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ABSTRACT Objective: To explore the in-hospital prognosis of very elderly patients with ST-segment elevation myocardial
infarction (STEMI) following primary percutaneous coronary intervention (PCI) and its influencing factors. Methods: Elderly patients (2
75 years old) with STEMI flowing primary PCI admitted in our hospital from January 2009 to December 2013 were slected for this study,
the general condition, medical history, hospitalized cases, intraoperative and postoperative condition and complications were
retrospectively analyzed. The clinical prognosis of these patients during hospitalization was summarized, and a logistic regression model
was used to analyze the risk factors of major adverse cardiac events (MACE) during hospitalization. Results: 127 patients were enrolled
in this study, including 84 (66.14%) males and 43 (33.86%) females, aging 79+ 3 years old, and the length of hospital stay was 13.07%
7.80 days. During hospitalization, the occurrence rate of MACE was 17.32%, including 4 cases (3.15%) of death. Single factor logistic
regression analysis showed that Killip class= 2, complete atrio-ventricular block (CAVB) and sinus arrest were associated with MACE
during hospitalization of very elderly STEMI patients after primary PCI (P<0.05). Multi-factor logistic regression analysis showed that
heart function (Killip classification) and CAVB were risk factors for in-hospital MACE of very elderly STEMI patients after primary PCIL.
Conclusions: Primary PCI was generally safe for very elderly STEMI patients, heart dysfunction and CAVB were risk factors for the
in-hospital MACE of these patients.
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Table 1 Baseline clinical characteristics of all the patients

Variables N(%)
Male 84(66.14)
Female 43(33.86)
Age
75-79 years 77(60.63)
2 80 years 50(39.37)
Hypertension 50(39.37)
Diabetes mellitus 27(21.26)
Smoking 32(25.20)
Creatinine clearance rate

31-70 mL/min 76(59.84)

< 30 mL/min 6(4.72)

ST segment elevation in Lead AVR 7(5.51)

Cardiac function(Killip classification)

Killip class 1 51(40.16)
Killip class 2 46(36.22)
Killip class 3 30(23.62)

Complete atrio-ventricular block 8(6.30)

Sinus arrest 3(2.36)
Atrial fibrillation 16(12.60)

Coronary lesion severity

Single branch lesion 16(12.60)
Double branch lesion 22(17.32)
Three branch lesions 89(70.08)
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Table 2 The incidence of postoperative MACE during hospitalization in
elderly AMI patients following PCI

Events N(%)
MACE 22(17.32)

All cause death 4(3.15)
Malignant arrhythmia 2(1.57)
Cardiogenic shock 11(8.66)
Revascularization 10(7.87)
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Table 3 Single factor Logistic regression analysis of MACE during hospitalization in elderly AMI patients following PCI

Variables Parameter Estimate Standard Error P Odds Ratio 95% CI

Male 0.1335 0.4892 0.7849 1.143 0.438

2.981

75-79 years 0.0948 0.3619 0.7934 1.099 0.541
2.235

Killip class = 2 -0.5025 0.3012 0.0952 0.605 0.335
1.092

Hypertension -0.2914 0.2027 0.1504 0.747 0.502
1.112

Diabetes Mellitus 1.1391 0.7761 0.1422 3.124 0.682
14.300

Smoking 0.4925 0.5952 0.4080 1.636 0.510
5.254

CCR 31-70ml/min 0.4053 0.4285 0.3442 1.500 0.648
3.474

ST segment elevation -0.9268 0.7504 0.2168 0.396 0.091

in AVR

1.723

CAVB -1.7248 0.7520 0.0218 0.178 0.041

0.778

Sinus arrest -2.3417 1.2488 0.0608 0.096 0.008
1.112

Atrial Fibrillation -0.5436 0.6322 0.3898 0.581 0.168
2.005

Double branch lesion -0.4055 1.2715 0.7498 0.667 0.055
8.057

Three branch lesions -1.4040 1.0647 0.1873 0.246 0.030
1.979

Note: CCR: Creatinine clearance rate; CAVB: Complete atrio-ventricular block.
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Table 4 Multi-factor logistic regression analysis of MACE during hospitalization in elderly AMI patients following PCI

Parameter Standard
Label Odds Ratio 95% CI
Estimate Error
Killip class> 2 -0.5249 0.3095 0.0899 0.592 0.323 1.085
CAVB -1.6467 0.7702 0.0325 0.193 0.043 0.872

Note: The inclusion criteria of the stepwise regression was P=0.10; exclusion criteria was P=0.15. CAVB: Complete atrio-ventricular block.
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