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PE3IOME

[IpoBepeHa e mporHo3ara (OOJHUYHHS U CIICIOOTHUYHHS
JIeTaJMTeT 10 Kpas Ha 6-us mecen) npu 300 Gomam (212
MBXKe U 88 jKeHM) ¢ IIbpBH MUOKapyeH MH(papKT cbe ST-
enesaiust (STEMI) Ha cpenna Bb3pact 62.9 rox. B 3aBH-
CHMOCT OT CPOKa Ha U3BBpILIEHATa IIbPBUYHA KOPOHAPHA
untepsennus (PCI) cnen Havanoto Ha cummromuTe. B 3a-
BHCHMOCT OT cpoka Ha u3BbpiieHara PCI Gonnure ca pas-
JiesieHu Ha 4 rpynu: 10 3-us, 10 6-us, 10 12-ust u g0 24-us
Yac clie]l Ha4aIo0To Ha UH(papKTa. BOIHUYHMAT JeTanuTer
3a Bcuuku 00HE € 6.3%, a 10 kpas Ha 6-us mecen] — 13.3%,
enHaxbs 1pu I-a u [I-pa rpyna u 10CTOBEpHO MO-MabK,
otkoskoto npu Ill-ta u IV-Ta rpyna, no-rosism npu x«eHu-
Te, pu OonHMTE HAJ 65 T., ¢ DU <35.0% 1 ¢ TpomMOOTHYHA
oxiy3ust Ha LM u LAD.

Kniouosu oymu: muoxapoen ungpapkm, ST-enesayus, STE-
MI, nvpeuuna koponapna unmepsenyus, PCI

BBBE/IEHUE

[IbpBUYHAaTa KOpOHapHAa WHTEPBEHLUS NPH OOIHHU
cbc STEMI e nokasana npenuMcTBaTa CU B CpaBHE-
HUE C TPOMOOIUTHYHOTO JieueHwue (6,8,9,10). Odmara
MIPOIBIDKUTEIIHOCT HA MUOKapJHATa UCXEMHUS, OIIpe-
JieJieHa KaTo BpeMe OT HayaJloTO HA CUMIITOMHTE /10
u3BbpiIBaHe Ha mbpBuuHata PCI, ce cmsra, de e ot
CBIIECTBEHO 3HAUCHHE 3a MPOrHO3aTa Npu OOJHHTE
(1,4,5,6,8). OcBeH ToBa cTaHa SICHO, Y€ BCAKO yBEJIH-
yaBaHe Ha BpeMeTo A0 PCI yBennuaBa cMbpTHOCTTA
(1,8) m 4e u mpu Ta3m mpoleaypa uMa ,,3J1aTeH Jac”,
KaKTO TIpU BeHo3Hata TpombOommsa (1,2). B neiict-
BUTEJHOCT Hal-IOOpH pe3ynratd ca JIOKJIaJBaHU
B npoyuBanusita Prague-2 (14) u CAPIM (11), mpu
ycnoBue ye PCl Obae peannsupana B mbpBuTe 2-3
yaca cjieJ] Ha4aJoToO Ha CUMIITOMHTE, a BCSIKO 3aKbC-
HEHHUE Clie]l TOBa yBEeJIM4YaBa CMbPTHOCTTA. Bbpexu
ToBa, n3pbspmBaneTo Ha PCI npu 6oman cbe STEMI
BBB BpeMeTo Mexay 12 u 24 yac Bce olle € OT 1mojs3a
(12,16).
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ABSTRACT

The prognosis (in-hospital and post-hospitalization lethality
by the end of the 6" moth) of 300 patients (212 men and 88
women) with a first myocardial infarction with ST-eleva-
tion (STEMI) at an average age of 62.9 years was studied
depending on the timing of the conducted primary coronary
intervention (PCI) after the onset of symptoms. Depending
on the timing of the conducted PCI, the patients were di-
vided into 4 groups: by the 3%, 6%, 12, and 24" hour after
the onset of the infarction. The patients’ in-hospital lethality
was 6.3%, and that by the end of the 6th month — 13.3%.
It was the same for groups I and II and significantly lower
than in groups III and IV; higher in women, in patients over
65 years of age, with ejection fraction (EF) <35.0% and
with thrombotic occlusion of LM and LAD.

Keywords: myocardial infarction, ST-elevation, STEMI,
primary coronary revascularization, PCI

INTRODUCTION

The primary coronary intervention (PCI) in patients
with STEMI has proven its advantages over thrombo-
lytic therapy (6,8,9,10). The total duration of myocar-
dial ischemia, defined as the time from the onset of the
symptoms to the conduction of PCI, is thought to be of
vital importance to the patient’s prognosis (1,4,5,6,8).
In addition, it has become clear that each increase of
the period of time to PCI increases the mortality rate
(1,8) and that, in this procedure, there is a “golden
hour” as in venous thrombolysis (1,2). In reality, the
best results have been reported in the Prague-2 (14)
and CAPIM (11) trials, if PCI is conducted within
the first 2-3 hours after the onset of symptoms, and
each delay increases the mortality rate. Despite this,
conduction of PCI in patients with STEMI in the pe-
riod between the 12" and 24" hour is still beneficial
(12,16).

AIM

The aim of this article is to determine the in-hospital
and 6-month lethality in patients with myocardial in-
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HEJ HA ITIPOYYBAHETO

I[a IMPOBEPUM KAKLBB € OOHUYHHUAT U O6-MECeUeH Jie-
TAJIUTET IIPpU 0oJTHU ¢ IIbPBU MUOKApJACH I/IH(i)apKT ChC
ST-GJ'ICBaI_[I/IH, B 3aBUCUMOCT OT CpOKa Ha HU3BbpUIC-
HaTa UHTCPBCHIMOHAJIHA PEBACKYJIapu3alius CJIC Ha-
YaJIOTO Ha I'bPBUTEC CUMIITOMHU U KOU NPYT'U Q)aKTOpI/I
UMaT 3HA4YCHUEC 3a MPOrHo3aTa.

MATEPHAJI

[Ipoyuenn ca 300 mocnemoBaTelHU OOJHU C TBP-

B MU cbc ST-emeBanmst, IOCTBIMIN Ha Jiede-

nue B CBbAJIK-Bapna 3a nepuog ot 01.01.2011 r.

mo 01.01.2014 r. CpennaTta BB3pacT Ha OOJHHTE €

62.9£11.2 (32-94) r., ot xouto 212 (70.6%) MBxe

u 88 (29.4%) xeHu. B 3aBHCUMOCT OT CpoKa Ha W3-

pepmBane Ha PCI crnen Haganoro Ha mH(papKTHaTa

CHUMITOMAaTHKa c€ O(OPMST CIICAHUTE 4 IPYIIH:

e I rp.—peBackynapuzupanu 10 3-us yac

e II rp. — paBackynapusupanu cieg 3-ust 10 6-ust
qac

e III rp.- peBackynapusupanu cief 6-us 10 12-ust
qac

farction (MI) with ST-elevation depending on the
timing of the conducted interventional revasculariza-
tion after the presentation of the first symptoms and
to establish the factors, which have an impact on the
prognosis.

MATERIALS

Three hundred consecutive patients with a first MI
with ST-elevation were studied. They were admitted
to Cardiology Hospital of Varna during the period
01.01.2011-01.01.2014. The mean age of the patients
was 62.9+11.2 (32-94) years, of them 212 (70.6%)
were men and 88 (29.4%) women. Depending on the
timing of PCI after the onset of infarction symptoms,
the following four groups were established:

*  Group I — revascularized by the 3 hour

*  Group II —revascularized between the 3™ and the

6" hour

»  Group II —revascularized between the 6" and the
12" hour

*  Group IV- revascularized between the 12" and
the 24™ hour.
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Fig. 1. Clinical material

e IV rp.- peBackynapusupanu cien 12-us no 24-ust
Jac.

I'pymmute ca cpaBanmu o Be3pact (p>0.10). Ilomo-
BoTO pasznpeaenenue B rp. [ u [l u rp. [l u IV e en-
HakBO. OTHOCUTEHHUSAT 5T Ha )keHuTe odade B p. 11
(36.4%) u tp. 1V (31.8%) e DOCTOBEpHO TO-TOJISIM B
cpasuenue c rp. [ (24.7%) urp. 11 (26.4%) (p<0.05), a
TO31 HA MBKETE ChOTBETHO I10-MaTbK.

METOJIH

Ipu BCHUKK OOJHU € W3BBPINEHA CEIEKTHBHA KOPO-
Hapha anruorpadus (CKAI') mo merona Ha Seldinger
¢ paguaieH noctwn npu 78 (26.0%) 6o u ¢ dhemo-

The groups were comparable in terms of age (p>0.10).
The gender distribution in groups I and II, and II and
IV is the same. However, the relative share of women
in Group III (36.4%) and Group IV (31.8%) was sig-
nificantly higher than Group I (24.7%) and Group 11
(26.4%) (p<0.05), and that of men was respectively
lower.

METHODS

All patients received selective coronary angiography
(SCAG) using the Seldinger technique with a radial
access in 78 (26.0%) patients and with a femoral
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panen — ipu 222 (74.0%), ¢ moceaBalia peBacKyiapu-
3a1Msl — TPOMOACTIMpALIVsL, TUIaTalys U CTCHTUpaHe Ha
BHHOBHaTa 3a nH(papkTa aprepus. [ mobanHaTa jgeBoka-
MepHa cuctoiHa GyHkiws e onpenesnena npeau CKAT
exokapauorpadeku nocpencrsom ®U o meroxa Ha
Simson. OT4eTeH ¢ OONHUYHUSAT JICTATUTET U JICTAJTH-
TETHT JI0 Kpas Ha ILIECTHsI MEceL ciiesl Hadyanoto Ha MU
O TPYIH, B 3aBHCHMOCT OT CPOKa Ha PEeBACKYJIapHu3a-
[MsITa Clie]] Ha4aJloTo Ha MH(papKkTHaTa Oonka. [ToThp-
ceHu ca (haKTOpHTEe, KOUTO OMPEICIIST MOBHILICH PUCK
OT cMBpT. JleueHreTo Ha OONHUTE NPEIN MPOLIETypaTa
BKIIIOUBA aspirin U clopidogrel B Hacumanm 103u, 06e3-
OoJisiBaIM, MEIMKAMEHTH 3a CTaOMIM3UPaHe HA XEMO-
JMHAMHKATAa ¥ KOHTPOJ HAa apTepPUaTHOTO HAJATaHEe
(12). B crien0GomHUYHUS TIEPUO]T CE MTPOBEK/IAIIIE Jicue-
HUE ¢ aHTharperanTy - aspirin 100 mg. u clopidogrel 75
mg. JHEBHO, a IIPU IICPMAHEHTHO MIPEACHPAHO MBXKIE-
He ce /100aBsIle ¥ MHIUPEKTeH aHTUKoarynaHt. Oc-
BeH ToBa OosHuTe nonyvyaBaxa ACE-uHxuOuTopy mim
ARB, Oera-010KepH, CTaTUHU, & IPH HEOOXOIUMOCT U
HUTPATH ¢ yABIDKEHO Aeiictue (7,12).

one in 222 (74.0%) with a subsequent revasculariza-
tion - thromboaspiration, dilation and stenting of the
artery, which caused the infarction. The global left
ventricular systolic function was determined echocar-
diographically before SCAG via EF using the Simson
technique. The in-hospital lethality and that by the 6th
month after the onset of MI was established by groups
depending on the timing of the revascularization after
the onset of the infarction pain. The factors determin-
ing the higher risk of a lethal outcome were sought.
The treatment of the patients before the procedure
included aspirin and clopidogrel in saturating doses,
painkillers, medications for hemodynamic stabiliza-
tion and blood pressure control (12). The post-hos-
pitalization period included antiplatelet medications
- aspirin 100 mg and clopidogrel 75 mg daily, and
in the cases of atrial fibrillation an indirect coagulant
was added. In addition, the patients received ACE-
inhibitors or ARBs, beta blockers, statins, and, when
needed, prolonged-action nitrates (7,12).

Table. 1. In-hospital lethality and total lethality by the end of the 6" month

TOTAL NUMBER
OF PATIENTS GROUPI | GROUPII | GROUP III | GROUP IV
n=300 n=81 n=87 n=66 n=66
In-hospital lethality 19 (6.3%) 3 (3.7%) 3 (3.5%) 8 (12.1%) 5 (7.6%)
Total lethality o o o 0 N
by the 6" month 40 (13.3%) 8 (9.9%) 10 (11.5%) | 12 (18.2%) | 10 (15.2%)
Table 2. Lethality by gender
TOTAL NUMBER
OF PATIENTS MEN WOMEN
n=300 n=212 n=88
In-hospital lethality 19 6 (2.8%) 13 (14.8%)
Total lethality 0 N
by the 6" month 40 18 (8.5%) 22 (25%)
PE3VYJIITATH RESULTS

OOumsiT 6omHMYeH JertamTeT € 6.3%, a 10 Kpas Ha
6-s1 mecerl - 13.3%, ennaksB B I-a u 11-a rpyna u goc-
ToBepHO TMO-ManbK (p<0.05), orkonkoTo npu 1ll-a
IV-a rpyna.

JleranuTeThT TPHU KEHUTE KAKTO TO BpeMe Ha 0oJ-
HUYHOTO JICYCHHUE, Taka W JIO Kpas Ha 6-THs Mecell
CJIe/] HA4aIoTo Ha MH(]ApKTa € TOCTOBEPHO MO-TOJISIM
B CpaBHEHHE ¢ To3u npu MbxkeTe (p<0.01).

CpemHara BB3pacT Ha TOYHHAIMTE B OOJHHUIATA
(70.0£12.2 r.) ¥ Ha IOYHMHAIMTE CJIE]T U3ITHCBAHETO JI0
Kpas Ha 6-51 Mecetr (69.9+12.2 1.) He ce pa3nn4aBa, HO
e moctoBepHO mo-rosima (p<0.01), 0TKOIKOTO Ha 11~
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The total in-hospital lethality was 6.3% and that by
the end of the 6™ month — 13.3%. It was the same in
Group I and Group II and statistically significantly
lower (p<<0.05) than that in Group III and Group IV.
The lethality rate in women was statistically signifi-
cantly higher than in men, both during the hospital
stay and by the end of the 6th month after the infarc-
tion onset (p<0.01).

The mean age of the patients who died while hospital-
ized (70.0+12.2) and that of those who died by the end
of the 6th month after discharge (69.9+12.2) was simi-
lar but statistically significantly higher (p<0.01) than
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Fig. 2. Mean age of the deceased and of the survivors by the 6" month
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Fig. 3. Mean ejection fraction before revascularization

nara rpymna uicneasanu 6omau (62.9+£11.2r.), a cbio
TakKa U Ha pexuBenute 10 6-1 mecerr (61.8+11.4). Ot
nounnanure oo 40 comau 27 (67.5%) ca Ha BB3-
pact >65 1. 1 13 (32.5%) - < 65r. (p<0.05).
Exokapaunorpadcku onpenenenata ®U mo rpynu B
3aBUCHMOCT OT CPOKa Ha peBaCKyJapH3alusTa cie]
HavanoTo Ha MU He ce pa3nuuaBa. Hanuie e obave
TenaeHnus 3a no-manka OU mpu rp. Il u IV (peBac-
KyJapu3upaHu cieq 6-ust yac) B cpaBHeHue ¢ rp. [ u 11
(peBackymnapusupanu 10 6-us yac) (p>0.10).
I'mobannara ®U npu mnoumHanmure B OoMHMIATA
(n=19) 1 nouynHaNMTEe OOINO JO Kpas Ha 6-s Mecell
(n=40) ot Ha4an0TO Ha UH(pAPKTA € JTOCTOBEPHO IO-
MaJlka, OTKOJKOTO TpH OOJHHTE, MPEKUBEIN TO3U

Total no. of patients (n=300)
Remaining survivors by the 6th month (n=260)

Deceased at the hospital (n=19)

Total no. of deceased by the
end of the 6th month (n=40)

that of the entire group of studied patients (62.9+11.2)
and also that of those who have survived by the 6th
month (61.8+11.4). From the total of 40 deceased pa-
tients, 27 (67.5%) were over 65 years of age and 13
(32.5%) were under 65 (p<0.05).

There was no difference in the echocardiographically
determined EF by groups depending on the timing of
the revascularization after the onset of MI. However,
there was a tendency of having lower EF in groups
Il and IV (revascularized after the 6" hour) compared
to groups I and II (revascularized by the 6th hour)
(p>0.10).

The global EF of the deceased at the hospital (n=19)
and the total number of deceased by the end of the

10% 20% 30%

40% 50%

|
44,90%

46,80%

S

Fig. 4. EF of the deceased and the survivors by the end of the 6" month
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cpok (p<0.01). Ot mounnanure o6wio 40 Gomuu 27
(67.5%) ca ¢ ®U <35.0% u 13 (32.5%) - >35.0%
(p<0.05).

AHaIM3BT HA IPUYUHUTE 38 CMBPT MTOKA3Ba, Y€ OT MO-
yrHAIKUTE B O0sTHUIIaTa 001110 19 aymm 18 ca ¢ momre-
Ha HEJIOCTAThUHOCT — 13 ¢ m3pa3eHa HUPKOJIATOPHA,
ChbYeTaHa C OCTpa JIGBOCTPaHHA HEAOCTATBUHOCT, 5 —
MpeBaipaila ocTpa JeBOCTpaHHA HEAOCTATbYHOCT, U
1 e moynMHan Nopajau ChpJeyHa TaMIIOHAIa B Pe3yTaT
Ha pynTypa Ha cBOOOJHATa CTEHa Ha JisiBaTa KaMepa.
[ounnanure cien M3MUCBaHe /10 Kpast Ha 6-51 Mecel ca
0610 21 6omuu. [pu 2 nymm npuynHaTa € 3316100~
YaBalla ce ChpJeYHa HeIOCTaThYHOCT, IPH 2 — MOB-
TOpeH MH(pAPKT C TeXKa MOMIIEHa HEI0CTaThYHOCT,
IIpU IpYTH 2 CMBPTTA € 10 BpeMe Ha KOPOHapHa orie-
pauusi, a npu octaHanute 15 O0NMHYU T5 € BHE3aIHA.
Haii-yecra npuunna 3a OMU nipu 150 (50.0%) ot 60-
JIHUTE € TpomOoTHYHaTa oKiTy3ust Ha LAD, Ha BTOpO
MscTo - ipu 96 (32%) G6onnu e Ha RCA, Ha TpeTto -

6th month (n=40) from the onset of the infarction was
statistically significantly lower than that of patients,
who have survived past that period of time (p<0.01).
From the total of 40 deceased patients, 27 (67.5%) had
EF<35.0%, and 13 (32.5%) had EF>35.0% (p<0.05).
Analysis of the causes of death showed that of the to-
tal 19 deceased at the hospital, 18 were with pumping
function failure — 13 with marked circulatory, com-
bined with left-sided heart failure, and 5 — with pre-
vailing acute left-sided heart failure, and 1 patient died
due to cardiac tamponade as a result of a rupture of the
free wall of the left ventricle.

The total number of deceased by the end of the 6th
month after discharge was 21. In 2 patients the cause
was deteriorating heart failure, in 2 other - recurrent
infarction with severe pumping function failure, for
another 2, the death occurred during coronary surgery,
and for the remaining 15 patients the death was sud-
den.

Table 3. Infarction-causing artery

Groups LM LAD LCX RCA Total
Group I (n=81) 1 (1.2%) 43 (53.1%) 10 (12.7%) 27 (33.3%) 81
Group II (n=87) 0 (0%) 45 (51.7%) 15 (17.2%) 27 (31.1%) 87
Group III (n=66) 4(6.1%) 30 (45.4%) 12 (18.2%) 20 (30.3%) 66
Group IV (n=66) 1 (1.5%) 32 (48.5%) 11 (16.7%) 22 (33.3%) 66
Total 6 (2%) 150 (50%) 48 (16%) 96 (32%) 300

nipu 48 (16%) 6omam e Ha LCX, 1 Ha mocnenHo — npu
6 (2%) 60mHU € okiy3usita Ha LM .

JleranuteTsbT Mpu OOJHU C TPOMOOTHYHA OKITY3HsI HA
LM e mocroBepHo Haitl-rossm (p<0.05), moutu emana-
KkbB 1pu okiny3ust Ha LAD u LCX (p>0.10) u naii-ma-
JBK - ipu okity3ust Ha RCA.

The most common cause of acute myocardial infarc-
tion (AMI), in 150 (50%) of the patients, was throm-
botic occlusion of LAD, the second most common
cause (in 96, or 32%, of the patients) was RCA, third
place was for LCX with 48 (16%) of the patients, and
the last one, observed in 6 (2%) of the patients, was
occlusion of LM.

Table 4. Lethality depending on the infarction-causing artery

LM LAD LCX RCA
n=6 n=150 n=48 n=96
Deceased 4 (66.7%) 27 (18%) 5(10.4%) 4 (4.1%)
OBCBHXIAHE Lethality in patients with thrombotic occlusion of

bonanunusat neramuter (6.3%) mpu U3CIEABAHUTE
OT Hac OOJIHU M JICTAJIMTETHT OO0 JI0 Kpasi Ha 6-us
mecetr (13.3%) e B rpaHUIIMTE HA ChOOINABAHUS U OT
npyru aBropu (4,5,6,7,11,13). TpsioBa na ce ordene-
kM, ue etanutersT npu OonHute ¢ PCI, ochiectre-
Ha J0 Kpast Ha 3-Us 9ac U CbOTBETHO /IO Kpast HA 6-ust
Yyac OT HAYaJOTO Ha WH(apKTa, U3HCHAIBAIIO U 32
pasnuka ot uscnensanusta CAPIM (11) u Prague-2
(14) ue ce paznuuasa. [Ipu 6osHuTe 06aue ¢ PCI, pe-

40

LM is statistically significantly highest (p<0.05), al-
most equal in the cases of occlusion of LAD and LCX
(p>0.10) and lowest in RCA occlusion.

DISCUSSION

In-hospital lethality (6.3%) of the studied patients
and the total lethality rate by the end of the 6th month
(13.3%) was within the range of the reported by the
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anu3upaHa ciej| 6-s1 yac, KakTo OOJHUYHHSAT, Taka U
W3BBHOOHUYHHAT JICTATUTET PA3KO CE yBEIMYaBa.
Ha mpaktuka vHTEpBEHIIMOHAIHATA pEBACKYJIapH3a-
1ust cliesl 6-us 4ac OT Ha4aJoTo Ha UH(apKTa ce of-
OpMsI KaTo pa3ieiuTeHa JIMHUSL, ONpe/ersiia Joma
MporHo3a (Mo-rojsiM JietanuTer). B Hamero micnen-
BaHe, KaKTO U B JIPYTH POYYBAHUS, JICTATUTECTHT IIPH
JKEHUTE € JOCTOBEPHO TO-TOJISIM OT TO3U Ha MBIKETE
(12). ToBa e Moxxe Ou 1 enuH OT (hakTOpUTE, KOUTO
OIIpeAIeIIsl MO-TOJISIM JieTanuTeT npu 6omHuTe ot 111-Ta
u IV-ta rpynu, B cpaBHeHuUe C JietanureTa npu I-sa
u ll-pa rpynu. Bu3pacrra Ha 6omaure cbe STEMI ce
OKa3Ba Ba)kKeH NPOTHOCTHYEH Kpurtepuil. CpenHarta
BB3PACT HA MOYMHAIUTE € JOCTOBEPHO MO-TOIsIMa OT
Ta3W Ha OCTAHAJIMTE XUBU B Kpast Ha 6-ust mece. [1o-
JIOOHU JIaHHU e ChOOIIAaBaT U OT JApyru aBTopH (12).
Criopent MHAUBUYyAJTHUS aHAIM3 TIPU OOJIHUTE Ha 65
U TIOBeYE T'OIMHM JICTAJIUTETHT PSI3KO CE MOBHILABA.
Cucronnata QyHKIUS Ha JIABaTa Kamepa, orpezeieHa
nocpencteoM OU, Makap U HEJOCTOBEPHO, € C TEH-
JICHIIMS 33 TIO-HUCKU cTOWMHOCTH 1ipu OomuuTe ¢ PCI,
W3BBPILEHA cJe]] 6-1sl 4ac OT HA4aJIOTO Ha HH(pApKTa.
ToBa ¢ 00sSCHMMO, ThI KaTO MO-NPOIBIKUTCIHOTO
BpeMe Ha KOpOHapHa OOCTPYKIHMS BOAM 1O MO-00-
LIMpHA MUOKap/Ha HEKPO3a, a B pe3yJITaT Ha TOBA — U
JI0 To-jolia riiobaiHa jieBokamepHa (yHkiwms (15).
W3zBecTHO e, ue riobanHara jJeBokaMepHa (QyHKIUS
€ BaKeH (haKTop, MMaIl] OTHOILLIEHHE KbM TPOrHO3aTa
Ha ucxemuuHo Oomnnute (3,14). ToBa ce moTBBpKIA-
Ba U OT HAalIETO W3CIeIBaHE — MPU MOYMHAIHTE TI0
BpeMe Ha OOIHMYHOTO JICUCHUE H CIIE/ TOBA A0 Kpast
Ha 6-usi Mecell JICBOKaMepHaTa CUCTOIHA (DYHKIIHS €
JOCTOBEPHO TO-JIONIAa B CPABHEHUE ChC ChIIATa PU
xuBute. OCBEH TOBA MPABU BIICYATIICHUE, Y€ B TICPH-
oJ1a Ha OOJIHUYHOTO JICUEHHE IpHU MpeodiiaaBamiara
YacT OT MOYMHAIMTE MPUYMHATA € IIUPKYJIaTOpHA H
ChbpJieuyHa HEeJIOCTaThYHOCT, & B CIIEIOOTHUYHUS T1e-
puoja — BHe3anHa cepaeuna cMbpT (BCC). To3u dakt
H3UCKBa 0cOOCHO BHMMaHue. ToBa 03HauyaBa, ye Ipu
JIEXOCTIUTAIM3aLUATa OU TpsOBaJIO Jla ObAT 3ajere-
HY OOJHUTE C TMOBHIIEH PUCK OT (paTajHM KaMepHHU
aputmun 1 BCC. HM3BecTHO €, 4e Te 0OMKHOBEHO ca
C JIoIa JIeBOKaMepHa (PYHKIIMS, YECTH U OMACHHU Ka-
MEpHH €KCTPacUCTOIH WM SMU30JH OT KaMEpHH Ta-
XMKapJMU M OCTaThYHA MHOKapjaHa ucxemus. Te3u
OoyiHU TpsIOBa 1@ ObJAT HAOJOABAHU C ITOBHUILCHO
BHUMaHUE, 3aJIbJKUTEITHO JIa TIOTy4aBaT Oera O1okep
B J103a, OCUTYpsIBallla XeMOIMHAMHYHA OeTa Oyokaa,
a IpY HEOOXOANMOCT J1a € BKIIFOUBAT U CTICIIM(DUYHH
AQHTUAPUTMHYHHU CPEZCTBA (aMHUOAAPOH).

Criopet HallIUTE JJaHHU HAW-4eCTO apTePUsITa, BUHOB-
Ha 3a STEMI, e LAD, na Bropo mscto e RCA, cnen-
Bana ot LCX u LM. [logo6Ho pa3npeneneHue Ha HH-

other authors (4-7,11,13). It should be noted that the
lethality in patients with PCI, conducted by the end of
the 3rd hour and by the end of the 6th hour after the
onset of the infarction, respectively, was surprisingly
the same, unlike the results reported by the CAPIM
(11) and Prague-2 (14) trials. In patients with PCI con-
ducted after the 6th hour, however, the in-hospital and
the out-of-hospital lethality increased sharply. Inter-
ventional revascularization after the 6th hour from the
onset of the infarction is practically a dividing line, de-
termining a negative prognosis (higher lethality rate).
Our study, as well as other studies, showed a statis-
tically significantly higher lethality for women than
for men (12). This is maybe one of the factors, which
were responsible for the higher lethality for the pa-
tients from groups 11l and IV, compared to the lethal-
ity rate in groups I and II. The age of STEMI patients
turned out to be an important prognostic criterion. The
mean age of the deceased was statistically significant-
ly higher than that of the remaining survivors by the
end of the 6th month. Similar data was reported by
other authors (12). According to the individual analy-
sis, in patients at the age of 65 and older, the lethality
rate deteriorated sharply. The systolic function of the
left ventricle, determined by EF, although not precise-
ly, demonstrated a tendency of having lower levels in
patients with PCI conducted after the 6th hour from
the onset of the infarction. This is understandable be-
cause a longer period of coronary obstruction leads to
a more significant myocardial necrosis, and as a re-
sult — to worse global left ventricular function (15). It
has been known that global left ventricular function is
an important factor for the prognosis of ischemic pa-
tients (3,14). This was confirmed by our study — in the
deceased during in-hospital treatment and after dis-
charge, by the end of the 6™ month, the left ventricular
systolic function was statistically significantly worse
than that in survivors. In addition to that, it was noted
that in the in-hospital period for the majority of the
deceased the cause of death was circulatory and heart
failure, and in the out-of-hospital period — sudden car-
diac death (SCD). This fact requires special attention.
That means that in the dehospitalization the patients
with an elevated risk of fatal ventricular arrhythmias
and SCD should be identified. It is known that they
usually are with deteriorated left ventricular function
and dangerous ventricular extrasystoles or episodes of
ventricular tachycardias and residual myocardial isch-
emia. These patients must be observed closely. It is
obligatory for them to receive beta blockers in doses
ensuring hemodynamic beta blockade, and, if needed,
to include also specific anti-arrhythmic medicaments
(amiodarone).
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(apKT BUHOBHATa apTepusi ce HaOJIoAaBa U B APYTH
nzcnenBanus (12). FogeMusT neTaiuteT Ipu OOIHU
¢ okiy3ust Ha LM u LAD e noruuen, Toil kato npu
TX UH(]apKTUTE ca Mo-O0IIMPHH, a JIEBOKaMepHarTa
cucToSiHa (DYHKIIUS € TIO-JIOIIA.

Pesynrarute OT HameTo u3cie[BaHE JaBaT OCHOBA-
HUe 1a ObaT U3BEJCHHU U PENOPbYAHH 32 MIPAKTHKA-
Ta ciaeqHuTe (aKkTOpH, ONpeeNnsiy MOBHUIIEH PUCK
oT cMBpT npu 6051HE ¢ OMU cbe ST-eneBanus:

1. PeBackynapusauus cien 6-s 4ac.

2. Bws3pact 65 u moBeue roAuHU.

3. Xencku nomn.

4. ®U<35.0%.

5. Tpom6oruuna oxmy3us Ha LM u LAD.
3AKJIIOYEHHUE

Pano xocmnuranuzupaHuTe M peBacKyJapHU3HpaHU
00sHM 10 6-51 "ac ca C MO-MalbK JICTAIUTET KaKTO B
OonHMLIATa, TaKa U 10 Kpasi Ha 6-51 Mecell OT Ha4alIo0To
Ha uHdapkra. [lo-romsiMaTa 4acT OT MOYMHATIMTE ca
Ha BB3pacT 65 M MoBede TOJUHH, MO-YECTO KEHH, C
no-yiomta geBokaMmepHa Gynkuus (PH1<35.0%) u no-
4gecTo ¢ TpoMmOoTHuHa oOCcTpykums Ha LM u LAD.
OcHOBHa NpUYKHA 32 CMBPT 110 BpeMe Ha OOJIHUYHO-
TO JICUCHHE € IIMPKYJIaTOpHATA U OCTpaTa JIEBOCTPaH-
Ha Chbp/eYHAa HEJOCTAThYHOCT, a B CIEIOOTHUIHUS
nepuog — BCC. JIombJIHUTENHOTO HaMassiBaHE Ha
neranurera npu 6omau cb¢ STEMI n3ncksa opranu-
3aIMOHHU MEPKH, KOUTO OMXa OCUTYpPHIIH IO-paHHA
XOCTIUTANM3aMsl Ha OOJIHUTE M NPOQUIAKTHKA Ha
BCC B cnenbomHYHYS IEPUOI.
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According to our data, the artery, which is most com-
monly responsible for STEMI, is LAD, the second
most common one is RCA, followed by LCX and LM.
A similar distribution of the artery responsible for in-
farction is observed in other studies (12). The high le-
thality rate in patients with LM and LAD occlusion is
logical because in those cases the infarctions are more
extensive, and the left ventricular systolic function —
worse.

The results from our study gave grounds for the estab-
lishment and recommendation of the following fac-
tors, determining an elevated risk of death in patients
with AMI with ST-elevation:

1. Revascularization after the 6th hour;

2. 65 years of age or older;

3. Female gender;

4. EF<35.0%;

5. Thrombotic occlusion of LM and LAD.
CONCLUSION

The patients with early hospitalization and revascular-
ization by the 6th hour have lower lethality rates, both
in-hospital and by the end of the 6th month after the
onset of the infarction. The majority of the deceased
are 65 years of age or older, more frequently women,
with worse left ventricular function (EF<35.0%) and
more frequently with a thrombotic obstruction of LM
and LAD. The main cause of death during the hospital
stay is circulatory and acute left-sided heart failure,
and after discharge — SCD. The additional decrease
in the lethality rate in patients with STEMI requires
organizational measures, which would ensure earlier
hospitalization and SCD prevention in the post-dis-
charge period.
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