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Table 1. Baseline characteristics, Overall CVD event | No CVD event | 2001 2003 2005 2007 2009 2011 2013 2015 2017 2019 . : : : : :
- Median 440 468 460 430 504 550 a4 628 645 668 Potential underestimation of risk factors in early years due to a
stratified by CVD event occurrence n__% n__ % N %) S0 287.649)  (307,660) (312, 652) (336, 669) (360, 690)  (400,730) (429 772) (460, 825) (470, 846) (490, 872) -
Al 66.680 100 2811 42 63869 95.8 ’ ’ ’ ’ ’ ’ ’ ’ ’ ’ change towards better ascertainment (e.g., blood pressure)
Sex/Gender Male 49,286 73.9| 2.467 87.8| 46,819 73.3] RESULTS over time
N Female 17,334 26.0 344 12.2) 16,990 26.6) « Qverall, 66,680 participants were included (Table 1) CONCL USIONS
Sthnicitylrace  White 31,279 5591 16795971 396005571 . 3yer 3 median follow-up of 8.8 years (IQR 4.6-13.1; 586,510 total person-years of follow-up, PYFU), - o |
Black 6,517 9.8/ 109 3.9 6,408 10.0 | - Combining two large, multinational cohort collaborations
HIV acquisition MSM 28661 43.0| 1443 51.3| 27218 426 there were 2,811 CVD events: 1,363 Mls, 768 strokes and 680 ICPs showed that despite an increasing prevalence of several CVD
S o 10702 1601 416 148 10286 161+ Crude incidence rate 4.8/1000 PYFU (95% €1 4.6-5.0) risk factors, age-standardised CVD IRs have significantl
aMI (kg/m?) >3 12106 18.21 = 597 212} 11,509 180} . Age-standardised IRs decreased from 9.2 in 2001-2002 to 3.8/1000 PYFU in 2019-2021 (Figure 1) 29 ° 4
Smoking status Current smokers | 25,331 38.0| 1,315 46.8| 24,016 37.6 _ _ decreased from 2001 to 2021
. * The decline was most noticeable between 2001-2009 and larger for Mls than for strokes and ICPs _ _ . .
Hypertension 5131 7.7) 533 19.0) 4598 7.2 | | _ C _ . _ » An increasing hypertension prevalence may have contributed
Diabetes 2,143 3.2 282 10.0| 1861 29| * Whilethe smoking prevalence decreased, the proportion of individuals with dyslipidemia, (0 a slower decline in CVD incidence over time
Dyslipidemia 29,880 44.8| 1,951 69.4) 27,929 43.7 hypertension, obesity and diabetes increased from 2001-2019 (Figure 2) " L . . .
Chronic kidney disease 244 0.4 29 1.0 215 0.3 _ _ . _ _ « Adeclining CVD incidence Is concurrent with a higher
. . _  Among the PYFU with the respective comorbidity, the proportion exposed to CVD preventive _ . — .
Median (IQR)| Median (IQR)| Median (IQR) _ _ _ _ _ _ proportion being treated for comorbidities, having fewer
Age 40 (33-47)| 48 (41-56) 39 (33-47) measures also increased over time (antihypertensives 42.3% in 2001-2010 vs 49.4% in 2011-2021; smokers and more individuals being stable on effective ART
CD4 count 437 (270-630) | 420 (258-617)| 438 (271-630) antidiabetics 48.0% vs 56.9%; lipid-lowering drugs 12.4% vs 19.1%) regimens
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