Acute Ischemic Heart Disease

Albumin excretion in acute myocardial infarction:
A guide for long-term prognosis
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Figure 1

557 patients eligible

52 patients excluded

- Concomitant disease n = 33
- Death within 72 hours n=7
- Insufficient datan = 12

505 patients enrolled

465 patients alive at discharge 40 in-hospital deaths

- HF-shock, n =17

- Cardiac rupture,n =8

- Stroke,n=5

0 drop-outs - Ventricular fibrillation, n = 5
- Reinfarction,n =3

- Ventricular asystole, n = 1

- Esophageal bleeding, n =1
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465 patients at follow-up end

290 survivors 142 CV deaths 33 non-CV deaths
- Sudden death, n = 57 - Neoplasia, n = 23
- Heart failure, shock, n = 27 - Other non-CV, n =10
- Stroke, n = 23

- Reinfarction, n =17
- Pulmonary embolism, n =5
-OtherCV,n=13

Flow diagram of subject progress during long-term follow-up. HF, Heart failure; CV, cardiovascular.




Figure 2
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Number at risk
1st quartile
2nd quartile
3rd quartile
4th quartile
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— 1st quartile

~ 2nd quartile
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— 4th quartile Log-Rank test x°=86.7, P < .0001
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Time since enrollment (years)
127 124 122 121 116 109 104 99

126 116 106 100 96 92 90 88
126 111 104 94 86 83 79 73
126 67 55 45 42 37 33 27

Kaplan-Meier estimates of the probability of nonearly all-cause mortality

in the patients

stratified by quartiles of ACR on the third day after

admission. Patients who died inhospital (early mortality) were censored
at the day of death. For values of ACR in each quartile, see Table I.




