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Abstract

Background: Abdominal aortic aneurysmal disease is associated with increased risk of
cardiovascular morbidity and death, which potentially can be reduced with cardioprotective
medical therapy.

Aim: To study temporal trends in prevalence and incidence of cardiovascular comorbidity as
well as use of medical cardioprotective treatment in patients diagnosed with abdominal aortic
aneurysmal disease.

Methods: This was a population-based cohort study based on data from national health
registries, including all patients diagnosed with abdominal aortic aneurysms between 1998
and 2018. Data were stratified into four time-periods (1999-2003, 2004-2008, 2009-2013, and
2014-2018) to illustrate trends over time. Outcomes measures were: 1. cardiovascular
comorbidity and medical cardioprotective therapy at time of diagnosis, 2. new admissions for
atherosclerotic cardiovascular disease, and 3. all-cause mortality after two-year follow-up.
Results: The study-cohort included 33,296 individuals. Mean age was 74 years. Prevalence of
atherosclerotic cardiovascular comorbidity at diagnosis decreased from 41.5% to 32.6%. Use
of statins increased from 17.9% to 66.9%, antiplatelets from 45.6% to 63.3%, and combined
therapy with both antiplatelets and statins from 11.3% to 44.8%, and from 12.1% to 50.7%
when anticoagulant therapy was included. Developments in medication use plateaued after
2013. Prevalence and incidence of atherosclerotic cardiovascular disease decreased through
all four time periods. The same applied to all-cause mortality, which decreased from 24.3 to
12.4 deaths (per 100 person-years).

Conclusion: In patients diagnosed with abdominal aortic aneurysm, cardiovascular

comorbidity at diagnosis, risk of future cardiovascular events, and all-cause mortality is



decreasing. Nevertheless, cardiovascular burden and mortality rates remain substantial, and

medical cardioprotective therapy can be further improved.

Abstract wordcount: 255
Keywords: Abdominal aortic aneurysm, medical cardioprotective treatment, stroke,

myocardial infarction, cardiovascular disease



Introduction

Abdominal aortic aneurysmal (AAA) disease is the cause of 1% of all deaths among
individuals aged 65 years and older."> The estimated annual risk of cardiovascular death
among patients with AAA is 3% compared with 0.8% in the general population.’
Paradoxically, morbidity and mortality remains high, despite improvements in repair
techniques and aneurysm-related survival.*”’ The increased mortality is mediated principally
through factors other than the aneurysmal disease itself, 8!° primarily driven by ischemic
heart disease (IHD), cerebrovascular disease (CeVD), and peripheral arterial disease (PAD).>’
Atherosclerotic vascular events and premature death can be reduced with preventive medical
therapy.”!! Therefore, a major goal in AAA management, is risk factor modification and
lifestyle changes. Cardioprotective medications, such as statins, aspirin, and antihypertensive
agents, have been associated with a 20-35% lower risk of all-cause mortality among patients
with AAA, irrespective of AAA repair. >'>!13 Thus, a growing international consensus
recommends blood pressure control and medical therapy with statins, antiplatelet, and
antihypertensive agents at the time of AAA diagnosis (Figure 1).%!47

The aim of this study was to provide updated nationwide data on temporal changes in
cardiovascular comorbidity, use of medical cardioprotective treatment at AAA diagnosis, and

cardiovascular outcomes in patients diagnosed with AAA.



Methods

This population-based historical cohort study reports consecutive data on patients with AAA
from registries covering the entire Danish population. All hospitals in Denmark have a
compulsory registry policy, leading to virtually complete enrolment of the Danish population

due to the unique personal registration number given to all citizens at birth or immigration.®

Data sources

Using the Danish National Patient Registry (DNPR), we identified all patients with a first
diagnosis of AAA between 1999 and 2018, covering both in- and outpatient registrations. The
DNPR has stored information on hospitalizations since 1977, and outpatient and emergency
department visits at all hospitals in Denmark since 1995.!° Data include Civil Personal
Registry numbers, dates of admission and discharge, and up to 20 diagnoses coded by the
International Classification of Diseases (ICD-10). Data on medication claims were retrieved
form the Danish National Prescription Registry,?® which has detailed information on the
purchase date, Anatomical Therapeutic Chemical classification code, package size, and dose
for every prescription claim since 1994. Data on patient characteristics such as age, sex, and
vital status were extracted from the Civil Registration Registry.!” Because of the non-
anonymized nature of the data collected for this study, requests to access the dataset from

third parties are not allowed according to Danish data safety regulations.

Ethics
In Denmark, approval from an ethics committee is not required for registry-based studies in

which specific individuals cannot be identified. The study was performed in compliance with



the General Data Protection Regulation and the North Denmark Region’s record of processing

activities (project no. 2017-40). Data were provided by the Danish Health Data Authority.

Study population

The first diagnosis of AAA was identified either by a primary or secondary discharge
diagnosis (in- and outpatient ICD-10 codes: 1713, 1714), in the DNPR (index date). Previous
validation studies have reported a positive predictive value of the AAA diagnosis in the
DNPR of >98%.%! Patients who had not resided in Denmark within the year before AAA
diagnosis were excluded. Patients aged <50 years were excluded to account for patients with
potential erroneous diagnosis of AAA and to exclude patients with severe connective tissue

disease, which has a different aetiology than degenerative AAA.

Comorbidity and cardioprotective treatment

To assess medical cardioprotective treatment at the time of AAA diagnosis, we included
baseline medication on antiplatelets, anticoagulants, statins, and antihypertensives. We also
assessed the total use of antithrombotic therapy, defined as either anticoagulation or
antiplatelet therapy. Patients on anticoagulant therapy were included to provide the most
accurate picture of trends, as a chronic indication for anticoagulants in many cases overrules
the indication for antiplatelet therapy in patients with AAA. Patients were defined as
receiving recommended treatment if they claimed a prescription of both antiplatelet and statin
therapy. Antihypertensive treatment was reported separately, as this is only recommended in

AAA patients with hypertension in Denmark.



To examine changes in prevalent comorbidities, we extracted data on comorbid conditions
requiring secondary healthcare, recorded within five years preceding AAA diagnosis,
including: atherosclerotic vascular disease (CeVD, IHD and PAD), hypertension, chronic
pulmonary disease, chronic kidney disease, heart failure, atrial fibrillation, venous
thromboembolism, heart valve replacement, diabetes mellitus, rheumatic disorders, and
malignancy (Supplemental Table I).

For specification of variables and ICD-10/ATC codes used for analysis, please see

Supplemental Table 1.

Outcomes

Patients were followed for up to two years after the index date or until administrative
censoring, December 31, 2018, for the occurrence of adverse cardiovascular outcomes (new
admissions for CeVD, IHD and PAD), and death of all causes. To avoid repeated coding of
prevalent conditions, cardiovascular outcomes were based on diagnosis in the primary

position for hospitalized patients recorded in the DNRP.

Statistical analysis

To illustrate changes over time, patient inclusion was stratified into four time periods; ‘Period
1 (1999-2003), ‘Period 2’ (2004-2008), ‘Period 3’ (2009-2013), and ‘Period 4° (2014-2018)
and applied as study exposure groups. Age- and sex-standardized incidence rates of AAA
were calculated by dividing the total number of incident patients with AAA per year by the
mid-year number of residents in Denmark within the same time period. Descriptive statistics
were used to summarize changes in demographics and comorbidities. Categorical data were

reported as percentages and continuous data as medians with accompanying interquartile



ranges (IQR). To distinguish between prevalent use and initiation (new use) of
cardioprotective medicine after AAA diagnosis, we conducted a stratified analysis according
to whether a prescription was filled in the 365 days before diagnosis or exclusively in the 90
days after (i.e., treatment initiation after diagnosis). Further, we conducted a subgroup
analysis on medical treatment, stratified according to presence of atherosclerotic

cardiovascular disease (CeVD, IHD and PAD) at the time of AAA diagnosis.

Time-to-event analyses were applied to calculate incidence rates of new atherosclerotic
vascular admissions during follow-up. Kaplan-Meier estimates were used to describe risk of
all-cause mortality. Assuming independent censoring, crude Aalen-Johansen estimates were
used to depict cumulative incidence curves for each type of atherosclerotic vascular disease
assuming death as a competing risk. Outcomes were reported as cumulative incidence
proportions and incidence rates (events/100 person-years) at two-years follow-up. All-cause
mortality stratified by diagnosis (ruptured (DI1713) or non-ruptured (DI714) AAA) was

included as a secondary analysis.

All analyses were performed using SAS (version 9.4) and STATA/MP (version 16).



Results

Between 1999 and 2018, 33,296 individuals were diagnosed with AAA in Denmark, with an
estimated population of 5.8 million. The AAA numbers increased from 5,912 in Period 1
(1999-2003) to 9,998 in Period 4 (2014-2018) (Table 1). The age- and sex-standardized
incidence of AAA (per 100,000 residents) increased from 68.2 in Period 1 to 84.7 in Period 4,
with a peak incidence of 93.6 in period 3 (2009-2013). The median age at diagnosis was 73
years in Period 1 and 74 years in Period 4; approximately 25% were females in all four
periods. The proportion of patients first diagnosed with ruptured AAA decreased from 19.9%

in Period 1 to 8.3% in Period 4 (Table 1).

Trends in comorbidity

The proportion of AAA patients with at least one comorbid condition ranged between 63.0%
and 65.6% throughout the study period. The proportion of patients with any atherosclerotic
cardiovascular disease (CeVD, IHD, PAD) decreased from 41.5% in Period 1 to 32.6% in
Period 4 (Table 1), primarily caused by decreases in prevalence of IHD (24.3% to 19.2%) and
PAD (17.2% to 11.0%). Increases were observed in the prevalence of hypertension (17.9% to
30.8%), diabetes (5.2% to 8.7%), atrial fibrillation (9.6% to 12.5%), and cancer (8.8% to
13.9%), while the prevalence of other comorbid conditions, including CeVD, remained

unchanged.

Trends in medical treatment
The use of medical cardioprotective therapy at the time of AAA diagnosis increased from
1999 to 2018, both overall and for new users commencing treatment within 90 days after

AAA diagnosis (Table 2). The use of antihypertensives increased from 71.3% in period 1 to



78.5% in Period 4. Most patients were prevalent users, while treatment initiation after AAA
diagnosis ranged between 5.0% and 7.7%. Statin use increased from 17.9% in Period 1 to
66.9% in Period 4, while treatment initiation after AAA diagnosis remained modest (2.4-
13.5%). The use of antiplatelet therapy increased from 45.6% to 68.7% between Period 1 and
3, with a small decrease in Period 4 to 63.3%. The proportion of new users continuously
increased from 7.7% to 16.2%. When we included OAC, the overall use of antithrombotic
therapy (prescription claim of either antiplatelet therapy or OAC) increased from 51.1% in
Period 1 to 76.5% in Period 4. Overall, the proportion of patients receiving recommended
therapy with both antiplatelets and statins increased from 11.3% in Period 1 to 44.8% in
Period 4, with a maximum of 49.0% in Period 3 (50.7% when all antithrombotics were
included). Fewer than 10% of treatment-naive patients started guideline-recommended
therapy after AAA diagnosis. For all drug groups, no increases were observed between 2014

and 2018 (Period 4).

Use of cardioprotective therapy increased over time in all subgroups yet remained lower
among patients with no prior atherosclerotic vascular disease compared to those with
concomitant atherosclerosis (Figure 2A+B). Among patients with no history of atherosclerotic
disease, use of antiplatelet therapy increased from 31.9% in Period 1 to 53.9% in Period 4,
with a peak of 58.2% in Period 3, and 19.9% with treatment initiation after AAA diagnosis in
Period 4 (Figure 2A). When OAC was included, antithrombotic therapy increased
continuously from 36.3% to 66.0% (Figure 2B). In patients with concomitant atherosclerotic
vascular disease, the use of antiplatelets increased from 64.8% in Period 1 to 82.8% in Period
4, with a peak of 86.8% in Period 3, and a maximum of 9% new users. Antithrombotic use

increased continuously from 71.9% to 98.0% between Period 1 and 4. Statin use increased
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from 8.9% to 60.3% in patients with no previous record of atherosclerotic vascular disease
(14.3%% new users in Period 4) and from 30.6% to 82.2% in patients with atherosclerotic
vascular disease (4.9% new users in Period 4). Among those with no history of atherosclerotic
vascular disease, prevalence of patients receiving recommended therapy with both statins and
antiplatelets never exceeded 40%. In contrast, cardioprotective treatment was more frequently
used among patients with concomitant atherosclerosis. In this subgroup, 74.1% received both

antiplatelets and statin in Period 4 (Figure 2A).

Trends in incidence of atherosclerotic vascular admissions and all-cause mortality
Incidence rates of new hospitalizations for atherosclerotic cardiovascular disease after AAA
diagnosis was lower in each successive time period (Figure 3A). The largest difference over
time was observed for IHD and PAD. For IHD, the incidence rate of new admissions was 6.2
(per 100 person-years) in Period 1 and 2.8 in Period 4, and for PAD, the incidence rates 3.8 in
Period 1 and 1.7 in Period 4 (Table 3). Similarly, the cumulative all-cause mortality at two-
year follow-up was lower in each successive time period (Figure 3B), with a change in rate
from 24.3 in Period 1 to 12.4 in Period 4 (Table 3), despite higher patient age at diagnosis.
The cumulative mortality differed according to presentation at diagnosis (ruptured, non-

ruptured) (Figure 3B).
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Discussion

In our 20-year study, the overall incidence of AAA increased, with a peak in 2009-2013,
while the proportion of patients presenting with a primary diagnosis of ruptured AAA
plummeted by more than 50%. The prevalence of concomitant atherosclerotic cardiovascular
disease decreased over time. The rate of adverse atherosclerotic cardiovascular events leading
to hospitalization and death of all causes also declined. Mortality, however, remained
substantial. One in five patients diagnosed with AAA between 2014 and 2018 died within two
years of diagnosis. This finding persisted even when excluding patients with ruptured AAA.
Despite a consensus endorsing intensified medical therapy for these patients,'*?? no further
increase in utilization of in medical cardioprotective therapy was observed after 2013. Half of
AAA patients still did not receive concomitant medical therapy with statin and antiplatelet (or

any antithrombotic) therapy in Period 4.

We found a decreasing and consistently lower prevalence of comorbid atherosclerotic
vascular disease at the time of AAA diagnosis than previously described.>” The rate of new
atherosclerotic events requiring hospitalization was 2.0 (per 100 person years) for CeVD, 2.8
for IHD, and 1.7 for PAD in Period 4. In comparison, the Danish Heart Association found
hospitalization rates of 0.8 for CeVD, 1.0 for IHD, and 0.5 for PAD in 2018 in the general
population of comparable age and sex (males, age group 65 -74 years).?® Thus, atherosclerotic
cardiovascular disease continues to be a major cause of long-term morbidity in patients with
AAA, highlighting the importance of addressing cardiovascular risk management and

prevention at time of AAA diagnosis.
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Our findings of an increasing percentage of AAA patients receiving medical cardioprotective
treatment at diagnosis from 1999 to 2013 support the trend described by Bahia et al. who
examined general practice records of AAA patients in the UK.” For most AAA patients, the
benefits of secondary cardioprotective treatment outweigh the costs and risk of side-effects
associated with antiplatelet and statin treatment, regardless of comorbid atherosclerotic status
and age.”!""!> Nevertheless, we discovered a plateau in the use of cardioprotective drugs in
period 4 (2014-2018). These findings were consistent in patients with and without comorbid
atherosclerotic vascular disease. Similar observations were made in the US and in several
European countries in other patient groups with cardiovascular disease, suggesting a more

general trend in cardiovascular preventive medicine.>* 2’

Study strengths and limitations

Our 20-year observation period may have included potential confounding factors, such as
changes in availability of diagnostics, leading to increased opportunistic screening for AAA.
This may partially explain the observed changes in incidence of AAA and a lower proportion
presenting with ruptured AAA. Records in the Danish health registries are generally
considered an accurate depiction of clinical diagnosis.?*?® Still, there is a risk of
misclassification and a risk of changes in coding behaviour over time, e.g., caused by more
aggressive monitoring and stricter limits for blood pressure and lipid levels. This may explain
the large increases in diagnosis of prevalent hypertension observed over time. Additionally,
we used prescription data to estimate trends in medical cardioprotective therapy. As aspirin is
also dispensed over the counter in Denmark, this may potentially have introduced

underestimation of antiplatelet use. However, most low-dose aspirin (75-150 mg) are

13



dispensed by prescription (>90% in 2012%°), and thus, retail aspirin use is considered to have
only limited influence on observed trends. Further, causes of death could not be ascertained
separately, leading to a potential underestimation of the true incidence of cardiovascular
hospitalizations during follow-up. Another limitation of our study is the lack of data on
smoking status, exercise, and body mass index. Factors, which may have influenced

morbidity and all-cause mortality.*°

This study provided nationwide, detailed, and unselected coverage of data, reflecting real-life
clinical practice from health registries of high validity. Updated information was provided on
comorbidity and medical treatment with no bias from loss to follow-up. We included all
AAAs, independent of size and presentation (ruptured, non-ruptured AAA), thus providing a
comprehensive picture of trends in morbidity and cardioprotective medical treatment at the

time of AAA diagnosis.

Conclusion

The prevalence of concomitant atherosclerotic cardiovascular disease and the incidence of
new atherosclerotic admissions after AAA diagnosis decreased over the 20-year study period.
However, the burden of prevalent and incident IHD and PAD remained high compared to the
general population. Efforts to intensify implementation of medical cardioprotective therapy

has the potential to further reduce morbidity and enhance survival in patients with AAA.

14



Sources of Funding

This project received institutional support from the Obel Family Foundation, Denmark and
research grant support from the Augustinus Foundation, Denmark, Jorgen Meller Foundation,
Denmark and Karl G. Andersen Foundation, Denmark. The sponsors played no role in the
study design; data collection, analysis, or interpretation; manuscript writing; or in the decision

to submit the article for publication.

Disclosures

M. Segaard has received consulting fees from Bayer. N. Eldrup has served as an investigator
for Bayer, and has received fees for speaking engagement from Bayer, Amgen, and
AstraZeneca. T.B. Larsen has served as an investigator for Janssen Scientific Affairs, LLC
and Boehringer Ingelheim; Larsen has also participated in speaker panels for Bayer, Bristol-
Myers Squibb, Pfizer, Roche Diagnostics, and Boehringer Ingelheim; Larsen has also
received honoraria for consulting activities from Bayer, Boehringer Ingelheim, Bristol-Myers
Squibb and Pfizer. T.B. Larsen’s institution has received unrestricted funds for investigator-
initiated research activities from Bayer, Pfizer, and Daiichi Sankyo. P. B. Nielsen has
received fees for speaking engagements from Boehringer Ingelheim and BMS/Pfizer; fees for
consulting from Bayer and Daiichi-Sankyo; and grant support from BMS/Pfizer and Daiichi-

Sankyo Europe. All other authors declare no conflicts of interest.

Author contributions
CWN, MS, NE, TBL and SZG contributed to the conception or design of the work. CWN,
MS, MJ, PBN contributed to the acquisition, analysis, or interpretation of data for the work.

CWN drafted the manuscript. CWN, MS, NE, TBL, SZG and PBN critically revised the

15



manuscript. All gave final approval and agree to be accountable for all aspects of work

ensuring integrity and accuracy."

16



References

1.

Altobelli E, Rapacchietta L, Profeta VF, Fagnano R. Risk Factors for Abdominal
Aortic Aneurysm in Population-Based Studies: A Systematic Review and Meta-
Analysis. Int J Env Res Public Heal 2018;15.

Li X, Zhao G, Zhang J, Duan Z, Xin S. Prevalence and trends of the abdominal aortic
aneurysms epidemic in general population--a meta-analysis. PLoS One 2013;8:e81260.
Bath MF, Gokani VJ, Sidloff DA, Jones LR, Choke E, Sayers RD, Bown MJ.
Systematic review of cardiovascular disease and cardiovascular death in patients with a
small abdominal aortic aneurysm. Br J Surg 2015;102:866—872.

Wanhainen A, Verzini F, Herzeele I Van, Allaire E, Bown M, Cohnert T, Dick F,
Herwaarden J van, Karkos C, Koelemay M, Kolbel T, Loftus I, Mani K, Melissano G,
Powell J, Szeberin Z, Esvs Guidelines C, Borst GJ de, Chakfe N, Debus S, Hinchliffe
R, Kakkos S, Koncar I, Kolh P, Lindholdt J, Vega M de, Vermassen F, Document R,
Bjorck M, Cheng S, et al. European Society for Vascular Surgery (ESVS) 2019
Clinical Practice Guidelines on the Management of Abdominal Aorto-iliac Artery
Aneurysms. Eur J Vasc Endovasc Surg 2018;

Bahia SS, Holt PJE, Jackson D, Patterson BO, Hinchliffe RJ, Thompson MM,
Karthikesalingam A. Systematic Review and Meta-analysis of Long-term survival
After Elective Infrarenal Abdominal Aortic Aneurysm Repair 1969-2011: 5 Year
Survival Remains Poor Despite Advances in Medical Care and Treatment Strategies.
Eur J Vasc Endovasc Surg 2015;50:320-330.

Sidloff D, Stather P, Dattani N, Bown M, Thompson J, Sayers R, Choke E. Aneurysm
global epidemiology study: public health measures can further reduce abdominal aortic

aneurysm mortality. Circulation 2014;129:747-753.

17



10.

11.

12.

13.

Eldrup N, Budtz-Lilly J, Laustsen J, Bibby BM, Paaske WP. Long-term incidence of
myocardial infarct, stroke, and mortality in patients operated on for abdominal aortic
aneurysms. J Vasc Surg Elsevier Inc.; 2012;55:311-317.

Goodney PP, Tavris D, Lucas FL, Gross T, Fisher ES, Finlayson SRG. Causes of late
mortality after endovascular and open surgical repair of infrarenal abdominal aortic
aneurysms. J Vasc Surg Elsevier Inc.; 2010;51:1340-1347 el.

Bahia SS, Vidal-Diez A, Seshasai SR, Shpitser I, Brownrigg JR, Patterson BO, Ray
KK, Holt PJ, Thompson MM, Karthikesalingam A. Cardiovascular risk prevention and
all-cause mortality in primary care patients with an abdominal aortic aneurysm. Br J
Surg 2016;103:1626—1633.

Karthikesalingam A, Bahia SS, Patterson BO, Peach G, Vidal-Diez A, Ray KK,
Sharma R, Hinchliffe RJ, Holt PJ, Thompson MM. The shortfall in long-term survival
of patients with repaired thoracic or abdominal aortic aneurysms: Retrospective case-
control analysis of hospital episode statistics. Eur J Vasc Endovasc Surg Elsevier Ltd;
2013;46:533-541.

Khashram M, Williman JA, Hider PN, Jones GT, Roake JA, Zealand N. Management
of Modifiable Vascular Risk Factors Improves Late Survival following Abdominal
Aortic Aneurysm Repair : A Systematic Review and Meta-Analysis. Ann Vasc Surg
Elsevier Inc.; 2017;39:301-311.

Leurs LJ, Visser P, Laheij RJF, Buth J, Harris PLH, Blankensteijn JD. Statin use is
associated with reduced all-cause mortality after endovascular abdominal aortic
aneurysm repair. Vascular SAGE PublicationsSage UK: London, England; 2006;14:1—
8.

Risum Q. Effect of Statins on Total Mortality in Abdominal Aortic Aneurysm Repair :

18



14.

15.

16.

17.

18.

19.

20.

A Systematic Review and Meta-analysis. Eur J Vasc Endovasc Surg Elsevier B.V
2020;

Moll FL, Powell JT, Fraedrich G, Verzini F, Haulon S, Waltham M, Herwaarden JA
van, Holt PJE, Keulen JW van, Rantner B, Schlosser FJ V, Setacci F, Ricco J-B,
European Society for Vascular Surgery. Management of abdominal aortic aneurysms
clinical practice guidelines of the European society for vascular surgery. Eur J Vasc
Endovasc Surg 2011;41 Suppl 1:S1-S58.

Erbel R, Aboyans V, Boileau C, Bossone E, Bartolomeo R Di, Eggebrecht H,
Evangelista A, Falk V, Frank H, Gaemperli O, Grabenwdger M, Haverich A, Tung B,
Manolis AJ, Meijboom F, Nienaber CA, Roffi M, Rousseau H, Sechtem U, Sirnes PA,
Allmen RS Von, Vrints CJM, Zamorano JL, Achenbach S, Baumgartner H, Bax JJ,
Bueno H, Dean V, Deaton C, Erol C, et al. 2014 ESC guidelines on the diagnosis and
treatment of aortic diseases. Eur Heart J 2014;35:2873-2926.

Collins R, Armitage J, Parish S, Sleight P, Peto R. MRC/BHF Heart Protection Study
of cholesterol lowering with simvastatin in 20 536 high-risk individuals: A randomised
placebo-controlled trial. Lancet 2002;360:7-22.

Stansby G. Antiplatelet therapy in peripheral arterial disease. Consensus statement. Eur
J Vasc Endovasc Surg 2003;26:1-16.

Schmidt M, Schmidt SAJ, Adelborg K, Sundbell J, Laugesen K, Ehrenstein V,
Serensen HT. The Danish health care system and epidemiological research: From
health care contacts to database records. Clin Epidemiol 2019;11:563—-591.

Schmidt M, Pedersen L, Sorensen HT. The Danish Civil Registration System as a tool
in epidemiology. Eur J Epidemiol 2014;29:541-549.

Pottegard A, Schmidt SAJ, Wallach-Kildemoes H, Sorensen HT, Hallas J, Schmidt M.

19



21.

22.

23.

24.

25.

Data Resource Profile: The Danish National Prescription Registry. Int J Epidemiol
2017;46:798-798f.

Sundboll J, Adelborg K, Munch T, Froslev T, Sorensen HT, Botker HE, Schmidt M,
Sundbell J, Adelborg K, Munch T, Freslev T, Serensen HT, Botker HE, Schmidt M.
Positive predictive value of cardiovascular diagnoses in the Danish National Patient
Registry: A validation study. BMJ Open 2016;6:¢012832.

Chaikof EL, Brewster DC, Dalman RL, Makaroun MS, Illig KA, Sicard GA, Timaran
CH, Upchurch GR, Veith FJ. SVS practice guidelines for the care of patients with an
abdominal aortic aneurysm: Executive summary. J Vasc Surg Elsevier Inc.;
2009;50:880—-896.

Danish-Heart-Association. HjerteTal. Web site.
https//hjerteforeningen.shinyapps.io/HjerteTal/? _inputs &agCVD=%22national%?2. p.
Accesed April 21, 2021.

https://hjerteforeningen.shinyapps.io/HjerteTal/? _inputs &agCVD=%22national%22&
varCVD=%22v6%22&0CVD=%22d12%22&bar=%22cvd%22&year=%222017%22
(21 April 2021)

Ngo-Metzger Q, Zuvekas S, Shafer P, Tracer H, Borsky AE, Bierman AS. Statin Use
in the U.S. For Secondary Prevention of Cardiovascular Disease Remains Suboptimal.
J Am Board Fam Med 2019;32:807-817.

Laleman N, Henrard S, Akker M Van Den, Goderis G, Buntinx F, Pottelbergh G Van,
Vaes B. Time trends in statin use and incidence of recurrent cardiovascular events in
secondary prevention between 1999 and 2013: A registry-based study 11 Medical and
Health Sciences 1117 Public Health and Health Services. BMC Cardiovasc Disord

BMC Cardiovascular Disorders; 2018;18:1-13.

20



26.

27.

28.

29.

30.

Yao X, Shah ND, Gersh BJ, Lopez-Jimenez F, Noseworthy PA. Assessment of Trends
in Statin Therapy for Secondary Prevention of Atherosclerotic Cardiovascular Disease
in US Adults From 2007 to 2016. JAMA Netw open 2020;3:€2025505.

Berger JS, Ladapo JA. Underuse of Prevention and Lifestyle Counseling in Patients
With Peripheral Artery Disease. J Am Coll Cardiol 2017;69:2293-2300.

Schmidt M, Schmidt SA, Sandegaard JL, Ehrenstein V, Pedersen L, Sorensen HT. The
Danish National Patient Registry: a review of content, data quality, and research
potential. Clin Epidemiol 2015;7:449—490.

Schmidt M, Hallas J, Friis S. Potential of prescription registries to capture individual-
level use of aspirin and other nonsteroidal anti-inflammatory drugs in Denmark: Trends
in utilization 1999-2012. Clin Epidemiol 2014;6:155—168.

Lederle FA. The rise and fall of abdominal aortic aneurysm. Circulation

2011;124:1097-1099.

21



Table 1. Demographics and comorbidity of study cohort stratified by time period

Period 1 Period 2 Period 3 Period 4
1999-2003 2004-2008 2009-2013 2014-2018
Demographics, % (N)
N 6009 7784 9602 9998
Age, median (IQR) 73 (67-79) 73 (68-79) 74 (68-79) 74 (69-80)
Female 24.7 (1458) 25.1(1950) 23.8(2281) 23.5(2351)
Ruptured AAA 19.9 (1175) 15.2(1180) 10.2(978) 8.3 (828)
Any atherosclerotic 41.5 (2456) 40.7 (3169) 36.3(3487) 32.6(3264)
cardiovascular disease
Cerebrovascular Disease 10.4 (613) 10.7 (832) 9.1 (875) 8.9 (887)

- Ischemic stroke 7.8 (459) 8.0 (620) 6.4 (617) 6.4 (635)
Ischemic Heart Disease 24.3 (1439) 24.5(1910) 21.7(2080) 19.2(1916)
- Myocardial Infarction 7.8 (459) 7.0 (546) 6.0 (575) 5.3 (531)
Peripheral Arterial Disease 17.2(1017) 15.0(1168) 12.9(1239) 11.0(1102)

Comorbidity, other

Hypertension 17.9 (1059) 26.8(2084) 30.1(2889) 30.8 (3084)
Diabetes 5.2 (308) 7.3 (571) 8.5 (819) 8.7 (867)
Heart Failure 9.9 (585) 9.6 (744) 8.1(773) 7.9 (774)
Atrial Fibrillation 9.6 (559) 11.5(892) 11.6 (1112) 12.5(1251)
Chronic Pulmonary Disease 12.5 (740) 13.2 (1025) 13.4(1288) 14.4(1440)
Chronic Renal Disease 4.9 (290) 5.2 (405) 5.9 (571) 6.2 (617)
Rheumatic Disease 2.7 (157) 2.9 (227) 3.2 (308) 3.6 (362)
Cancer 8.8 (522) 10.8 (844) 12.8(1233) 13.9(1394)
Venous Thromboembolism 2.4 (141) 2.6 (201) 3.0 (285) 3.8 (381)
Mechanical Heart Valve 0.5 (29) 1.1 (84) 1.4 (132) 1.2 (124)

IQR — Inter quartile range, n — number, AAA —abdominal aortic aneurysm
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Table 2. Proportion of AAA patients receiving medical therapy according to time periods

Treatment, % (N) Period 1 Period 2 Period 3 Period 4
1999-2003 2004-2008 2009-2013 2014-2018
(n=5912) (n=7784) (n=9602) (n=9998)
Any antiplatelet 45.6 (2692) 59.5 (4633) 68.7 (6592) 63.3 (6333)
- prevalentuse 37.9(2238) 47.9 (3731) 53.3(5116) 47.1 (4714)
- newuse 7.7 (454) 11.6 (902) 15.4 (1476) 16.2 (1619)
Any antithrombotic*  51.1 (3022) 66.2 (4757) 76.2 (7314) 76.5 (7648)
- prevalentuse 41.7 (2468) 53.0 (4128) 59.1 (5672) 57.6 (5754)
- hew use 9.4 (554) 13.2 (1026) 17.1(1642) 18.9 (1894)
Statin 17.9 (1058) 50.8 (3954) 68.2 (6550) 66.9 (6691)
- prevalentuse  15.5(915) 39.4 (3069) 54.7 (5252) 55.7 (5568)
- new use 2.4 (143) 11.4 (885) 13.5 (1298) 11.2 (1123)
Any antihypertensive 71.3 (4218) 77.7 (4393) 79.1 (7589) 78.5 (7839)
- prevalentuse  63.6(3761) 69.6 (5419) 73.7 (7074) 73.5 (7344)
- new use 7.7 (457) 8.1(632) 5.4 (515) 5.0 (495)
Recommended 12.1(716) 36.8 (2861) 51.9 (4983) 50.7 (5068)
therapy’
- prevalentuse 11.2 (661) 30.9 (2402) 43.4 (4169) 42.9 (4289)
- new use 0.9 (55) 5.9 (459) 8.5 (814) 7.8 (779)

AAA — Abdominal Aortic Aneurysm, New use - Patients with first drug-redemption within 90
days after diagnosis of AAA, *Antithrombotic treatment with antiplatelet therapy or
anticoagulant therapy, TGuideline-recommended therapy with any anti-thrombotic and

statin therapy
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Table 3. Incidence rates of all outcomes (incident cardiovascular admissions and all-cause

mortality) at two-year follow-up.

Period 1 Period 2 Period 3 Period 4

1999-2003 2004-2008 2009-2013 2014-2018
Cerebrovascular disease 3.40 (285) 2.53 (370) 2.03 (324) 1.97 (279)
Ischemic stroke 2.59 (219) 1.61(197) 1.33 (214) 1.17 (166)
Ischemic heart disease 6.20 (505) 4.94 (582) 3.82 (597) 2.77 (388)
Myocardial infarction 2.45 (208) 1.96 (238) 1.52 (244) 1.22 (174)
Peripheral arterial disease 3.81 (315) 2.72 (327) 1.94 (309) 1.70 (240)

All-cause death 24.25 (2100)

18.49 (2289) 13.72(2231)

12.41 (1784)

Expressed as incidence rate per 100 person-years (no of events)
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Figure Legends

Figure 1. Timeline for pivotal studies and guidelines on medical cardioprotective therapy in
the study periods.

Footnote: Oxford Heart Protection Study'®, Stansby — Consensus Statement!”, Eurostar
2006'2, SVS (Society of Vascular Surgery) guidelines 2009?%2, ESVS (European Society of
Vascular Surgery) guidelines 2011'*, ESC (European Society of Cardiology) guidelines
2014', AAA - Abdominal Aortic Aneurysm.

Figure 2. Temporal changes in use of cardio-preventive therapy among patients with incident
AAA according to history of atherosclerotic cardiovascular disease. A. Trends in use of
antiplatelet, statin and recommended combined therapy with both drugs, B. Trends in
antithrombotic therapy with either antiplatelets or OAC.

Figure 3. A. Cumulative incidence (with 95% CI intervals) of new atherosclerotic vascular
admissions after AAA-diagnosis according to time periods. B. Cumulative mortality (with
95% CI intervals) according to time periods, overall and stratified on type of diagnosis (non-
ruptured vs. ruptured).

Footnote: AAA -abdominal aortic aneurysm, CeVD — cerebrovascular disease, [HD —
ischemic heart disease, PAD — peripheral arterial disease, MI — myocardial infarction
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Figure 1. Timeline for pivotal studies and guidelines on medical cardioprotective therapy in the study periods.

Period 1 Period 2 Period 3 Period 4
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ESVS (European Society of Vascular Surgery) guidelines 2011'*, ESC (European Society of Cardiology) guidelines 2014!° AAA -
Abdominal Aortic Aneurysm.
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Figure 2. Temporal changes in use of cardio-preventive therapy among patients with incident AAA according to history of atherosclerotic
cardiovascular disease. A. Trends in use of antiplatelet, statin and recommended combined therapy with both drugs, B. Trends in
antithrombotic therapy with either antiplatelets or OAC.
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Figure 3. A. Cumulative incidence (with 95% CI intervals) of new atherosclerotic vascular admissions after AAA-diagnosis according to
time periods. B. Cumulative mortality (with 95% CI intervals) according to time periods, overall and stratified on type of diagnosis (non-
ruptured vs. ruptured).
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