
MANY REPEAT HEART ATTACKS AND STROKES COULD BE AVOIDED.  
Secondary prevention can mitigate the risk of a subsequent heart attack or stroke through comprehensive risk factor 
management, combining rehabilitation, preventive medication and lifestyle change.3 4 Long-term maintenance of 
risk factor control is key to achieving successful secondary prevention.

217,000  
people have survived  
a stroke1

People who experience  
heart attack or stroke  
often face an unnecessarily 

HIGH RISK OF 
REPEAT EVENTS

THE DIRECT COST  
of coronary heart disease 
and cerebrovascular 
disease to the healthcare  
system is

INCREASE in people living with disease in the decade 2009–2019:1  

coronary heart disease:   

       ~115,000
stroke:   

       ~20,500

MORE THAN

740,000 
people are living with  
coronary heart disease1

€2.18 bn per year2

Note: Coronary heart disease is characterised by a build-up of plaque in the arteries that serve the heart. The most dangerous 
consequence of coronary heart disease is heart attack. Cerebrovascular disease is a collection of conditions which affect 
the blood vessels of the brain. The most common cerebrovascular disease is stroke, which is classified as a neurological disease.  
In this summary, we have used data specific to heart attack and stroke, where available.

-  1  -

in the Netherlands



Secondary prevention for heart attack and stroke  
involves specialist acute care, structured rehabilitation 
and long-term management in primary care. 
Systemic gaps and inequalities in the availability  
of such care are putting people at  
an increased risk of repeat events.

Structured rehabilitation  
is underused for heart attack and 
appears to be variable for stroke 

Secondary prevention should 
continue seamlessly following 
discharge from hospital. This is 
best achieved through a structured 
rehabilitation programme, such as 
cardiac rehabilitation.

More than 48,000 people who 
need cardiac rehabilitation may 
miss out each year due to a lack 
of facilities.8 Just 12% of patients 
eligible for cardiac rehabilitation 
have been found to receive it.9

Just one in ten people who 
have a stroke are reported 
to be eligible for specialist 
rehabilitation.10

G O O D  P R AC T I C E : 
Cardiac organisations have worked 
together to develop national 
multidisciplinary guidelines for 
cardiac rehabilitation.11 A clinical 
algorithm and computerised 
decision-support system were 
also trialled to aid the guidelines’ 
implementation in practice.12

Risk factor control  
through medication use during 
long-term management does not 
meet guideline recommendations
After a heart attack or stroke, 
people require lifelong 
medication and lifestyle 
changes to lower their 
risk factors, such as high 
cholesterol and smoking.  

In a study in three northern 
provinces, 22% of heart 
attack patients and 53% 
of stroke patients did not 
receive the recommended 
cholesterol-lowering 
medications.13

G O O D  P R AC T I C E :  

An online nurse-led vascular 
risk management programme14 

achieved lower costs compared 
with usual care following a heart 
attack or stroke for patients with 
uncontrolled risk factors. 

Specialist acute care is well 
established, but acute-stage 
interventions for secondary 
prevention are underused
Heart attack and stroke patients 
should be treated in a specialist 
acute care setting. This helps 
ensure that secondary prevention 
is initiated while the person is still 
in hospital.

A 2015 study found that 
more than 40% of heart 
attack patients in hospital 
did not receive a cardiac risk 
score. The score assesses 
a person’s risk of a secondary 
event and helps decide on 
the appropriate follow-up 
interventions.5 

Stroke unit availability is good, 
with five stroke units available 
per million inhabitants, well 
above the suggested target 
of three units.6 Still, around 
29% of stroke patients do not 
receive comprehensive early 
rehabilitation.7

WHAT IS  

THE CURRENT 
SITUATION?

Netherlands
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National policy addresses 
secondary prevention of 
heart attack and stroke 
Goal-oriented policies and 
strategies are vital to set 
clear targets and boost 
investment in best-practice 
secondary prevention.

The central government’s 
commitment to tackling 
chronic illness has led 
to a care standard for 
cardiovascular risk 
management that covers 
secondary prevention of 
heart attack and stroke. 
The care standard 
forms the basis for 
both regional disease 
management plans and 
for ‘integrated funding’. 
Under the integrated 
funding scheme, groups 
of healthcare providers 
are reimbursed for 
providing a pre‑specified 
care package for 
cardiovascular risk 
management.15 16 

G O O D  P R AC T I C E :  
In 2008, the Ministry of 
Health commissioned the 
development of disease 
management programmes 
to target cardiovascular 
disease, including secondary 
prevention. The programmes 
led to increases in 
quality-adjusted life years.17

National registries do not  
collect post-acute data on heart 
attack and stroke  
Data on treatment, outcomes 
and quality of care after the acute 
phase are needed to monitor, 
plan and assess care services 
for secondary prevention. 

Several national cardiovascular 
disease registries18 19 and a 
national stroke registry20 collect 
acute-stage data relevant to 
secondary prevention of heart 
attack and stroke. However, 
follow-up data are limited, 
particularly in relation to  
primary care. 

Clinical leadership  
is striving to improve clinical 
practice in secondary prevention 
Clear, practice-oriented 
guidelines foster knowledge 
among healthcare professionals 
and implementation of 
best-practice care.

Leading stakeholders have 
worked together to create 
national multidisciplinary 
guidelines on cardiovascular 
risk management.22 The aim 
was to establish optimal 
and cost‑effective primary 
and secondary prevention 
in cardiovascular diseases, 
including heart attack and 
stroke.

G O O D  P R AC T I C E :  
Platform Vitale Vaten is a 
nationwide platform bringing 
together patient organisations 
and healthcare professional 
associations. It was established 
to help improve cardiovascular 
risk management in clinical 
practice. This has included the 
development of a ‘care standard’ 
providing recommendations on 
optimal service organisation, 
which is complementary to 
the multidisciplinary clinical 
guideline on cardiovascular 
risk management.23 

Advocacy for secondary 
prevention of heart attack and stroke 
is increasing political awareness   
Advocacy efforts, such as targeted 
campaigns, help increase public 
and political awareness. They may 
stimulate action at the service 
delivery and political levels. 

Long‑term advocacy efforts 
by patient organisations have 
established them as partners 
in the development of policy 
and national guidelines. 
They are now included 
among bodies that advise 
the government on care 
standards for cardiovascular 
risk management, including 
secondary prevention, and 
feed into the scrutiny process.21
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WHAT ARE THE  
OPPORTUNITIES FOR 
IMPROVEMENT? 

REFERENCES

1. Global Burden of Disease Collaborative Network. 2019. Global Burden of 
Disease Results Tool. Available from: http://ghdx.healthdata.org/gbd-results-
tool [Accessed 09/11/20]

2. Wilkins E, Wilson L, Wickramasinghe K, et al. 2017. European Cardiovascular 
Disease Statistics 2017. Brussels: European Heart Network

3. Piepoli MF, Hoes AW, Agewall S, et al. 2016. 2016 European Guidelines on 
cardiovascular disease prevention in clinical practice. Eur Heart J 37(29): 
2315-81

4. Paoli G, Notarangelo MF, Mattioli M, et al. 2018. ALLiance for sEcondary 
PREvention after an acute coronary syndrome. The ALLEPRE trial: 
A multicenter fully nurse‑coordinated intensive intervention program. 
Am Heart J 203: 12-16

5. Engel J, van der Wulp I, de Bruijne M, et al. 2015. A cross-sectional 
multicentre study of cardiac risk score use in the management of unstable 
angina and non-ST-elevation myocardial infarction. BMJ Open 5(11): e008523

6. Aguiar de Sousa D, von Martial R, Abilleira S, et al. 2019. Access to and 
delivery of acute ischaemic stroke treatments: A survey of national scientific 
societies and stroke experts in 44 European countries. Eur Stroke J 4(1): 13-28

7. Otterman NM, van der Wees PJ, Bernhardt J, et al. 2012. Physical therapists’ 
guideline adherence on early mobilization and intensity of practice at dutch 
acute stroke units: a country-wide survey. Stroke 43(9): 2395-401

8. Abreu A, Pesah E, Supervia M, et al. 2019. Cardiac rehabilitation availability 
and delivery in Europe: How does it differ by region and compare with other 
high-income countries? Eur J Prev Cardiol 26(11): 1131-46

9. van Engen-Verheul M, de Vries H, Kemps H, et al. 2013. Cardiac rehabilitation 
uptake and its determinants in the Netherlands. Eur J Prev Cardiol 20(2): 
349-56

10. Stroke Alliance for Europe. 2019. Stroke Survivors’ needs in the Netherlands: 
Only 1 out of 10 stroke survivors eligible for medical specialized rehabilitation. 
Available from: https://www.safestroke.eu/2019/05/17/stroke-survivors-needs-
in-the-netherlands-only-1-out-of-10-stroke-survivors-eligible-for-medical-
specialized-rehabilitation/ [Accessed 09/12/20]

11. Rehabilitation Committee: Netherlands Society for Cardiology (NVVC) 
and Netherlands Heart Foundation (NHS) (both Guidelines on Cardiac 
Rehabilitation 2004) and Working Group PAAHR (partial revision 2011). 2011. 
Multidisciplinary Guidelines for Cardiac Rehabilitation. Utrecht: NVVC

12. Goud Rick, de Keizer Nicolette F, ter Riet Gerben, et al. 2009. Effect of 
guideline based computerised decision support on decision making of 
multidisciplinary teams: cluster randomised trial in cardiac rehabilitation. BMJ 
338: b1440

13. Balder JW, Scholtens S, de Vries JK, et al. 2015. Adherence to guidelines 
to prevent cardiovascular diseases: The LifeLines cohort study. Neth J Med 
73(7): 316-23

14. Solutions for Public Health. 2018. International Cardiovascular Disease 
Prevention case studies. London: Public Health England and British Heart 
Foundation

15. Rijken M, Bekkema N, Boeckxstaens P, et al. 2014. Chronic Disease 
Management Programmes: an adequate response to patients’ needs? Health 
Expect 17(5): 608-21

16. Nederlands Huisartsen Genootschap NIV, Nederlandse Vereniging voor 
Cardiologie. 2018. [Richtlijn Cardiovasculair risicomanagement (CVRM)]. 
Utrecht: Nederlands Huisartsen Genootschap

17. Cramm J, Tsiachristas A, Adams SA, et al. 2014. Evaluating Disease 
Management Programmes in the Netherlands. Rotterdam: Sociaal-Medische 
Wetenschappen

18. Eindhoven DC, Wierda E, de Bruijne MC, et al. 2015. The year of 
transparency: measuring quality of cardiac care. Neth Heart J 23(10): 457-65

19. Netherlands Heart Registry. 2019. Rapportage 2019. Utrecht: Netherlands 
Heart Registry

20. Dutch Institute for Clinical Auditing. Dutch Acute Stroke Audit (DASA). 
Available from: https://dica.nl/dasa/home [Accessed 10/12/20]

21. Coördinatieplatform Zorgstandaarden. 2012. Zorgstandaarden in 
Nederland:‘de balans opgemaakt’. Den Haag: Coördinatieplatform 
Zorgstandaarden

22. Tjin-A-Ton JJS, Konings KTS. 2019. [Revision Dutch Guideline Cardiovascular 
Disease Prevention 2019]. Ned Tijdschr Geneeskd 163: D4237

23. Lieshout Jv, Nouwens E, Bouma M, et al. 2010. Consistency of performance 
indicators for cardiovascular risk management across procedures and 
panels. Qual Saf Health Care 19(5): e31-e31

This summary is part of a larger project exploring secondary prevention 
of heart attack and stroke across Europe. The project was developed 
by The Health Policy Partnership and initiated and funded by Amgen 
(Europe) GmbH.

To find out more about this project and read the full country profile on the Netherlands, please see 

https://hpolicy.co/secondaryprevention

Effective secondary prevention in heart attack 
and stroke requires a comprehensive package of 
interventions coordinated by a multidisciplinary 
team across all care settings.  

Currently, patients in the Netherlands face systemic 
barriers and inequalities in accessing secondary 
prevention at all stages of care, from acute care to 
long-term management. 

Addressing these gaps represents a major opportunity 
to improve patient outcomes and potentially reduce 
national healthcare spending associated with repeat 
events. In heart attack, increasing the use of validated 

scores to assess patients’ risk of repeat events, 
for example, offers a significant opportunity to 
improve care, as does enhancing access to cardiac 
rehabilitation. In addition, bringing medication use 
in line with guidelines during patients’ long‑term 
care represents another valuable opportunity to 
improve outcomes in both heart attack and stroke. 
To take advantage of these opportunities, national 
leadership will be needed to address a number of 
barriers to improvement efforts, such as confronting 
the reluctance of insurance companies to contract 
disease management programmes for cardiovascular 
risk management. 
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