TR R R 2020 4F 1 A5 415514 http: //www.ajsmmu.cn
Academic Journal of Second Military Medical University, Jan. 2020, Vol. 41, No. 1 e 11 -

DOI: 10.16781/}.0258-879x.2020.01.0011 -

SRR ESIERE TR I EHE X R AR B E =

Ik, A B, R, B, WA, Rk, & %
WEERERSY (T EERY) RIBEROMASNE, [ 200433

(HE] a4 HFETLLBRIPRNA (PCI) BIT I A PE TR B IK A AE (ACS ) IR H 248 Fit 186 I IR i
PRIXER 2 A2 2R I PRAE i A S B R 22 HIBEMEYN A 2018 4F 12 1 % 2019 4F 6 H F B 283 19 PCIiAYT 5
IR P i) ] DE BRI 5 A i U5 Vi 7 119 ACS F&%‘, ﬁlf%E%&ﬂﬂi%ﬁ%ﬁtﬂﬁfﬁn;bwﬁﬂé (NYHA OIfg s M9 K L T
WY THIRST ) BEF . R Borg PE4r it Z PP Al A% B Ve AH G I R E 9 & AR 1500 B ™ SRR B, R G LR AE
VS FRIRYT M A STl B ML, A BT RA% B v A DGR I PRI E A A6 BB 25 . 23] ROC 2332200 2 23 1 438K
(LVEF ) XA F it b ST R X & A S ik B . 48 & AR T 18 A G IR I [RI ME Y & A2 RN 16.3% (46/283 )
Forb 25 1 R P9 R AP RXE (5 60.9% (28/46 ) o B it ¥ AH DG I W PRI X 2 2 2 30k 5 5 I W PRI HE (56.5%,
26/46 ) , WPEE . TEEEIFIN RIXESN I 28.3% (13/46) F115.2% (7/46) o NZGHIA B N5 AR BRI IG T RO B o5
8.5% (24/283 ) , Horbr Ky AN RETH A2 I W52 R ME T 15225 2 17 62.5% (115/24 ) o WU IRIMELH M5 il i =k . B Lo o)
MR A, 22 B R R T ARRE I R EZE (P 34<<0.05) , ifii LVEF ik FAEMF I R EL] (P<0.01) . ZH % logistic
WIS 25 5 s =4 . IRLVEF . B3k . WA B 2 0 S A DG W PRI X A i ST S B R 28 (P 341<<0.05)
LA R A S LS4 Y A T R R 1 XIS 2 oA 2 M I AR 2R A 1 2.925 £ (OR=2.925, 95% CI: 1.386~6.175,
P=0.005) . ROC £k #r4h i 7R LVEF 2 Wi FLE N 61%, El LVEF<<61% [ ACS [ # B 75 Kk A Bk F ik Al
IR A, 4% I 3% PRI Al R At B 045 1) o ) ACS AP Re i L, ORI 2 0 R B LRI 7R 2 5 1 LY
B, s I LVEF . WA S A AR ACS B3 A MR T v R 087 R S ) o PR 252

[RBIA] BAsHs; PRIRENE; SUERRAIKEEAIE; Hi; &4ER; GRHE

[FRE42EKES] R5414 [XHFRERD] A [XEHS] 0258-879X(2020)01-0011-07

Risk factors of ticagrelor-associated dyspnea in patients with acute coronary syndrome
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[Abstract] Objective To investigate the incidence, clinical characteristics and related risk factors of dyspnea
in acute coronary syndrome (ACS) patients taking ticagrelor after percutaneous coronary intervention (PCI).
Methods This prospective study included 283 ACS patients under the treatment of ticagrelor after PCI from Dec. 2018
to Jun. 2019. Patients with lung diseases, cardiac insufficiency grade Il or above (New York Heart Association [NYHA]
heart function classification), or with medicine intervention were excluded from the study. Dyspnea was assessed by Borg
scale. The hemorrhage was evaluated by thrombolysis in myocardial infarction (TIMI) bleeding classification. Risk factors
of ticagrelor-related dyspnea were analyzed by one-way ANOVA and multivariable logistic regression analysis. Receiver
operating characteristic (ROC) curve was drawn to calculate left ventricular ejection fraction (LVEF) in the diagnosis of
ticagrelor-related dyspnea. Results The incidence of ticagrelor-related dyspnea was 16.3% (46/283), and 60.9% (28/46)
of the patients developed dyspnea within 1 week after taking ticagrelor. Mild dyspnea manifested in 56.5% (26/46) patients,
moderate dyspnea in 28.3% (13/46) patients and severe dyspnea in 15.2% (7/46) patients. Discontinuation of ticagrelor due to
adverse drug reactions accounted for 8.5% (24/283), and 62.5% (15/24) of them terminated ticagrelor because of intolerable
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dyspnea. The bleeding events, proportion of male patients, smoking history, and left atrial volume (LA) of the dyspnea group

were significantly higher than those of the non-dyspnea group (all <<0.05). LVEF of the dyspnea group was significantly

lower than that of the non-dyspnea group (P<<0.01). Multivariate logistic regression analysis showed that bleeding events,

low LVEF, male and smoking were independent risk factors for ticagrelor-related dyspnea (P<<0.05). The risk of dyspnea in

patients with bleeding events was 2.925 times higher than that in patients without bleeding events (odds ratiol OR =2.925,
95% confidence interval[ CI]: 1.386-6.175, P=0.005). ROC curve analysis showed that the cut-off of LVEF for diagnosis of

ticagrelor-related dyspnea was 61%. Conclusion

Ticagrelor-related dyspnea is very common in Chinese ACS patients. Mild

dyspnea presents within 1 week after taking the drug in most patients. Bleeding events, low LVEF, smoking, and male are risk

factors for ticagrelor-related dyspnea.

[Key words] ticagrelor; dyspnea; acute coronary syndrome; bleeding; incidence; risk factors
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Tab 1 Comparison of basic data of ACS patients between dyspnea group and non-dyspnea group

Index Dyspnea N=46 Non-dyspnea N=237 Statistic P value

Age (year), xts 63.918.8 63.01£10.2 t=—0.577 0.564
Male n (%) 39 (84.8) 143 (60.3) ¥ =10.030 0.002
BMI (kgem ), X*ts 25.69+2.54 2545+3.12 t=—0.507 0.613
Hypertension n (%) 23 (50.0) 159 (67.1) ¥'=4.901 0.027
Diabetes mellitus 7 (%) 10 (21.7) 77 (32.5) ¥'=2.091 0.148
Prior PCI/CABG 7 (%) 11 (23.9) 51(21.5) ¥=0.129 0.719
Prior stroke 7 (%) 2(4.3) 8(3.4) $*<0.01 1.000
Atrial fibrillation 7 (%) 2(43) 6(2.5) ¥'=0.038 0.846
ACEI/ARB n (%) 19 (41.3) 123 (51.9) ¥=1.730 0.188
Drugs used before hospitalization n (%)

Antiplatelet drugs 25 (54.3) 108 (45.6) r=1.192 0.275

Statins 22 (47.8) 102 (43.0) ¥'=0.359 0.549

B-blockade 28 (60.9) 125 (52.7) ¥=1.025 0.311
Smoking 30 (65.2) 93 (32.9) ¥'=10.579 0.001
LDL-C (mmol-L™"), M (Q,, Op) 2.56 (1.77, 3.66) 2.65(1.93, 3.39) Z=-—0.038 0.969
HDL-C (mmol-L "), x*s 1.17£0.22 1.20+0.29 t=0.831 0.407
TC (mmol-L "), x+£s 451%£1.24 449+1.18 t=-—0.129 0.898
TG (mmol*L™"), x*s 1.48+0.75 1.58+1.02 t=0.574 0.566
HCT (%), x*s 40.8%3.5 40.7+5.2 t=—0.229 0.819
Hb (gL~ "), X*£s 140.7+13.4 140.2+16.5 t=—0.185 0.853
PLT (L', X 10%),X=%s 202.3+65.4 215.6+60.3 t=1.353 0.177
hs-cTNI (ng=L "), M (Q,, Op) 0.02 (0.01, 0.18) 0.02 (0.01, 1.56) Z=—0.662 0.508
BNP (pgemL "), M (Q,, Oy) 56.50(26.41, 146.53) 45.37 (22.45,105.21) Z=—1.023 0.306
Serum creatinine (umol*L "), X+ 79.31+16.0 76.9+15.1 t=—0.985 0.325
GFR (mLemin "), x*s 89.3+18.3 90.9+18.3 t=0.568 0.570
Stent number x s 2.28+1.40 2.08+1.20 t=-—1.030 0.304
LA (mL), xts 51.60+14.48 47.36+12.15 t=—2.096 0.037
LAEDD (cm), x*s 4.60+0.40 4.48+0.40 t=—1.837 0.067
LVEF (%), x*s 59.7414.52 61.74+3.82 t=3.154 0.002
Gensini score x 60.01+42.17 55.58+35.08 t=—0.757 0.450
Three-vessel disease 7 (%) 16 (34.8) 70 (29.5) ¥'=0.501 0.479
Bleeding event 1 (%) 16 (41.0) 37 (27.0) ¥=9.302 0.002
STEMI n (%) 5(10.9) 39 (16.5) ¥=0.916 0.339
NSTEMI 7 (%) 3(6.5) 20 (8.4) %' =0.020 0.888
UAP n (%) 38 (82.6) 178 (75.1) ¥ =1.200 0.273

ACS: Acute coronary syndrome; BMI: Body mass index; PCI: Percutaneous coronary intervention; CABG: Coronary artery
bypass grafting; ACEI: Angiotensin converting enzyme inhibitors; A-type: Angiotensin receptor blockers; LDL-C: Low density
lipoprotein-cholesterol; HDL-C: High density lipoprotein-cholesterol; TC: Total cholesterol; TG: Triglyceride; HCT: Hematocrit;
Hb: Hemoglobin; PLT: Platelet; hs-cTNI: High sensitivity cardiac troponin I; BNP: B-type natriuretic peptide; GFR: Glomerular
filtration rate; LA: Left atrial volume; LAEDD: Left ventricular end diastolic diameter; LVEF: Left ventricular ejection fraction;
STEMI: ST segment elevation myocardial infarction; NSTEMI: Non-ST segment elevation myocardial infarction; UAP: Unstable
angina pectoris; M (O,, Oy): Median (lower quartile, upper quartile)
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Tab 2 Univariate and multivariable analyses of risk factors for ticagrelor-associated dyspnea in ACS patients

Univariate analysis

Multivariable analysis

Variable
OR (95% CI) P value OR (95% CI) P value
LA 1.024 (1.001, 1.047) 0.041 1.011 (0.985, 1.038) 0.404
LVEF 0.896 (0.832, 0.964) 0.003 0.922 (0.853, 0.997) 0.042
BNP 1.002 (1.000, 1.005) 0.084
Bleeding event 2.883 (1.430, 5.810) 0.003 2.925(1.386, 6.175) 0.005
Age 1.010 (0.977, 1.043) 0.563
Male 3.662 (1.572, 8.531) 0.003 2.505(1.010, 6.215) 0.048
BMI 1.027 (0.926, 1.139) 0.611
Smoking 2.903 (1.500, 5.619) 0.002 2.109 (1.025, 4.340) 0.043
Diabetes mellitus 0.577 (0.272, 1.224) 0.152
GFR 0.995 (0.978, 1.012) 0.569
Unstable angina 1.574 (0.695, 3.565) 0.276
Three branch lesions 1.272 (0.652, 2.481) 0.480

ACS: Acute coronary syndrome; LA: Left atrial volume; LVEF: Left ventricular ejection fraction, BNP: B-type natriuretic
peptide; BMI: Body mass index; GFR: Glomerular filtration rate; OR: Odds ratio; CI: Confidence interval
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