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A B S T R A C T

Objective: National estimates of atherosclerotic cardiovascular disease (ASCVD) in the United States (US) are
scarce, especially for patients grouped by cardiovascular risk, lipid-lowering therapy use, and low-density lipo-
protein cholesterol (LDL-C) levels. The objective of this study was to estimate the size of the ASCVD population,
including the subgroup at very high risk for recurrent events as defined by the 2018 Multi-Society Cholesterol
Guidelines.
Methods: Patient-level data from the Truven MarketScan Research Database were used and extrapolated to
approximate national figures based on known national demographic and ASCVD prevalence numbers. De-
mographic and clinical characteristics, including LDL-C levels and lipid-lowering therapy use, were captured.
Results: The extrapolated prevalence of ASCVD in 2014 was 18.3 million, of whom 690,524 had an acute coronary
syndrome event in the past year. An estimated 41.4% of patients with ASCVD had diabetes, 44.9% had poly-
vascular disease, and 23.8% had multiple cardiovascular events. A third of those with ASCVD were estimated to
be at very high risk for subsequent events per the 2018 Multi-Society Cholesterol Guidelines. Of those with
ASCVD, 74.2% were estimated to have an LDL-C level of �70 md/dL, and more than half of these patients were
neither on statins nor ezetimibe. Only 9.2% of patients with ASCVD and LDL-C �70 mg/dL were on a high-
intensity statin.
Conclusions: The underutilization of lipid-lowering therapies in general, and in particular the relatively low usage
of high-intensity statins among patients with uncontrolled LDL-C (including those at very high risk), suggests that
eligible patients for proprotein convertase subtilisin/kexin type 9 inhibitor therapy may not be as numerous as
previously estimated.
1. Introduction

Atherosclerotic cardiovascular disease (ASCVD) is a heterogeneous
disease that puts patients at risk of cardiovascular events and is modu-
lated by several risk factors, including low-density lipoprotein choles-
terol (LDL-C) levels. Recently published US Multi-Society Cholesterol
Guidelines recommend treatment to achieve an LDL-C reduction of
�50% for patients with ASCVD using high-intensity statin or maximally
tolerated statin doses, and state that very high-risk patients with ASCVD
(those with a history of multiple major ASCVD events or a major event
and multiple high-risk conditions) who are not able to reach an LDL-C
threshold of <70 mg/dL may require additional non-statin therapy [1].
Similarly, the American Association of Clinical Endocrinologists 2017
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Guidelines set LDL-C goals for patients based on risk level, with a goal of
<70 mg/dL for those with ASCVD (termed “very high risk”) and a goal of
<55 mg/dL for those at extreme risk (e.g., individuals with progressive
ASCVD or those with clinical cardiovascular disease and diabetes) [2].
Guidelines in 2019 from the European Society of Cardiology/European
Atherosclerosis Society recommend an LDL-C goal of<55mg/dL for very
high-risk patients, in which they include all patients with clinical ASCVD
[3]. Statins are typically recommended prior to other agents, such as
ezetimibe and proprotein convertase subtilisin/kexin type 9 (PCSK9)
inhibitors, for patients with ASCVD or familial hypercholesterolemia
requiring additional LDL-C reduction. While there has been concern
about the size of the appropriate patient population for treatment with
PCSK9 inhibitors, limited national-level information from real-world
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data exists about the size of the ASCVD population overall, and especially
the size of relevant disease and risk groups based on lipid-lowering
therapy use and LDL-C levels.

While several database studies of the ASCVD population include
detail on lipid-lowering therapy use and the clinical characteristics of
patients, national estimates containing granular information are sparse
[4–6]. The objective of the current study was to fill these gaps, aiming to
provide a more complete picture of ASCVD and disease groups, including
in terms of lipid-lowering therapy use and achieved LDL-C levels.
Furthermore, we provide additional estimates for the clinical character-
istics of the national population, including details on the prevalence of
various risk factors.

2. Methods

This study used de-identified Health Insurance Portability and
Accountability Act-compliant administrative healthcare claims from fa-
cilities, providers, and outpatient pharmacies from the Truven Market-
Scan Research Database, which contains healthcare data for more than
43.6 million covered lives (~13.4% of the US population [based on 2017
data]) [7,8]. The Truven MarketScan Research Database is a large
US-managed care database representing patients covered by commercial
and Medicare supplemental health plans. Data were linked to laboratory
results where available. A previous study by Brookhart et al. [9] found
little bias in common laboratory values, including LDL-C, when
comparing patients with laboratory values in Truven Marketscan to na-
tionally representative figures in NHANES, indicating no systematic
difference between these two datasets.

Enrollees who met all of the following criteria were included in the
analytic cohort: at least 1 valid LDL-C measurement in 2014 (date of last
measurement defined as index date), age �21 years as of the index date,
continuous enrollment in the database for at least 5 years prior to the
index date (baseline period was the 5 years prior to index for all patients;
Fig. 1), a diagnosis of ASCVD or diabetes based on International Classi-
fication of Diseases, Ninth Revision (ICD-9) codes [10], or likely het-
erozygous familial hypercholesterolemia (based on claims-assessable
Dutch Lipid Clinic Criteria [11]) during the baseline period (see Sup-
plementary Table 1 for ICD-9 codes). The sizes of populations without
ASCVD (including with diabetes or heterozygous familial hypercholes-
terolemia but without ASCVD) were also estimated. This was to control
for any potential biases in the data based on age, gender, or diabetes
status.

To conduct the estimation, patients were stratified into mutually
exclusive groups based on several demographic and clinical character-
istics (described below). In doing so, the extrapolation accounted for
differential weights by disease profiles and eliminated double-counting
due to overlap between high-risk conditions. The sizes of patient
groups were estimated using an optimization algorithm, according to
which the cumulative prevalence of each demographic and clinical
characteristic in the final extrapolated cohort aligned to national esti-
mates (anchors). These anchors were set based on 2013 US census data
for gender and age (21–64 years and �65 years) [12], and American
Heart Association national statistics and published estimates for the
prevalence of CHD [13], ischemic stroke [13], diabetes [13,14], PAD
[15], and heterozygous familial hypercholesterolemia [16].

The weights per strata were estimated such that the squared error
between the national prevalence and extrapolated prevalence was
Fig. 1. Study design.
LDL-C, low-density lipoprotein cholesterol.
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minimized across all anchor values (the objective function). A general-
ized reduced gradient non-linear optimization, via the Solver add-in for
Microsoft Excel, was used to estimate the weights per strata. After that,
an additional macro iterated through each weight, incrementally
increasing and decreasing the weight to test whether it would decrease
the value from the objective function. This additional optimizationmacro
was run until the extrapolated values matched the national prevalence
for all anchor values when rounded to the nearest integer.

This methodology ensured that the number of observations in the
extrapolated dataset was in line with the adult US population and the
national prevalence of CHD, ischemic stroke, diabetes, PAD, and het-
erozygous familial hypercholesterolemia. The final results ensured that
each patient included in the analysis was extrapolated to the national
level for the aforementioned variables, and also provided information on
the following additional variables of interest: LDL-C value, history of
acute coronary syndrome (ACS; including within 1 year or prior), evi-
dence of multiple events, evidence of polyvascular disease, chronic kid-
ney disease, and hypertension.

The primary analysis was conducted for 5 mutually exclusive car-
diovascular risk groups, defined using the following hierarchy (patients
were categorized into the first group they qualified for): (1) Recent ACS
within �1 year (nonfatal myocardial infarction [MI] or unstable angina
requiring hospitalization within the 12 months before the index date);
(2) ACS >1 year, occurring more than 12 months before the index date;
(3) ischemic stroke; (4) PAD (by non-coronary atherosclerotic disease,
abdominal aortic aneurysm, or carotid artery stenosis); (5) other CHD
(coronary revascularization [including coronary artery bypass graft and
percutaneous coronary intervention], stable angina, or non-specific CHD
diagnosis). Effectively, the hierarchical categorization amounted to first
identifying patients with recent ACS �1 year, then patients without
“recent ACS” who had ACS >1 year ago, then patients with ischemic
stroke without any evidence of ACS, followed by patients with PAD
without ACS or ischemic stroke, and finally patients with CHD other than
any of the above.

A second analysis was conducted in which patients were classified
into each category for which they qualified (“overlapping” disease
groups). For example, a patient with evidence of both ischemic stroke
and a prior PAD diagnosis would be categorized both into the ischemic
stroke and PAD groups in the overlapping analysis (whereas they would
only be categorized into the ischemic stroke group in the above hierar-
chical analysis).

Demographic and clinical characteristics, including comorbidities
and risk factors of interest, such as polyvascular disease and recurrent
events, were assessed for each disease group. Polyvascular disease was
defined as disease in 2 or more vascular beds (coronary, cerebrovascular,
peripheral); recurrent events were defined as 2 or more events (including
the same type of event twice) of unstable angina with hospitalization,
nonfatal ischemic stroke, nonfatal MI, or elective revascularization. A
modified version (not including Ankle Brachial Index <0.85 and ampu-
tation in definition of symptomatic PAD due to data limitations) of ‘very
high-risk’ patients, as defined in the 2018 Multi-Society Cholesterol
Guidelines, was also assessed. ICD-9 codes were used to code all high-risk
conditions and major ASCVD events aside from heterozygous familial
hypercholesterolemia (defined using claims-assessable Dutch Lipid Clinic
Criteria [11]).

Treatment status and LDL-C were also assessed for each disease
group. Treatment status was assessed according to evidence of a



Table 1
Hierarchical ASCVD disease group count in the Truven Database and extrapo-
lated population.

Hierarchical
disease group

Database,
count

Database,
%

Extrapolated US
population size,
count

Extrapolated US
population size,
%

Recent ACS
�1 year

4051 0.6 690,524 0.3

ACS >1 year 12,694 2.0 2,135,019 0.9
Ischemic
stroke

11,396 1.8 4,912,555 2.1

PAD 42,999 6.9 3,588,654 1.6
Other CHDa 46,467 7.4 6,986,485 3.0
No ASCVD 509,647 81.3 211,121,795 92.0
Total 627,254 100 229,435,031 100

ACS, acute coronary syndrome; ASCVD, atherosclerotic cardiovascular disease;
CHD, coronary heart disease; PAD, peripheral arterial disease.

a ‘Other CHD’ includes coronary revascularization (including coronary artery
bypass graft and percutaneous coronary intervention), stable angina, or another
CHD diagnosis.
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pharmacy claim for a statin and/or ezetimibe as of the index date; statin
intensity was categorized according to previously published definitions
[4]. A patient was assumed to be taking a medication at index if (a) the
pharmacy claim date preceded the index date and the runout date was
the index date or later, or (b) the pharmacy claim runout date was no
later than 30 days prior to the index date (Fig. 2). Patients who had either
no pharmacy claim or had a pharmacy claim with a runout date earlier
than 30 days before index were not considered to be on the medication.
Lipid-lowering therapy status and lipid values were assessed concur-
rently (i.e., lipid-lowering therapy pharmacy claim date within 30 days
prior to LDL-C measurement), to ensure that lipid levels best reflected the
impact of the current treatment regimen. Treatment status by disease
group and LDL-C level (<55 mg/dL, <70 mg/dL, �70 mg/dL, and �100
mg/dL) as of the index date were also assessed.

3. Results

Patient counts for each hierarchical disease group are shown in
Table 1; patient counts for overlapping disease groups are shown in
Supplementary Table 2. The extrapolated prevalence of ASCVD was 18.3
million (8.0% of the adult population), of whom 690,524 had an ACS
event in the past year.

Demographic and clinical characteristics for each hierarchical disease
group are shown in Table 2; characteristics for each overlapping disease
group are shown in Supplementary Table 3. In the hierarchical analysis,
polyvascular disease was estimated to be present in 44.6% of patients
with ACS�1 year, 43.4% of patients with ACS>1 year, 89.8% of patients
with ischemic stroke, and 71.9% of patients with PAD. The proportion of
patients with recurrent cardiovascular events in the hierarchical analysis
was estimated to be 59.5% in patients with ischemic stroke, 57.8% in
patients with ACS �1 year, and 48.3% in patients with ACS >1 year. A
total of 32.8% of patients with ASCVD were considered to be at very high
risk according to the 2018 guideline. Hypertension was common across
all disease groups, and Stage III chronic kidney disease was estimated to
be present in 9–20% of patients in each disease group. Overall, an esti-
mated 74.2% of patients with ASCVD had an LDL-C level of �70 mg/dL.

The proportion of patients with ASCVD without pharmacy claims for
statin or ezetimibe was estimated to be 54.0% (ranging from 45.0% for
ACS >1 year to 59.5% for PAD across the hierarchical disease groups;
Fig. 3). In total, an estimated 44.1% of patients with ASCVD received a
statin, 11.2% received high-intensity statin (ranging from 7.9% in the
PAD group to 20.1% in the recent ACS �1 year group), 27.1% received
moderate-intensity statin (ranging from 25.0% in the PAD group to
30.2% for ACS>1 year), and 5.8% received low-intensity statin (ranging
from 5.3% for other CHD to 6.8% for ischemic stroke). Among patients
with ASCVD, an estimated 2.4% of patients received ezetimibe, either as
monotherapy or in combination with statins. Treatment characteristics
by overlapping disease groups are shown in Supplementary Fig. 1.

Among patients with ASCVD with an LDL-C level of <55 mg/dL, it
was estimated that 61.2% received statins (Fig. 4). For patients with an
LDL-C level of<70 mg/dL, this figure was 61.1%. By contrast, 38.2% and
24.4% of patients with LDL-C levels of �70 mg/dL and �100 mg/dL,
Fig. 2. Determination of treatment status at the index date (adapted from Steen et
LDL-C, low-density lipoprotein cholesterol.
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respectively, were estimated to be on statins. The percentage of patients
estimated to be on high-intensity statin was 17.6% for LDL-C<55mg/dL,
17.1% for LDL-C <70 mg/dL, 9.2% for LDL �70 mg/dL, and 5.5% for
LDL-C �100 mg/dL. In the lowest LDL-C group (<55 mg/dL), the esti-
mated proportion of patients with no pharmacy claim for statin or eze-
timibe across the hierarchical disease groups ranged from 35.2% in the
other CHD group to 40.0% in the PAD group. In the highest LDL-C group
(�100 mg/dL), the proportion ranged from 61.8% in the recent ACS �1
year group to 76.3% in the PAD group. Treatment characteristics by
overlapping disease groups and LDL-C level are shown in Supplementary
Fig. 2. Figures were similar for the very high-risk ASCVD population
compared with the overall population (Fig. 5).

4. Discussion

In the extrapolated population of 229 million adults in the US aged
�21, the overall prevalence of ASCVD in 2014 was estimated to be 8.0%,
representing more than 18.3 million people. These data are consistent
with the previous estimate by Wong et al. of 17 million people, based on
data from the NHANES database [17,18]. Interestingly, while the earlier
estimate did take into account overlaps across disease groups, it did not
include patients with PAD or coronary revascularization without an ACS
or stroke event, as this information is not captured in the recent NHANES
database.

In contrast to the estimated ASCVD population size, the point esti-
mate for the proportion of US adults with a recent ACS event within 1
year was relatively small, corresponding to approximately 700,000
adults. This estimate appears consistent with data from the Healthcare
Cost and Utilization Project, the largest collection of longitudinal hospital
care data in the US, which show that there were 608,800 stays for acute
MI in 2014 (although the figure may double-count patients with multiple
MIs in the same year and does not include patients who have
al. 20164).



Table 2
Demographic and clinical characteristics for hierarchical ASCVD disease groups of adults �21 years of age in the US.

Recent ACS �1 year (N
¼ 690,524)

ACS >1 year (N ¼
2,135,019)

Ischemic stroke (N ¼
4,912,555)

PAD (N ¼
3,588,654)

Other CHDa (N ¼
6,986,485)

Overall ASCVD (N ¼
18,313,236)

Age, mean 67.8 67.9 67.8 66.4 64.4 66.2
Gender, % male 61.9 63.2 50.1 50.5 59.1 55.6
History of ACS, % 100.0 100.0 – – – 15.4
History of MI 80.0 74.5 – – – 11.7
History of UA with
hospitalization

43.0 41.8 – – – 6.5

History of ischemic stroke,
%

30.6 28.9 100.0 – – 31.4

PAD, % 34.8 33.7 45.8 100.0 – 37.1
Elective revascularization,
%

10.4 11.4 0.7 0.8 1.0 2.4

CKD Stage III, % 19.5 16.9 14.0 11.1 8.7 12.0
CKD Stage IV, % 5.7 4.7 3.3 2.4 1.6 2.7
CKD Stage V, % 7.1 5.5 4.0 2.9 1.8 3.2
Hypertension, % 91.5 93.3 88.0 85.6 84.2 86.8
Diabetes mellitus, % 50.3 46.5 41.9 43.5 37.7 41.4
Polyvascular disease, %b 44.6 43.4 89.8 71.9 0.0 44.9
Recurrent events, %c 57.8 48.3 59.5 0.0 0.0 23.8
Very high risk, %d 90.0 70.4 76.2 3.8 0.0 32.8
LDL-C, mean (mg/dL) 83.8 88.5 94.0 99.5 95.4 94.6
LDL-C <55 mg/dL, % 19.1 14.1 11.0 7.8 8.8 10.2
LDL-C <70 mg/dL, % 40.5 33.6 26.5 20.9 23.9 25.8
LDL-C �70 mg/dL, % 59.5 66.4 73.5 79.1 76.1 74.2
LDL-C �100 mg/dL, % 25.3 29.0 37.6 42.8 38.6 37.5

ACS, acute coronary syndrome; ASCVD, atherosclerotic cardiovascular disease; CHD, coronary heart disease; CKD, chronic kidney disease; LDL-C, low-density lipo-
protein cholesterol; MI, myocardial infarction; PAD, peripheral arterial disease; UA, unstable angina.
All data are percentages unless otherwise stated.

a ‘Other CHD’ includes coronary revascularization (including coronary artery bypass graft and percutaneous coronary intervention), stable angina, or another CHD
diagnosis.

b Defined as disease in �2 vascular beds (coronary, cerebrovascular, peripheral).
c Defined as �2 of the following: UA with hospitalization, nonfatal ischemic stroke, MI, elective revascularization.
d Defined using the 2018 Multi-Society Cholesterol Guidelines [1].

Fig. 3. Treatment status for hierarchical ASCVD disease groups of adults �21 years of age in the US.
ACS, acute coronary syndrome; ASCVD, atherosclerotic cardiovascular disease; CHD, coronary heart disease; PAD, peripheral arterial disease.
*Monotherapy or in combination with ezetimibe.
y‘Other CHD’ includes coronary revascularization (including coronary artery bypass graft and percutaneous coronary intervention), stable angina, or another
CHD diagnosis.
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hospitalizations for unstable angina) [19]. In our study, 44.9% of patients
with ASCVD were estimated to have polyvascular disease and 23.8% a
history of recurrent cardiovascular events, further highlighting the
burden of ASCVD in general, and in particular the high preponderance of
4

patients not able to prevent a second event or progression to a second
vascular bed. About one-third (32.8%) were estimated to be at ‘very high
risk’ per the 2018Multi-Society Cholesterol Guidelines [1], and 41.4% of
patients with ASCVD were estimated to have diabetes mellitus, which



Fig. 4. Treatment characteristics by hierarchical ASCVD disease group and LDL-C level.
ACS, acute coronary syndrome; ASCVD, atherosclerotic cardiovascular disease; CHD, coronary heart disease; LDL-C, low-density lipoprotein cholesterol; PAD, pe-
ripheral arterial disease.
*Monotherapy or in combination with ezetimibe.
y‘Other CHD’ includes coronary revascularization (including coronary artery bypass graft and percutaneous coronary intervention), stable angina, or another
CHD diagnosis.

Fig. 5. Treatment characteristics and LDL-C level in very high-risk patients.
LDL-C, low-density lipoprotein cholesterol.
*Monotherapy or in combination with ezetimibe. Very high-risk patients defined using the 2018 Multi-Society Cholesterol Guidelines [1].
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would place them into an extreme risk category according to the Amer-
ican Association of Clinical Endocrinologists guidelines [2]. These
particularly high-risk groups [18,20–22] may be an important area of
public health focus and clinical impetus.

While the high burden of ASCVD in the US, as demonstrated in the
literature [23] and in this study, is in itself concerning, we find the
5

additional estimates of numbers of individuals untreated and under-
treated alarming: more than 50% of the ASCVD population, corre-
sponding to almost 9.9 million people, did not have a pharmacy claim for
statins or for ezetimibe, although several guidelines recommend them
unequivocally [1,2]. Even in patients considered to be at very high risk,
nearly half of patients had no evidence of statin or ezetimibe. Although
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alternative lipid-lowering therapies are available, other studies suggest
that the proportion of patients who receive these therapies without
concomitant statin treatment is less than 5% [4,24]. These estimates are
in line with similar proportions of patients with ASCVD in the US who
have been reported as undertreated in other studies. Steen et al. found
that 51% of adults aged �20 years with ASCVD in the US in 2014 were
not taking a lipid-lowering therapy, based on data from the Optum
Research database [4], and Wong et al. found that, of all statin-eligible
patients in the US, only 63.7% of people with ASCVD received statins
[18]. It is possible that the proportion of patients on statins may have
been under-represented in the current analysis due to the Truven data-
base not including prescriptions that were not billed for through insur-
ance (e.g., those that may have been paid for by cash owing to the low
cost of many generic statins). A past study by Wade et al. has shown that
this underestimation is likely not too large but may have led to a deflated
figure [25]. Nevertheless, it is clear that statins are significantly
underutilized in adults with ASCVD in the US.

Treatment underutilization leads to a failure to achieve LDL-C goals,
resulting in an increased risk of recurrent events [25]. In this study, in the
group of adults with ASCVD who had an LDL-C level �70 mg/dL, an
estimated 5.4% were receiving low-intensity statin and 60.0% had no
pharmacy claim for either statins or ezetimibe (54% of those at very high
risk had no pharmacy claim for statin or ezetimibe). Corresponding
percentages for those with an LDL-C level �100 mg/dL were 4.0% and
73.9%. This highlights an opportunity to reduce LDL-C to below goal
with higher-intensity statin in a large proportion of patients. However,
some patients with ASCVD failed to reach LDL-C goals even with
high-intensity statin therapy (9.2% with LDL-C �70 mg/dL and 5.5%
with LDL-C �100 mg/dL, representing 1.25 million and ~400,000 pa-
tients, respectively); whereas 17.6% reached an LDL-C level of <55
mg/dL with high-intensity statin. Whether this failure to achieve LDL-C
targets with high-intensity statin therapy is due to inadequate response
or suboptimal adherence to the statin was not ascertained. Regardless,
these patients may benefit from non-statin lipid-lowering therapy, such
as PCSK9 inhibitors or ezetimibe. The relatively low percentage of pa-
tients who are not at goal despite high-intensity statin therapy also
suggests that the number of eligible patients for PCSK9 inhibitors may
not be as large as previously estimated, especially if patients are appro-
priately initiated and titrated, and adhere to their statin therapy [10,27].
In the very high-risk group, only 444,226 patients on high-intensity statin
had an LDL-C level �70 mg/dL.

This analysis has several important limitations, pertaining to analytic
methods and administrative claims data. Although the estimated weights
accounted for key factors such as diagnoses of CHD, the analysis did not
incorporate residual contributions from all known variables. The study
cohort represents a subset of the US insured population, including those
commercially insured in part by employers and those with Medicare
supplement plans, which may limit generalizability to the uninsured, the
Medicaid population, those using another commercial plan, or the US
population in general. Furthermore, the data may underestimate the
number of patients with ACS >1 year and subsequently overestimate the
number with ‘other CHD’, as the baseline period was restricted to 5 years
and there could be no surety that the ‘old MI’ ICD-9 code was used during
that period in all patients with a history of MI. This may explain the gap
between the 2.8 million patients with a history of ACS in this study and
7.1 million patients with a history of MI reported in Wong et al. [18].
Owing to the lack of Ankle Brachial Index and amputations in the data, as
well as a cohort that was limited to �21 years of age, not all patients at
very high risk per the 2018 Multi-Society Cholesterol Guidelines [1] may
have been identified. Information on response to statins or potential
intolerance to higher intensities of statin and race are also not available
within these data.

5. Conclusion

Overall, we find that approximately 18 million US adults have
6

ASCVD, with one-third of them being defined as “very high risk” ac-
cording to the latest US Multi-Society Cholesterol Guidelines. This study
provides some additional detail and insight into the size of different
subsets of the ASCVD population in the US as well as the clinical and
treatment characteristics therein. Furthermore, this analysis estimates
the distribution of baseline treatments and corresponding LDL-C levels,
highlighting a significant underutilization of statins, including in patients
at very high risk according to the 2018 Multi-Society Cholesterol
Guidelines. These data are of public health interest and may be an area of
future therapeutic focus. The relatively low percentage of uncontrolled
patients among those optimally treated with statins also suggests that the
eligible population for PCSK9 inhibitors may not be as large as previously
estimated.
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