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INTRODUCTION
Cardiovascular diseases (CVDs) remain the leading cause of premature mortality and disability across European Union (EU), imposing a substantial and inequitably distributed burden on health systems and economies [1]. The recently launched EU Safe Hearts Plan (SHP) reflects renewed political commitment to cardiovascular health, establishing a coordinated agenda across prevention, early detection, and integrated cardiometabolic care [2]. Yet the central challenge lies not in designing strategic frameworks but in translating them into consistent, equitable implementation across heterogeneous health systems. CVD risk is shaped by intersecting biological, behavioural, and social determinants that evolve across a lifetime. Bridging the strategy-to-implementation gap requires operational models that act on this full life course complexity.
The Joint Action on Cardiovascular Diseases and Diabetes (JACARDI), a collaborative initiative involving 81 public health institutions across 21 European countries, offers a valuable proof-of-concept for how this translation can be achieved [3]. This commentary argues that JACARDI’s portfolio of over 140 pilots, spanning prevention, screening, data infrastructure, integrated care, self-management, and workplace health, constitutes life course-oriented evidence base with long-term impact, from which the SHP’s implementation architecture can directly draw.
A LIFE COURSE FRAMEWORK FOR CARDIOMETABOLIC ACTION: BUILDING CARDIOVASCULAR HEALTH FROM CHILDHOOD
A defining feature of JACARDI is that it addresses CVDs and diabetes within a unified cardiometabolic framework. Shared biological pathways, overlapping risk factor profiles, and frequent clinical co-occurrence demand that prevention, detection, and management strategies address both conditions simultaneously [4], offering a model for integrating other comorbidities in future frameworks. JACARDI maps this integrated imperative into a life course continuum, recognising that cardiometabolic risk is a continuous trajectory shaped by cumulative exposures, life transitions, and the quality of care available at each stage. This framing operationalises the SHP’s three pillars, population prevention, early detection, and coordinated care, as interdependent rather than sequential. Indeed, the foundations of cardiometabolic health are laid in childhood and adolescence, when risk behaviours, biological risk factors, and health literacy competences are most amenable to modification. JACARDI pilots in this phase include school-based health literacy and lifestyle programmes engaging children aged 6–12 in Aragón, Spain, combining nutrition and physical activity promotion through a co-design model involving students, families, educators, and primary care professionals. Co-designed youth health literacy workshops in the Czech Republic and the Basque Country extend this approach to adolescents, integrating broader social and care environment. Latvia’s paired familial hypercholesterolaemia screening pilots targeting children aged 5–7 and young adults demonstrate how systematic hereditary risk detection can be operationalised with scalable referral pathways.
DETECTION AND THE PREVENTION-CARE INTERFACE: REACHING ADULTS AT RISK
As cumulative risk exposure manifests as detectable biological change in adulthood, the prevention-to-care interface becomes a critical juncture in the cardiometabolic continuum. JACARDI has developed a Short Guide for Screening Individuals at Increased Risk of CVD and type 2 diabetes mellitus [5], consolidating the conceptual landscape of risk identification and emphasising that detection generates health benefit only when explicitly linked to follow-up and care. Pilot evidence illustrates a range of approaches: Hungary’s mobile health clinic units deliver CVD and diabetes risk assessment in geographically underserved communities; Ireland generates evidence for a natriuretic peptide-based heart failure screening model with direct clinical guideline implications; and Belgium operationalises the detection-to-intervention continuum by linking online risk assessment tools to coordinated lifestyle support programmes. The shared lesson is that effective screening is an organisational and social process requiring design that reaches populations in everyday environments and links identification to actionable follow-up.
INTEGRATED CARE AND SELF-MANAGEMENT: LIVING WITH CARDIOMETABOLIC CONDITIONS
For patients, the life course framework shifts from prevention to sustained, person-centred management. Fragmentation between hospital, primary, and community care remains a structural weakness across European health systems [6]. JACARDI adopts a co-design approach, engaging patients, providers, and local authorities to ensure context-appropriate integrated care models. JACARDI pilots include value-based, multidisciplinary heart failure care pathways co-developed with patients and caregivers, incorporating sex/gender inequalities in the Basque Country; integrated post-stroke pathways embedding structured follow-up in Aragón; telemedicine-supported management of heart failure and diabetes in Italy’s Autonomous Province of Trento; and embedding comprehensive, structured health education into post acute myocardial infarction (AMI) rehabilitation care in Slovenia. Complementing these models, digital self-management tools extend therapeutic support into patients' everyday lives: a co-designed mobile application to optimise adherence to post-AMI secondary prevention in Madrid; and digital and telemedicine-enabled care models for diabetes and heart failure, aimed at strengthening self-management, continuity of care, and integration between health services in Marche Region, Italy. These pilots demonstrate that effective integrated care requires both clinical coordination and patient self-management support and that digital tools can extend both when co-designed with users and connected to health system infrastructure. JACARDI also addresses the life course, including the employment sector. Specific workplace pilots in Italy, Finland, Lithuania, and Poland focus on prevention and reintegration to work.
DATA INFRASTRUCTURE AND EQUITY: TRANSVERSAL REQUIREMENTS
Two imperatives cut across the entire life course continuum: robust data infrastructure and structural equity. JACARDI has addressed both as foundational investments. Its conceptual data framework, Common Indicator Model, and OMOP common data model v5.4 standardisation guidelines provide a shared technical architecture for cardiometabolic monitoring that can also be used to monitor variations and inequities by sex, age, and socioeconomic position as a default feature, aligned with the European Health Data Space (EHDS) federated model [7, 8]. Pilots in Italy, Finland, Iceland, and Latvia are translating this architecture into practice through harmonised diabetes and CVD registries, national data repositories, and patient-reported outcomes integrated into quality registers. Spain’s EUROCARDIAB pilot extends this further, developing a federated pan-European platform with an embedded policy simulator projecting the population-level impact of prevention strategies, a direct analytical tool for SHP accountability.
On equity, JACARDI has embedded a transversal Equity and Diversity Framework, grounded in intersectionality theory and the social determinants of health, as a methodological requirement throughout pilot design and implementation [9]. Its four principles (critical reflection, co-design, context and data, inclusive communication) shape who defines the problem, whose data are considered, whose voices are heard, who is included and who has access, ensuring that no one is left behind. All JACARDI projects are provided capacity strengthening and consultations in integrating equity in their activities: health literacy interventions for post-partum women and women from economically disadvantaged areas in France and Italy; blue-collar workers and drivers reached through occupational health channels in Poland; involvement of managers of enterprises in Italy to promote inclusiveness of persons with non-communicable diseases; migrant communities co-designing prevention in Portugal, Finland, and the Czech Republic; healthcare professionals engaged in anti-racism training to deliver inclusive care. Minimum equity data standards for cardiometabolic registries, defining essential sociodemographic variables, remain a key frontier: systems that cannot detect inequities cannot address them. Strengthening sex- and gender-disaggregated data is critical for advancing equity in cardiovascular health, as shown by pilots exploring how gender-related socioeconomic inequalities shape outcomes in Spain and France.
Conclusion
The SHP provides a comprehensive strategic framework for addressing the cardiometabolic burden across Europe. JACARDI’s contribution is to demonstrate, through over 140 pilots, that this framework can be operationalised as a coherent life course continuum. Three structural lessons emerge: i) the life course is an operational framework for cardiometabolic action; ii) embedding an intersectional equity framework, operationalised through co-design and interoperable, equity-stratified data systems, is essential to reach marginalised populations and ensure accountability in implementation; iii) digital innovation complements but does not substitute for health system reform. As JACARDI’s evidence continues to consolidate, its translation into SHP implementation designed for long term impact represents an effective route from political commitment to population health impact.
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