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Abstracts

accounting for established risk factors. Serum Cu is a potential prognostic marker
or a risk factor for CVD mortality, however, further studies are needed.
Keywords: Serum copper; cardiovascular disease; obesity; risk factor
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ASPIRIN FOR CARDIOVASCULAR DISEASE PREVENTION AMONG ADULTS IN
THE UNITED STATES: TRENDS, PREVALENCE, AND PARTICIPANT CHARAC-
TERISTICS ASSOCIATED WITH USE

Ellen Boakye, Iftekhar Uddin, Olufunmilayo H. Obisesan, Albert D. Osei,
Omar Dzaye, Garima Sharma, John W. McEvoy, RogerS. Blumenthal,
Michael J. Blaha. Johns Hopkins University, Baltimore, MD

Therapeutic Area: CVD Prevention — Primary and Secondary

Background: Despite the widespread use of aspirin for atherosclerotic cardiovas-
cular disease (ASCVD) prevention in the U.S., limited detailed data exist on trends
in use over the last two decades. We examined trends in aspirin use for ASCVD pre-
vention from 1998-2019, and assessed factors associated with its use for primary
and secondary prevention.

Methods: Using Behavioral Risk Factor Surveillance System data (1998-2019),
we obtained the weighted prevalence of aspirin use for each year and examined
trends in use over this period. We used multivariable logistic regression to assess
factors associated with aspirin use for secondary prevention, and for primary pre-
vention stratified by low-risk (no traditional ASCVD risk factor) and high-risk (>3
traditional ASCVD risk factors) groups. We performed all analyses in 2020.
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Results: Aspirin use prevalence among adults >40 years increased from 29.0%
(95%CI, 27.9%-30.2%) in 1998 to 37.5% (36.9%-38.0%) in 2009. However, use
has slightly declined over the last decade: 35.6% (34.6%-36.6%) in 2011 to 33.5%
(32.5%-34.6%) in 2019. In 2019, 23.4% of adults >18 years, reported aspirin use
for ASCVD prevention. Among respondents without CVD, 18.6% (17.9%-19.3%)
reported aspirin use. Concerningly, 45.6% of adults >70 years without CVD re-
ported regular aspirin use, contrary to current guideline recommendations. Addi-
tionally, male sex, age >70 years, and overweight/obesity were associated with
higher odds of primary prevention aspirin use among low-risk individuals. Females
and persons <40 years were less likely to report secondary prevention aspirin use.
Conclusion: Despite the slight declines in use over the last decade, aspirin is still
widely utilized for ASCVD prevention. There is suboptimal concordance between
current guideline recommendations and actual use patterns.

Keywords: Aspirin, Primary Prevention, Secondary Prevention, Trends
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NOVEL TIERED HEART FAILURE STAGING, RISK, AND SOCIAL DETERMI-
NANTS OF HEALTH OF AN URBAN COMMUNITY CLINIC BEFORE AND DUR-
ING COVID-19

Melvin R. Echols -2, Paula Pollard-Thomas ?, Henry Nuss ®, Heartley Egwuogu 2,
Kristen Hobbs“, LauraLee Hall*, Keith Ferdinand®. !Morehouse School of
Medicine, Atlanta, GA 2 Grady Memorial Hospital, Atlanta, GA 3 Louisiana State Uni-
versity, New Orleans, LA 4 National Minority Quality Forum, Washington, DC 5 Tulane
University School of Medicine, New Orleans, LA

Therapeutic Area: Heart Failure

Funding: National Minority Forum for Quality

Background: Heart failure (HF) is a debilitating condition, often preceded by the
escalation of cumulative risk over time. The American Heart Association/American
College of Cardiology devised a staging classification where Stage A indicates pa-
tients (pts) at risk for HF. However, it is unclear whether the degree of HF risk,
based on the number of risk factors (RFs) in a population, has any association with
indicators of social determinants of health (SDoH) in the era of the COVID-19 pan-
demic. We sought to examine a novel tiered staging HF risks and the association to
SDoH indicators in an urban community clinic between the years 2019 and 2020.
Methods: A clinic cohort-based, cross-sectional sample of 2577 new pts > 18 years
of age was identified in a community clinic in Atlanta, GA for the years of 2019 and
2020. Participants were classified by review of electronic health record as follows:
Stage 0, healthy; Stage A1, 1 HF RF; Stage A2/B, > 2 RFs OR asymptomatic cardiac
structural abnormalities; or Stage C, symptomatic HF per medical history. Selected
indicators of SDOH were obtained from medical chart review of social history (22
pts excluded for missing data). Likelihood-ratio Chi-square tests were analyzed to
detect an association between SDOH and stages of HF.

Results: The new patients presenting to the clinic in 2019-2020 were primarily
African American (93% n=2362), female (72% n=1837), age 49.9+16.4, and sin-
gle (58% n=1480). In 2019, of the new pts presenting to the clinic (n=1712), 52%
(n=894) were Stage 0, 29% (n=480) were Stage Al, 15% (n=261) were Stage
A2/B, and 4% (n=77) were Stage C. In comparison with new pts (n=833) in 2020,
58% (n=484) were Stage 0, 22% (n=299) were Stage Al, 16% (n=48) Stage A2/B,
and 3% Stage C (p-value 0.005). Overall, pts with A1 or A2/B HF were less likely
to present as new pts in 2020, yet more likely to report issues of financial strain
when compared to Stage 0 HF pts (p-value 0.001). However, pts with any risk fac-
tor for HF were more likely to report issues with transportation and food insecurity
in 2020 (p-value 0.001).
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Table 1. Baseline Demograp
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i i and ic factors for study sample and comparison between
2019 and 2020 data.
Al 2019 2020
n 2,535 1712 833
Age (years) me=ntsD asszica S00=162 496-162
Gender (n/3%)
Female 1837 (72.2) 1320 (73.0) 587 (70.5)
Male 707 (27.8) £61(26.9) 236 (25.5)
Race (n/%)
African American 2,362 (52.8) 1,550 (52.5) 772 (92.7)
White 87(3.4) 51(2.5) 26(3.1)
Other 96 (4.8) 55 (2.2) 32 3.8)
Marital (n/%)
Single 1,480 (583) 1004 (S8.6) 476 (57.1)
Married 469 (18.8) 283 (16.3) 180 (21.6)
Divorced/Separated 414 (16) 223 (16.8) 126 (15.1)
Widowed 130 (5.1) 55 (5.5) 35 {2.2)
Systolic BP (mmHg) (meanz<0) 325=18 1282172 3304183
Diastolic BP (mmHg) (mesn25D) 79:12 78.7+11.5 80.3212.3
Body Mass Index [meanzs0) 320250 322591 3i8zes
Normal (BMI<25) (n/3) 567 (22.3) 396 (23.1) 171 {20.5)
Overweight [2558MI<30) (n/%) 601 (23.6) 350 (22.8) 211(25.3)
Obeze (BMI 230 ke/m?) (n/3] 1,362 (53.5) 519 (53.7) 443 (53.2)
eGFR (mL/min/1.73m’] AA * (n/%) $8.2222.7 S7.82238 $8.52215
=90 120 (4.7) 5934 6173
260 and = 59 50(2.0 2215 2226
230 and £59 8 19 3 402 405
=30 100 101 00
@GFR (mL/min/1.73m?) non AA® (n/5) 2255197 24 7207 852-187
=50 71(2.8) 33(2.3) 32 (3.8)
= €0 and = 85 51 (2.8) 44 (2.6) 47 (5.6)
230 and =53 15 (0.6) 7(0.9) 8(1.0)
<30 2(0.1) 2{0.3) 0(0)
Medical history (n/%)
Hypertension 1,037 {30.7) 735 (42.9) 302 {26.3)
Type 2 Diabetes 437 (17.2) 289 (16.9) 138 (17.8)
Coronary artery disease 72 (2.9) 32 (2.6) 2025
Atrial fibrillati 37 (18) 28 (1.6) i5(23
Chronlic renal Insutficiency 128 (5.0) S2(5.4) 36 (4.3]
COPD €1(2.3) 42 (2.5) 15(23
Heart failure stage (n/56)
Stage O 1381 (54.3) 854 (52.2) 484 (S8.1)
Stage A/1 1022 (40.2) 480 (28.9) 186 {22.3)
Stage A2/B 142(5.6 261(15.2) 135 (16.2)
Stage C (Heart Failure) 105 (4.1 77 (3.5) 28 (3.5)
Social, !
Insurance status (n/5)
Private or commarciz| 1,242 (42.8) 744 (42.5] 4 £5.8)
Medicare 505 (19.8) 338 (19.7] 167 (20.0)
Medicaid 357 (14.4) 245 (14.2) 1 12.8)
Nore 431 (169) 385 (225 AE(55)

Table 2. Indicators of SDOH

Financial Strain (n/%)

Yes 194.0 (17.5) 136 (18.9) 58 (14.8)

No 857.0 (30.8) 571(79.5) 326 (83.2)
Transportation (Medical) (n/3%)

Yes 71(5.4) 40 (5.6) 31(7.9)

No 353 (25.5) 654 (51.1) 335 (36.5)
Transportation (Other) (n/%]

Yes 64 (5.8 36(5.0) 28(7.1)

No 920 (88.3) 643 (89.6) 337 (86.0)
Faod Insecurity (n/%)

NO 266 (78.0) 557 (79.0) 298 (76.2)

YES 210 (18.5) 122 (18.4) 72 (15.9)
*eGFR data available for 175, 52 and 87 patients for the entire sample, 2019 and 2020 respectively.
**Social determinants of health data for 1,110 patients only.

Conclusion: Pts with varying risk for HF are likely to present with SDoH chal-
lenges. Understanding the tiered risk of pts at risk for HF in relation to indicators
of SDoH and shifts in clinic characteristics during the COVID-19 pandemic may
inform future HF prevention strategies of high-risk populations.

Keywords: Heart Failure, Prevention, African American, Social Determinants of
Health, Ambulatory Cardiology.
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PERFORMANCE OF EXISTING CARDIOVASCULAR RISK ASSESSMENT TOOLS
IN SUB-SAHARAN AFRICA: A SYSTEMATIC REVIEW

Yousif M. Hydoub 2, Ali Mohamed ®, Seema Nour '. ! Department of Cardiology,
Sheikh Shakhbout Medical City, Abu Dhabi, United Arab Emirates 2 University of Med-
ical Science & Technology, Khartoum, Sudan * Cleveland Clinic Abu Dhabi, Abu Dhabi,
United Arab Emirates

Therapeutic Area: ASCVD/CVD Risk Assessment

Background: Cardiovascular diseases (CVD) are a major public health concern in
low- and middle-income countries. Numerous risk assessment tools have been de-
veloped, validated, and incorporated into practice in various world regions. How-
ever, little is known about the performance of these tools in Sub-Saharan Africa
(SSA).

Methods: We conducted a systematic review according to the Preferred Reporting
Items for Systematic Reviews and Meta-analyses (PRISMA) guidelines (Figure 1),
to identify citations reporting validation data of CVD risk assessment tools SSA.
We searched MEDLINE/Pubmed and Embase from inception, through final search
updates on May 10, 2021. We also screened the reference lists of included articles.
Dual screening, data extraction, and risk of bias assessment were conducted. We
followed the Critical Appraisal and Data Extraction for Systematic Reviews of Pre-
diction Modelling Studies (CHARMS) checklist and the Prediction Model Risk of
Bias Assessment Tool (PROBAST) for data extraction and risk of bias assessment,
respectively.

Results: Out of 3,155 unique citations, we identified three risk assessment tools
reported in two citations (Table 1). The three tools included 3,084 participants
in total and differed in study design, population, predictors, validation methods
and results, and outcome types (Table 2). The INTERHEART Modifiable Risk Score
(IHMRS) showed the best discrimination (C-statistic: 0.74 [0.68, 0.79]), followed
by the Fasting Cholesterol INTERHEART (FC-IHRS) (C-statistic: 0.66 [0.61, 0.71]),
and the Non-Laboratory INTERHEART (NL-IHRS) (C-statistic: 0.62 [0.58, 0.66]).
The IHMRS was well-calibrated, while the FC-IHRS and NL-IHRS had to be recali-
brated. The NL-IHRS was the only tool that does not require blood collection. All
three tools suffered from low event rates. The IHMRS had the highest risk of bias
and least applicability to address our research question, due to its non-nested case-
control design, while the FC-IHRS and NL-IHRS showed the lowest risk of bias and
most applicability due to its prospective cohort design (Table 3).



