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The DA VINCI study

Provides contemporary information regarding LDL-C goal attainment for patients 
across Europe in diverse healthcare settings and previously

under-studied patient groups1

Explores cardiovascular risk based on 2019 ESC/EAS guidelines
compared with the 2016 guidelines1

Design

Cross-sectional observational study, 18 European countries, patients prescribed LLT 
for primary or secondary prevention in primary or secondary care1

Study results1

Goal attainment was more likely in patients treated with statin in combination with 
ezetimibe or PCSK9i therapies, being 54% (95% CI, 47–61) and

67% (95% CI, 47–82) respectively1

Main barriers

Statin therapy in CV care

Possible solutions

Even with 
optimised 

statin usage, 
greater utilisation 
of non-statin LLT is 
likely needed to 
reduce the gaps 

between guideline 
recommendations and 

implementation for 
those patients at 

greatest risk

Takeaway

Barriers to statin therapy implementation

ESC/EAS 2019 LDL-C targets1
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Low–moderate CV 
risk <2.6 mmol/L

High CV risk
<1.8 mmol/L

Very high CV risk
<1.4 mmol/L

55%

Background

>20% of patients enrolled in a 
cross-sectional observational study in Europe 

(EURIKA) had triglyceride or high-density 
lipoprotein, which is associated with poor CV 

outcomes and increased risk of CVD2

CVD contributes to four million deaths 

in Europe every year3, yet ~55% of 
participants in the EURIKA study had 

markers of atherogenic dyslipidaemia and 
were not receiving LLT2

Note: study participants were European, aged ≥50 years with ≥1 
CV risk factor but no history of CVD
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Overall (n = 172)

Low-intensity statin monotherapy (n = 6)

Moderate-intensity statin monotherapy (n = 72)

High-intensity statin monotherapy (n = 34)

Ezetimibe combination (n = 46)

PCSK9i combination (n = 3)

Other LLT (n = 11)

Overall (n = 1,219)

Low-intensity statin monotherapy (n = 61)

Moderate-intensity statin monotherapy (n = 734)

High-intensity statin monotherapy (n = 206)

Ezetimibe combination (n = 119)

PCSK9i combination (n = 19)

Other LLT (n = 80)

Overall (n = 593)

Low-intensity statin monotherapy (n = 30)

Moderate-intensity statin monotherapy (n = 377)

High-intensity statin monotherapy (n = 112)

Ezetimibe combination (n = 24)

PCSK9i combination (n = 3)

Other LLT (n = 47)

Overall (n = 89)

Low-intensity statin monotherapy (n = 4)

Moderate-intensity statin monotherapy (n = 61)

High-intensity statin monotherapy (n = 18)

Ezetimibe combination (n = 2)

PCSK9i combination (n = 0)

Other LLT (n = 4)

Low risk
(n = 172)*

Moderate risk
(n = 1,219)

High risk
(n = 593)

Very high risk
(n = 89)

Proportion of patients 
receiving LLT (%)

Proportion of patients 
achieving goal (%)

2016/2019 risk-based LDL-C targets:

Low risk: 2016/2019, <3.0 mmol/L

Moderate risk: 2016, <3.0 mmol/L; 2019, <2.6 mmol/L

High risk: 2016, <2.6 mmol/L; 2019, <1.8 mmol/L

Very high risk: 2016, <1.8 mmol/L; 2019, <1.4 mmol/L

Figure 1. A comparison of 2016 and 2019 goal attainment. Note that in 
individuals at high and very high CV risk, 2019 goal attainment was ~half 
that of 2016 (25% [95% CI, 22–29] vs 63%, and 11% [95% CI, 6–20] vs 21%, 
respectively) (Adapted1). *Goal attainment for low risk was the same for 
2016 and 2019 (<3.0 mmol/L), therefore only one bar is displayed

Figure 2. Barriers to the implementation of statin therapy (Adapted4)

2016 2019
Overall 

Moderate-intensity statin monotherapy 
Low-intensity statin monotherapy 

High-intensity statin monotherapy  
Ezetimibe combination

PCSK9i combination

Other LLT

Di�erences in goal attainment with statin monotherapy most apparent in 
very high-risk patients to reach an LDL-C goal <1.8 mmol/L

Use of ezetimibe and PCSK9i combined with statins was low
(9% and 1%, respectively) compared with statin monotherapy, however 
these combination therapies achieved the lower 2019 LDL-C goals 
compared with 2016 (37% and 57%, respectively)

In the ezetimibe combination, 2016 and 2019 goal attainment was 53% and 
20% respectively, while in the PCSK9i combination goal attainment was 67% 
and 58% respectively

Patients not attaining goals are more likely to require add-on non-statin 
therapies, such as ezetimibe or PCSK9i, which may reduce LDL-C by a further 
20–25% and 50–60%, respectively1

Overall, 57% (95% CI, 43–70%) of patients receiving PCSK9i combination 
therapy, and 37% (95% CI, 32–42) of those receiving ezetimibe combination 
therapy achieved their risk-based LDL-C goal1

Statin intolerance is associated with 
a greater risk of cardiovascular 

events, and remains an important
clinical challenge6 According to a 

meta-analysis, the 
prevalence of statin 

intolerance
is 9.1%6

According to one study, the most 
common reason for statin 
discontinuation is the fear

of statin-associated
muscle/joint symptoms5

Abbreviations: CI, confidence interval; CV, cardiovascular; CVD, cardiovascular disease; ESC/EAS guidelines, European Society of Cardiology/ European Atherosclerosis 
Society Guidelines for the management of dyslipidaemias: lipid modification to reduce cardiovascular risk; LDL-C, low-density lipoprotein cholesterol; LLT, lipid-lowering 
therapy; PCSK9i, proprotein convertase subtilisin/kexin type 9 inhibitors
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underdosed
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To identify true statin-associated 
muscle symptoms, you may refer 

to the tool available here
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https://www.nps.org.au/professionals/managing-lipids/statin-associated-muscle-symptoms-sams

