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Abstract

Background: Despite an aging population, little is known about racial disparities in aging-
specific functional impairments and mortality among older adults hospitalized for acute
myocardial infarction (AMI).

Methods: We analyzed data from patients aged 75 years or older who were hospitalized for
AMI at 94 U.S. hospitals from 2013 to 2016. Functional impairments and geriatric conditions
were assessed in-person during the AMI hospitalization. The association between race and risk of
mortality (primary outcome) was evaluated with logistic regression adjusted sequentially for age,
clinical characteristics, and measures of functional impairment and other conditions associated
with aging.

Results: Among 2918 participants, 2668 (91.4%) self-identified as White and 250 (8.6%) as
Black. Black participants were younger (80.8 yr. vs. 81.7 yr.; P=0.010) and more likely to

be female (64.8% vs. 42.5%; P<0.001). Black participants were more likely to present with
impairments in cognition (37.6% vs. 14.5%; P<0.001), mobility (66.0% vs. 54.6%; P<0.001) and
vision (50.1% vs. 35.7%; P<0.001). Black participants were also more likely to report a disability
in one or more activities of daily living (22.4% vs. 13.0%; P<0.001) and unintentional loss of
more than 10 Ibs. in the year prior to hospitalization (37.2% vs. 13.0%; P<0.001). The unadjusted
odds of 6-month mortality among Black participants (OR 2.0, 95% CI 1.4-2.8) attenuated to
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non-significance after adjustment for age, clinical characteristics (OR 1.70, 95% CI 1.7, 1.2-2.5),
and functional/geriatric conditions (OR 1.5, 95% CI 1.0-2.2).

Conclusions: Black participants had a more geriatric phenotype despite a younger average age,
with more functional impairments. Controlling for functional impairments and geriatric conditions
attenuated disparities in 6-month mortality somewhat. These findings highlight the importance of
systematically assessing functional impairment during hospitalization and also ensuring equitable
access to community programs to support post-AMI recovery among Black older adults.
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INTRODUCTION

Racial disparities among patients with acute myocardial infarction (AMI) have been
extensively documented.1~* Black patients with AMI present with more severe disease,
receive percutaneous intervention (PCI) less frequently, and experience worse post-discharge
outcomes. Despite the aging of the United States population, prior work examining racial
disparities among patients with AMI has not focused on older adults (aged =75 years).?
Particularly notable is the absence of information about racial disparities in the prevalence of
functional impairments, including those in cognition, vision, hearing, strength, and mobility
among older patients with AMI. Information about these impairments can inform planning
for post-discharge care, including need for home health care and visiting nursing services.
Notably, functional impairments are powerful, independent predictors of mortality.®

The objective of this study was to examine racial disparities in a contemporary cohort

of older patients hospitalized with AMI. We used data from SILVER-AMI, a multicenter
observational study of older adults hospitalized with AMI that included a comprehensive,
in-hospital functional assessment, as well as detailed information about post-discharge
outcomes. We used these data to evaluate racial disparities in the baseline prevalence of
functional impairments and 6-month mortality rates.

METHODS

Data Source

The design of SILVER-AMI has been described previously.” The study enrolled 3041
participants aged 75 years or older who were hospitalized with acute myocardial infarction
(AMI) at 94 U.S. hospitals from 2013 to 2016 (ClinicalTrials.gov identifier RO1IHL115295).
AMI diagnosis was confirmed in accordance with the Third Universal Definition of
Myocardial Infarction.8 All participants provided written informed consent. The University
of California, San Diego Brief Assessment of Capacity to Consent was administered

to participants with decisional capacity concerns, and proxy consent was obtained for
participants with diminished capacity.® Participants were ineligible if they had initial
troponin elevation more than 24 hours after admission, were transferred from another
hospital after more than 24 hours, were incarcerated, or were unable to provide informed
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consent, with no proxy available. Enrollment rates among eligible Black and White persons
were 36.8% and 35.1%, respectively (P=0.42). All study protocols were approved by the
institutional review boards at the coordinating site (Yale School of Medicine, New Haven,
CT) and all participating sites.

Baseline Assessment

Participants underwent a structured interview and physical assessment during
hospitalization. Timing of the assessment was left to the discretion on the site investigators
and was scheduled so as not to conflict with diagnostic testing or procedures. The average
time from admission to baseline assessment was 3.3 days for Black participants and 3.4
days for White participants (P=0.49). Participants reported demographic data, including age,
sex, self-identified race (American Indian or Alaskan Native, Asian, Black, Native Hawaiian
or Pacific Islander, White, or two or more races) and highest level of education during

the baseline interview. Reporting race and ethnicity in this study was mandated by the US
National Institutes of Health (NIH), consistent with the Inclusion of Women, Minorities,
and Children policy. Participants were asked about their current marital status (married,
divorced/separated, widowed, living as married/living with partner, never married) and
finances at the end of the month (some money left over, just enough to make ends meet, not
enough to make ends meet). The eight-item Patient Health Questionnaire depression scale
(PHQ-8) and 12-Item Short-Form Health Survey (SF-12) were administered.10:11 We used
an abridged 5-item version of the Medical Outcomes Study Social Support Survey (MOS-
SSS) to measure 5 domains of social support: emotional support, informational support,
tangible support, positive social interaction and affectionate support.1213 The questionnaire
assessed each domain of social support by asking about the presence of someone to provide
each type of support on a scale from 1 (lowest) to 5.14

In-person, performance-based testing was used to ascertain cognitive impairment, muscle
strength, and mobility. The Telephone Interview of Cognitive Status (TICS) was used to
evaluate general cognitive function.1® Scores range from 0-41, with a score less than 27
indicating cognitive impairment. Upper-extremity strength was measured using a handheld
dynamometer (B&L Engineering); impairment was defined as less than 18.5 kg for women
and less than 28.5 kg for men on best of 3 dynamometer measurements.16:17 Mobility was
measured with the Timed Get Up and Go (TUG) test, which required the participant to

rise from a seated position, walk 3 meters, and then return to the chair and sit down.18

We applied cut points to classify participants into the following groups: preserved mobility
(<15 seconds to complete), mild impairment (>15 to <25 seconds to complete), moderate
impairment (>25 seconds to complete) and severe impairment (unable to complete).19-22

Participants were asked select questions about vision from the National Eye Institute
Visual Function Questionnaire.23 Responses of “poor,” “very poor,” or “completely blind”
indicated visual impairment. They were also asked the extent to which their hearing
interferes with normal day-to-day activities. Responses of “a lot” or “a moderate amount”
were classified as hearing impairment. Participants were asked the degree to which they
could independently perform activities of daily living (ADLS), including bathing, dressing,
getting out of a chair, and ambulating 1 month prior to admission.2* Response options were
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“no help needed”, “help needed,” and “unable to do.” Participants were also asked how
many falls they had experienced in the past year and whether they had unintentionally lost
10 or more pounds in the past year.

Site coordinators and a research nurse at the coordinating center abstracted data from
participants” medical records on presenting clinical characteristics (heart rate, blood
pressure, hemoglobin, glomerular filtration rate, body mass index, Charlson comorbidity
index, presence of chest pain prior to hospitalization, presence of ST segment length
elevation, left ventricular ejection fraction, chronic kidney disease, and smoking history),
and medical history (of arrhythmia, cerebrovascular disease, congestive heart failure, chronic
obstructive pulmonary disease, coronary artery disease, diabetes mellitus, dyslipidemia,
hypertension, prior myocardial infarction, prior percutaneous intervention, and peripheral
artery disease).

The primary outcome was all-cause mortality at 6-months after hospital discharge. Mortality
status was ascertained via medical records (in-hospital), death certificates (out of hospital),
or obituaries (out of hospital). When these sources were not available (<5% cases), mortality
status was determined through secondary report, such as from a family member. All deaths
were double-adjudicated by physician investigators. Mortality status (dead or alive) at 6
months was determined for 99.9% of participants.

Statistical Analysis

Participants identifying as races other than Black or White, or missing information about
race, were excluded from analyses. We focused on comparing Black and White participants
because they were the two largest groups in our study. The categories excluded comprise
small samples, limiting our ability to draw cross-group comparisons: 15 American Indian/
Alaska Native, 40 Asian, 3 Native Hawaiian or Pacific Islander, 12 two or more races, and
48 of unknown race. We generated descriptive statistics for Black and White participants
using percentages for categorical variables and means for continuous variables. To compare
differences between Black and White participants, we used the chi-squared test for
categorical variables and Student’s t-test for continuous variables. A 2-sided P value <0.05
was considered statistically significant. Descriptive analyses were performed using R.

We performed logistic regression to examine the association of race (Black versus White
participants) with 6-month mortality after adjusting for validated risk factors specific to
older AMI patients.2> We focused on 6-month mortality because it was the outcome for
which a previously described risk model using data from the SILVER-AMI study had
excellent discriminatory ability, providing precision for examining disparities.5-26 We built
our models using covariates from the SILVER-AMI 6-month mortality model. Variables
were evaluated for correlation to help avoid model overfitting. Missing data, <1% in all
variables except ejection fraction and mobility impairment, was addressed via multiple
imputation. Multivariable analyses were performed using Stata (College Station, TX).

We sequentially generated four models: model 1 included race only; model 2 included race
and age; model 3 included race, age and clinical characteristics (length of stay, history
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of sleep apnea, history of peripheral arterial disease, hemoglobin, heart rate, glomerular
filtration rate, ejection fraction and revascularization status); and model 4 included race, age,
clinical characteristics, functional impairments and other conditions associated with aging
(mobility impairment, hearing impairment, SF-12 score, and unintentional weight loss of 10
or more pounds in the past year).

Baseline Characteristics

Our analytic sample included 2918 participants, with 2668 identifying as White and 250 as
Black. Black participants were younger (80.8 years vs. 81.7 years; P=0.010) and more likely
to be women (64.8% vs. 42.5%; P<0.001) (Table 1). They also were more likely to have

not completed high school (26.4% vs. 11.3%; P<0.001), not have enough money left over

at the end of the month to make ends meet (10.8% vs. 5.6%; P<0.001) and to be unmarried
(71.6% vs. 47.5%; P<0.001). Black participants were more likely to have a greater burden of
comorbid disease, as indicated by their higher score on the Charlson comorbidity index (4.1
vs. 3.5; P<0.001), a prior history of cerebrovascular disease (23.2% vs. 14.8%; P<0.001),
congestive heart failure (27.6% vs. 18.0%; P<0.001), diabetes mellitus (52.4% vs. 35.5%;
P<0.001) and hypertension (95.6% vs. 84.3%; P<0.001). Black participants reported lower
levels of overall social support (20.7 vs. 21.7 points; P=0.006).

Functional Impairments

Most functional impairments were more common among Black participants than White
participants (Figure 1). Black participants were more likely to have cognitive impairment
(37.6% vs. 14.5%; P<0.001), mobility impairment (66.0% vs. 54.6%; P<0.001), and vision
impairment (51.2% vs. 35.7%; P<0.001). Black participants were also more likely to report
a disability in one or more activities of daily living (22.4% vs. 13.0%; P<0.001) and

an unintentional loss of more than 10 Ibs. in the past year (37.2% vs. 21.0%; P<0.001).
However, Black participant were less likely to have hearing impairment (33.2% vs. 55.7%;
P<0.001) and there was no statistically significant difference in fall history or muscle
strength.

6-Month Mortality

The rate of 6-month mortality was 16.8% among Black participants and 9.3% among White
participants. In unadjusted analyses, Black participants were more likely to die at 6-months
compared with White participants (OR 2.0, 95% CI 1.4-2.8) (Figure 2; Supplementary
Table S1). This disparity increased when age was added as a covariate (OR 2.2, 95% ClI
1.5-3.1). Adding clinical characteristics (Iength of stay, history of sleep apnea, history of
peripheral arterial disease, hemoglobin, heart rate, glomerular filtration rate, ejection fraction
and revascularization status) attenuated the mortality disparity (OR 1.7, 95% CI 1.2-2.5).
Adding functional impairments and other geriatric conditions (mobility impairment, hearing
impairment, SF-12 score, and unintentional weight loss of 10 or more pounds in the past
year) further attenuated the mortality disparity, which then became borderline statistically
non-significant (OR 1.5, 95% CI 1.0-2.2).
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DISCUSSION

In this analysis of contemporary data on 2918 older adults hospitalized for AMI, we
identified two important racial disparities. First, we found that Black participants had more
functional impairments than White participants, despite their younger chronological age.
Second, we observed a substantially greater risk of 6-month mortality in Black participants
that attenuated after inclusion of functional impairments and other conditions associated
with aging.

Our finding that older Black participants had a higher prevalence of functional impairments
is consistent with those of prior studies performed in the broader Medicare eligible
population. Using regional data from the Cardiovascular Health Study, Hirsch et al.

found that Black Americans aged 65 and older had an approximately two-fold greater
prevalence of frailty, defined as meeting three of five of the Fried Frailty Criteria, including
decreased grip strength, exhaustion, unintentional weight loss, increased time to walk 15
feet, and low physical activity, than their White peers.2”28 A similar disparity was identified
among participants enrolled in the National Health and Aging Trends Study, a nationally
representative cohort of adults aged 65 and older living outside of nursing homes.29:30

In general, however, measures of physical and cognitive functional impairment are rarely
included in studies of health disparities. Our study reinforces the importance of including
these measures to understand racial disparities and builds upon prior work by focusing on
older adults aged 75 and older at the time of hospitalization for AMI.

The weathering hypothesis provides one possible framework for interpreting our finding
that older Black adults present with increased rates of functional impairments. According
to the weathering hypothesis, Black Americans experience early health deterioration as a
consequence of the stress endured living in a society that stigmatizes and disadvantages
them.31 Accordingly, Black participants in SILVER-AMI were more likely to present with
chronic stressors like financial hardship, lower educational attainment and fewer forms of
social support. These signs of systematic inequality may indicate a role for weathering in
contributing to observed disparities in functional impairments.

Previous studies using National Health and Nutrition Examination Survey (NHANES)

data examined allostatic load scores, which indirectly measure the physiologic effects

of weathering using measures such as blood pressure, glycated hemoglobin, glomerular
filtration rate, albumin, triglycerides, C-reactive protein, homocysteine, total cholesterol, and
waist to hip ratios, among Black and white adults aged less than 65.32:33 These studies
found that Black adults have higher allostatic load scores independent of socioeconomic
status and health behaviors. Researchers have proposed that allostatic load scores might
serve as predictors of poor aging as higher scores have been shown to be associated with
decline in functional domains including unintentional weight loss, grip, gait, and cognition
in older adults.34:35 However, the converse relationship, in which individuals with functional
impairments are more susceptible to chronic stressors, is also plausible. Future studies
incorporating longitudinal data on allostatic load and functional impairment are needed to
better understand this complex relationship.
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Although the weathering hypothesis offers a compelling explanation for the disparities we
observed in functional impairments, systemic racism likely influences aging in a myriad of
complex and interrelated ways. For example, early life adversity is predictive of increased
levels of inflammatory cytokines such as interleukin-6 at midlife in Black Americans,

but not White Americans.38 Increased levels of inflammatory cytokines have in turn been
associated with unintentional weight loss in older adults.3” In this manner consistent with
the weathering hypothesis, Black Americans may undergo biological changes such as
increased inflammation in response to systemic racism that increase their risk of developing
functional impairments such as unintentional weight loss in old age. Alternatively, increased
inflammation may serve as a sign of underlying conditions that, rather than occurring

at higher rates due to stress, are underdiagnosed in Black older adults. For example,
malignancy is a common etiology of unintentional weight loss in community-dwelling older
adults, accounting for 19-36% of cases. Black Americans with cancer experience delays in
care that lead to being diagnosed at a later stage.38 In this manner, poor access to timely and
high quality medical care can lead to delays in identifying common medical etiologies of
functional impairment among Black older adults.

Another important finding of our study is that functional impairments and geriatric
conditions, along with age and clinical characteristics, were strongly influential in
explaining observed racial disparities in 6-month mortality. In our sequential multivariable
analysis, adding age as a covariate increased the mortality disparity. This finding may be
explained by the lower average age of Black participants. We then observed a decrease in
the mortality disparity after adjustment for clinical characteristics, which further diminished
after adjustment for functional impairments.

The attenuation observed in the mortality disparity implies that clinical characteristics

and functional impairments are important drivers of racial disparities in mortality among
older participants hospitalized for AMI. Our finding that race attenuated to statistical
non-significance does not necessarily imply that adjustment for clinical characteristics and
functional impairments eliminated the racial disparity in mortality. The point estimate for
the OR of 6-month mortality for Black older adults declined only modestly from 2.0 to
1.5 after full adjustment. Despite the large effect size, the lower bound of the confidence
interval after full adjustment intersected with an OR of 1 likely due to our relatively small
sample size. It may also be important to consider functional impairments as a mediator

of the association between race and outcomes, not simply a confounder. While clinical
characteristics are routinely considered as part of AMI management, functional impairments
and other conditions associated with aging may receive less attention, particularly among
Black Americans. Addressing functional impairments as part of standard clinical practice
may help narrow racial disparities among older patients hospitalized for AMI.

The increased prevalence of functional impairments among older Black patients hospitalized
for AMI may signal that they require (on average) more support in transitioning from

the hospital to the home. For example, older patients with cognitive impairments might
struggle to adhere to complex medication regimens, potentially leading to suboptimal
treatment outcomes. Patients with mobility impairments may have difficulty adhering to
recommendations for physical activity and exercise. Patients and their physicians can
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consider several strategies to mitigate the consequences of functional impairments following
AMI. Patients with cognitive impairment may require periodic assistance from a home
health aide in managing medications.3? Occupational therapy and home modifications

may help patients with mobility or strength impairment improve physical function.? The
potential scope of these traditional strategies is limited by labor and resources available to
a health system. As adoption of telemedicine grows following the COVID-19 pandemic,
digital assistive technologies such as tablet-based medication self-management apps and
bed-exit sensors may assist providers in remotely monitoring and assisting greater numbers
of patients.*1:42 Further research is needed to evaluate the cost-effectiveness of comparing
novel assistive technologies to traditional home health services currently reimbursed by
Medicare.

Despite their higher burden of functional impairments and geriatric conditions, evidence
from prior studies suggests that older Black patients in the United States are less likely

to receive services such as home health care.*3 Recent evidence suggests that home health
care reduces short-term mortality among older patients after hospitalization. A randomized
clinical trial of comprehensive geriatric assessment followed by home nursing visits among
older hospitalized patients found a significant reduction in 6-month mortality.*4 In the US,
a retrospective analysis found that Medicare beneficiaries discharged to the community who
received transitional care management services, including home health care, experienced
lower costs and 60-day mortality.*> Future research is needed to understand the relationship
between access to transitional care services tailored to specific functional impairments and
post-AMI mortality among older Black adults.

There are several important issues to consider in the interpretation of our findings. First,
the overall percentage of Black participants in this study was small (8.6%). It is notable
however that the proportion of Black participants in our study is representative of US
demographics.*® Second, AMI participants with the highest level of clinical AMI severity,
such as those presenting in cardiogenic shock, were less likely to be represented in

our sample. However, rates of inclusion among Black and White persons screened for
inclusion were similar. Third, we had limited information about other stressors, such as
perceived discrimination and access to care, and other health behaviors in addition to
smoking that may contribute to mortality disparities. Fourth, our multivariable model of 6-
month mortality considered only baseline characteristics but not medications or procedures
received in-hospital. Fifth, the traumatic nature of hospitalization (e.g., lack of sleep,
increased time spent in bed) may confound the measurement of functional impairments.
However, the timing of baseline assessment was consistent between Black and white
participants. Furthermore, we did not collect data on availability or use of inpatient physical
therapy, occupational therapy, or ambulatory assistance at sites. Variation in these practices
may further confound the measurement of functional impairments during hospitalization.
Sixth, we did not include geography in our analysis. Future research should include
geographic measures because they are relevant to both the history of systemic racism in
the United States and also contemporary social policy.

In conclusion, among older patients hospitalized for AMI, Black older adults presented
with a more “geriatric” phenotype, despite being of younger age, with more functional
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impairments. They also had higher rates of 6-month mortality, which were attenuated
substantially after adjustment for demographic and clinical and became non-significant after
adjustment for functional variables. Recognizing preexisting disparities in access to services
such as home health care, further attention is needed to develop and implement post-hospital
care programs that address the specific needs of older Black patients.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1: Functional impairmentsand geriatric conditions: Black versus White participants at
hospitalization.
Mobility impairment defined as a Timed Get Up and Go (TUG) test time of > 15 seconds.

Muscle strength impairment was defined as < 18.5 kg for women and < 28.5 kg for men on
best of 3 handheld dynamometer measurements. Cognitive impairment defined as Telephone
Interview of Cognitive Status (TICS) score of < 27. Hearing and vision impairment were
self-reported. ADL, activity of daily living (bathing, dressing, getting out of a chair, and
ambulating) 1 month prior to admission. Data missing for < 5% of participants for all
variables except mobility impairment (19.6% of Black participants and 15.2% of White
participants). P<0.001 (***).
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Figure 2. Sequentially adjusted odds ratios of 6-month mortality: Black versus White
participants.

We generated four logistic regression models of race versus 6-month mortality, sequentially
adding age, clinical characteristics (length of stay, history of sleep apnea, history of
peripheral arterial disease, hemoglobin, heart rate, glomerular filtration rate, ejection fraction
and revascularization status), and functional impairments and other geriatric conditions
(mobility impairment, hearing impairment, SF-12 score, and unintentional weight loss of 10
or more pounds in the past year).
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Participant characteristics: Black versus White older adultsat hospitalization (N=2918).

For descriptive purposes, ‘depressive symptoms’ defined as 8-item Patient Health Questionnaire score = 10.

Chronic kidney disease defined as glomerular filtration rate < 60 mL/min/1.73m2. Social support score is
calculated as the sum of the scores for 5 domains of social support (emotional, informational, tangible, social,

and affectionate) scored on a scale from 1 (lowest) to 5. Data missing for < 5% of variables except for

participant finances at the end of the month (8.0% among Black participants) and depressive symptoms (5.6%

among Black participants).

Black Participants (N=250) Mean (SD)

White Participants (N=2668) Mean

or N (%) (SD) or N (%) P-value

Demographics | | |
Calculated Age — Mean (SD) | 80.8 (5.13) | 81.7 (5.02) | 0.010
Highest level of education completed

Less than high school 66 (26.4%) 302 (11.3%) <0.001

High school/GED 103 (41.2%) 1186 (44.5%)

2-year or 4-year college degree 54 (21.6%) 767 (28.7%)

Graduate or post-graduate degree 22 (8.8%) 393 (14.7%)
Sex

Male 88 (35.2%) 1534 (57.5%) <0.001

Female 162 (64.8%) 1134 (42.5%)
Married or living as married 71 (28.4%) 1400 (52.5%) <0.001
Patient finances at the end of the month

Some money left over 91 (36.4%) 1738 (65.1%) <0.001

Just enough to make ends meet 112 (44.8%) 648 (24.3%)

Not enough to make ends meet 27 (10.8%) 150 (5.6%)
Depressive symptoms 44 (17.6%) 361 (13.5%) 0.061
Social support score — Mean (SD) 20.7 (5.02) 21.7 (4.41) 0.006
Clinical Presentation | | |
Body mass index — Mean (SD) | 27.2 (5.97) | 27.6 (5.29) | 0.41
Heart rate | 83.9 | 83.9 | 09
Systolic blood pressure | 147.4 | 145.7 | 0.393
Diastolic blood pressure | 78.5 | 78.0 | 0.666
Charlson comorbidity index — Mean (SD) | 4.12 (2.61) | 3.52(2.62) | <0.001
Chest pain before hospitalization | 107 (42.8%) | 1052 (39.4%) | 0.260
Chronic kidney disease | 149 (59.6%) | 1607 (60.2%) | 0.887
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Black Participants (N=250) Mean (SD)

White Participants (N=2668) M ean

| or N (%) | (SD) or N (%) |
Current or ever smoker | 141 (56.4%) | 1494 (56.0%) | 0.659
Glomerular filtration rate — Mean (SD) | 52.5 (25.1) | 54.8 (19.3) | 0.158
ST Elevation Myocardial Infarction | 59 (23.6%) | 707 (26.5%) | 0.357
Medical History | | |
Arrhythmia | 52 (20.8%) | 685 (25.7%) | 0.105
Cerebrovascular disease | 58 (23.2%) | 395 (14.8%) | <0.001
Congestive heart failure | 69 (27.6%) | 479 (18.0%) | <0.001
Chronic obstructive pulmonary disease | 36 (14.4%) | 380 (14.2%) | 0.999
Coronary artery disease | 129 (51.6%) | 1436 (53.8%) | 0.543
Diabetes mellitus | 131 (52.4%) | 948 (35.5%) | <0.001
Dyslipidemia | 168 (67.2%) | 1685 (63.2%) | o230
Hypertension | 239 (95.6%) | 2249 (84.3%) | <0.001
Myocardial infarction | 75 (30.0%) | 731 (27.4%) | 0.420
Percutaneous intervention | 74 (29.6%) | 825 (30.9%) | 0.718
Peripheral artery disease | 38 (15.2%) | 315 (11.8%) | 0.141
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