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Bb3pacTTa e BaxeH HemogmdnLMpyeM puckoB (hakTop 3a CbpAeYHO CbaoBM 3abonsBanus. Kakto eBponelickuTe, Taka u
aMEPUKaHCKWTE raianaiHv NpenopbyBaT NpeaniaraHeTo Ha WHBa3WBHA penepdy3uoHHa CTpaTerus Npu NauueHTy B Ha-
npeaHana Bb3pacT ¢ OKC, kato ce B3emaT npeaBua KOMOPOUOHOCTUTE, CTOMHOCTUTE U M3XOZHOTO HUBO Ha (OYHKLMO-
HUpaHe Ha GonHuTe. MaTepuan u metoam: Bevuku naumenTy Hag 80 rognHu ¢ OCTbP KOPOHapeH CUHAPOM, NeKyBaHu B
Otgenexue no nHBasMBHa kapamonorus Ha HauvoHanHa kapauonoruyHa 6onHnua B neproga mexay 1 sHyapu 2016 . 1
31 nekemspy 2018 1., ca peTPOCNEKTUBHO aHanu3anpaHu. [MbperyHaTa kparHa Touka e AedHMpaHa kato CMbPTHOCTTA MO
BCSIKaKBa NMpy4nHa No Bpeme Ha BOMHUYHNS NPecToi 1 npn NpocneasBaHeTo. OLeHeHn ca NpearKTopy 3a CMBPTHOCT U ca
naeHTUdmMUMpaHn Hesasucumm Takuea. PesynTtatu: o Bpeme Ha neprnoda Ha uscneasaHeTo, 179 nauneHT Ha Bb3pact
80 vunm noseye roguHn ca uoeHTuduumpann kato nexkysanu 3a OKC ¢ PCI. B n3cnegsaHata nonynauws CMbpTHOCTTa MO
BpeMe Ha BONMHMYHMS NpecToit 3a MHaekcHoTO cubutne e 11,8%. Mpu Bpeme 3a cpegHa npocneasemoct ot 20,19 + 11,9
MeceLja CMbPTHOCTTa Ce NoKayBa 3Haummo [0 64,6%. Mpu oLeHka Ha BbTpebONHMYHATa CMBPTHOCT NPK MHOrOBapHaHTeH
aHanw3 gpata HesaBucuMW npeaumkTopa ca kapauoreHeH ok (HR 0.005, 95% Cl 0.01-0.44; p < 0,001) u octpa/erowueHa
6bbpeuHa HegocTaTbyHoCT (0.986 95% Cl 0.984-0.997; p = 0,015). 3akntoyeHune: HacTosLLOTO NpoyyBaHe NpenocTasst
BaXHa MHOPMAaLMs OTHOCHO XapaKTepUCTUKUTE W pesynTaTiuTe Mpu MHOTO Bb3PacTHW NauueHTy, nognoxeHu Ha PCl 3a
OKC. B 6baeLue ce nporHo3mpa, Ye Tasu Noarpyna nauueHTy e pacTe, KOeTo 03HavaBa, Ye NOAXOAbT KbM TaX TpsbBa aa
€ OCHOBaH Ha [10Ka3aTencTBa, 3a Aa Ce ocUrypsT 6e3onacHm 1 epeKTUBHI Bb3MOXHOCTY 33 NEYEHME.
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Age is an important non-modifiable risk factor for cardiovascular disease. Both European and American guidelines
recommend offering an invasive reperfusion strategy in elderly patients with ACS, taking into account the patients’
comorbidities and baseline level of functioning. Materials and methods: All patients over 80 years of age with acute
coronary syndrome, treated in the Department of Invasive Cardiology of the National Heart Hospital for the period between
January 1, 2016. and December 31, 2018, are retrospectively analyzed. The primary endpoint was defined as all-cause
mortality during the hospital stay and at follow-up. Predictors of mortality were assessed and independent predictors were
identified. Results: During the study period, 179 patients aged 80 years or older were identified as being treated for ACS
with PCI. In the study population, in-hospital mortality for the index event was 11.8%. At a mean follow-up time of 20.19 +
11.9 months, mortality rose significantly to 64.6%. When evaluating in-hospital mortality on multivariate analysis, the two
independent predictors were Cardiogenic shock (HR 0.005, 95% CI 0.01-0.44; p < 0.001) and acute/exacerbated renal
failure (0.986 95% CI 0.984-0.997; p = 0.015). Conclusion: The present study provides important information regarding
characteristics and outcomes in very elderly patients undergoing PCI for ACS. In the future, this subset of patients is
predicted to grow, meaning that their approach must be evidence-based to ensure safe and effective treatment options.
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BbBEOQEHMUE

3acTapsiBaHETO Ha HaceneHveTo oOkasBa Bce
Nno-ronamMo BMUSHWE BbPXY OOLLECTBOTO, WMKOHOMMU-
KaTa M cucrtemata Ha 3fpaBeonasBaHeTo. [1o AaHHu
Ha OOH, ce npegewxpa yTposiBaHe Oposi Ha xopaTta
Hag 80 r. Bb3pacTt ot 2015 go 2030 r. [1]. YecToTaTa
Ha ncxemmyHata 6onect Ha cbpueto (MBC) n HuBaTa
Ha CMBPTHOCT OT OCTpM KOopoHapHu cuHgpomu (OKC)
Cce yBenuyaeaT C HanpedBaHe Ha Bb3pacTtTa. [2-5].
MHoXecTBO hakTopu KaTo KOMOpOMAMTET, HamaneH
PYHKLMOHANEH KanauuTeT, U3MONorMyHu MpPOMEHU
N orpaHMyeHusi BbB papMakoTepanuaTta, yCroxHsisat
neyeHneto Ha OKC npwu Te3n 6onHu. Bbnpekn goka-
3aTencrearta, Ye peBackynapusauusTa npesb3xoxaa
KoHCcepBaTMBHOTO neveHne Ha OKC npw naumeHTute
B HanpegHana Bb3pacT, NonynaunmoHHUTE PerucTpu
nokaseart, Yye Ha Te3n 6orHu No-psiako e npegraraHa
WHBa3MBHa KOPOHapHa aHrnorpadus [6, 7].

Bb3pactta e BaxeH Hemoauuuupyem pUCKOB
akTop 3a CbpAeYvHO CbOoBM 3abongaBaHus. YecTtoTa-
Ta Ha OKC HapacTBa ¢ Bb3pacTTa Taka, 4Ye e Hanuue
MoYTWM TPUKPATHO MOBMLUEHME B Pa3npOCTPaHEHMETO
My cpef xopaTta Hag 80 r., B cpaBHEHME C Te3n mexay
65-69 r. [8].

Bb3pacTtoBo-06ycnoseHn U3NONOTMYHU NpOMe-
HW B eHAoTenHata YHKUUA, CbpAEYHUTE CTPYKTYpU
N XemocTasata edHOBPEMEHHO npedpasnonarar KbM
passutve Ha OKC 1 HeraTMBHO noBnusBaTt usxoga oT
Hero npuv xopata B HanpegHana eb3pacT. C octapsiBa-
HETO e Hanvle noBuLIeHa akymynaumsi Ha cBob6oaHM
pagvkanu u oKCuaaTUBHU pOpMM, KOUTO ca MpuyYMHa
3a HamangBaHe OMOHaNM4YHOCTTA Ha a30TeH OKCUA
W HapylleHa eHpoTen-veguupaHa Basogunarauus.
ToBa yBenuyaBa apTepuanHata MiabTHOCT M cnomMara
3a pasBMTUETO Ha aTtepockneposa. (9) AHAaTOMUYHN K
PU3NOMNOrMYHN NPOMEHU B CTPYKTypata U (PyHKUMS-
Ta Ha CbpLETO, CBbP3aHN C OCTapsBaHETO, MOXe Aa
posepat go OKC n noct-OKC ycnoxHeHusa. 3arybata
Ha enacTMYHOCT N (PMOPO3HUTE NPOMEHN B KNanHusi
anapart NPOMEHAT KnanHuTe pas3Mepu u HamansasaT
pasTernMBOCTTa Ha nraTtHaTa, a CKbCSIBAHETO Ha Xop-
anTe 1 nanunapHUTe MyCKynu Bb3npensaTcTBaTt NibT-
HOTO UM 3aTBapsHe [10]. HamanasawmTe yHKLMM Ha
pacemaker KneTkMTe, KakTo 1 Bapupaliarta CTeneH Ha
KanunduumpaHe Ha CbpAeYHUS CKENET, MoraT Aa npo-
MEHSIT ENeKTPoONpPoOBOAMMOCTTa 1 Aa AOBeAaT OO apu-
TMum [11]. Bb3pacTtoBo 00ycrnoBeHn NpoMeHn B Npo-
OyKuMaTa Ha KoarynauvoHHM ¢hakTopu U TpomobouunT-
HaTa (PyHKUMA MOXe fa ca NpuynHa 3a nosuLLeHaTa
yecToTa Ha TPOMBOTUYHUTE CbPOEYHO-CBAOBM Hapy-
weHusa. Habniogasa ce gucbanaHc B Npoaykumsita Ha
NPOTPOMOOTUYHM N aHTUKOAryraHTHN PakTopu, KakTo
1 NOBULLIEHA NPOJYKLUMS HA NporHdNamMaTopHu Megua-
TOPY N ANCAYHKLUMS HA UMYHHUTE KIETKMU Npy XopaTa B

INTRODUCTION

Population aging has an increasing impact on soci-
ety, the economy, and the health care system. Accord-
ing to UN data, the number of people over 80 years of
age is expected to triple from 2015 to 2030 [1] The in-
cidence of ischemic heart disease (CHD) and mortality
rates from acute coronary syndromes (ACS) increase
with age [2-5]. Multiple factors such as comorbidity, re-
duced functional capacity, physiological changes and
limitations in pharmacotherapy complicate the treat-
ment of ACS in these patients. Despite evidence that
revascularization is superior to conservative manage-
ment of ACS in elderly patients, population-based reg-
istries show that these patients are less often offered
invasive coronary angiography [6, 7].

Age is an important non-modifiable risk factor for
cardiovascular disease. The incidence of ACS increas-
es with age, so that there is an almost threefold in-
crease in its prevalence among people over 80 years
old, compared to those between 65-69 years old [8].

Age-related physiological changes in endotheli-
al function, cardiac structures, and hemostasis both
predispose to the development of ACS and negatively
affect its outcome in elderly people. With aging, there
is an increased accumulation of free radicals and ox-
idative forms, which are the cause of a decrease in
the bioavailability of nitric oxide and impaired endo-
thelium-mediated vasodilation. This increases arterial
density and contributes to the development of athero-
sclerosis [9]. Anatomical and physiological changes in
cardiac structure and function associated with aging
may lead to ACS and post-ACS complications. Loss of
elasticity and fibrous changes in the valvular apparatus
alter valve dimensions and reduce leaflet distensibility,
and shortening of chordae and papillary muscles pre-
vent tight closure [10]. Decreasing functions of pace-
maker cells, as well as varying degrees of qualification
of the cardiac skeleton, can alter electrical conduction
and lead to arrhythmias [11]. Age-related changes
in the production of coagulation factors and platelet
function may account for the increased incidence of
thrombotic events. cardiovascular disorders. There is
an imbalance in the production of prothrombotic and
anticoagulant factors, as well as increased production
of pro-inflammatory mediators and immune cell dys-
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HanpegHana BbapacTt [12, 13]. Bbnpeku peaykumsaTa B
TpombBounTHUSA Bpon ¢ ocTapsBaHeTo, TpoMboUMTHaTa
pPeakTUBHOCT HapacTBa — NPeapasnonoXeHNe KbM ak-
TMBaUMs, arperaums n TpomboobpasyBaHe. Hamansaea
CblWO TpombouuTHaTa MeMbpaHHa nunugHa dnyna-
HOCT, KOETO BOAM OO0 XUMNEPCEH3UTUBHOCT KbM afeHo-
3uH andocdaT-mHayumpaHa TpombounTHa akTMBauus
ype3 mogmdmkaums Ha POCHOUHOIUTUAHOTO CUTrHa-
nusnpaHe n metabonusbm [14-16]. C HanpeaBaHeTo
Ha Bb3pacTTa ce Habnogasa CbLUO MOBULIEHO OCBO-
OoxgaBaHe Ha anda-rpaHynv npu TpombounTHaTa ak-
TMBaLUMs — TOBa NPOMOTMPA TPOMBOLIMT-NEBKOLIMTHOTO
CBbp3BaHe, (hopMMPaHETO Ha LUMPKynMpaLLm CMeCceHu
arperatu u TpomboTnyHaTta nporpecus [16-17].

Kakto eBponerickute, Taka U aMepUKaHCKUTE pb-
KOBOACTBa MpenopbyBaT NpeffiaraHeTo Ha WMHBa3UB-
Ha penepdysnoHHa cTpaTerys npuv nauMeHTu B Ha-
npegHana Bb3pacT ¢ OKC, kaTto ce B3emaT npeasug
KOMOpPOBUOHOCTUTE, CTOMHOCTUTE U U3XOOHOTO HUBO
Ha (pyHKUMOHUpaHe Ha 6onHuTe [18-20]. TpagnumoH-
HuTe puckosu ctpatudukaumm npu OKC obave vecto
He ca JOCTaTbYyHO HadEeXOHW NPY MHOTO Bb3PaCTHUTE
OONHW, THI KaTo He OTYMTAT KPEXKOCTTA, KOrHUUMATa
N KOMMJIEKCHUTE KOomMopbuagHocTu B Tasw rpyna [21].
AHrnorpadcknte Haxodku CbLIO MmaT cBouTe ocobe-
HOCTW — Ha 1 Hag 80-roguHMTEe NauMeHTM No-4ecTo
MMaT MHOTOKINOHOBa 6OMECT, BUCOKOCTEMNEHHN CTEHO3M
N KOMMITEKCHM NEe3nu, KakTo 1 pegyLmpaHa KopoHapHa
apTepuarnHa konateparnHa uupkynauus B MHapKTHa-
Ta 30Ha — TOBa 3aTpydHsBa ycrneLlHaTa peBackynapu-
3auus B Ta3un Bb3pacToBa rpyna [22, 23].

Bbnpekn HapacTBaLLmsa 6pon Bb3pacTHW NauMeHTn
¢ OKC, nognoxeHn Ha NepKyTaHHN KOPOHAPHU UHTEP-
BEHUUN, ce HabniogaBa HeQoOCTaTbYHO MpeacTaBsaHe
Ha rpynaTa 6omnHu Hag 80 r. ¢ TEXHUTE 3HAYMMM KOMOP-
OvaHoCTM B ronemute ctygum [24].

Haweto npoy4yBaHe vma 3a Uen fga pasrnega Knu-
HUYHUTE OCOBEHOCTM Ha naumeHTuTe Ha Bb3pacT 80
unn noseve roanHn ¢ OKC, noanoxenn Ha PCl n pa
noeHtTudmumpa dakTopu, NoBMUsBaLLM CMbPTHOCTTA
B Tasu rpyna.

MATEPUAN U METOOMU

BkntoyeHU naumeHTm

Bcuukm naumeHTn Hag 80 roguHM ¢ OCTbp KOpOHa-
peH CYHAPOM, nekyBaHu B OTAeneHvne no nHBa3uBHa
Kapauonorust Ha HaunoHanHa kapauonormyHa 6onHu-
ua 3a nepuoga mexay 1 svyapu 2016 r. u 31 gekemspu
2018 r., ca aHanu3nMpaHu PeTPOCNEKTMBHO.

MMaumMeHTn, NHONKMPaAHU 3a KOpPOHapHa aHruorpa-
dusa unm PCIl npn ctabunHa KopoHapHa apTepuanHa
oonect, nnn nauymeHTn ¢ HectaburnHa cTeHokapaus,
HO 6e3 NOoBULLIEHM MapKepU 3a NpsicHa MMoKapgHa He-

function in the elderly [12, 13]. Despite the reduction in
platelet count with aging, platelet reactivity increases —
a predisposition to activation, aggregation, and throm-
bus formation. It also decreases platelet membrane
lipid fluidity, resulting in hypersensitivity to adenosine
diphosphate-induced platelet activation through mod-
ification of phosphoinositide signaling and metabolism
[14-16]. With advancing age, there is also an increased
release of alpha-granules upon platelet activation — this
promotes platelet-leukocyte binding, the formation of
circulating mixed aggregates, and thrombotic progres-
sion [16-17].

Both European and American guidelines recom-
mend offering an invasive reperfusion strategy in el-
derly patients with ACS, taking into account the pa-
tients’ comorbidities, and baseline level of functioning
[18-20]. Traditional risk stratifications in ACS, however,
often are not sufficiently reliable in the very elderly, as
they do not account for frailty, cognition, and complex
comorbidities in this group [21]. Angiographic findings
also have their peculiarities — octogenarians more of-
ten have multivessel disease, high-grade stenoses
and complex lesions, as well as reduced coronary ar-
terial collateral circulation in the infarcted area - this
makes successful revascularization difficult in this age
group [22, 23].

Despite the growing number of elderly patients with
ACS undergoing percutaneous coronary interventions,
there is an underrepresentation of the group of patients
over 80 years old. with their significant comorbidities in
large studies [24].

Our study aimed to examine the clinical features of
octogenarians with ACS undergoing PCI and to identify
factors influencing mortality in this group.

MATERIAL AND METHODS

Included patients

All patients over 80 years of age with acute coro-
nary syndrome, treated in the Department of Invasive
Cardiology of the National Cardiology Hospital for the
period between January 1, 2016. and December 31,
2018, are retrospectively analyzed. Patients indicated
for coronary angiography or PCI for stable coronary ar-
tery disease or patients with unstable angina but with-
out elevated markers of fresh myocardial necrosis were
excluded. Acute coronary syndrome was defined as
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Kpo3a ca usknoveHn. OCTPUST KOPOHapeH CUMHOPOM
ce onpepenst Kato nHdapkT Ha Mruokapaa cec ST-ene-
Bauusa (STEMI), mnokapaeH vHdapkT 6e3 ST-enesa-
unsa (NSTEMI) n HectabunHa crteHokapaus. Basosu
Aemorpadpckm AaHHKU, AaHHM 3a nepuoga Ha xocnuta-
nusauuns 1 NpoueaypHuU ocobGeHOCTM ca MosyyYeHn oT
eNeKTPOHHUTE AocKeTa Ha naumeHTuTe. [laHHU OTHOC-
HO M3Xo4a OT fle4YeHne ca nonyvYeHn Yypes TenedoHHO
npocnegsBaHe, 4aHHW OT HauMoHanHus ocurypuTenex
WHCTUTYT Ha Bwnrapusa n gaHHn ot ECIMPAOH.

MauneHTUTE ca pasgenenn B rpynu cnopeg Buaa
OCTbpP KOPOHapeH CUHAPOM — OCTbP KOPOHAPEH CUHA-
pom cbC Unn 6e3 eneBaumsa Ha ST-cermeHTa.

KpanHu To4ku

[MbpBUYHaTa KpariHa Touka e gedwuHuMpaHa KaTto
CMBPTHOCTTa MO BCHKaKBa MNpuyMHa MO Bpeme Ha
BONHMYHMSA NPecTon 1 Npu NpocreasBaHeTo.

OueHeHM ca NpeguKkTopu 3a CMbPTHOCT B ABETE
rpynu u ca ngeHTuduumpaHn Hesasncumm Takvea. Pe-
3yntatuTe ca npocnefeHn 40 MakCMmym 4 roguHu ot
AaTtaTta Ha MHAeKcHaTa xocnuTanuaaums.

CtaTtnctnyecku aHanus

KaTteropuinHute NnpomMeHnuBM ca NpeacTaBeHn KaTto
Opon unu NpoueHT OT uacneaBaHata nonynaums. He-
npeKkbCHaTUTE NPOMEHNUBM Ca NPeaCcTaBeHN KaTo cped-
HO + CTaHAAPTHO OTKMOHEHWEe UM MeguaHa + MHTepK-
BapTUeH AvanasoH. 3a cpaBHeHWe Mexay rpynurte ca
n3nonsBaHn xu-kBagpaTt Ha [MWbpchbH 3a KaTeropunHu
NpOMEHNMBM U t-TeCT 3a HenpeKbCHaTV NMPOMEHMMBM.
CTtorHocTn Ha p — 0,05 ca cumTaHu 3a CTaTUCTUYECKU
3Ha4YMMKn. PakTopu, KOMTO ca 3Ha4YMMU NpY MPOrHO3M-
paHEeTO Ha HebraronpuATHW C YHMBApUaHTEH aHanus,
Ca BKIOYEHV B MHOTOBapWaHTEH PEerpecroHeH Mopern
Ha Kokc, npeacraBeH kaTo koeduumeHTn Ha puck (HR)
n 95% poseputenHu nHtepsanu (Cl). Kpusute Ha npe-
XMBSIEMOCT Ca KOHCTpyMpaHu C nomoLuta Ha metoga
Ha KannaH n Mariep 1 cpaBHeHM C nNoMmoLLTa Ha TecT
Ha MaHTen-Kokc. V3BbplueH e cTaTUCTU4eCcKn aHanms,
nsnonssankn IBM SPSS Statistics 3a Windows, Bepcus
18.0 (IBM Corp., ApmoHk, Hio Mopk, CALLL).

PE3YNTATH

Mo BpeMe Ha nepnoga Ha uacnegBaHeto, 179 na-
LMeHTN Ha Bb3pacT 80 unu noseye roguMHu ca UAOEH-
Tnuumparm kato nekysaHu 3a OKC c PCI. MayuneH-
TUTE Ca aHanuM3npaHu N U3XOOHUTE XapaKTepUCTUKU
ca nokasaHu B Tabn. 1. CpegHata Bb3pacT e 83,72
+ 3,017, 56,4% oT nauueHTuTe ca xeHun n 60,2% ca
npetbpnenu PCI 3a niankauna STEMI. pynuTte Ha
naymeHTm ¢ OKC cbc n 6e3 eneBauuns Ha ST-cer-
MEHTa He Ce pasnuyaBaT 3Ha4YMMO MO M3XOAHU Xa-
pakTepuctuku. [paBu U3KMKOYEHNE MNPEXUBEHUAT

ST-elevation myocardial infarction (STEMI), non-ST-el-
evation myocardial infarction (NSTEMI), and unstable
angina. Baseline demographics, length of hospitaliza-
tion data, and procedural characteristics were obtained
from electronic patient records. Data on the outcome of
treatment were obtained through telephone follow-up,
data from the National Insurance Institute of Bulgaria
and data from ESGRAON.

Patients were divided into groups according to
the type of acute coronary syndrome - acute coro-
nary syndrome with or without elevation of the ST
segment.

Endpoints

The primary endpoint was defined as all-cause
mortality during the hospital stay and at follow-up.

Predictors of mortality in both groups were as-
sessed and independent predictors were identified.
Outcomes were followed up to a maximum of 4 years
from the date of the index hospitalization.

Statistical analysis

Categorical variables are presented as a number
or percentage of the study population. Continuous vari-
ables are presented as mean + standard deviation or
median * interquartile range. Pearson chi-square for
categorical variables and t-test for continuous variables
were used for comparison between groups.

Values of p — 0.05 were considered statistically
significant. Factors significant in predicting adverse
events with univariate analysis were included in a mul-
tivariate Cox regression model, presented as hazard
ratios (HR) and 95% confidence intervals (Cl). Survival
curves were constructed using the Kaplan and Meier
method and compared using the Mantel-Cox test. Sta-
tistical analysis was performed using IBM SPSS Sta-
tistics for Windows, version 18.0 (IBM Corp., Armonk,
NY, USA).

RESULTS

During the study period, 179 patients aged 80
years or older were identified as being treated for
ACS with PCI. Patients were analyzed and baseline
characteristics are shown in Table 1. The mean age
was 83.72 + 3.017, 56.4% of patients were female,
and 60.2% underwent PCI for a STEMI indication. The
groups of patients with ACS with and without ST seg-
ment elevation did not differ significantly in baseline
characteristics. An exception is previous myocardial
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MHAPKT, KOUTO € CTaTUCTUYECKN 3HAYMMO MNO-YecT
npu naumeHTute ¢ OKC 6e3 ST-eneBaunsa. CpaBHu-
TENMHUTE XapakTepPUCTMKM Ha OBETE rpynu naumneHTu
ca rnokasaHu Ha Tabn. 2.

B n3cnegeaHaTa nonynaums cMbpTHOCTTa Mo Bpe-
Me Ha OONMHMYHMS MpPecTor 3a MHOEKCHOTO Cbbutne
e 11,8%. lNMpn Bpeme 3a cpegHa npocnegsemMocTt OT
20,19 £ 11,9 meceLa CMBbPTHOCTTA Ce NOKa4Ba 3Ha4u-
MO 00 64,6%.

[Mpwn cpaBHEHME Ha OBETE rpyny NauneHTU ce oT4n-
Ta CTaTUCTUYECKN 3HAYMMa pasfivka BbB BbTPEDOHNY-
HaTa (4,3 cpewy 16,5%, p = 0,016) n gbnrocpo4HaTta
CMBPTHOCT (72,5% cpeLy 52,5% p = 0,007), npu no-Bu-
COKM CTOMHOCTM 3a naumeHTuTe ¢ amarHosa STEMI.

NpoeHTuduumpanm ca yHMBapMaHTHU U MHOroBa-
pPUaHTHM KOedULMEHTN Ha PUCK 3a CBbP3aHU Kiu-
HUYHM NPOMEHSIMBM C MbPBUYHUSA pe3ynTaT CbOTBeT-
HO 3a BbTPEBOSTHMYHA CMBPTHOCT U CMBPTHOCT MpU
npocneasasaHeTo (Tabn. 3). MNpu oueHka Ha BbpPTpe-
OonHMYHaTa CMbPTHOCT NPU MHOrOBapuaHTEH aHanms
[BaTa He3aBMCUMM NPEeANKTOpa Cca KapAMOreHeH LLIOK
(HR 0.005, 95% CI 0.01-0.44; p < 0,001) n ocTtpa/
BrnoweHa 6b6peyHa HegocTaTtbyHoCT (0.986 95% CI
0.984-0.997; p = 0,015). He ce oTkpuxa He3aBUCUMU
NPEeaNKTOPU 3a CMBPTHOCT NPU ObIITOCPOYHOTO MNPO-
cnegsasaHe. Pas3nukute B HMBaTa Ha CMbPTHOCT ce
HabniogaeaTt No BpeMe Ha MHOEKCHOTO Cbbutue u ce
nogaobpaT npes Lenus nepuoa Ha npocnegsiBaHe,
KaKTO € Mokas3aHO B KPUBUTE Ha MPEXUBSEMOCT Ha
Kaplan Meier cour. 1 n 2.

infarction, which is statistically significantly more fre-
quent in patients with ACS without ST elevation. The
comparative characteristics of the two groups of pa-
tients are shown in Table 2.

In the study population, in-hospital mortality for
the index event was 11.8%. At a mean follow-up time
of 20.19 £ 11.9 months, mortality rose significantly to
64.6%.

When comparing the two groups of patients, a sta-
tistically significant difference is reported in the in-hos-
pital (4.3 vs. 16.5%, p = 0.016) and long-term mortality
(72.5% vs. 52.5% p = 0.007), at higher values for pa-
tients diagnosed with STEMI.

Univariate and multivariate hazard ratios were
identified for clinical variables associated with the pri-
mary outcome for in-hospital mortality and follow-up
mortality, respectively (Table 3). When evaluating
in-hospital mortality on multivariate analysis, the two
independent predictors were Cardiogenic shock (HR
0.005, 95% CI1 0.01-0.44; p < 0.001) and acute/exac-
erbated renal failure (0.986 95% CI 0.984-0.997; p =
0.015). No independent predictors of mortality were
found at long-term follow-up. Differences in mortality
rates were observed at the time of the index event
and were maintained throughout the follow-up pe-
riod, as shown in the Kaplan Meier survival curves
Fig. 1 and 2.

Ta6nvu.|a 1. KNUHNYHK XapakTepucTukn Ha nscneaBaHaTta nonynauus
Table 1. Baseline characteristics of the study population

U3cnenBaHa nonynauumsi
XapakTepucTUKun Baseline characteristics Study population
N =179
Bbapact Age 83,72 + 3,017
[Mon »xeHckn Female gender 56,4%
Kunun knac: Killip class:
| | 52.5%
1] Il 25.4%
1] 1] 9%
[\ \Y, 13.1%
ApTepuanHa xvnepToHns Arterial Hypertension 96,1%
Oucnunugemus Dyslipidemia 84,9%
MpenxogHa MK Previous PCI 29,6%
MpeaxoneH CABG Previous CABG 6.1%
MpexuBsiH MMokapaeH MHdapKT Previous myocardial infarction 21,2%
KnunHnyHa nHankaumns Indication
STEMI STEMI 60,9%
Non-STEMI Non-STEMI 7,4%
HecTtabunHa cteHokapaus Unstable angina 31,8%
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Tabnuua 2. CpaBHUTENHU XapaKTePUCTMKM Ha NaLMeHTUTEe C OCTbP KOPOHapeH CUHAPOM cbe U 6e3 ST-eneBauus
Table 2. Clinical characteristics of patients ACS with and without ST segment elevation

XapakTepucTuku OKC cbce ST-eneBauums OKC 6e3 ST-eneBauus P-cTtoiHoCT

Clinical Characteristics ACS with ST elevation | ACS without ST elevation P-value

Bbapact Age 83,84 + 3,215 83,51 + 2,691 0,845

[Mon »xeHckn Female gender

3axapeH gnabet tun Il Diabetes 34.9% 30.0% 0.519

ApTepuanHa xunepToHus Arterial Hypertension 94.5% 98.6% 0.249

Hvcnunugemuns Dyslipidemia 82.6% 88.6% 0.295

MpenxogHa MKA Previous PCI

MepudepHo cbgoBa Gonect Peripheral artery disease 6,4% 12,9% 0,115

MpEAUESH MOKADAEH NHEbAPKT Erevio.us myocardial 9,2% 40,0% 0,001
infarction

XpoHnyHO 6b6peYHo 3abonsiBaHe Renal Failure 45,0% 34,3% 0,165

3acToliHa cbpaeyvHa HegocTaTbyHOCT | Heart Failure 17.4% 25,7% 0,191

Tabnuua 3. YHMBapuaHTeH U MynTUBapMaHTeH aHanu3 Ha PaKkTopu CBbpP3aHU C BbTPEOONMHMYHAaTa CMBbPTHOCT
Table 3. Univariate and multivariate analyses of clinical factors associated with in hospital mortality

MpomeHnueu YHuBapuaHTeH aHanus MynTuBapuaHTeH aHanu3
Variable Univariate Multivarieate
Hazard Ratio (95% ClI) P-value Hazard Ratio (95% CI) P-value
Bw3pact // Age 1,1013 (0.870-1.181) 0.89
Mon // Gender 0,09 (-0.006-0.186 0.067
KnuHunyna nHankaumsa — STEMI // STEMI -0,122 (-0.218-0.025) 0.014
GRACE score -0.002 (-0.003-0.001 < 0.001
KapguoreHeH wok // Cardiogenic shock 0,642 (0.554-0.730 <0.001 0.005 (0.001-0.44) <0.001
3axapeH anabert // Diabetes -0,05 (-0.151-0.052) 0.326
XpoHunyHa 6b6peyHa HegocTaTbyHOCT // Renal Failure 0,032 (-0.65-0.130) 0.515
OcTpa/m3ocTpeHa xpoHudHa Gpbpeura HenocTarb - 0,006 (0.003-0.008) <0.001 0.986 (0.984-0.997) 0.015
HocT // Acute/exacerbated renal failure
Survival Function Survival Functions
1 Sl Fungtion
1.0 ~+-0 i INDICATION
—THoNSTENM
FL -
b STEM-censored
0.8 LLL 05
i
= ;| =
E L 3 0s
[ £
@ &
E E
2 0 -y
o o4 =5 o 04
o= 0.2 Log-rank test: p=0.002
0,04 a0
3 1000 20 %40 400 0 o 1000 2000 3000 40,00 sa.00

Time from PCI

®ur. 1. Kaplan-Meier kpuBa. CMbpT Mo Bcsikakea npuynHa
3a nepuoga Ha npocnegsiBaHe

Fig. 1. Kaplan-Meier curve. All-cause mortality

Time from PCI

®dur. 2. Kaplan-Meier kpuBa. CMbpT Mo BcsikakBa NpuyMHa 3a ne-
pvoaa Ha npocreasBaHe Crnopes KnMHUYHaTa nHankaums

Fig. 2. Kaplan-Meier curve. Death from any cause during the follow-
up period according to clinical indication
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OBCBXAOAHE

HacTosiLLoTo npoyyBaHe npeaocTaBs BaxHa UHAOP-
MaLMs OTHOCHO XapaKTePUCTUKUTE W pesynTatute npu
MHOr0 Bb3pacTHU NaumeHTu, nognoxexun Ha PCl 3a OKC.
B G6baeLle ce nporHoaupa, Ye Ta3u noarpyna naumeHTu
LLie pacTe, KOETO O3Ha4YaBa, Ye NoAX0oObT KbM TAX TpsAOBa
[a e OCHOBaH Ha [oKa3aTencTea, 3a Aa ce ocurypsaT 6es-
OMNacH1 1 e(PeKTNBHN Bb3MOXHOCTU 3a NEYEHNE.

HaweTto npoyyBaHe nokasBa, Ye TpaguLMOHHUTE
CbpAeYHO-CbAOBMN PUCKOBU (DAKTOPWU Ca MHOMo pas-
NPOCTPaHEHN cpel MHOro Bb3PacTHOTO HacereHue.
Tesn uncna ca cpaBHMMM CbC CbBPEMEHHO M3creaBa-
He Ha Li et al., konto cbobLaBar 3a pasnpocTpaHeHne
o1 80%, 21% n 59% 3a xunepToHus, avabeTt u guc-
nunuaemMmns CboTBETHO Npu 786 naumeHTn Ha Bb3pacT
Hapg 85 roguHu, nognoxenn Ha PCI [25].

[MoBeye OT BCEKM TPETU NAUMEHT € NoymHan Mo
BpeMe Ha npocnegsasaHeTo. [lpeguktopute Ha Bb-
TpebonHn4YHa CMBbPTHOCT B HALIETO Mpoy4yBaHe Osixa
KapOMOreHeH LWOK M ocTpa/BrnoweHa ObbpeyHa He-
[OCTaTbYHOCT. Bbnpekn 4Ye Bb3pacTTa He e nokasaHa
KaTo AOMMHMpALL, pUCKOB haKTOp B HALLETO Mpoy4Ba-
He, TOBa MoOXe fa ObJe orpaHU4YeHo OT CPaBHUTENHO
Manbk Opol nauMeHTU n orpaHuU4eH BbL3PacToB Aua-
nasoH. [lpyra Bb3MOXHOCT €, Ye B TakaBa HanpegHa-
na Bb3pacT e no-BaxHa u3nonornyHarta, a He Xpo-
HororMyHaTa Bb3pacT 3a MporHo3vpaHe Ha Hebnaro-
npuaTHY pesyntaTtu. KoHuenumsaTa 3a un3nonornyHms
pesepB M YCTOMYMBOCT, U3BECTHM oLle kaTo cnabocr,
€ KOHUenuus, KOSTo 3arnoysa Aa noryyasa Bce Mo-ro-
NSIMO BHMMaHMWE KaTo BaXXeH MapKep 3a KITMHWUYHK pe-
3ynTaTtu Npu NauMeHTn B HanpegHana Bb3pact.

3AKNIOYEHUE

HaweTo npoy4BaHe nokasBa, 4Ye npuraraHeTo Ha
WHTEPBEHLMOHAIHO NeYeHmne Npu NauneHTn ¢ oCTbp KO-
pOHapeH CMHOPOM W HanpegHana Bb3pacT € MeTog Ha
n3bop. BeTpebonHnuyHaTta CMBbPTHOCT NpU Tas3n BUCOKO-
pvckoBa rpyna e Hucka. [pu ObnrocpoyHOTO npocnens-
BaHe 3Ha4YMMO Ce MOoBULLABa YecToTata Ha daTanHute
CcbbUTUSA, BEPOATHO HECBbLP3aHO C UHAEKCHOTO CbOu-
TMe, a Mo-CKOPO C HamarneHus pu3nonormiyeH peseps
npu Te3n nauneHTn. KapanoreHHUAT LWOK M BrioleHa-
Ta 6bOpeyHa (hyHKUMSA ca He3aBUCMMU NPednKTOpK 3a
noByLleHa BbTPeDOONMHNMYHA CMBbPTHOCT. onemu npoc-
NEKTUBHW NPOYYBaHWS ca HYXXHU 3a afekBaTHa pUCcKoBa
cTpaTMduKaLmsa Npu Tasu rpyna naLmeHTu.

He e deknapupaH KOHIUKM Ha uHmMepecu

DiscussIiON

The present study provides important information
on the characteristics and outcomes of many elderly
patients undergoing PCI for ACS. In the future, this
subset of patients is predicted to grow, meaning that
their approach must be evidence-based to ensure safe
and effective treatment options.

Our study shows that traditional cardiovascular risk
factors are very prevalent in the very elderly population.
These numbers are comparable to a contemporary
study by Li et al., who reported a prevalence of 80%,
21%, and 59% for hypertension, diabetes, and dyslipid-
emia, respectively, in 786 patients over 85 years of age
undergoing PCI [25].

More than one in three patients died during
follow-up. Predictors of in-hospital mortality in our
study were cardiogenic shock and acute/exacerbat-
ed renal failure. Although age was not shown to be
a dominant risk factor in our study, this may be lim-
ited by the relatively small number of patients and
limited age range. Another possibility is that at such
advanced ages, physiological rather than chrono-
logical age is more important in predicting adverse
outcomes. The concept of physiological reserve
and resilience, also known as frailty, is a concept
that is beginning to receive increasing attention as
an important marker of clinical outcomes in elderly
patients.

CONCLUSION

Our study shows that interventional treatment in
patients with acute coronary syndrome and advanced
age is the method of choice. In hospital mortality in this
high-risk group is low. At long-term follow-up, there
was a significant increase in the rate of fatal events,
probably unrelated to the index event, but rather to the
reduced physiologic reserve in these patients. Cardio-
genic shock and impaired renal function are indepen-
dent predictors of increased in-hospital mortality. Large
prospective studies are needed for adequate risk strat-
ification in this group of patients.
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