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Myocardial infarction significantly contributes to mortality rates in patients with chronic obstructive pulmonary disease (COPD). The influence of COPD on the course of acute ST-segment eleva-
tion myocardial infarction (STEMI) is controversial.

Aim. To evaluate characteristics of coronary artery lesions and cardiovascular complications in STEMI patients with and without COPD depending on a reperfusion treatment method during in-hos-
pital stay.

Material and methods. A total of 1112 cases of STEMI treatment within the first 6 hours of the symptoms onset were analyzed. All of these patients have undergone reperfusion treatment: pri-
mary percutaneous coronary intervention (PPCl) or pharmacoinvasive strategy (PIS) methods. All the patients were divided into two groups: patients without COPD (952 persons; 83.2%) and
those with COPD (160 patients; 16.8%). COPD impact on in-hospital course of STEMI was assessed.

Results. The presence of COPD had no influence on STEMI in-hospital mortality. Mortality rates in patients with COPD (12 subjects; 7.5%) and without COPD (83 subjects; 8.7%) did not differ
significantly (p=0.2). The study has demonstrated the significant influence of COPD on the patients baseline characteristics and treatment results, which can have an impact on long-term prog-
nosis. According to our data COPD presence was associated with more severe coronary artery lesions in both PPCl and PIS subgroups (p<0.001). This has determined more frequent transmural
myocardial damage in STEMI patients with COPD regardless of reperfusion strategy and time factor (79% in patients with COPD and 50% in those without one, p<0.001). The incidence of he-
morrhagic complications also didn‘t depend on COPD presence and remained low in all groups.

Conclusion. At COPD presence STEMI was associated with more severe coronary artery lesions and increased frequency of transmural myocardial damage and residual stenosis after thromboly-
tic therapy. COPD did not lead to the increase in in-hospital mortality rates in STEMI patients undergoing reperfusion treatment.

Keywords: thrombolytic therapy, acute ST-segment elevation myocardial infarction, percutaneous coronary intervention, pharmacoinvasive strategy, chronic obstructive pulmonary disease.
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PesynbTaTbl fie4eHNs 0CTPOro MHbapKTa M1oKapaa ¢ NOAbEMOM cermeHTa ST y 6oNbHbIX XPOHUYECKOV 0OCTPYKTUBHOI 60NE3HbIO NIErKMX: AaHHbIE PETPOCTEKTUBHOMO OfHOLIEHTPOBOTO
nccnefoBaHNs (rocnUTanbHbI neprop)

[1.5.Hemwk.2*, T'B. MatiowwH!, A.B. Mpotononos!-2, C.A. Ycrioros?, A.B. LLynbMuH!

T KpacHosipckiii rocyAapcTBeHHbIN MEAULIMHCKIIA YHBEPCUTET MMeHu npod. B.D. BolHo-fAceHeLikoro. 660022, KpacHosipck, yn. MapTu3aHa XenesHska, 1

2KpaeBas knvHu4eckas 6onbHuLa. 660022, KpacHosipck, yn. MapTu3aHa Xenestska, 3a

VHhapKT MV1OKap/a BHOCUT CyLLIECTBEHHbIN BKNA/, B CMEPTHOCTb NALMEHTOB C XPOHMYeCKo 0BCTpyKTBHOM BonesHbio nerkix (XOBT). BausHiie XOBJT Ha TedeHyie 0cTporo MHbapKTa M1okap-
[1a ¢ nogbemom cerMenta ST (MMnST) HOCKT NPOTUBOPEUMBBLIN XapaKkTep.

Lienb. V3y4uTb 0COBEHHOCTV NOPaXeHWs KOPOHAPHOIO pycna, CepLeqHO-COCYANCTbIE OCTOXHEHUA Npy UMNST y BonbHbix XOBJT 11 6€3 TakoBoW Ha rocnuTansHOM 3Tane B 3aBUCUMOCTY OT Me-
TOAa penepdy3noHHOM Tepanun.

Marepuan u metopp!. MpoaHanv3nposaHo 1112 ciyyaes nedeHns naumneHTos ¢ IMnST B nepBble 6 4 OT HaYana CMnToMaTvki. Bcem 3Tum 6ombHbIM Obina nposeaeHa penepdysvioHHas Te-
panus ¢ NOMOLLIbIO NEPBUYHOTO YPECKOKHOTO KOPOHAPHOTO BMeLLaTenscTBa (M4KB) unw apmakomHeasvieHoi crpaterun (GVIC). M3 obuiero ymcna bonbHbix Gbina BblfeneHa rpynna naiyieH-
708 6e3 XOBJ1 (952 nauventa; 83,2%) v ¢ XOBJ1 (160 nauueHTos; 16,8%). MposeaeHa olieHka BnvisHs XOBJT Ha TedeHme rocnimTansHoro nepropa MMnST.

Pe3ynbrarbl. Hanvuve XOBJ1 He NOBNWANO Ha roCnmTanbHYto NeTanbHOCTb Npr MMNST. JletansHocTs 6onbHbix ¢ XOBIT (12 GonbHbix; 7,5% ) 1 6e3 XOBJ1 (83 6onbHbIX; 8,7 %) AOCTOBEPHO He
otnyanace (p=0,2). B nccnepoBaHiiv Gbino NpofeMoHCTPMPOBAHO BaxHOE BrvsHE XOBJT Ha MCXOaHbIE XapaKTepyCTKY NaLMeHTOB, Pe3ymsTaTbl fle4eHus, KOTOpble MOTYT OKa3aTb BAUSHME
Ha IONTOCPOYHbIF NPOTHO3. M0 HalMM AaHHbIM, Hanvuve XOBJ1 accoLmmpoBanocs ¢ Gonee TsixensiM NopaxeHruemM KOpoHapHoro pycna kak npu n4KB, tak v npu GUC (p<0,001). YkasaHHsle
[laHHble, He KOppenvpys C BpeMeHHbIM (hakTopoM Vi BUAOM BbIOpaHHOM penepdy3noHHow CTpaTeriin, 0bycnosunmn Gonee Hactoe TpaHCMypanbHoe MopaxeHie Mokapaa y onbHbix XOBST 1 AMnST
(79% ¢ XOBJ11 50% 6e3 XOBJ1, p<0,001). YactoTa remMoppariieckix OCTIOXHEHUI Takxe He 3aBicena ot Hanuuvs XOBJ1, 0CTaBasic Ha HA3KOM YPOBHE BO BCEX TPyMMax.

3akntoyenme. IMNST npyt Hanvamm XOBJT conposoxaetcs Gonee TAXeNbIM NOpaxeHeM KOPOHAPHOIO pycra, YBENM4YeHEM YaCTOTbl PE3NYanbHOMo CTeHo3a Nocse TPOMOONMTUHECKON Te-
panu, a Takoke yBen4eHeM YacToTbl TPaHCMYPasbHOro nopaxeHus Myokapaa. XOBJ1 He MprBOAMT K yBENMHEHIIO NETanbHOCTV B roCrUTaibHOM neproge npit IMnST 1 npoBeneHHoM penepdy3vioHHOM
Tepanuu.

KntoueBble cnoBa: TpoMOonuTyeckas Tepaniis, OCTpblid UH(apKT MUOKapAa C NOAbEMOM CermenTa ST, YpeckoxHOe KOPOHapHOEe BMELLATENbCTBO, (hapMakoVHBa3VBHas CTpaTerus, XpoHuye-
ckasi 06CTPYKTVBHAR OonesHb nerkux.

PauvoHanbHas hapmakoTepanus B kapavonorum 2015;11(6):561-570

*Corresponding author (ABTOp OTBETCTBEHHbIN 3a nepenucky): drnemik@yandex.ru

Modern approaches to ST-segment elevation CoBpeMeHHble NMoAXoAb! K leveHuIo MHdapkTa M1okapda
myocardial infarction (STEMI) management spec- c nombeMoM cermenTa ST (MIMNST) pernameHT1pyioT BbIGop on-
ify the choice of optimal reperfusion therapy for TUManbHOW penepdy3voHHOM Tepanun AN KaXkAoro KOH-
each patient, depending on the time of symptoms KPETHOro NaL/eHTa B 3aBUCUMOCTYM OT BPEMEHU BO3HMKHOBE-
onset, expected time of infarct-related artery HWS CUMIMTOMOB, NMPEANOoNaraeMoro BpeMeHM 0 OTKPbITUS WH-
patency and patient’s baseline characteristics (hapKT-CBA3AHHOM apTepun U UCXOIHbIX XapakTepucTmK na-
[1,2]. uveHta [1,2].
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ST-segment elevation myocardial infarction in COPD
WHbapkT mnokapga ¢ nogvemom cermenta ST npu XObJ1
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Patients with chronic obstructive pulmonary dis-
ease (COPD) make a special group. Large-scale epi-
demiological studies have demonstrated coronary
insufficiency but not the respiratory one to be the lead-
ing cause of COPD patients’ mortality [3].

According to population studies data COPD patients
have a 2-3 fold increased cardiovascular death risk [4].

Results of large-scale studies estimating COPD in-
fluence on STEMI patients are ambiguous [5].

Treatment of STEMI patients with COPD is at the
present time understudied. According to modern
conception, primary percutaneous coronary inter-
vention (PPCI) is the principal method of reperfusion
therapy in STEMI patients [6,7]. At that, sometimes
it is necessary to recourse to pharmacoinvasive strat-
eqy (PIS), the efficacy and safety of which in COPD pa-
tients is poorly studied [8]. Despite available data, COPD
prognostic value in different strategies of reperfusion
in patients with myocardial infarction has not been de-
termined [9,10].

Our study demonstrates the results of follow-up of
patients with STEMI and COPD treated with both meth-
ods of reperfusion during in-hospital stay.

The aim of the study: to evaluate characteristics of
coronary artery lesions and cardiovascular complica-
tions in STEMI patients with and without COPD de-
pending on reperfusion treatment method during in-
hospital stay.

Material and methods

Single-centre observational retrospective study
of STEMI treatment in patients with and without COPD
has been conducted.

Atotal of 1112 STEMI patients were admitted to
the Territorial Clinical hospital of Krasnoyarsk city with-
in the first 6 hours of the symptoms onset from 2010
to 2012 years. All of these patients had undergone
reperfusion treatment (PPCl or PIS). All the patients
(Fig. 1) were divided into a main group — patients with
COPD (n=160), and a control group — patients
without COPD (n=952).

CBeneHus 0b aBTopax:

Hemuk Amutpuii bopmncoBuy — accucTeHT Kagenpbl Kapamonorm
W yHKUMOHanbHow avarHoctuku Kpacl MY vum. npog.

B.®. BoviHo-SlceHeLikoro

MarrowmH feHHagn BacunbeBuY — f.M.H., Npogeccop,

3aB. Tovi Xe Kagenpouvi

Mpotononos Anekcevi BnagnmupoBuy — f.M.H., Npogeccop
Kagpenpsi nyqeBovi auarHocTiki Kpacl MY vm. npoc.

B.®. BoviHo- flceHeLikoro

Ycrioros Ceprevi AnekcaHApOBUY — K.M.H., 3aB. OTAe/IeHueM
kapamonorvmn N°3 KKb

LynemuH AHApevi BnagumupoBud — .M.H., 3aB. Kagenpou
00LLECTBEHHOIO 3[0POBbS 1 34PABOOXPAHEHMS C KYPCOM COLMANbHOM
pabotel KpaclMY vm. npog. B. ®. BoviHo-SiceHeLkoro

Ocobyto rpynny DonbHbIX MPeACTaBAAOT NaLMeHTbI C XPO-
HMYecKom 00CTPyKT1BHOM OonesHbio nerkmnx (XOBST). KpynHble
3NVMAEMMONOrNYeckne UCcefoBaHnsa NPoLeMOHCTPYPOBa-
N1, 4TO BeayLLEeN NPUYMHON NeTanbHOCTK 6onbHbIX XOBJ 5B-
NIAETCA He OblXaTenbHasa HeJOCTaTOYHOCTb, @ OCIIOXHEHMSA KO-
POHAPHOW He[oCTaTO4HOCTL [3].

CornacHo AaHHbIM NONYAALUMOHHbBIX UCCNeLOBaHUN, Y
DonbHbIX XOBJ1 puck cepaeyHO-coCyancTon CMepTL NMoBbILLEH
B 2-3 pa3a [4].

Pe3yneraTbl KpynHbIX MCCNeA0BaHWM, OLEHMBAIOLLVX BAUSHME
XOBJ1y naupeHToB ¢ UMRST, HOCAT HEOIHO3HAYHbIN XapakTep [5].

B HacTodLee Bpemsa neverHne NMNST y naumenTos ¢ XOBJ]
ManomsyyeHo. CornacHo COBpPeMeHHbIM MpencTaBieHnaM,
OCHOBHbIM METOAOM penepdy3noHHOM Tepanmm y NaLumeHToB
C IMnNST aBngeTcs NepBUYHOE YPECKOXXHOE KOPOHAPHOE BMe-
watenbcteo (NYKB) [6,7]. BmecTe ¢ Tem, B psage ciyvaes
npuxoauTcs npuberatb K papMakonMHBA3MBHOW CTpaTernm
(PUCQC), 3chdeKTUBHOCTL 1 6e30MaCHOCTb KOTOPOW Y HOMbHBIX
¢ XOBJ1 Mano nsyyeHa [8]. HecMoTps Ha MMeloLLMecd JaHHble
nuTepaTypbl, NporHoctnyeckoe BnusHue XOBJT npu pasnnyHbix
cTpaternsx penepdy3unm y 6ombHbIX C MHPAPKTOM M1oKapaa
(M) He onpegeneHo [9,10].

B Halwen paboTe npviBefeH pesynbraT HabnogeHns 3a na-
urentamu ¢ UMnST n XOBJ1 B rocnntanbHOM nepuofe C npu-
MeHeH1eM obenx MeToanK penepdy3roHHOrO NeveHus.

Llenb paboTbl — 13y41Tb OCODEHHOCTM MOpPaXXeHUs KOpo-
HapHOro pycrna, CephedyHo-CcoCyanCTble OCIOXHEHUSA Mpun
NMNST y 6onbHbIX XOBJ1 11 63 TakoBOW Ha rocnuTanbHOM 3Ta-
ne B 3aBMNCMMOCTM OT MeToZa penepdy3noHHON Tepanunu.

MaTepuan n metoabl

MpoBefeHO OLHOLUEHTPOBOE HaboaatenbHoe peTpo-
CNeKTUBHOE McCnefoBaHue nedveHns MNIST y OOonbHbIX C
XOBJ1 1 6e3 TakoBOW.

3a neprog ¢ 2010 no 2012 rr. B KpaeByto KIIMHUYECKYIO
OonbHuLy T. KpacHospcka noctynuno 1112 naumeHToB
MMRST B nepBble 6 4 OT Ha4arna CUMMITOMAaTUKIA. Bcem aTm Borb-
HbIM Oblfla NpoBefeHa penepdysmoHHas Tepanua (NYKB nnn
DUNC). N3 obuiero ymcna GonbHbix (prc. 1) Obina BoloeneHa
rpynna naumeHtoB ¢ XOBJ1 (ocHoBHas rpynna; n=160) 1 6e3
TakoBOW (KOHTpOMbHasA rpynna; n=952).
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ST-segment elevation myocardial infarction in COPD
WHbapkT mnokapga ¢ nogvemom cermenta ST npu XObJ1

Patient with ACS symptoms
(duration less than 6 hours)

Thrombolysis
(yes/no)

Emergency
doctor | ECG

PPCI (n=99; 61.9%)
“ | nYKB(n=99; 61,9)

PIS (n=61; 38.1%)

STEMI and COPD (n=160; 16.8%)**
MMnST n XOBJ1 (n=160; 16,8%)**

Y

MaumeHT ¢ cumntomamu OKC | Bpay CI\/II'I' 3KT | Tpombonm3ne
(naBHOCTb MeHee 6 YacoB) (na/Her)

ONC (n=61; 38,1%)

Transportation to the PCl center
TpaHcnopTvpoBka B LeHTp YKB

PPCI (n=646; 67.8%)

_ | STEMI without COPD (n=952; 83.2%)**

Y

n4KB (n=646; 67,8%)
PIS (n=306; 32.2%)

MMRST 6e3 XOBJ1 (n=952; 83,2%)**

“ | OUC(n=306; 32,2%)

ACS - acute coronary syndrome, STEMI - ST-elevation myocardial infarction, COPD - chronic obstructive pulmonary disease,
PPC| - primary percutaneous coronary intervention, PIS — pharmacoinvasive strategy

OKC ~ ocTpbI KOpOHaPHBbI cuHapoM, CMI — ckopast MeavUMHCKas noMotlb, MnST — uHbapKT MroKapaa ¢ No4beMoM cermeHTa ST,
XOBJT - XpoHeckas 00cTpykTMBHas bonesHs nerkix, n4KB ~ nepar4HOe YpeckoxHoe KOPOHapHoe BMeLLaTenbcTeo, MUC — dapmakonHBa3wBHas CTpateris

Figure 1. Retrospective study ("“case-control”)

PrcyHoK 1. PeTpocnekTUBHOE MccnefoBaHue («cydam — KOHTPOMb»)

Inclusion criteria:

* Verified STEMI;

« Less than 6 hours after symptoms onset;

* Availability of estimated data in medical records;

« Coronary angiography (CAG) performance with-
in the first 12 hours of the symptoms onset.

The COPD diagnosis was determined in all the pa-
tients (1112 people) on the ground of anamnestic data
and spirometry data (FEV; /FVC<70%). Depending
on the COPD presence the patients were divided into
control and main groups.

STEMI was diagnosed on the prehospital stage by
the following signs features:

» Symptoms of myocardial ischemia;

« Diagnostically significant ST segment elevation
(newly revealed ST segment elevation by 0.1 mV
in all leads except for V2-V3, in which elevation
by 20.2 mVinmen and >0.15 mV in women was
taken into consideration.

CAG was performed by the radial access in most
of the cases; the presence of intracoronary thrombosis
was also assessed during this procedure.

After making a prehospital diagnosis a doctor of
ambulance team took a decision of thrombolytic
therapy (TLT) initiation and transportation of a patient
to the PCl center (Fig.1).

Prehospital TLT was performed by emergency
doctor with a single intravenous bolus of tissue plas-
minogen activator (tenecteplase) in a weight-de-
pendent dose.

After TLT patients were transported to the PCl cen-
ter for CAG conduction. In the PCl center repeated
ECG and patient’s clinical status were assessed. In min-
imal “door-to balloon” time patients of the both
groups were conveyed to the X-ray operating room.

Kputepumn BknoveHms:

* BepudnuppoBaHHbii UMNST;

 [1aBHOCTb OT Havana CMMMNTOMOB MeHee 6 Y;

* Hanunuue oleHMBaeMbIX JaHHbIX B MEAULMHCKOM O0KY-

MeHTauuu;
* MpoBeaeHue kopoHapoaHrorpadun (KAT) B TedeHve nep-
BbiX 12 4 OT Ha4ana CUMMNTOMOB.

[OnarHo3 XOBJ1 ycTaHaBNMBancs Ha OCHOBaHUW aHaMHe-
CTUYHECKNX AAHHbIX O HanuyMmn 3aboneBaHns U OaHHbIX CNK-
porpachun (ODB, /DXEN<70%) y Bcex naumenToB (1112 na-
LMEHTOB). B 3aBMCUMOCTU OT Hanm4msa XOBJ1 naumeHTsl pas-
OeNeHbl B OCHOBHYIO W KOHTPOSIbHYIO FPYNMbI.

NMRST AnarHoctpoBasnca AOroCnmTanbHO Mo Hanv4duio cne-
OYIOLLNX MPU3HAKOB:

* CUMMTOMBbI ULLIEMUU MUOKAPA3;

* [IMarHOCTMYeCKM 3Ha4YMMbIM Nogbem cermeHTa ST (HoBoe

nosbllweHme cermeHTa ST Ha 0,1 MB BO BCex oTBeeHUAX
3a nckrmodveHvem V2-V3, roe yantbiBaeTca nogbem 20,2
MB y My>4uMH, 20,15 MB y XEHLWH).

KAT B 60MnbLUMHCTBE CJTy4aeB NpOBOAMaCk PafananbHbIM 0-
crynom. Mpw nposefeHun KAT Takke oLEeHMBANOCh Hanuyue
WNHTPaKopoHapHoro Tpombo3a.

MNocne yCtaHOBNEHNS AMArHO3a Ha A0roCnMTafibHOM 3Tane
BpayoM Opuragabl Ckopon MefuumHckor nomMolym (CMTIT) npu-
HMManoCk pelleHe O MPOBEAEHNN TPOMDONUTUYECKOW Tepa-
nun (TNT) 1 TPaHCNOPTUPOBKM NaLeHTa B LeHTp YKB (punc.1).

HorocnutansbHas TIT npoBoAMiach TKaHEBbIM aKTMBATOPOM
nnasMuHoreHa (TeHekTennasa) B BMAE OQHOKPATHOIO BHYT-
pyBEHHOro Dontoca B BECO3aBUCMMON Ao3Mposke. TJIT npo-
BoAMIACk BpayoM Opuragsl CMI.

Mocne nposefeHns TJIT NaLMeHTbl TPaHCNOPTUPOBaNUCL B
ueHTp YKB ana nposenenusa KAT B LeHTpe YKB nposoamnach
oueHka nostopHon IKI M KNMHWYeckoro cratyca. Makcum-
ManbHO COKpalllas 3afep>KKy «ABepb-0annoH», B 0b6enx rpyn-
nax nauyeHTbl HanpPaBANUCb B aHrnonabopaTopuio.

PauynoHansHas ®apmakotepanns B Kapanonorum 2015,11(6)
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ST-segment elevation myocardial infarction in COPD
WHbapkT mnokapga ¢ nogvemom cermenta ST npu XObJ1

Table 1. Clinical and demographic characteristics of the patients (n=1112)
Tabnuua 1. KnuHuko-gemorpaduyeckas xapaktepuctuka 6onbHbix (n=1112)

Parameter STEMI with COPD STEMI without COPD

MNapametp MMnRST n XOBbJ MMRST Ge3 XOBJ1 p
(n=160) (n=952)

Young age (under 44 years), n (%)

Monopow Bo3pact (1o 44 net), n (%) 19(11.8) 44 (4.6) 0.022

Middle age (45-59 years), n (%)

CpenHui Bo3pact (45-59 net), n (%) 70 (43.7) 288(30.2) >0.05

Late adulthood (60-74 years), n (%)

Moxwunon Bo3pact (60-74 ner), n (%) 42(26.2) 371(38.9) >0.05

Old age (above 75 years), n (%)

Crapyeckuin Bo3pacT (crapiue 75 net), n (%) 17(10.6) 219 (23) 0.022

Men, n (%)

My>xumHbl, n (%) 132 (82.5) 600 (63) 0.001

Hypertension, n (%)

ApTepuanbHas runeprexsus, n (%) 130(81.2) 802 (84.3) >0.05

Verified diagnosis of IHD, n (%)

BepuduumpoBaHHbIn anarHos UBC, n (%) 60 (37.5) 395 (41.4) >0.05

History of myocardial infarction, n (%)

HhapkT M1okapaa B aHamHe3e, n (%) 41(25.6) 136 (14.2) 0.05

History of stroke, n (%)

OHMK B aHamHe3e, n (%) 11(6.8) 61(6.4) >0.05

Diabetes mellitus, n (%)

CaxapHblIi fnabet, n (%) 14(8.7) 83(8.7) >0.05

History of PCI, HB, n (%)

YKB, KLU (B aHamHese), n (%) 15(9.3) 63 (6.6) >0.05

Current smokers, n (%)

Kypetve (B HacTosiee Bpems), n (%) 149(93.1) 141 (14.8) 0.001

IHD - ischemic heart disease, PCl - percutaneous coronary intervention, HB — heart bypass
OHMK - ocTpoe HapyLLeHvie MO3roBoro kpoBoobpatLeHs, YKB — YpeckoxkHoe KopoHapHoe BMelLaTeNbeTso, KLU — KopoHapHOe LUyHTMPOBaHHe

As for the rest patients’ management at prehos-
pital and in-hospital stages was completely in line with
guidelines for STEMI treatment and did not differ in both
groups. The incidence of beta-blockers prescription was
also similar in both groups.

Statistical analysis

Student’s t-test was used for evaluation and com-
parison of normally distributed quantitative vari-
ables. For quantitative variables with non-normal dis-
tribution Mann-Whitney test was used. The results were
considered statistically significant at the p<0.05.
Statistical analysis of the results was carried out by the
SPSS Statistics 20.0 (IBM, USA).

Results

Table 1 presents clinical and demographic cha-
racteristics of the patients.

The COPD group was characterized by the preva-
lence of smoking (93.1%) men (82.5%) of a
younger age with more frequent history of Ml
(25.6%). Difference in age reflects shorter life ex-
pectancy for smokers.

B octanbHoM BefieHVie NaLMEHTOB Ha AOrOCnMTanbHOM 1 roc-
NUTaIlbHOM 3Tamnax NofHOCTbIO COOTBETCTBOBAIO PEKOMEHLO-
BaHHbIM CTaHAAPTaM fedeHns naumeHtoB MMnST u He oT-
NM4anocb B obenx rpynnax. YacrtoTa HazHaveHus beTa-aape-
HODJIOKATOPOB TakKe He OTNMYanack Mexay rpynnamu.

CTaTUCTUYeCKNIM aHanms

[pw OLLEHKE 1 CPaBHEHUM KONNYECTBEHHDBIX XapaKTePUCTUK,
MMEIOLLIMX HOPMasbHOE pacnpeaeneHe, MCNonb3oBancs t-kpm-
Tepui CTblofieHTa A8 HE3aBUCKMbIX BbIDOPOK. AN Konuye-
CTBEHHbIX XapaKTepUCTVIK, MEeIOLLIMX HEHOPMarbHOe pacnpe-
JeneHue, npumeHsanca kputepmn MaHHa-YuTHU. B kayectse
YPOBHA CTaTUCTUYECKOW 3HAYMMOCTU MCMONb30BaNach Be-
nnyamHa p<0,05. CTatncTmdeckas obpaboTka pe3ynsraTos Npo-
BOAMACh C MOMOLLbIO CTaTUCTMYeckoro nakeTa SPSS Statistics
20.0 (IBM, CLLA).

Pe3ynbTaThb

KnuHnko-gemMorpaduyeckas xapakTrepuctnka OonbHbIX
npeacraBneHa B 1abn. 1.

B rpynne ¢ XOBJ1 npeobnaganu kypswme (93,1%) My>XHMHbI
(82,5%), bonee Monogoro Bo3pacra, ¢ bonbLuen Yactotor MM
B aHamHe3e (25,6% ). Bo3pacTHas pa3HMLa OTPaXKaAET MeHbLLIYIO
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Table 2. Key time intervals
Tabnuua 2. KntoyeBble BpeMeHHbIe MHTepBabI

Time intervals, minutes
BpemeHHo UHTepBan

STEMI with COPD
YMnST 1 XOBJ1 (n=160)

STEMI without COPD
MMnST Ge3 XOBJ1 (n=952)

pPCl / n4KB PIS / ®UC pPCl / nYKB PIS / ®UC

(n=99) (n=61) (n=646) (n=306)
“symptom-to-PMC"
«cumnToM-MMK» 120.0 40.0%** 120.0 60.0%**
“door of reception ward-to needle”
«[BEpb NPYEMHOIO MOKOR-Mra» 44.0 58.0 46.0 50.0
“PMC-to needle”
«[MMK-wrna» 86.0 136%** 54 127
time before the reperfusion (balloon or TLT)
Bpems 1o penepdy3un (GannoH umy TNT) 216.0 70.0%** 184.0 90.0%**

***p<0.001 as compared with similar value in the PPCI subgroup.

PMC - primary medical contact, TLT - thrombolytic therapy. Data is shown as median

***p<0.001 no cpaBHEHMIO C aHANOMYHbIM 3Ha4eHreM B noarpynne ¢ n4KB

MMK = nepBryHbIN MEAMLIMHCKIAA KOHTaKT, TNT — TpombonuTiyeckas Tepanus. JlaHHble NpeacTaBneHs! B BiAAe MeaaHb!

Majority of the patients had comorbidities. Hy-
pertension and history of ischemic heart disease
were the most frequent ones (>80% and >37%, re-
spectively). Prevalence of diabetes mellitus, history of
stroke and revascularization surgery was comparable.

Key time intervals depending on the reperfusion
method in the studied groups are listed in Table 2. Both
groups revealed smaller time interval from primary med-
ical contact to reperfusion in case of PIS. Time inter-
val from door of reception ward to coronary angiog-
raphy did not differ in all of the groups.

We have conducted comparative evaluation of in-
hospital results of two reperfusion approaches to treat-
ment of STEMI patients with COPD in “real life” prac-
tice. In-hospital mortality was considered as a primary
end point. Mean bed-day index in both groups (STE-
MI patients with and without COPD) was 12.2 and
12.5 days, respectively (p>0.05). This index reflects
mean duration of follow-up in the study.

According to primary CAG data an occlusion of in-
farct-related artery was significantly more often revealed
at PPCI performance (69%) as compared with PIS
(39%) regardless of lung pathology presence (PIS:
35.5% in patients without COPD and 36.1% in
those with COPD; PPCl: 63.7% and 68.7%, respec-
tively; p<0.001).

The efficacy of thrombolysis was assessed by both
ECG and angiography data. TLT was considered to be
successful at ST segment resolution by 50% of initial
level and at the absence of infarct-related artery occlusion.
63% of the PIS-treated patients met these criteria.

It's worth mentioning, that the group of PIS-
treated patients without COPD was characterized by
best parameters of baseline blood flow in infarct-re-
lated artery (p<0,001; Table 3).

NPOLONIXNTENIbHOCTb XWU3HW B MOMNYNALWU  KYPALLMX
naumneHToB.

ConytcTBytole 3aboneBaHuns Obinv HandeHbl y 6orb-
LUIMHCTBa DOMbHbIX. Yalle BCTpeyanachk apTepuranbHas runep-
TeH3usa (>80%) u nwemmyeckas bonesHb cepala B aHaMHe-
3e (>37%). BcTpedaemocTb caxapHoro AnabeTa, nepeHeceH-
HOro OCTPOro HapylUeHWs MO3roBOro KpOoBOOOpalleHNs B
aHaMHe3e, paHee nepeHeCeHHbIX PeBACKYNAPN3VPYIOLLMX One-
paumm Obina conocraBMMa.

KnioyeBble BpeMeHHble MHTepBasbl B M3yYaeMbIX rpymnnax
B 3aBUCKMOCTW OT MeTofa penepdy3nm npeacraBneHs! B Tab.
2. B obeunx rpynnax npy ®WC Habniofanocb MeHbLUee BpeMms
[0 NePBUYHOTO MELMLIMHCKOrO KOHTaKTa 1 A0 penepdy3um. Bpe-
M$ OT ABepr NpreMHoro nokos Ao KA He 0Tnr4anoch BO BCeX
rpynnax.

[poBedeHa CpaBHUTENbHasa OLEHKa roCnmTaNbHbIX pe-
3yNbTaTOB OBYX penepdy3roHHbIX MOAXOA0B B JleYeHN na-
umeHToB ¢ XOBJT 1 UMRST B peanbHOV KINMHUHECKOW NPaKTr-
Ke. [epBMYHOV KOHEYHOW TOHKOM ONpeaeneHa rocnutanbHas
netanbHoCTb. CpeiHNM NokasaTenb KOWKO-[HS B 0beunx rpyn-
nax (y 6onbHbIx ¢ UMRST ¢ XOBJ1 1 6onbHbix MNST 6e3 XOBJ1)
coctaBun 12,2 1 12,5 gHen, cooteeTctBeHHO (p>0,05). 10T
noka3saTesib OTpaXkaeT CpefHIO NPOAOIXKUTENBHOCTb Hab0-
OEeHNS B UCCNeA0BaHNN.

Mo paHHbIM NepBu4HoM KAT npu npoegeHnn n4KB 3Ha4m-
TenbHo Yalle (69%) no cpasHeHmo ¢ PUC (39% ) oTMedeHa
OKKJTI03M5 MH(DaPKT-3aBMCUMOM apTepUM BHE 3aBUCUMOCTA OT
Hanuuma natonorum nerknx (PUC: 35,5% y naumeHTos be3
XOBJ1 n 36,1% ¢ XOBJT; n4KB: 63,7% n 68,7%, cooTtseT-
cTBEHHO; p<0,001).

SddekTnBHOCTL TpoMOONM3MCa OLeHMBaNach Mo CoBO-
KynHbIM faHHbIM DKT 1 aHrmnorpadumn. TIT cymtanach ycneww-
HoW nNpu pe3onioumm cermenTa ST Ha 50% OT MCXOZHOrO 1 NpK
OTCYTCTBUM OKKIO3UMN MHDAPKT-3aBUCMMOM apTepni. JaHHbIM
kputepuam npy GUNC yoosnetBopsno 63% nauneHToB.
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Table 3. The extent of infarct-related artery lesion
Tabnuua 3. O6beM nopaxeHus MHbaPKT-3aBUCMMON apTepumn

STEMI with COPD
VMnST 1 XOBJ1 (n=160)

STEMI without COPD
MMnST Ge3 XOBJ1 (n=952)

The extent of lesion
06bem nopaxxeHus

pPCl / n4KB PIS / DUC pPCl / n4KB PIS / DUC
(n=99) (n=61) (n=646) (n=306)

IRA occlusion
Okknio3us 3A 68 (68.7%) 22 (36.1%)*** 363 (63.7%) 107 (35.5%)***
Residual stenosis (more than 50%-stenosis of IRA)
Pe3yayanbHbI cTeHo3 (creHo3 V3A bornee 50%) 28(28.3%) 38 (62.3%)*** 187 (32.8%) 153 (50.8%)***
IRA was patent (less than 50%-stenosis)
VI3A npoxoauma (creHo3 meHee 50%) 3(3.0%) 1(1.6%)* 20(3.5%) 41 (13.6%)***

*p<0.05, ***p<0.001 as compared with the similar value in the PPCI subgroup
IRA - infarct-related artery

*p<0.05, ***p<0.001 no cpaBHeHWIO C aHaNOrV4HbIM 3Ha4eHWem B noarpynne ¢ n4KB
/3A - uHdapkT-3aBUCUMas apTepys

Table 4. The extent of coronary arteries lesions in the groups
Tabnuua 4. O6beM NopaxeHUst KOPOHAPHOTO pycna B rpynnax

Infarct-related artery
NHdapkT-3aBrcumasn aptepust

STEMI with COPD
VMnST 1 XOBJ1 (n=160)

STEMI without COPD
MMnST 6e3 XOBJ1 (n=952)

pPCl / n4KB PIS / DUC pPCl / n4KB PIS / DUC
(n=99) (n=61) (n=646) (n=306)
Left main coronary artery, n (%)
CTBON NNEBOVI KOPOHapHOV apTepui, n (%) 6(6.1) == 14(2.2) 3(1.0)***
Anterior interventricular artery, n (%)
MepenHan Mexkenyno4kosas aptepus, n (%) 51(51.5) 24(39.3) 292 (45.2) 127 (41.5)
Right coronary artery, n (%)
MpaBas kopoHapHas aprepus, n (%) 34(34.3) 33 (54.1)* 294 (45.5) 141 (46.1)*
Circumflex artery, n (%)
Orvbatotas aptepna, n (%) 18(18.2) 6(9.8) 120 (18.6) 49(16.0)
Syntax Score

<22 scores by the Syntax scale, n (%)
LLkana Syntax<22 6annos, n (%) 77(77.8) 57(93.4)* 538(83.5) 274 (89.8)*
22-32 scores by the Syntax scale, n (%)
LLIkana Syntax 22-32 6anna, n (%) 17(17.2) 2(3.3) 80(12.4) 29(9.5)*
>32 scores by the Syntax scale, n (%)
LLkana Syntax>32 6annos, n (%) 5(5.1) 2(3.3) 26 (4.0) 2(0.7)

*p<0.05, ***p<0.001 as compared with the similar value in the PPCI subgroup

*p<0.05, ***p<0.001 no cpaBHEHWIO C aHanorM4HbIM 3Ha4eHvieM B noarpynne ¢ n4KB

We have also carried out topical diagnosis of in-
farct-related artery lesion in the groups and assessed
the lesions of coronary arteries by the Syntax Score
scale (Table 4). The COPD patients in the PPCl sub-
group had the highest incidence of significant left
main coronary artery lesions and the highest score
by the Syntax Score scale as compared with the pa-
tients without COPD. The COPD patients in the PIS
subgroup also demonstrated more severe coronary
artery lesions. Regardless of COPD presence the pa-
tients in the PPCl subgroup had more significant coro-
nary artery lesions as compared with the PIS one,
which was due to the maintenance of infarct-relat-

CTOUT OTMETUTb, YTO HaWMYHLLIMIA NMOKa3aTesNb MCXOLHOIO Kpo-
BOTOKa B MHMapPKT-3aBUCUMOWN apTepum OTMeYancs B rpynne
OUC 6e3 covetarms ¢ XOBJT (p<0,001; Tabn. 3).

Mpn M3y4eHn TONMMYECKOM AMArHOCTUKK OLLEHMBANoCh
nopaxeHue MHMapPKT-3aBMCUMOW apTepmm B rpynnax, a Tak-
e MpoBefeHa OLeHKa NOPaXeHNs KOPOHAPHbIX apTepum No
Likane Syntax Score (tabn. 4). B nogrpynne n4KB npn Hanu-
4 XOBJ1 oTMedeHa HanborbLias HacToTa 3Ha4YMMOro nopa-
>KEHWS CTBOMA NIEBOW KOPOHAPHOW apTepum B CpaBHeHNM € 6ob-
HbIMM 0e3 XOBJ1, a Takke Bblcokoro 6anna no Syntax Score. Mpw
OUNC Hanmnume XOBJ1 Takxke Oblno accoummpoBaHo ¢ bonee T-
KerblM NopaXeHneM KOpOoHapHOro pycna. Npu 3Tom BHe 3a-
BMCKMMOCTM OT Hanudmsa XOBJT npu n4KB B cpaBHeHUn ¢ DNC

566

PaynonaneHas ®apmakorepanus B Kapanonorum 2015,11(6)




ST-segment elevation myocardial infarction in COPD
WHbapkT mnokapga ¢ nogvemom cermenta ST npu XObJ1

Table 5. In-hospital complications in the groups
Tabnumua 5. OCcnoXHeHUs rocnuUTaibHOro 3Tana B rpynnax

Index STEMI with COPD STEMI without COPD

Mokazatenb MMnRST n XOBJ1 (n=160) WNMnRST 6e3 XOB/1 (n=952)
pPCl / nYKB PIS / ®UC pPCl / nYKB PIS / ®UC

(n=99) (n=61) (n=646) (n=306)

Major bleedings, n (%)

BonbLuve KposoTeyeHns, n (%) 0 0 7(1.1) 3(1.0)

Ischemic stroke, n (%)

OHMK (no nwemmnyeckomy ny), n (%) 1(1.0) 0 4(0.6) 0

Recurrent myocardial infarction, n (%)

Peumaus UM, n (%) 0 0 9(1.4) 2(0.7)

Ventricular fibrillation, n (%)

Onbpunnawys xenynoukos, n (%) 10(10.1) 2(3.3)* 41(6.3) 10(3.3)

Pulmonary edema, n (%)

Orek nerkux, n (%) 5(5.1) 1(1.6)** 28 (4.3) 2(0.7)**

Cardiogenic shock, n (%)

KapamoreHHbin wok, n (%) 11(11.1) 1(1.6)* 51(7.9) 12 (3.9)*

*p<0.05, **p<0.01 as compared with the similar value in the PPCl subgroup

*p<0.05, **p<0.01 no CpaBHEHWIO C aHANOMVYHbIM 3Ha4eHreM B noarpynne ¢ n4KB
OHMK - ocTpoe HapyLUeHyie MO3roBoro kpoBoobpatleHus, VIM — nHdapkT Myokapaa

ed artery occlusion at the moment of CAG per-
formance.

The COPD patients significantly more often had
transmural myocardial damage (Q-wave MI) both in
the PPCl subgroup [79.8% (n=79) vs 52.5% (n=339)
in patients without COPD; p<0.001] and in the PIS sub-
group [78.7% (n=48) in COPD patients vs 48.4%
(n=148) in patients without COPD; p<0.001].

Table 5 presents brief description of complications.
The incidence of cardiovascular events exceeded
mean values for patients with STEMI. Acute heart fail-
ure of Killip class Ill and IV occurred more often in the
PPCI subgroup than in the PIS one (p=0.002). Ven-
tricular fibrillation was also more prevalent at PPCI per-
formance (p=0.049). At that, there was no significant
association between these events and COPD presence.

Safety criteria were evaluated by the incidence of
hemorrhagic complications.

In general, mortality rates did not differ significant-
ly in the group of COPD patients (n=12; 7.7%) and in
the one without COPD (n=83; 8.7%) (p=0.2). Inthe
PIS subgroup patients without COPD showed 4.3% mor-
tality rate and the COPD patients — 1.6% (p=0.002).
Time interval to reperfusion was prolonged in the PPCI
subgroup which resulted in the increase of mortality rate
upto 11.1% in the patients with COPD and to 10.9%
in those without (p<0.05). These data positively cor-
related with the incidence rate of in-hospital complica-
tions (pulmonary edema, cardiogenic shock and ven-
tricular fibrillation). Distinctions between two reperfu-
sion approaches (PPCl and PIS) turned out to be statis-
tically significant regardless of COPD presence (p=0.027).

OTMeYanoch bonee TAXENOe NOpPaXeHe KOPOHAPHOIO pycna,
YTO CBSA3aHO C COXPaHEHNEeM OKKITIO3UU MHAaPKT-3aBUCUMOM
apTepun Ha MOMeHT npoBeneHns KAT

B rpynne naumeHtos ¢ XOBJ1 3Ha4MMO Hallle BCTpeyanoch
TpaHCMypanbHoe nopaxeHne Muokapaa (MM ¢ 3ybuom Q) kak
npv n4KB [79,8% (n=79) npotne 52,5% (n=339) y naum-
eHToB 6e3 XOBJT; p<0,001], Tak U npn PUC[78,7% (n=48)
y naumerTtoB ¢ XOBJ1 npotne 48,4% (n=148) 6e3 XOBbJI,
p<0,001].

KpaTkas xapakrepucTrka OCNOXHEHWW npencraBieHa B
Tabn. 5. YactoTta cepaeHHO-COCYAMUCTLIX OCIIOXKHEHW NPeBbI-
Wwana cpefHue 3HaveHuns ans naumenHTos ¢ IMnST. Passutre
OCTPOW cepaeyHor HefocTatodHoCT 3 1 4 rpagaumm no Kil-
lip Habnioganoch Yaule B rpynne n4kKB, yem npu OUC
(p=0,002). Dnbpunnnaums xenyno4koB Takxe Yallle BCTpeda-
nacb npu n4KB (p=0,049). Mpu 3TOM 3HaYMMOW 3aBUCUMO-
CTW yKa3aHHbIX OCIOXHeHWM oT Hanuyms XOBJ1 nonyyeHo He
Obino.

Kputepurm 6e3onacHOCTM OLeHMBaNCh Mo YacToTe remMop-
paruyecknx 0CNOXHEHNUN.

B Lenom netanbHocTb 6onbHbIx ¢ XOBS (n=12; 7,5%) 1 6e3
XOBJ1 (n=83; 8,7%) 3Ha4nmMo He oTnmyanacs (p=0,2). Jle-
TansbHocTb Npu @UC coctasuna 4,3 % y naumeHTos 6e3 XOBJT,
1 1,6% y naumeHTos ¢ XOBJT (p=0,002). B noarpynne 6osb-
HbIx ¢ NYKB Habnoganoch yBenuyeHue BpeMeHu 1o penep-
dy3un, 1, Kak cencreme, ysenmyerme netanbHoctm o 10,9%
y naumeHToB 6e3 XOBJ1, n 11,1% — ¢ XOBJ1 (p<0,05). [aH-
Hble HaNPAMYIO KOPPENVPYIOT C YaCTOTOW FOCMMUTaNbHbBIX OCTOX-
HeHW (OTeka nerkux, KapAnMoreHHoro Wwoka 1 Gubdpunnaumnm
KENyA04KOB). Paznnyms okazanmnch CTaTUCTUYECKM 3HAYUMbI-
MW MeXay OBYMs penepdy3roHHbiMM noaxodamu (NHYKB n
DUNC) BHE 3aBUCMMOCTM OT Hanudma XOBJT (p=0,027).
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Discussion

According to the data from different authors,
11.8% of men and 8.5% of women above 40 years
suffer from COPD. However in the population of pa-
tients with STEMI COPD incidence rate achieves 20-
40%. This is determined by general risk factors, pri-
marily by smoking in both groups [11].

True prevalence of COPD in MI patients is under-
studied. According to the results of study of this
pathology in Russian population, about 20% of patients
initially have anamnestic data consistent with COPD, and
in another 20% the diagnosis may be newly verified by
the results of pulmonary function tests: spirography with
bronchodilator test and body plethysmography [12].

Sung et al. had demonstrated the influence of COPD
on the incidence of cardiovascular events in STEMI pa-
tients. In the group of 1554 examined patients the his-
tory of COPD was present in 9.7 % of people. Total in-
dex of reinfarctions and readmissions due to heart fail-
ure decompensation was higher in the COPD group
(p=0.012). The same situation was with the duration
of hospital stay (p=0.003). At that, mortality rates did
not differ in both groups [13].

According to the study carried out in Great Britain
in 2003-2013, mortality rates in Ml patients (more than
300 000 patients) were higher in those with con-
comitant COPD both during a hospital stay (4.6% and
3.2%, respectively) and 180 days afterwards (12.8%
and 7.7%, respectively). Increase in relative risk (RR)
of death in case of combination of STEMI with COPD
was 1.24 [95% confidence interval (CI) 1.1-1.4] and
did not change after the elimination of other in-hos-
pital factors and secondary prevention. At that, time de-
lay to reperfusion, type of reperfusion therapy and par-
ticularities of secondary prevention have an impact on
clinical outcomes in STEMI patients with COPD [14].

In some authors’ opinion STEMI patients with COPD
have worse in-hospital clinical outcomes. However, it
is still unclear whether it is due to age, comorbidities,
inadequate treatment or pathogenetic features of the
disease itself [15,16].

Among patients (a total of 3670 people) enrolled
into the FAST-MI registry, only 5% (179 patients) had
a history of COPD. This group of patients was also char-
acterized by frequent presence of diabetes mellitus,
previous stroke, heart and renal failure. They re-
ceived B-blockers less often and underwent coronary
angiography and myocardial revascularization more
rarely. At that, in-hospital mortality in COPD pa-
tients was two times higher than in patients without
pulmonary pathology (12.8% and 5.2%, respectively;
p<0.0001). The five-year survival rate revealed the
same correlation (58% and 28%, respectively;
p<0.001). After adjusting for other risk factors, the

OObcyxpaeHne

Mo AaHHbIM pa3Hbix aBTopoB, XOBJ1 pa3smBaetcay 11,8%
MY>XU4UH 1 8,5 % XeHLMH B Bo3pacTe ctaplue 40 net. OfHa-
Ko B nonynauum nauneHtos ¢ MMnST vactota XOBJT poctu-
raet 20-40%. DToMy CNOCODCTBYET Hanunyme obLMX hakTo-
POB pUCKa, 1 B NepBYto oHepenb, KypeHus B obenx rpynnax
OonbHbIX [11].

NctnHHag pacnpoctpaHeHHocTs XOBJT y naumeHTos ¢ UM
Manowmsy4eHa. Tak, No AaHHbIM N3y4eHUs 3TOM NaToNorMm Ha
poccumckon nonynaumm, okono 20% naumMeHToB UCXOOHO
VIMEIOT aHaMHeCT1YeCKre faHHble, yKkasbiBatoLwe Ha XObJ1, n
elle y 20% nauMeHToB OMarHo3 BrepBble MOXET ObiTb BEPU-
PUUMPOBAH NO A3aHHBIM M3yYeHNs PYHKLM BHELLIHETO AbIXa-
HWSt METOAOM Criporpadmv C OPoHXOAMMNATALMOHHBIM TECTOM
n dogunneTuamorpacmen [12].

o OaHHbIM Sung 1 CoaBT. ObINIo Noka3aHo BnusHMe XOBJ
y naumeHToB ¢ IMnNST Ha 4acToTy cepAedHO-COCYyaANCTbIX CO-
Obitun. B rpynne u3 1554 nccnepyemsix Yacrota XOBJ1 B aHam-
He3e coctaBmna 9,7%. CyMMapHbIv NokasaTteslb YacToTbl MO-
BTOPHbIX MH(APKTOB 11 MOBTOPHOW rOCAUTaNM3aLmm no noso-
[y AeKOMMeHcaLMM CepAeYHON HELLOCTaTOHYHOCTM Obif BbILLE B
rpynne XOBJ1 (p=0,012). To e Kacanocb v ANUTeNbHOCTM roC-
nutanunzaumn (p=0,003). B T0 e BpeMs NneTanbHOCTb B 0be-
VX Tpynnax He otnm4anach [13].

Mo faHHbIM, NoyYeHHbIM B Bennkobputarnum ¢ 2003 no
2013 rr. y nauneHToB ¢ M (6onee 300000 naLeHToB), Ne-
TanbHOCTb OblNa BbiLLe Npu coveTaHmm ¢ XOBJT, kak B cTaumo-
Hape (4,6% 1 3,2%), Tak 1 B TedeHne 180 aHen (12,8% n
7.7%). YBenu4ere oTHocuTenbHoro pucka (OP) cmepTu B Cry-
yaax MMnST n XOBJ1 coctasuno 1,24 [95% foBeputeNibHbIN
nHtepsan (OW) 1,1-1,4] 1 He MeHANOCH NOCTe YCTPaHEHWS BNS-
HWMA LPYrX rOCNUTaNbHbIX (HaKTOPOB 1 BTOPUYHOW NPOdU-
JaKTUKKW. [py 3TOM BRVAHME BPEMEHHbIX 3afepXXeK [0 pe-
nepdy3uu, BUI penepdy3roHHOM Tepaniim 1 0CODEHHOCTH BTO-
PUYHOW MPOMDUNAKTUKM BAMSIOT Ha MOKa3aTenu KIVHNYeCKMX
ncxopos nocne MMnST y naumentos ¢ XOBJT [14].

B nutepatype rimeetcs MHeHve, 4To nauyeHTsl ¢ XOBJT nmetor
XydLme KnnHudeckme ncxodbl nocsie MMnST Ha rocnmntanbHoOM
s1ane. O4HaKo OCTaeTCs HEACHbIM, CBA3AHO I 3TO C BO3PACTOM,
CONyTCTBYIOWMMUM 3aD0NeBaHNAMU, HEaAeKBaTHbIM NIeYeHNEM
NN NaTOreHeTUYeCK MM 0CODEHHOCTSIMM CaMoro 3aboneBaHNs
[15,16].

Cpeau BKIIOYEHHbIX B permcTp FAST-MI naumeHToB (3670
yenoek), Bcero 5% (179 nauneHToB) MMeNM B aHaMHe3e
XOBJ1. 31a rpynna 60nbHbIX OTNMYaNack YacTbiM HaM4YNeEM
B aHaMHe3e caxapHOoro AnabeTa, NepeHeceHHoro 0OCTPOro Ha-
pyLUEeHMS MO3roBOro KpoBoobpalleHns, cepAe4yHon 1 Mno-
4yeyHor HepocTaTo4YHOCTU. OHU pexe nonyvanu beta-b6noka-
Topbl, UM pexe npoBoamnack KAl n peBackynapurauns
MuoKapaa. Npy 3ToM rocnimTanbHas NetanbHOCTb Obia B 2 pasa
BbiLE, YeM Y naumeHToB 6e3 nopaxeHus nerkmnx (12,8% n
5,2%; p<0,0001). MATMNETH:AS NETaNbHOCTb MMeNa Ty e KOp-
penaumio (58% 1 28%; p<0,001). Mocne koppeKLn No ApyY-
MM pakTopam pucka snnaHre XOBJ1 no-npexHemy ocraBa-
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influence of COPD still remained high both during 30
days (RR 2.4; 95%Cl 1.2-4.5) and for 5 years of fol-
low-up (RR 2.3;95%Cl 1.9-2.8) [17].

According to Lazzeri et al. data, patients with COPD
and STEMI are older (p<0.001) and significantly more
often are smokers (p=0.019). At that, they reveal more
severe ischemic heart disease (p=0.004). At the
same time, COPD did not influence short-term survival
but deteriorated long-term prognosis in patients un-
der 75 years [18].

Campo et al followed 11 118 STEMI patients un-
dergoing PPCI for a long-term period (3 years).
18.2% of these patients had COPD. All-cause mortality
was 16.5% for the whole period. Relative risk for COPD
was 1.4 (95% Cl — 1.2-1.6). Myocardial reinfarction
was also more prevalent in COPD patients (10% and
6.9%, respectively; p<0.01). STEMI patients with con-
comitant COPD had higher risk of death and readmission
due to cardiovascular causes as compared with patients
without COPD. Hospitalization of the patients due to
COPD exacerbation was associated with fourfold in-
creased risk of death (RR 4.2; 95% Cl 3.4-5.2) as well
as with independent risk of reinfarction (RR 2.1;
95% Cl 1.4-3.3) [19].

According to data of the Swedish registry, includ-
ing 81 101 people (2005-2010 years), 8.9% of the
patients (n=7200) had COPD and STEMI. Mortality
rate was significantly higher in these patients only when
excluding the influence of other factors (age, gender,
smoking and comorbidities). Adjusted mortality rate
was similar in both groups.

So, in data of literature COPD incidence rate varies
in STEMI patients from 5 to 18%. At that, according
to data of our study, 16.8% of the patients with pre-
viously diagnosed COPD are only “the top of the ice-
berg”. To obtain true data of COPD prevalence this num-
ber can easily be doubled after performing pulmonary
function tests in the rest of the patients [12].

A larger number of men and smokers in the COPD
group is quite reasonable. Age particularities show “re-
juvenation” of bronchopulmonary pathology. At that,
COPD patients have lower chance to reach old age as com-
pared with the patients without a history of COPD.

Our study did not compare reperfusion strategies
of the patients’ management directly. It assessed the
influence of COPD on outcomes of such treatment. At
that, high efficacy (>60%) of TLT in STEMI patients
undergoing PIS was demonstrated regardless of the
COPD presence. COPD presence was associated with
more severe coronary artery lesions both at PPCl and
PIS performance.

This resulted in significantly more frequent trans-
mural myocardial damage in patients with COPD and
STEMI (79% in the COPD group vs 50% in the group

JIOCb BbICOKMM, Kak B TedeHue 30 gHew (OP 2,4;95% [N 1,2
—4,5), Tak U 3a 5 net HabnogeHua (OP 2,3; 95% AN 1,9-
2,8)[17].

Mo paHHbIM Lazzeri v coaBT. nauneHTbl ¢ XOBJT n MMnST
nmetoT bonee ctapLunin Bospact (p<0,001) 1 3HAYUTENBHO
yaue kypsT (p=0,019). Mpu 3TOM y HUX BbifBNAETCA Oosee
TAXeENoe nopaxeHue KopoHapHoro pycna (p=0,004). B To xe
Bpemsa XOBJT He BNUAN Ha KPaTKOCPOYHYIO BbIXXMBAEMOCTb,
YXyALLAs LONrOCPOYHbIN MPOrHO3 Y NaLyeHToB Mnagwe 75 net
[18].

Campo u coaBT. Habnoganu 11 118 bonbHbIx ¢ UMAST
c n4KB B oTAaneHHoM nepuoge (3 roga). M3 HMx 18,2 % na-
uneHToB MMenn XOBJ1. O6uias neTtanbHOCTb COCTaBMfa
16,5% 3a Becb nepuof. OTHoCUTeNbHBIN prck ang XOBJ co-
crasun 1,4 (AN 95% 1,2-1,6). Peunoms VM Takxe okasancs
Bbilwe npu XOBJ1 (10% 1 6,9% cooTBeTcTBEHHO; p<0,01).
MaumeHTbl ¢ UMnRST u conytctaytowlen XOBJ nmetot bonee
BbICOKMI PUCK CMePTU 1 MOBTOPHOW roCAMTanM3aLmm n3-3a
CepaeyHO-COCYANCTbIX MPUYMH MO CPaBHEHMIO C MaLMeHTa-
Mu 6e3 XOBJI. TocnuTanm3aums nauuMeHToB B CBSA3N C
obocTpeHnem XOBJ1 accoummpoBanach ¢ 4-KpaTHbIM yBe-
nuyeHnemM pucka cmeptin (OP 4,2; 95% W 3,4-5,2), a Tak-
e — C He3aBUCUMbIM PUCKOM nosTopHoro MM (OP 2,1; 95%
an1,4-3,3)[19].

Mo paHHbIM LlBeackoro pernctpa 2005-2010 rr. (n=
81101) 8,9% (n=7200) nmenu XOBJT 1 IMnST. JleTanbHOCTb
OKa3zanacb 3Ha4YuUTeNbHO Bbile TOMbKO 6e3 yyeTa BAMSHUA
Lpyrvx akTopoB pucka (Bo3pacT, Non, KypeHue 1 conyT-
crBytoLe 3abonesaHis ). CKOPPEKTUPOBaHHASN NeTanbHOCTb He
oTnMYanack B obeunx rpynnax.

Taknm obpa3om, B nutepatype Hactota XOBJ1y 6onbHbIX
¢ UMnST Bapbupyet o1 5 o 18%. Mpwn 31o0M 16,8% nauu-
EHTOB C AMarHOCTMpPoBaHHOW paHee XOBJ1 No AaHHbIM HalLEero
HabnofeHNs NpeacTaBnaOT COOON NULLL BEPLUMHY «anc-
Oepra». Ona nonyyYeHns UCTUHHOW PacnpOCTPAaHEHHOCTH
XOBJ1 31y undpy BNOMHE MOXHO YBENNYUTb BABOE, NPOBe-
A nccnenoBaHme QyHKUMY BHELLHETO ObIXaHWS y OCTaBLLUMXCS
nauuneHTos [12].

BnonHe nornmyHo Hanm4vme 60MbLIONO KOMMYECTBA MY>KUIH
1 Kypsawmx B rpynne XOBJ1. Bo3pacTHble 0cobeHHOCTM noka-
3bIBAOT «OMOSIOXEHME» NMOPAKEHUS ODPOHXONEroYHOM CUCTe-
Mbl. [1pK 3TOM LLIGHC AOCTUYb CTapHeCcKoro Bo3pacTa y NaumMeHToB
¢ XOBJ1 He BenvK no cpaBHEHMIO ¢ naumeHTamn 6e3 XOB/ B
aHaMHese.

B Hallem nccnenoBaHMm He CpaBHMBANVCh HaNpAMYyio pe-
nepy3roHHble CTpaTernmn BeeHns NnaumeHToB. bbina npose-
neHa oueHka BavaHusa XOBJ1 Ha mcxodbl Takoro nevyeHms.
Mpw 3TOM NokasaHa Bblcokas ahdhekTnBHOCTL (>60%) TNT y
nauueHToB ¢ MIMnST npu ®UNC BHe 3aBUCMMOCTI OT HaNN4mnS
XOBJ1. Hanu4dme XOBJ accoummnpoBanoch ¢ bonee TsxKenbIM No-
paxeHneM KOPOHapHoro pycna kak npu nYKB, Tak v npwu
ONC.

YKa3aHHble aHHble, He Koppenunpys C BpeMeHHbIM (PakTo-
pPOM U BWAOM BblOpaHHOM penepdy3noHHOW cTpaTeruu,
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without COPD; p<0.001) without any correlation with
time factor and type of chosen reperfusion strategy.

Despite the above mentioned aspects, according to
our data, the incidence of complications and mortali-
ty did not depend on the COPD presence. We have ob-
served clear correlation with time factors in the groups:
the most significant influence had the time prior to pri-
mary reperfusion, but not the “primary medical contact—
to-needle” time. The group of PPCI, in which this time
exceeded 180 minutes (generally, because of delays in
seeking for medical help) revealed the highest mortal-
ity rates. In the PIS group this time was significantly short-
er despite the prolongation of time till angioplasty (throm-
bolysis was conducted in patients with short time pe-
riod from the symptoms onset). For this very reason, the
best results were obtained in the PIS COPD subgroup
(time to reperfusion was only 70 minutes). At that, the
presence of COPD did not influence the end result.

The frequency of hemorrhagic complications did
not depend on the COPD presence as well and re-
mained at a low level in all of the groups.

Conclusion

The presence of COPD in STEMI patients leads to
more severe coronary artery lesions, increased incidence
of residual stenosis after TLT and also to the in-
creased incidence of transmural myocardial damage.
COPD doesn't increase STEMI in-hospital mortality rate
after reperfusion treatment.
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