) 28 (100) NS
SGLT-2-i/GLP-1, n (%) 5 (21.7) - NA
Smoking, n(%) 6 (26) 7 (25) NS
LDL-C on target, n (%)* 10 (43.5) 11 (39.3) NS
LDL-C on target among those on statin n (%)* 9 (50%) 11 (45.8) NS
HbA1c on target n (%)** 11 (47.8) - NS
Hypertension 17 (73.9) 24 (85.7) NS
Anti-hypertensive drugs 20 (86.9) 20 (71.4) NS

NS: Not Significant at the level 0f 0.05; NA: Not Applicable.
* The LDL-C target for patients both with and without diabetes was considered as < 70 mg/dl. ** The HbA1c target for patients with diabetes was con-
sidered as < 7.0%.
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under such treatment at all, while a remarkable fraction 
(43.1%) should have required treatment intensification. 
Disappointingly, active smoking was practiced by 
one quarter of the patients. In the diabetic subgroup, 
52.2% of the patients seemed to need intensification 
of glucose-lowering treatment, while a substantial 
underuse of GLP-1RA and/or SGLT-2i was also 
noticed (21.7%), despite the latest ADA/EASD 
guidelines strongly recommending their use in patients 
with diabetes and established CVD [11]. Antiplatelet/
anticoagulant treatment seemed to be the most well-
established preventive treatment in this group, as it was 
followed by 94.2% of the patients.
In primary prevention, considerable heterogeneity 
regarding the previous CV risk status was noticed 
among. Almost two thirds of the patients in this group 
had been at HR or VHR to suffer an ACS (87/134, 
64.9%), either because they had diabetes (and additional 
risk factors) or because of their calculated SCORE. 
Among them (at VHR/HR), 60% were not treated with 
any kind of lipid-lowering medications and only 25% 
had their LDL-C on target. Additionally, about one third 
of these patients were active smokers and about 40% of 
those with diabetes needed glucose-lowering treatment 
intensification. The proportion of patients with diabetes 
under GLP-1RA and/or SGLT-i was 20%, similar to that 
in the secondary prevention group. About one third were 
treated with an antiplatelet/anticoagulant, a proportion 
that was significantly higher in those with diabetes 
(52.6%) than in those without (16.1%). One third of the 
patients comprising the primary prevention group (and 
hence one quarter of the total study population) had been 
at MR or LR, previously to the indexed acute coronary 
event. Among these patients, only one quarter had their 
LDL-C on target, and, strikingly, more than 50% were 
active smokers.
Overall, the present study shows that the vast majority of 
patients suffering an ACS had been receiving insufficient 
preventive management of classical CV risk factors, 
while some individuals had not been receiving such 
management at all. A significant underuse/underdose 

of lipid-lowering medications, especially statins, in 
both primary and secondary prevention, was shown. An 
even greater underuse was noticed regarding the novel 
glucose-lowering medications (GLP-1Ras and SGLT-
2i), which have been recently shown to reduce CV 
events in patients with DM at high CV risk. The use of 
antiplatelet/anticoagulant agents was sufficiently high 
in secondary prevention but relatively low in high and 
very high-risk patients of the primary prevention group, 
with the exception of patients with diabetes, in whom it 
slightly surpassed 50%. Last but not least, an alarming 
finding of the present study is the high proportion of 
active smokers in all groups. Vigorous counselling for 
smoking cessation and offering of structured smoking 
cessation programs are urgently needed.
In line with the results of the present study, previous 
studies have also shown concerning gaps in managing 
CV risk factors in patients with a history of CVD 
[12], diabetes [13] and acute myocardial infarction 
[14]. To our knowledge, however, no previous studies 
have considered the adequacy of CVD prevention 
management in the context of risk stratification according 
to the ESC/EAS guidelines in patients presenting with 
ACS. This approach offered the opportunity to eschew 
some limitations of larger registry-based studies, such 
as missing information and misclassification of CVD 
risk. The present analysis included a broad range of risk 
factor management, including lipid-lowering, glucose-
lowering and antiplatelet medications. Importantly, 
very few studies have yet reported on the use of the 
newer glucose-lowering medications in this population. 
Additionally, the prospective inclusion of patients 
offered more accurate data collection and ascertainment 
of actual ACS events. Finally, the study population 
came from Greece, a medium-to-high income country 
under austerity measures, in which such an analysis has 
not been previously performed. On the other hand, the 
present study has some important limitations: first, this 
is a single-center study, a fact limiting representativeness 
of the sample population and generalizability of the 
results; second, the number of ACS events is relatively 

Tab. III. Prevention measures, active smoking and target achievement of key metabolic parameters in patients without previous CVD (primary 
prevention group).

Patients without previous CVD (primary prevention group), n = 134
Diabetes n = 34 No diabetes n = 100

HEART Score VHR n = 31 HR n = 22 MR n = 40 LR n = 7
Statin n (%) 16 (47.1) 10 (32.3) 6 (27.3) 4 (10) 0 (0)
Antiplatelet/anticoagulant 18 (52.9) 5 (16.1) 3 (13.6) 1 (2.5) 0 (0)
Hypertension 18 (52.9) 19 (61.2) 16 (72.7) 7 (17.5) 1 (14.3)
Anti-hypertensive drugs 16 (47) 14 (45.2) 10 (45.4) 4 (10) 0 (0)
SGLT-2-i/GLP-1, n (%) 7 (20.6) - - - -
Smoking 12 (35.3) 12 (38.7) 13 (59.1) 22 (55) 3 (42.7)
LDL-C on target n (%)* 8 (23.5) 8 (25.8) 2 (9,1) 12 (30) 1 (14.3)
LDL-C on target among those on 
statin n (%)*

4 (25) 4 (40) 2 (33,3) 4 (100) -

HbA1c on target n (%)** 21 (61.8) - - - -
* The LDL-C target for VHR and HR patients was considered as < 70 mg/dl, for MR as < 100 mg/dl and for LR as < 115 mg/dl. ** The HbA1c target for 
patients with diabetes was set at < 7.0%
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small and third, some important factors related to CVD 
prevention such as diet habits and physical activity were 
not recorded. Importantly, however, the study population 
included patients admitted during the shift schedule of 
the single participating Cardiology clinic, which, being 
part of the Greek National Health System, allows access 
to virtually all inhabitants of the broader Athens area 
who need emergency care. 
Physician’s lack of awareness, clinical inertia, patients’ 
non-adherence to follow up, the lack of a national 
program for systematic outpatient CVD prevention and 
high cost of newer hypolipidemic and glucose-lowering 
agents, are all probable contributing factors, explaining 
our results [15-17].
In conclusion, data from a single cardiology clinic of 
a tertiary hospital in Greece show that in a substantial 
proportion of patients presenting with ACS, previous 
CVD prevention, both primary and secondary, fails to 
meet the current recommendations. Establishing stricter 
local prescription protocols, implementing adequate 
follow up, enhancing physicians’ awareness and 
addressing clinical inertia might serve as measures to 
improve management and achieve proper care.

Acknowledgements

The project was partially supported by an unrestricted 
grant from Boehringer Ingelheim Hellas. Boehringer 
Ingelheim Hellas was not involved in the study design, 
roll-out, data collection, and data analysis.

Authors’ contribution

S.L., M.B. and J.B. conceived of the presented idea. 
C.S, C.K. and M.S processed the data and performed the 
analysis. C.S. and S.L. wrote the manuscript with input 
from all authors. All authors provided critical feedback 
and helped shape the research, analysis and manuscript.

Informed Consent Statement

Informed consent was obtained from all subjects 
involved in the study. Written informed consent has been 
obtained from the patients to publish this paper.

Conflict of interest statement

The authors declare no conflict of interest.

Ethical approval

The study was approved by the Ethics Committee of our 
institution and was carried out in accordance with the 
Declaration of Helsinki.

References

[1] Sanchis-Gomar F, Perez-Quilis C, Leischik R, Lucia A. Epi-
demiology of coronary heart disease and acute coronary syn-
drome. Ann Transl Med 2016;4:256. https://doi.org/10.21037/
atm.2016.06.33

[2] Bhatnagar P, Wickramasinghe K, Wilkins E, Townsend N. 
Trends in the epidemiology of cardiovascular disease in 
the UK. Heart 2016;102:1945-52. https://doi.org/10.1136/
heartjnl-2016-309573

[3] Visseren FLJ, Mach F, Smulders YM, Carballo D, Koskinas 
KC, Bäck M, Benetos A, Biffi A, Boavida JM, Capodanno D, 
Cosyns B, Crawford C, Davos CH, Desormais I, Di Angelan-
tonio E, Franco OH, Halvorsen S, Hobbs FDR, Hollander M, 
Jankowska EA, Michal M, Sacco S, Sattar N, Tokgozoglu L, 
Tonstad S, Tsioufis KP, van Dis I, van Gelder IC, Wanner C, 
Williams B; ESC National Cardiac Societies; ESC Scientific 
Document Group. 2021 ESC Guidelines on cardiovascular dis-
ease prevention in clinical practice. Eur Heart J 2021;42:3227-
337. https://doi.org/10.1093/eurheartj/ehab484

[4] Gaede P, Lund-Andersen H, Parving HH, Pedersen O. Effect 
of a multifactorial intervention on mortality in type 2 diabetes. 
N Engl J Med 2008;358:580-91. https://doi.org/10.1056/NEJ-
Moa0706245

[5] Bonner C, Fajardo MA, Hui S, Stubbs R, Trevena L. Clinical 
validity, understandability, and actionability of online cardio-
vascular disease risk calculators: systematic review. J Med In-
ternet Res 2018;20:e29. https://doi.org/10.2196/jmir.8538

[6] Conroy RM, Pyörälä K, Fitzgerald AP, Sans S, Menotti A, De 
Backer G, De Bacquer D, Ducimetière P, Jousilahti P, Keil U, 
Njølstad I, Oganov RG, Thomsen T, Tunstall-Pedoe H, Tverdal 
A, Wedel H, Whincup P, Wilhelmsen L, Graham IM; SCORE 
project group. Estimation of ten-year risk of fatal cardiovascular 
disease in Europe: the SCORE project. Eur Heart J 2003;24:987-
1003. https://doi.org/10.1016/s0195-668x(03)00114-3

[7] World Medical Association. World Medical Association Decla-
ration of Helsinki: ethical principles for medical research in-
volving human subjects. JAMA 2013;310:2191-4. https://doi.
org/10.1001/jama.2013.281053

[8] Piepoli MF, Hoes AW, Agewall S, Albus C, Brotons C, Cata-
pano AL, Cooney MT, Corrà U, Cosyns B, Deaton C, Graham I, 
Hall MS, Hobbs FDR, Løchen ML, Löllgen H, Marques-Vidal 
P, Perk J, Prescott E, Redon J, Richter DJ, Sattar N, Smulders Y, 
Tiberi M, van der Worp HB, van Dis I, Verschuren WMM, Bin-
no S; ESC Scientific Document Group. 2016 European Guide-
lines on cardiovascular disease prevention in clinical practice: 
The Sixth Joint Task Force of the European Society of Cardiolo-
gy and Other Societies on Cardiovascular Disease Prevention in 
Clinical Practice (constituted by representatives of 10 societies 
and by invited experts)Developed with the special contribution 
of the European Association for Cardiovascular Prevention & 
Rehabilitation (EACPR). Eur Heart J 2016;37:2315-81. https://
doi.org/10.1093/eurheartj/ehw106

[9]  Davies MJ, D’Alessio DA, Fradkin J, Kernan WN, Mathieu C, 
Mingrone G, Rossing P, Tsapas A, Wexler DJ, Buse JB. Man-
agement of hyperglycemia in type 2 diabetes, 2018. A consensus 
report by the American Diabetes Association (ADA) and the Eu-
ropean Association for the Study of Diabetes (EASD). Diabetes 
Care 2018;41:2669-701. https://doi.org/10.2337/dci18-0033

[10] Roth GA, Mensah GA, Johnson CO, Addolorato G, Ammirati 
E, Baddour LM, Barengo NC, Beaton AZ, Benjamin EJ, Ben-
ziger CP, Bonny A, Brauer M, Brodmann M, Cahill TJ, Carape-
tis J, Catapano AL, Chugh SS, Cooper LT, Coresh J, Criqui M, 
DeCleene N, Eagle KA, Emmons-Bell S, Feigin VL, Fernán-
dez-Solà J, Fowkes G, Gakidou E, Grundy SM, He FJ, Howard 
G, Hu F, Inker L, Karthikeyan G, Kassebaum N, Koroshetz W, 
Lavie C, Lloyd-Jones D, Lu HS, Mirijello A, Temesgen AM, 
Mokdad A, Moran AE, Muntner P, Narula J, Neal B, Ntsekhe 
M, Moraes de Oliveira G, Otto C, Owolabi M, Pratt M, Raja-
gopalan S, Reitsma M, Ribeiro ALP, Rigotti N, Rodgers A, Sa-

https://doi.org/10.21037/atm.2016.06.33
https://doi.org/10.21037/atm.2016.06.33
https://doi.org/10.1136/heartjnl-2016-309573
https://doi.org/10.1136/heartjnl-2016-309573
https://doi.org/10.1093/eurheartj/ehab484
https://doi.org/10.1056/NEJMoa0706245
https://doi.org/10.1056/NEJMoa0706245
https://doi.org/10.2196/jmir.8538
https://doi.org/10.1016/s0195-668x(03)00114-3
https://doi.org/10.1001/jama.2013.281053
https://doi.org/10.1001/jama.2013.281053
https://doi.org/10.1093/eurheartj/ehw106
https://doi.org/10.1093/eurheartj/ehw106
https://doi.org/10.2337/dci18-0033


PRIMARY AND SECONDARY PREVENTION OF CV RISK FACTORS

E603

ble C, Shakil S, Sliwa-Hahnle K, Stark B, Sundström J, Timpel 
P, Tleyjeh IM, Valgimigli M, Vos T, Whelton PK, Yacoub M, 
Zuhlke L, Murray C, Fuster V; GBD-NHLBI-JACC Global Bur-
den of Cardiovascular Diseases Writing Group. Global burden 
of cardiovascular diseases and risk factors, 1990-2019: update 
from the GBD 2019 study. J Am Coll Cardiol 2020;76:2982-
3021. https://doi.org/10.1016/j.jacc.2020.11.010

[11] Buse JB, Wexler DJ, Tsapas A, Rossing P, Mingrone G, Mathieu 
C, D’Alessio DA, Davies MJ. 2019 Update to: management of 
hyperglycemia in type 2 diabetes, 2018. A consensus report by 
the American Diabetes Association (ADA) and the European 
Association for the Study of Diabetes (EASD). Diabetes Care 
2020;43:487-93. https://doi.org/10.2337/dci19-0066

[12] Arnold SV, de Lemos JA, Liu Y, Mues KE, Bhatt DL, Cannon 
CP, Kosiborod M. Adherence to guideline medication recom-
mendations to prevent atherosclerotic cardiovascular disease 
progression among adults with prior myocardial infarction. 
JAMA Netw Open 2020;3:e203032. https://doi.org/10.1001/
jamanetworkopen.2020.3032

[13] Khunti K, Ceriello A, Cos X, De Block C. Achievement of 
guideline targets for blood pressure, lipid, and glycaemic 

control in type 2 diabetes: A meta-analysis. Diabetes Res 
Clin Pract 2018;137:137-48. https://doi.org/10.1016/j.dia-
bres.2017.12.004

[14] Jortveit J, Halvorsen S, Kaldal A, Pripp AH, Govatsmark RES, 
Langørgen J. Unsatisfactory risk factor control and high rate of 
new cardiovascular events in patients with myocardial infarc-
tion and prior coronary artery disease. BMC Cardiovasc Disord 
2019;19:71. https://doi.org/10.1186/s12872-019-1062-y

[15] Brenner S, Oberaigner W, Stummer H. In guidelines physicians 
trust? Physician perspective on adherence to medical guidelines 
for type 2 diabetes mellitus. Heliyon 2020;6:e04803. https://doi.
org/10.1016/j.heliyon.2020.e04803

[16] Cabana MD, Rand CS, Powe NR, Wu AW, Wilson MH, Ab-
boud PA, Rubin HR. Why don’t physicians follow clinical 
practice guidelines? A framework for improvement. JAMA 
1999;282:1458-65. https://doi.org/10.1001/jama.282.15.1458

[17] Arts DL, Voncken AG, Medlock S, Abu-Hanna A, van Weert 
HC. Reasons for intentional guideline non-adherence: A sys-
tematic review. Int J Med Inform 2016;89:55-62. https://doi.
org/10.1016/j.ijmedinf.2016.02.009

Received on August 16, 2022. Accepted on October 12, 2022.

Correspondence: Siafarikas Christos, First Department of Propaedeutic Medicine, Medical School, National and Kapodistrian University of 
Athens, Laiko General Hospital, Agiou Thoma 17, 11527, Athens. Tel.: +306944604258 - E-mail: xsiafar@gmail.com

How to cite this article: Siafarikas C, Liatis S, Kapelios C, Skouloudi M, Bonou M, Barbetseas J. Inadequate management of cardiovas-
cular risk factors prior to admission for an acute coronary event. J Prev Med Hyg 2022;63:E598-E603. https://doi.org/10.15167/2421-4248/
jpmh2022.63.4.2684

© Copyright by Pacini Editore Srl, Pisa, Italy

This is an open access article distributed in accordance with the CC-BY-NC-ND (Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International) license. 
The article can be used by giving appropriate credit and mentioning the license, but only for non-commercial purposes and only in the original version. For further infor-
mation: https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en

https://doi.org/10.1016/j.jacc.2020.11.010
https://doi.org/10.2337/dci19-0066
https://doi.org/10.1001/jamanetworkopen.2020.3032
https://doi.org/10.1001/jamanetworkopen.2020.3032
https://doi.org/10.1016/j.diabres.2017.12.004
https://doi.org/10.1016/j.diabres.2017.12.004
https://doi.org/10.1186/s12872-019-1062-y
https://doi.org/10.1016/j.heliyon.2020.e04803
https://doi.org/10.1016/j.heliyon.2020.e04803
https://doi.org/10.1001/jama.282.15.1458
https://doi.org/10.1016/j.ijmedinf.2016.02.009
https://doi.org/10.1016/j.ijmedinf.2016.02.009
mailto:xsiafar@gmail.com
https://doi.org/10.15167/2421-4248/jpmh2022.63.2.2478
https://doi.org/10.15167/2421-4248/jpmh2022.63.2.2478
https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en

