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Summary 
Cardiovascular disease (CVD) is a leading cause of death in the UK, particularly impacting 
socioeconomically disadvantaged and ethnic minority groups. Optimal lipid management is 
crucial for preventing severe morbidity and mortality related to CVD, with programmes like the NHS 
Long Term Plan and the Core20PLUS5 framework emphasising its importance. However, despite 
efforts to improve treatment, inequalities persist, with a significant proportion of CVD patients not 
receiving optimal care, particularly among minority ethnic groups and those in socioeconomically 
disadvantaged areas. 

Whilst recognising the critical importance of wider public health efforts on CVD prevention, primary 
care services have a significant role to play in mitigating inequalities in lipid management within 
health care. Evidence on inequalities across the cholesterol pathway suggests that improvements 
can be achieved with the optimal use of patient registers in disease management and systematic 
flagging of patients at risk, as well as with multifaceted interventions in three areas: 

1. Identification and empowerment of disadvantaged patients at risk through culturally tailored 
screening programmes led by community coalitions and education for primary care professionals to 
address implicit biases and health inequalities.

2. Optimisation of treatment with quality improvement interventions focusing on lifestyle changes, 
medication, and community health worker support for training and patient care.

3. Intensification of treatment to help disadvantaged patients reach cholesterol goals with 
structured coaching models, regular risk assessments, evidence-based therapeutic choices, patient 
engagement, and practitioner adherence to national guidelines.

Current challenges
Cardiovascular disease (CVD) remains a major 
cause of mortality and driver of health inequalities 
in the UK (1). According to the latest data from the 
British Heart Foundation, in 2019 more than 160,000 
people died of CVD of which more than 43,000 
were under 75 years old (2). People living in the 
most socioeconomically disadvantaged regions 
in England face nearly four times the risk of dying 
prematurely of CVD compared with those in the 
least deprived areas. Moreover, CVD prevalence 
is higher among men, older individuals, those 
with severe mental illnesses, and people of South 
Asian or African Caribbean descent (3). Literature 
suggests that tackling these inequalities requires 
co-ordinated public health efforts targeting 
structural drivers like food insecurity (4) and 

‘obesogenic environments’ (5), measures that will 
mitigate the impact of financial hardship on poorer 
households (6) together with equitable primary 
care services (7).

Raised low density lipoprotein (LDL) cholesterol is 
one of the key risk factors for the development of 
CVD as it is associated with heart attack, stroke, 
need for bypass surgery, and death. However, it can 
be lowered with a combination of lifestyle changes 
and optimal pharmacological treatment (8) when 
individuals’ genetic profiles and socioeconomic 
circumstances allow. A modelling study based on 
data from the Health Survey for England analysed 
changes in observed mean total cholesterol levels 
in the adult England population between 1991–92 
(baseline) and 2011–12. The findings showed that 
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Figure 1: Percentage of patients aged 18 and over with 
GP recorded CVD, who are currently treated with lipid 
lowering therapy and meet the cholesterol target across 
deprivation groups.

during the study period mean total cholesterol 
declined from 5.86 mmol/L (95% CI: 5.82–5.90) to 
5.17 mmol/L (95% CI: 5.14–5.20) and that statins 
were responsible for almost a third of this reduction. 
The reduction was found to be greater among the 
more deprived groups (9,10).

Optimal lipid management especially for people 
with increased risk of CVD is therefore crucial for 
the prevention of severe morbidity and mortality. 
In 2019, the NHS Long Term Plan acknowledged 
CVD as the single biggest area where the NHS 
can save lives over the next 10 years (11). Later, 
the Core20PLUS5 framework for reducing health 
inequalities identified optimal lipid management 
as one of the five clinical areas that require 
accelerated improvement (12). 

However, researchers have recently estimated 
that across England almost 20% of people with 
CVD do not receive optimal treatment. Reducing 
by only 111,410 patients (almost 5%) has the 
potential to prevent more than 6,500 CVD events 
and 805 related deaths in three years (13). CVD 
PREVENT data highlights that minority ethnic 
groups and people with recorded CVD from 
socioeconomically deprived areas are more likely 
to be treated with lipid lowering therapy (LLT) but 
still have higher cholesterol levels – see Figures 
1 and 2 (14). This evidence hints at the important 
role of the social determinants of health (7,15). 
It also suggests that there may be inequalities 
across the cholesterol pathway (16) due to, for 
example, inefficient diagnosis and/or treatment 
of hypercholesterolaemia (17) or culturally 
inappropriate lifestyle advice for ethnic minority 
patients (18). 

The cholesterol pathway in primary prevention 
(19) involves assessing CVD risk, discussing 
lifestyle changes and addressing modifiable risk 
factors for CVD, assessing for secondary causes 
of dyslipidaemia, and offering lipid modification 
therapy, most commonly statins, to those at 
increased risk of CVD. A great emphasis is put on 
patient engagement and patient-centred shared 
decision making. People with established CVD 
are advised to start lipid modification therapy for 
secondary prevention, using high intensity statins 
unless contra-indicated (20). GP practices are 
supported in their work on lipid management 
through QOF incentives (20) and digital tools (lipid 
management searches) that support patient 
identification and management (21).

The evidence that follows summarises what works 
in reducing inequalities across the cholesterol 
pathway in primary care.

Figure 2: Percentage of patients aged 18 and over with 
GP recorded CVD, who are currently treated with lipid 
lowering therapy and meet the cholesterol target across 
ethnicity groups.
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https://www.nhsbenchmarking.nhs.uk/cvdpreventlanding
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Summary of evidence
Using our evidence maps, we identified 18 studies 
exploring what works in reducing inequalities in 
optimal lipid management; seven were either 
a systematic or a rapid review and eleven were 
primary studies. Evidence was organised across 
the different points of the NHS England cholesterol 
pathway as following:

1. Identification and empowerment of 
disadvantaged patients at risk

2. Optimisation of treatment

3. Intensification of treatment to help 
disadvantaged patients reach cholesterol goals

Identification and empowerment of 
disadvantaged patients at risk

A systematic review (22) examined to what 
extent engaging community representatives in 
collaborations with multi-sector private and public 
organisations to identify common health issues, 
design programs, and interventions can reduce 
health inequalities affecting racial and ethnic 
minority groups. Based on 58 studies, the authors 
concluded that such initiatives are likely to connect 
service providers with communities in beneficial 
ways for individuals and care delivery systems. One 
of the US reviewed studies based on survey data of 
22 communities across 5 years showed decreased 
racial and ethnic disparities in cholesterol 
screening between intervention communities and 
the total population, and decreased disparities 
related to education level within intervention 
communities (23). The intervention was delivered 
to four ethnic minority groups and concerned the 
formation of funded community coalitions which 
designed, implemented and evaluated community 
driven strategies to eliminate disparities in 
cardiovascular disease. The logic model of the 
coalition included capacity building by working with 
local or state health departments, universities or 
research organisations to address health issues; 
targeted actions ranging from community-wide 
campaigning to screening events; and community 
and system change in terms of social determinants 
of health to reduce barriers of access to healthcare. 

Another systematic review of primary prevention of 
cardiovascular disease in indigenous populations 
in Australia showed that to improve routine 
risk assessment a holistic approach which 
encompasses environmental health, justice, 
housing and psychosocial wellbeing which 
embraces local and cultural perceptions of health 
is needed (24). The review included 19 descriptive, 
mixed methods, audits or intervention studies. 

Finally, a study conducted in a large setting of 
university clinics in the US with 18,757 patients 
showed that intensive focused education regarding 
implicit biases and health inequalities among 
clinicians can reduce inequalities in lipid screening 
and treatment with ethnic minority patients at risk 
of CVD being more likely to get tested and treated 
with statins (25).

Optimisation of treatment

A systematic review of community-based 
health workers (CHWs) interventions to improve 
chronic disease management and care among 
vulnerable populations identified five studies 
showing a positive impact on lipid management 
(26). The studies were conducted in the US and 
targeted populations combining ethnic minority 
background (African American or Hispanic) and 
low socioeconomic status. Studies’ samples 
ranged from more than 300 up to 869 participants. 
The authors concluded that the involvement of 
CHWs can promote cholesterol reduction. Three 
of the studied interventions focused on primary 
prevention and aimed to encourage changes in 
nutrition, especially salt and fat intake, and physical 
activity (27–29). They used multilingual CHWs who 
delivered culturally tailored educational sessions 
and support attending to the diet and exercise 
habits of the group alongside expert advice and/or 
small group sessions. 

The other two studies focused on secondary 
prevention and aimed at the optimisation of 
medication and lifestyle modifications to improve 
adherence to treatment (30,31). In both studies, 
CHWs played a supportive and empowering role 
alongside counselling, monitoring and prescribing 
offered by other primary care practitioners. 
The reviewed literature shows that involving 
community workers should be one aspect of 
multifaceted interventions as it is likely to increase 
acceptability of interventions among marginalised 
communities (32) and impact behaviour changes 
(33). Moreover, a rapid review of interventions to 
tackle health inequalities in cardiovascular risks 
for socioeconomically disadvantaged populations 
confirms that existing evidence concerns a large 
variety of interventions of different components 
but does not offer adequate guidance on which 
of those interventions or their components are 
effective in optimising lipid management (34). 
The conclusions were based on 19 primary studies 
conducted in Organization for Economic Co-
operation and Development (OECD) countries.

Further, an equity-oriented systematic review of 
quality improvement (QI) strategies in primary care 
to reduce inequalities in diabetes care identified 
30 randomized trials that reported on cholesterol 
outcomes. An innovative diabetes symptom 
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Transferable evidence

Transferable evidence from the EQUALISE 
study suggests that consistent data collection 
on patients’ ethnicity and socioeconomic 
position and keeping patients’ records up to 
date with accurate contact details are key for 
reducing inequalities in the identification and 
management of disadvantaged patients at 
high risk of CVD (7). Further, the FAIRSTEPS study 
has shown that systematic flagging of patients’ 
records to identify those who may be vulnerable 
to inequalities in health prevention (eg health 
checks) is a useful and feasible way to reduce 
inequalities in health outcomes (43).

Limitations

Evidence discussed in this brief comes 
largely from systematic and rapid reviews on 
cardiovascular disease conducted in the mid-
2010s which means that recent literature has not 
been considered. The studies discussed do not 
adopt a common definition of disadvantaged 
populations, with targeted populations often 
combining minority ethnic background and low 
socioeconomic status. Most of the discussed 
evidence focuses on what works in improving 
lipid management related outcomes among 
disadvantaged groups but does not offer 
measurable indicators of the impact of such 
interventions on the range of inequalities, nor 
on how primary care interventions can address 
social determinants of health. 

awareness and self-management educational 
programme led to significant reductions in total 
cholesterol and LDL cholesterol in a repeated 
measures randomized controlled trial with 72 
Mexican Americans (35). Significant reductions 
in cholesterol and triglycerides were also found 
in a randomised controlled trial with 79 Korean 
American immigrants who received structured 
psychobehavioural education, home glucose 
monitoring with teletransmission, and bilingual 
nurse telephone counselling (36). A telemedicine 
management was also effective in reducing 
cholesterol levels among Medicare recipients 
living in medically underserved areas in New York 
as shown in a randomised controlled trial with 
1665 participants (37). Finally, a ‘reminder’ and 
‘reminder plus feedback’ intervention which utilised 
computerised systems to produce physician 
reminders showed an improvement for LDL 
cholesterol in a trial with 4,138 African American 
patients (38).

Intensification of treatment to help  
disadvantaged patients reach cholesterol goals

A clinical trial conducted also in the US with 
socioeconomically disadvantaged Latinx and 
African American populations showed that 
health coaching delivered by trained bilingual 
medical assistants can help patients achieve 
cholesterol goals. Coaching involved a structured 
model of supporting patients inside and outside 
examination rooms to understand their situation, 
engage in action plans, manage and adhere to 
their medication, adopt lifestyle changes and 
address social determinants of health. Additionally, 
it involved closely working with the broader care 
team, taking notes during visits and advocating for 
patients’ agenda (39). Committing to structured 
models and guidelines that involve the periodic 
assessment of patients was highlighted as 
a beneficial factor for achieving cholesterol 
targets by another clinical trial conducted in the 
Netherlands with hard-to-reach populations 
living in deprived neighbourhoods (40). Further, 
transferable evidence from the EQUALISE study 
suggests that the extent to which health care 
practitioners follow national guidelines can be 
affected by their own biases, so educational 
interventions that tackle biases can be a useful 
intervention to help disadvantaged patients 
achieve cholesterol targets (41).

Finally, a recent study explored the utility of 
machine learning to cholesterol-lowering 
pharmacotherapy in 48,226 patients registered 
across six general practices in South London. The 
findings show that machine learning data-science 
analytics can contribute to the identification of 
suboptimal cholesterol-lowering prescribing, 
identification of patients who could benefit from 
more intensified therapy, and recommending 
evidence-based therapeutic options aligned with 
national guidelines (42).
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What works: key 
recommendations

The Grading of Recommendations, Assessment, Development 
and Evaluations (GRADE) framework has been adopted to grade 
the quality of the evidence and support recommendations. (44)

Recommendation Target 
audience

GRADE 
certainty

Recommendations from the cholesterol management literature 

A multi-component approach is needed to address inequalities in cholesterol 
management and should include some or all of the following:

Practices/ 
PCNs/ICBs

   
High 

Co-create screening programmes that are culturally tailored and 
address intersectional structural barriers in access through a place-
based approach and trusting relationships across actors.*

Practices/ 
PCNs/ICBs /
Nationally

   
Moderate

Deliver intense educational modules focusing on tackling implicit biases 
and health inequalities for primary care professionals.* 

Practices/ 
PCNs/ICBs /
Nationally

    
Moderate

Involve community health care workers to encourage the engagement 
of disadvantaged groups with interventions that promote behaviour 
changes. 

Practices/
PCNs/ICBs

    
Moderate

Involve health coaches and/or healthcare assistants in case 
management to ensure regular risk assessments, adherence to national 
guidelines, and to advocate for patient agenda.

Practices/
PCNs/ICBs 

    
Moderate

Integrate machine learning technology to produce evidence-based 
intensive treatment plans.

Practices/
PCNs/ICBs

   
Very low

Recommendations from transferrable equity-focused literature

Consider flexible approaches to cholesterol management, such as location 
of service and appointment times, across the prevention pathway to support 
patients who are unable to follow a standard pathway (evidence from 
EQUALISE study). 

Practices/
PCNs/ICBs

     
Low

Use equity-focused quality improvement principles to improve overall 
cholesterol management in addition to addressing inequalities (see 
our complementary guide on How to undertake Equity-Focused Quality 
Improvement). 

Practices/
PCNs/ICBs

    
Low

Practices should consider flagging patient records to identify patients with 
high cholesterol and vulnerable to cardiovascular disease (see evidence 
from FAIRSTEPS) (43)

Practices     
Low

The following recommendations focus on primary care although we acknowledge that reducing 
inequalities in lipid management and CVD risk requires co-ordinated public health initiatives and policy 
change to address social determinants of health and the structural drivers of inequalities.

*The recommendations echo the inclusive and community-centred principles for equitable general 
practice identified in the EQUALISE study.
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          Patient voice
Two members of the Health Equity Evidence 
Citizens’ Panel shared their own experiences.

“My diagnosis happened as a result of a short 
stay in hospital for chest pain. At that time 
there was only a history of congenital heart 
defects in my mother and my twin sister. I 
was given statins and received yearly blood 
tests. In 2014, I was given two stents in my 
right coronary artery, as it was totally blocked. 
As time has passed my statin dose was 
increased to the maximum dose. 

My husband’s story was totally different. His 
sister had a stroke and it was discovered she 
had very high cholesterol. She advised my 
husband to get his checked. We both went to 
see his Royal Air Force doctor and explained 
about his sister. The doctor thought that the 
chance of him having high cholesterol was 
small. We insisted that he be tested. The 
results showed we were right to insist as his 
cholesterol was very high, worryingly so. He 
was put on statins and checked yearly.”

“It is frightening to realise that close family 
relatives have died from CVD, and know that 
lipid monitoring and management may have 
prevented the early loss of life. I consider 
myself fortunate to know about familial 
hypercholesterolaemia. My mother had a heart 
attack and an emergency triple bypass surgery 
at the age of 52. It was a shock. I am 56 and 
have been on statins to lower lipid levels for 12 
years. 

Achieving health care equity is important to 
provide those most at risk of CVD, with a care 
pathway that identifies and addresses the 
multiple intersecting barriers they face. I am 
fortunate to have a GP who – considering my 
family history – has monitored my lipid levels 
and treated me with medication. However, I can 
effectively communicate and share my insight 
and convey my needs, not everyone is equally 
able to do so. Familial hypercholesterolaemia 
went undetected across two maternal 
generations, despite multiple, untimely CVD 
deaths. Education at community and system 
level is crucial to promote early intervention 
through lipid monitoring. For me, timely access 
through primary care detected early onset of 
CVD, and effective monitoring and treatment 
have been crucial for my health. Lipid testing 
saves lives and reduces the burden on 
healthcare systems. Prevention is better than a 
cure.”

Useful links
• Size of the Prize – Helping the NHS to Prevent Heart Attacks and Strokes at Scale
• CVDPREVENT Data & Improvement Tool
• Lipid management searches

What is the Living Evidence Map on what works to 
achieve equitable lipid management in primary care?

Using AI-powered software called EPPI-Reviewer, 
the Health Equity Evidence Centre has developed a 
Living Evidence Map of what works to address health 
inequalities in primary care. The software identifies 
research articles that examine interventions to address 
inequalities. The evidence map contains systematic 
reviews, umbrella reviews. More information can be 
found on the Health Equity Evidence Centre website.

Suggested citation: Gkiouleka A, Dehn Lunn A, Clark E, 
Torabi P, Cajria C, Blythe J, Kaur S, Moonesinghe J, Ford 
J. Evidence brief: What works – Achieving Equitable Lipid 
Management. Health Equity Evidence Centre; 2024.

Health Equity Evidence Centre: HEEC is dedicated to 
generating solid and reliable evidence about what 
works to address health and care inequalities. 

Our evidence briefs analyse the published literature 
to produce evidence-based recommendations for 
policymakers and practitioners.

Disclaimer: HEEC is core funded by NHS England East of 
England. The views expressed are those of the author(s) 
and not necessarily those of NHS England.Evidence Centre

Health Equity

www.heec.co.uk

https://uclpartners.com/project/size-of-the-prize-for-preventing-heart-attacks-and-strokes-at-scale/
https://www.cvdprevent.nhs.uk/home
https://digital.nhs.uk/services/lipid-management-searches
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