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Why cardiovascular disease demands its own seat at the health policy table
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Cardiovascular disease kills more Europeans than any other cause, and it is not close. It accounts for
roughly 1.7 million deaths a year in the European Union alone, and close to four in ten deaths across
the wider European region — more than all cancers combined. It is the leading cause of death for both
men and women in the great majority of European countries, a fact that surprises many people who
associate cardiovascular risk primarily with older men and assume cancer has overtaken it as the
region's principal killer. The economic burden is similarly outsized: cardiovascular disease is estimated
to cost the EU economy over €280 billion a year in healthcare spending, productivity losses and informal
care, according to European Heart Network analysis. And yet, unlike cancer, which has its own
dedicated European mission, strategy and multi-billion-euro funding programme under Europe's
Beating Cancer Plan, cardiovascular disease has historically lacked an equivalent, dedicated policy
vehicle at EU level — a gap the organisers of this inaugural summit are explicitly seeking to close by
convening policymakers, clinicians, researchers, patient groups, medtech providers, digital-health

developers and investors under one roof for the first time.

That gap matters because cardiovascular disease is, in a very real sense, one of the more preventable
and manageable categories of chronic iliness available to modern medicine. The tools to reduce its
burden substantially — blood pressure control, cholesterol management, smoking cessation, better
diabetes and obesity care, timely intervention after a cardiac event — are neither exotic nor
prohibitively expensive by the standards of contemporary healthcare. The persistence of cardiovascular
disease as Europe's biggest killer is, to a significant extent, a story of implementation and access failing

to keep pace with what is already known to work.



A burden that falls unevenly

Aggregate European figures mask enormous disparities. Age-standardised cardiovascular mortality
rates in parts of Central and Eastern Europe run two to three times higher than in Western Europe, a
gap that has persisted, and in some countries widened, over the past two decades despite overall EU
convergence in other areas of health. Within countries, cardiovascular mortality tracks socioeconomic
deprivation closely: lower-income and less-educated populations face substantially higher rates of
hypertension, obesity and smoking, and correspondingly higher rates of heart attack and stroke,

alongside worse access to timely specialist care.

There is also a persistent and well-documented gender gap in cardiovascular care that the field is only
belatedly reckoning with. Women experience heart attacks with different, often less 'classic' symptom
profiles than men, and evidence consistently shows they are diagnosed later, less likely to receive
guideline-recommended interventions such as timely revascularisation, and under-represented in the
clinical trials that generate the evidence base for cardiovascular treatment. Women's cardiovascular
research and care pathways are increasingly recognised, including by several patient advocacy
organisations attending forums like this one, as an area where closing an evidence and treatment gap

could meaningfully reduce mortality without waiting for any new drug or device.

Prevention: the highest-return investment health systems are still
underfunding

The clinical evidence on cardiovascular risk reduction is about as settled as anything in medicine.
Controlling blood pressure, managing LDL cholesterol, stopping smoking, treating diabetes and
addressing obesity together account for the overwhelming majority of preventable cardiovascular
events. Population-level modelling consistently shows that investment in prevention — primary care-
based screening and management, public health measures on tobacco and diet, workplace and
community health programmes — delivers a substantially higher return per euro spent than investment
in acute treatment after an event has already occurred. Despite this, prevention remains chronically
underfunded relative to acute cardiac care in most European health systems, a mismatch that reflects

how healthcare financing tends to reward treating illness over preventing it.

Two developments are shifting this balance somewhat. The first is a new generation of pharmacological
options — GLP-1 receptor agonists originally developed for diabetes and weight management have
shown, in major outcome trials, meaningful reductions in cardiovascular events independent of their
effect on weight, prompting a rapid reassessment of how obesity and metabolic risk factors are
managed as cardiovascular risk factors in their own right rather than as separate conditions. The second
is the maturing evidence base for structured, systematic primary care screening programmes — for
hypertension and atrial fibrillation in particular — which are increasingly supported by inexpensive
point-of-care and wearable technology that make population-level screening logistically feasible in a

way it was not a decade ago.



Innovation in diagnosis and treatment

Cardiovascular medicine has been an early and enthusiastic adopter of digital and Al-enabled tools, and
the innovation pipeline evident at this year's summit reflects that. Al-assisted interpretation of ECGs
and echocardiograms is improving detection of conditions such as atrial fibrillation and heart failure
with preserved ejection fraction that are notoriously easy to miss on standard review. Consumer
wearables capable of detecting irregular heart rhythms have moved from novelty to genuinely useful
clinical adjunct, generating enough validated real-world evidence that several European cardiology
societies have updated guidance on how clinicians should respond to wearable-detected arrhythmia
alerts. Remote monitoring for heart failure patients — tracking weight, symptoms and, in some
programmes, invasive pulmonary artery pressure via implanted sensors — has demonstrated
reductions in hospital readmission in multiple randomised trials, an outcome with direct significance

for health systems given that heart failure remains one of the costliest chronic conditions to manage.

On the interventional side, minimally invasive procedures continue to expand the population that can
be treated without open surgery: transcatheter aortic valve implantation (TAVI), once reserved for the
highest-risk surgical patients, is now used far more broadly, and similar catheter-based approaches are
advancing for mitral and tricuspid valve disease. Structural heart innovation of this kind sits at the
centre of medtech investment interest, and is a significant part of why investors are as prominent a

constituency at this summit as clinicians and policymakers.

The investment and industry landscape

Cardiovascular disease's sheer scale — as both a health and an economic burden — makes it one of the
more resilient areas of health investment even amid broader fluctuations in venture and medtech
funding. Digital health investors have increasingly concentrated on remote monitoring and Al-assisted
diagnostics platforms with demonstrable reimbursement pathways, reflecting a broader shift in health-
tech investing away from consumer wellness applications and towards tools with a clear clinical and
payer value proposition. Medtech investment remains concentrated in structural heart interventions
and next-generation implantable devices, areas where an ageing population and expanding treatment
eligibility criteria provide a relatively predictable long-term demand curve. Pharmaceutical investment
in cardiovascular and cardiometabolic disease has been reinvigorated by the crossover success of GLP-
1 therapies, prompting renewed research and development spending in adjacent cardiometabolic and
lipid-lowering therapeutic areas that had, in some cases, been comparatively neglected over the

previous decade in favour of oncology.

For policymakers and health system leaders at the summit, the presence of this investor community is
not incidental. Translating cardiovascular innovation into population-level impact depends on health
systems being able to fund adoption at scale — through reimbursement decisions, procurement
frameworks and health technology assessment processes — at a pace that keeps up with an
increasingly crowded and well-funded innovation pipeline. A mismatch between innovation supply and
health system adoption capacity risks leaving genuinely beneficial technologies stranded in limited pilot

deployment, echoing a pattern seen across other areas of digital health.



Integrated care as the organising principle

Cardiovascular disease rarely occurs in isolation. It shares risk factors and pathophysiology with
diabetes, chronic kidney disease and obesity so extensively that clinical and health system thinking has
increasingly moved towards treating cardiovascular, renal and metabolic conditions as an
interconnected cluster — sometimes described as cardio-renal-metabolic disease — rather than as
separate specialties with separate care pathways and separate budgets. This has practical implications
for how health systems organise care: integrated clinics that manage a patient's blood pressure,
glucose, weight and lipids together, rather than sending the same patient to three or four different
specialists on three or four different visits, are showing better outcomes and better resource efficiency

in early implementations across several European health systems.

It also has implications for how research, regulation and reimbursement are structured, since therapies
that address one node of this cluster — a GLP-1 agonist, for instance — increasingly need to be
evaluated and funded with reference to their effects across the whole cluster rather than within the
narrower confines of a single therapeutic indication. This is a significant organisational and cultural shift
for health systems built around specialty silos, and is likely to be a recurring theme as the summit's

clinical, policy and industry participants compare notes.

Why an inaugural, dedicated summit matters

Cardiovascular disease has long been treated, implicitly, as a solved problem in European health policy
— a condition with well-established guidelines and well-understood risk factors, in contrast to newer
and more headline-grabbing priorities such as cancer or, more recently, artificial intelligence in health.
The mortality and economic figures tell a different story: this is the single largest cause of death on the
continent, with resilient but underexploited prevention opportunities, significant and persistent
inequities by geography, sex and socioeconomic status, and a genuinely fast-moving innovation pipeline

that health systems are not yet consistently equipped to adopt at scale.

Bringing policymakers, clinicians, researchers, patient groups, medtech and digital-health developers,
and investors together for the first time at a dedicated cardiovascular summit reflects a recognition
that closing this gap requires the same kind of coordinated, cross-sector attention that has been applied
to cancer for the past several years. The measure of the inaugural Cardiovascular Health Summit's
success will not be the quality of its discussions alone, but whether it catalyses the kind of dedicated
policy architecture — a European cardiovascular plan, sustained funding, systematic prevention
investment — that has been notably absent for a disease category that remains, by a wide margin,

Europe's leading cause of death.



