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Cardiovascular Risk Fact Sheet for Media 
 
How big of a problem is cardiovascular disease? 
 

Cardiovascular disease (CVD) is an enormous and growing problem. In the United States, one 
stroke and one heart attack occur on average every 40 seconds, and one cardiovascular death 
occurs on average every 38 seconds.1,2,3 The number of cardiovascular deaths attributed to 
CVD is increasing and CVD is the No. 1 cause of death for men and women in the United 
States.2,3  
 
It is estimated that nearly half of American adults (121.5 million) have some form of CVD.2 
Annual treatment costs of CVD in the U.S. are in excess of $500 billion, which is more than the 
treatment costs for all cancers combined. Research projects that these annual CVD treatment 
costs could increase to more than $1.1 trillion by 2035.1,4 

These costs often include the care for patients living with the debilitating effects of a heart 
attack or stroke. Not only is their quality of life impacted, but they could also  face costs such 
as rehabilitation; additional hospitalizations; lost work and home productivity; and need to hire 
housekeeping services.5  
 
How can the risk for cardiovascular disease be reduced? 
 
Controlling bad cholesterol, also known as LDL-C, is one way to reduce a patient’s risk for 
cardiovascular events, such as heart attacks, strokes, and even death. This is often 
accomplished through diet, exercise, and prescription drugs, in particular the use of statin 
therapy. However, even with the achievement of target LDL-C levels, millions of patients still 
have significant and persistent risk of cardiovascular events, especially those patients with high 
triglycerides, a type of fat in the blood.6  
 
The Facts: 

• Statin therapy has been shown to control LDL-C, thereby reducing the risk of 
cardiovascular events by 25-35% – but that still leaves 65-75% persistent cardiovascular 
risk remaining.5  

• People with high triglycerides have 35% more cardiovascular events compared to 
people with normal (in range) triglycerides taking statins.7,8,9,10  

• There is only one U.S. Food and Drug Administration (FDA)-approved drug, beyond 
drugs for which the primary focus is LDL-C lowering, to address persistent 
cardiovascular risk in certain high-risk patients on top of statin therapy. This new FDA 
approved drug was approved for its cardiovascular risk reduction indication in December 
2019. 

• In addition, not all patients can tolerate statin therapy.11  
 
What is persistent cardiovascular risk? 
 
Persistent cardiovascular risk is the risk that remains for a cardiovascular event (e.g., heart 
attack, stroke, or death) even after a patient is treated with current standard-of-care therapies, 
such as cholesterol management with statin therapy or treatments to manage blood pressure 
and diabetes. While risk for a cardiovascular event is heightened for people with persistent 
cardiovascular risk, it is even higher for people who have already experienced a cardiovascular 
event.12  
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Persistent cardiovascular risk can be contributed to by sub-optimal life-style choices (e.g., diet, 
exercise) and can be genetic. It often accumulates over extended periods of time as evidenced 
through plaque build-up and other symptoms of atherosclerosis.13  
 
How is persistent cardiovascular risk detected? 
 
CVD is chronic and often asymptomatic until patients experience a cardiovascular event.14 
Current standard of care for management of cardiovascular risk emphasizes first managing 
cholesterol, blood pressure and diabetes.15 Shortness of breath and chest pain are other 
symptoms which can sometimes lead to detection prior to a cardiovascular event and lead to 
heart bypass surgery or coronary stenting to help mitigate some of the risk.16 This is why earlier 
detection and prevention is important.    
 
Advanced testing can help to assess persistent cardiovascular risk, such as coronary artery 
calcium (CAC) scoring via a CT scan (computed tomography).17 However, CAC scoring is 
imperfect, somewhat expensive, time consuming, and generally not practical for screening 
millions of potentially at-risk patients.18  
 
Triglyceride level monitoring, which is included in routine blood test results when cholesterol is 
measured, is gaining attention as a readily available marker of persistent cardiovascular risk.19 
The use of triglyceride levels as an identifier of cardiovascular risk is supported by 
epidemiological, genetic, and clinical data.20 Whether lowering triglyceride levels alone provides 
cardiovascular risk reduction, or whether it is necessary to address underlying factors which 
may have contributed to the elevated triglyceride levels remains to be established. 21  
 
How many people are impacted by persistent cardiovascular risk? 
 
There are millions of people with CVD or cardiovascular risk factors who are on standard-of-
care medications for cholesterol, high blood pressure, and diabetes but remain at risk of a 
cardiovascular event due to elevated triglycerides. In the United States, approximately 12 million 
statin-treated patients have triglyceride levels ≥150 mg/dL, and more than half of these patients 
are also estimated to be at particularly high cardiovascular risk as a result of having established 
CVD or diabetes and multiple other cardiovascular risk factors.21 In addition, as many as 20% of 
individuals with a clinical indication for statin therapy experience some degree of statin 
intolerance.22 Because persistent cardiovascular risk often accumulates over a lifetime and can’t 
be easily reversed and is more prevalent in men and women over the age of 45, younger adults 
need to be aware of their potential risk of cardiovascular events.23  
 
Why are FDA-approved treatments to reduce persistent cardiovascular risk limited? 
 
Developing effective therapies for chronic medical conditions, while needed, is difficult, 
expensive and time-consuming. There have been various attempts over the past two decades 
to address persistent cardiovascular risk (e.g., CETP inhibitors, fibrates, niacin, fish oil 
mixtures), however, many have failed to demonstrate significant cardiovascular benefit on top of 
statins. 
 
Feedback from the medical community suggests that a treatment for persistent cardiovascular 
risk should be proven to be safe and effective through a robust outcomes study, well-tolerated, 
orally-administered, and cost effective.  
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For more information about Amarin, visit www.amarincorp.com. 
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