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Abstract

Objectives: To investigate the relationship between the systemic immune-inflammation index (SII) and bleeding
complications in ST-elevated myocardial infarction (STEMI) after percutaneous coronary intervention (pPCI).

Materials and Methods: This retrospective study included 1778 patients who presented with STEMI and underwent
pPCI. Patients were divided into two groups: those who developed bleeding and those who did not. The SII values and
CRUSADE bleeding score were calculated.

Results: In the group with bleeding complications, the ages were 62 (50-73), and 69.6% were male. Multivariate analysis
identified age 1.031(1.015-1.048) - p<0.001, basal creatinine 1.789 (1.366-2.342) - p<0.001, SII 1.163 (1.028-1.315)-
p=0.013 as significant predictors of bleeding complications.

Conclusion: The easily calculated SII may help predict bleeding complications in STEMI patients undergoing pPCI.
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Introduction

Coronary artery disease (CAD) continues to be a
common cause of morbidity and mortality”. During
and after percutaneous coronary intervention (pPCI),
anticoagulant and antiaggregant treatments are
necessary>¥. This situation presents a risk of bleeding®.
Various bleeding events, from simple skin ecchymosis
to more serious intracranial or gastrointestinal bleeding,
can be observed in hospitalized patients with ST-
elevated myocardial infarction (STEMI). In particular, as
comorbidities and age increase, bleeding complications
occur more frequently. Both morbidity and mortality
increase due to bleeding, as well as the hospital stay
lengthens. In this context, minimizing, preventing, or

identifying the risk of bleeding is extremely important®”.

To lessen the risk of bleeding, the patient should be
evaluated as a whole, considering age and comorbidities,
and patient-based, dose-adjusted treatment should be
applied. Current guidelines include adjustments in time
and dose considering both bleeding-ischemia risk and
the patient’s clinical condition in dual antiplatelet therapy
recommendations®?).

The systemic immune-inflammation index (SII) was
calculated using neutrophil, lymphocyte, and platelet
counts. Many studies have shown its relationship with
acute coronary syndromes, CAD, and certain heart
rhythm disorders. Additionally, the relationship between
the SII and STEMI thrombus load, recurrent myocardial
infarction, and short- and long-term mortality has been
determined"®!¥. In our study, we aimed to reconnoiter the
effect of the SII in predicting bleeding complications in
patients hospitalized with a diagnosis of STEMI.

Materials and Methods

Study Population

The study was conducted retrospectively at a single
center on 1778 patients who were diagnosed with a
diagnosis of STEMI and underwent PCI. The symptoms
of the patients were detected within the first 12 hours.

At the time of diagnosis, each patient was administered
clopidogrel (600 mg) or ticagrelor (180 mg) with aspirin
(300 mg) and dose- adjusted heparin in the emergency
service before being sent to the laboratory. The diagnosis
of STEMI was made according to the latest guidelines
of the European Society of Cardiology!¥. Demographic
and clinical features, previous medical history, physical
examination, laboratory examination, and intervention-
related data were obtained from the patient’s file and the
hospital and national database. Coronary angiography was
performed via femoral Access in 90% of the patients and
via 10% radial access. Primary PCI was performed in all
patients.

Patients with advanced kidney and liver disease, a
history of malignancy, and coagulopathy, as well as those
who were breastfeeding or pregnant, were not included in
the study. The study was conducted according Ankara Etlik
City Hospital No. 1 Clinical Research Ethics Committee
(approval no.: AESH-EK-1-2023-610, date:11.10.2023).
The Declaration of Helsinki and was approved by the
ethics committee. The study design was retrospective;
thus, patient consent was not obtained.

Bleeding complications in patients were noted. Major
bleeding was defined as ISTH, a fall in hemoglobin
level of 2 g/dL. or more, or documented transfusion of at
least 2 units of packed red blood cells, (b) involvement
of a critical anatomical site (intracranial, spinal, ocular,
pericardial, articular, intramuscular with compartment
syndrome, retroperitoneal’®. The CRUSADE bleeding
score was calculated using an online calculator!®. Minor
bleeds occurs in many patients, we did not report clinically
meaningless bleeding events such as minor nose, gum
bleeding, and ecchymoses.

Statistical Analysis

Continuous variables are presented as mean + standard
deviation, whereas categorical variables are presented
as percentages. The Kolmogorov-Smirnov test was used
to verify the normality of the distribution of continuous
variables. The statistical analysis of clinical data between
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the two groups consisted of unpaired t-tests for parametric
data and Mann-Whitney U test analysis for non-parametric
data. Continuous and categorical variables were analyzed
using the chi-square test and Student’s t-test as appropriate.
Two-tailed p<0.05 was accepted as statistically significant.
Statistical analyses were performed using SPSS 26.0
(SPSS Inc., Chicago, IL, USA).

Results

A total of 1778 patients were included in the study. In
the group with observed bleeding complications (n=112.
6%), the average age was 62 (50-73), and 69.6% were male.
In the group without bleeding complications, the mean
age was 55 (47-64), and 81.2% were male. In the bleeding
group, diabetes and hypertension were significantly
higher (p<0.05). Left ventricular ejection fraction values
were lower in the bleeding group (p <0.001). Other basal
characteristics of the groups are presented in Table 1.

Table 1. Baseline characteristics of patients with STEMI

Non-bleeding group

In the bleeding group, peak troponin I, glucose, white
blood cell, neutrophil, C-reactive protein, creatinine,
neutrophil-to-lymphocyte ratio (NLR), SII, and crusade
scores were higher than in the non-bleeding group
(p<0.05). The laboratory findings for the patient groups
are presented in Table 2.

The most common bleeding complication observed
was an access site problem, accounting for 43 (38.4%).
The rate of major bleeding was 23 (21.6). Sources of
bleeding complications are presented in Table 3. The SII
was higher in the bleeding group (Figure 1).

In the multivariate analysis, age 1.031(1.015-1.048,
p<0.001), basal creatinine 1.789 (1.366-2.342, p<0.001),
SIT 1.163 (1.028-1.315, p=0.013) were identified as
significant predictors of bleeding complications (Table 4).

Scatter dot plot of the correlation between SII,
CRUSADE score showed in Figure 2.

Bleeding group

Variables n=1666 n=112 p-value
Age, years 55 (47-64) 62 (50-73) <0.001
Male gender, n (%) 1362 (81.2) 78 (69.6) 0.003
Diabetes mellitus, n (%) 369 (22.0) 42 (37.5) <0.001
Hypertension, n (%) 659 (39.3) 57 (50.9) 0.015
Current smoker, n (%) 932 (55.6) 44 (39.3) 0.001
Dislipidemi, n (%) 672 (40.1) 36 (32.1) 0.097
Previous ASA usage, n (%) 35 (2.1) 2(1.8) 0.828
Systolic BP, mm Hg 131.17+30.45 129.78+38.26 0.706
Diastolic BP, mm Hg 77.79+18.45 76.39+23.21 0.534
Heart rate, bpm 76.96+15.63 76.69+21.15 0.892
LVEF, % 48.0 (42.0-55.0) 43.0 (35.0-50.0) <0.001
Contrast volume, mL 270 (210-300) 280 (220-320) 0.136
Anterior Ml, n (%) 810 (48.6) 65 (58.0) 0.063
Non-anterior MI, n (%) 856 (51.4) 47 (42.0)

TIMI thrombus grade, n (%)

1-2 (low) 101 (6.1%) 7 (6.3%) 0.321
3 (middle) 466 (28.0%) 24 (21.4%) 0.330
4-5 (high) 1099 (66.0%) 81 (72.3%) 0.166
ASA loading dose 300 mg, % 1082 (64.9) 106 (94.6) 0.032
Klopidogrel giving loading dose, n (%) 696 (41.8) 49 (43.7) 0.148
Tikagrelor giving loading dose, n (%) 970 (58.2) 63 (56.3) 0.225

ASA: Acetylsalicylic acid, BP: Blood pressure, LVEF: Left ventricular ejection fraction, MI: Myocardial infarction, TIMI: Thrombolysis in myocardial infarction
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Table 2. Baseline laboratory findings of patients with STEMI

Variables

Non-bleeding group

Bleeding group

n=1666 n=112 p-value
Basal troponin |, ng/L 1.98 (0.72-4.56) 2.34 (0.90-6.46) 0.102
Peak troponin |, ng/L 78.0 (36.7-166.0) 120.0 (47.0-244.0) <0.001
Glucose, mg/dL 125.0 (103.0-163.0) 144.0 (117.5-220.5) <0.001
Hemoglobin, g/dL 14.0 (13.0-15.0) 13.4 (11.5-14.9) 0.001
eGFR, mL/min/1.73m? 89.0 (73.0-104.0) 70.5 (51.0-90.0) <0.001
White blood cell, x103/uL 12.17+3.62 13.86+4.60 <0.001
Neutrophil, x103/uL 9.35+3.47 11.01+4.21 <0.001
Lymphocyte, x103/pL 1.97+1.03 1.89+0.85 0.427
Platelet, x103/uL 256.4+65.5 261.37167.90 0.433
Total cholesterol, mg/dL 178.91+43.80 165.08+40.97 0.007
HDL, mg/dL 38.52+12.08 40.39+14.05 0.130
LDL, mg/dL 114.62+38.69 103.12+33.37 0.003
Triglyceride, mg/dL 138.57+92.69 135.21+61.11 0.614
Lipoprotein (a) 24.96+19,33 23.55+32.25 0,834
C-reactive protein, mg/L 13.27+11.84 20.33+17.50 <0.001
Albumin, g/dL 3.7 (3.5-4.0) 3.5 (3.2-4.0) 0.004
Creatinine, mg/dL 0.87 (0.75-1.00) 0.96 (0.80-1.32) <0.001
NLR 5.00 (3.21-7.85) 6.04 (02-8.74) 0.005
PLR 138. (101.3-199.2) 149.7 (107.6-204.8) 0.489
Sll x10° 1243.9 (777.3-2008.3) 1539.4 (995.7-2381.8) 0.003
CRUSADE score 24.0 (17.0-33.0) 36.0 (23.5-50.0) <0.001

eGFR: Estimated glomerular filtration rate, HDL: High-density lipoprotein, LDL: Low-density lipoprotein; NLR: Neutrophil-lymphocyte ratio, PLR: platelet-

lymphocyte ratio, Sll: Systemic immune-inflammation index, STEMI: ST-Elevation myocardial infarction
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Discussion

In this study, we found that the SII, age, and creatinine
levels predicted in-hospital bleeding complications in
STEMI patients undergoing PCI. To our knowledge, this
study is the first to investigate the relationship between
SII and bleeding complications in patients with STEMI.

As is well known, STEMI commonly develops after
plaque rupture, requiring emergency treatment. Despite
advancements in stent, balloon, and PCI technologies,
anti-ischemic and anticoagulant agents are administered
to patients before and after the procedure. As a natural
consequence of these hemostatic agents, undesired
bleeding events are sometimes observed!”. The most
common bleeding complication is access site bleeding,
in addition to gastrointestinal, urinary system, cardiac,

Table 3. Post Ml bleeding events (n=112)

Access site, n (%) 43 (38.4)
Urinary system, n (%) 12 (10.7)
Gastro intestinal system, n (%) 36 (31.1)
Intracranial, n (%) 2(1.8)
Retroperitoneum, n (%) 4 (3.6)
Tamponade, n (%) 1(0.9)
Other, n (%) 14 (12.5)
Minor, n (%) 89 (79.4
Major, n (%) 23 (21.6)

MI: Myocardial infarction

retroperitoneal, and intracranial bleeding"*2%. In clinical
practice, bleeding is classified as major and minor
bleeding. A situation is called major bleeding if it is
related to hemodynamic instability, occurs anatomically
in a critical area, requires transfusion of 2 units or more
erythrocyte suspension, or causes a fall in hemoglobin
levels of 2 g/dL or more (if the basal value is known)®.
It is understandable from this point that bleeding events
can lead to life-threatening situations. Additionally,
hospitalization time and costs increase because of
bleeding, and occurrences of re-infarction and acute
thrombosis events are observed because of the interruption
or discontinuation of anti-ischemic drugs®**®. In this
context, it is extremely important to predict and prevent
undesired bleeding events.

As patients’ creatinine levels increase, bleeding
complications also increase. In our study, the creatinine
level was significantly higher in the bleeding group.
Despite dose adjustments for several drugs with renal
excretion in clinical practice, bleeding events can still
occur®, During PCI in STEMI patients, contrast-induced
nephropathy can develop due to the contrast substance
given®, In addition to dose adjustments, appropriate
hydration is extremely important, especially in patients
who will take contrast substances for any reason, to
prevent contrast-induced nephropathy and carefully use
nephropathy-causing drugs carefully®®.

Table 4. Univariate and multivariate analyses for predictors of post Ml bleeding

Variables Univariate analysis Multivariate analysis

OR (95% CI) p-value OR (95% CI) p-value
Age 1.040 (1.024-1.056) <0.001 1.031 (1.015-1.048) <0.001
COPD 1.322 (0.595-2.934) 0.493
Creatinine 1.994 (1.491-2.666) <0.001 1.789 (1.366-2.342) <0.001
Basal troponin 1.010 (0.991-1.028) 0.302
Lipoprotein (a) 0.997 (0.966-1.028) 0.832
TIMI thrombus grade 1.199 (0.854-1.683) 0.294
Contrast volume 1.002 (0.999-1.004) 0.140
Sl 1.221 (1.063-1.402) 0.005 1.163 (1.028-1.315) 0.013

COPD: Chronic obstructive pulmonary disease, MI: Myocardial infarction, Sll: Systemic immune-inflammation index, TIMI: Thrombolysis in myocardial
infarction, OR: odds ratio, Cl: Confidence interval

Journal of Updates in Cardiovascular Medicine | Volume 12 | Issue 4 | 2024



N\

Journal of Updates
JUCVM,- in Cardiovascular

\/ Medicine

With increasing age, fragility also increases, and dose
adjustments are made when administering anti-ischemic
and anticoagulant drugs. It is no coincidence that age is a
component of HAS-BLED scoring. In a study conducted
by Franken et al.??, it was observed that as age increases,
bleeding complications increase.

Although the relationship between age and creatinine
levels with bleeding has been demonstrated, no study has
shown the relationship between SII, which is calculated
using neutrophil, lymphocyte, and platelet counts, and
bleeding, which can indicate the status of inflammatory,
immune, and coagulation cascades. The SII has been
found to be related to the development, monitoring, and
prognosis of many diseases, particularly those in which
inflammation plays a role in pathogenesis. The study by
Guzel and Kis®® investigated the relationship between the
SII and the Atherogenic plasma index (AIP) in assessing the
severity of coronary lesions through fractional flow reserve
measurements. They found that although the SII possessed
higher sensitivity, the AIP also significantly predicted
the severity of coronary lesions. In a study conducted by
Dolu et al.®”, it was shown that the SII is related to a high
thrombus load in STEMI patients®?. Moreover, there are
studies that have investigated the SII in estimating short-
and long-term mortality in STEMI patients.

In our study, we found that SII can predict bleeding in
STEMI patients. The first stage of the hemostatic process
involves platelet plug formation after endothelial damage.
Subsequently, the coagulation cascade is activated.
Platelets are activated in the area of vascular injury to
provide the initial hemostatic response by forming a
platelet plug to stop bleeding. Injury to the endothelium
exposes subendothelial elements that are normally
protected from circulating blood, and endothelial cell
activation can promote the collection of platelets, other
cell types, and procoagulant factors. The activated platelets
initiate the initial hemostatic process by developing
adhesion, aggregation, secretion, and procoagulant
activities. Proinflammatory cytokines can affect platelet
formation, activation, and function, leading to bleeding or
thrombosis®?.

Many previous studies have shown that the NLR
predicts many bleeding events®?. In this context, the SII
contains both platelet count and NLR and may be more
guiding in terms of bleeding prediction.

The CRUSADE bleeding score is a tool that predicts
bleeding in post-myocardial infarction patients by
evaluating the patient’s heart rate, systolic blood pressure,
hematocrit, creatinine clearance, gender, presence of
heart failure symptoms on admission, history of vascular
disease, and presence of diabetes mellitus®. In our study,
we found a positive correlation between SII and the
CRUSADE bleeding score. This relationship contributes
to the SII’s ability to predict bleeding.

Study Limitations

The main limitation of this study is its retrospective
nature. The relatively lower number of patients included in
the study can also be considered a limitation. A comparison
of patients who underwent radial and femoral intervention
for bleeding and SII could not be performed due to the
lack of sufficient number of patients and data. STEMI is
a morbid and fatal disease. Bleeding complications can
occur after pPCI in STEMI patients. The SII was higher in
the bleeding group. Finally, the easily calculated SII may
help predict bleeding complications in patients undergoing
pPCL

Conclusion

The easily calculated SII may help predict bleeding
This
approach may provide additional benefits to clinicians in

complications in patients undergoing pPCI.
managing medications and conditions that cause bleeding

in this patient group.
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Informed Consent: Retrospective study.

Kalkan et al. SII and Bleeding in ST-Elevation Myocardial Infarction



‘ ’ Journal of Updates
\Jicy in Cardiovascular

Medicine

N4

Footnotes

Authorship Contributions

Surgical and Medical Practices: Kalkan K, Akdi A,
Tunca C, Kiirklii HA, Akgiin O, Concept: Kalkan K, Akdi
A, Tunca C, Ozbebek YE, Kivrak A, Akdogan M, Akgiin
0, Tanik VO, Design: Kalkan K, Tunca C, Ozbebek YE,
Ozkaya Ibis A, Kiirklii HA, Tanik VO, Data Collection
and/or Processing: Kalkan K, Tunca C, Ozkaya Ibis A,
Akdogan M, Analysis and/or Interpretation: Kalkan K,
Tunca C, Kivrak A, Literature Search: Kalkan K, Tunca
C, Akdogan M, Writing: Kalkan K, Tunca C, Kiirklii HA.

Conflict of Interest: The authors declare no conflicts
of interest concerning the authorship or publication of this
article.

Financial Disclosure: This research received no

specific grants from any funding agency in the commercial
or not-for-profit sectors.

References

1. Aksu U, Kalkan K, Aksakal E, Gulcu O, Demirelli S, Topcu S. An
investigation into hemodynamically significant coronary artery lesions
predictors assessed by fractional flow reserve: A propensity score matching
analysis. North Clin Istanb. 2019;7:35-9.

2. Ibanez B, James S, Agewall S, et al. 2017 ESC Guidelines for the
management of acute myocardial infarction in patients presenting with ST-
segment elevation: The Task Force for the management of acute myocardial
infarction in patients presenting with ST-segment elevation of the European
Society of Cardiology (ESC). Eur Heart J. 2018;39:119-77.

3. Ozaki Y, Hara H, Onuma Y, et al. CVIT expert consensus document on
primary percutaneous coronary intervention (PCI) for acute myocardial
infarction (AMI) update 2022. Cardiovasc Interv Ther. 2022;37:1-34.

4. Byrne RA, Rossello X, Coughlan JJ, et al. 2023 ESC Guidelines for the
management of acute coronary syndromes. Eur Heart J. 2023;44:3720-826.

5. Jacobsen MR, Jabbari R, Engstrom T, et al. Bleeding risk and P2Y12-
inhibitors in all-comer patients with ST-segment elevation myocardial
infarction treated with percutaneous coronary intervention: a single-center
cohort study. Eur Heart J Cardiovasc Pharmacother. 2023;9:617-26.

6. Amlani S, Nadarajah T, Afzal R, Pal-Sayal R, Eikelboom JW, Natarajan
MK. Mortality and morbidity following a major bleed in a registry
population with acute ST elevation myocardial infarction. J Thromb
Thrombolysis. 2010;30:434-40.

7. Mathews R, Peterson ED, Chen AY, et al. In-hospital major bleeding during
ST-elevation and non-ST-elevation myocardial infarction care: derivation
and validation of a model from the ACTION Registry®-GWTG™. Am J
Cardiol. 2011;107:1136-43.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Capodanno D, Alfonso F, Levine GN, Valgimigli M, Angiolillo DJ.
ACC/AHA Versus ESC Guidelines on Dual Antiplatelet Therapy: JACC
Guideline Comparison. J Am Coll Cardiol. 2018;72:2915-31.

Valgimigli M, Bueno H, Byrne RA, et al. 2017 ESC focused update on dual
antiplatelet therapy in coronary artery disease developed in collaboration
with EACTS: The Task Force for dual antiplatelet therapy in coronary
artery disease of the European Society of Cardiology (ESC) and of the
European Association for Cardio-Thoracic Surgery (EACTS). Eur Heart J.
2018;39:213-60.

Aksakal E, Aksu U, Birdal O, et al. Role of Systemic Immune-Inflammatory
Index in Predicting the Development of In-Hospital Malignant Ventricular
Arrhythmia in Patients With ST-Elevated Myocardial Infarction. Angiology.
2023;74:881-8.

Yang YL, Wu CH, Hsu PF, et al. Systemic immune-inflammation index
(SII) predicted clinical outcome in patients with coronary artery disease.
Eur J Clin Invest. 2020;50:13230.

Demirci G, Sahin AA, Aktemur T, et al. Relationship between systemic
immune-inflammation index and no-reflow in percutaneous coronary
intervention for saphenous grafts. Biomark Med. 2023;17:427-35.

Ocal L, Keskin M, Cersit S, et al. Systemic immune-inflammation index
predicts in-hospital and long-term outcomes in patients with ST-segment
elevation myocardial infarction. Coron Artery Dis. 2022;33:251-60.

Thygesen K, Alpert JS, Jaffe AS, et al. Fourth universal definition of
myocardial infarction (2018). Eur Heart J. 2019;40:237-69.

Schulman S, Kearon C. Definition of major bleeding in clinical
investigations of antihemostatic medicinal products in non-surgical
patients. J Thromb Haemost. 2005;3:692-4.

Chen YL, Chen TY, Wu PJ, et al. The Performance of Risk Scores for
Bleeding and Ischemia as Outcome Predictors in Acute Myocardial
Infarction Patients with End-Stage Renal Disease. Acta Cardiol Sin.
2022;38:667-82.

Capodanno D, Bhatt DL, Gibson CM, et al. Bleeding avoidance
strategies in percutaneous coronary intervention. Nat Rev Cardiol.
2022;19:117-32.

Kinnaird TD, Stabile E, Mintz GS, et al. Incidence, predictors, and
prognostic implications of bleeding and blood transfusion following
percutaneous coronary interventions. Am J Cardiol. 2003;92:930-5.

Rao SV, McCoy LA, Spertus JA, et al. An updated bleeding model to
predict the risk of post-procedure bleeding among patients undergoing
percutaneous coronary intervention: a report using an expanded bleeding
definition from the National Cardiovascular Data Registry CathPCI
Registry. JACC Cardiovasc Interv. 2013;6:897-904.

Numasawa Y, Kohsaka S, Ueda I, et al. Incidence and predictors of
bleeding complications after percutaneous coronary intervention. J Cardiol.
2017;69:272-9.

Roskell NS, Samuel M, Noack H, Monz BU. Major bleeding in patients
with atrial fibrillation receiving vitamin K antagonists: a systematic review
of randomized and observational studies. Europace. 2013;15:787-97.

Jacobson KM, Long KH, McMurtry EK, Naessens JM, Rihal CS.
The economic burden of complications during percutaneous coronary
intervention. Qual Saf Health Care. 2007;16:154-9.

Journal of Updates in Cardiovascular Medicine | Volume 12 | Issue 4 | 2024



23.

24.

25.

26.

217.

28.

N\

Journal of Updates
in Cardiovascular
Medicine

N

Milkovich G, Gibson G. Economic impact of bleeding complications and
the role of antithrombotic therapies in percutaneous coronary intervention.
Am J Health Syst Pharm. 2003;60(14 Suppl):15-21.

Correa S, Bonaca MP, Scirica BM, et al. Efficacy and safety of more potent
antiplatelet therapy with vorapaxar in patients with impaired renal function.
J Thromb Thrombolysis. 2019;47:353-60.

Karakoyun S, Cagdas M, Celik Al, et al. Predictive Value of the Naples
Prognostic Score for Acute Kidney Injury in ST-Elevation Myocardial
Infarction Patients Undergoing Primary Percutaneous Coronary
Intervention. Angiology. 2024;75:576-84.

Liu Y, Chen JY, Huo Y, et al. Aggressive hydraTion in patients with ST-
Elevation Myocardial infarction undergoing Primary percutaneous coronary
intervention to prevenT contrast-induced nephropathy (ATTEMPT): Study
design and protocol for the randomized, controlled trial, the ATTEMPT,
RESCIND 1 (First study for REduction of contraSt-induCed nephropathy
followINg carDiac catheterization) trial. Am Heart J. 2016;172:88-95.

Franken M, Nussbacher A, Liberman A, Wajngarten M. ST Elevation
Myocardial Infarction in the elderly. J Geriatr Cardiol. 2012;9:108-14.

Guzel T, Kis M. Correlation Between Coronary Lesion Severity Detected
in Fractional Flow Reserve with Systemic Immune Inflammation Index and
Atherogenic Plasma Index. Bagcilar Med Bull. 2022;7:247-55.

29.

30.

31.

32.

33.

DoluAK, Karayigit O, Ozkan C, Celik MC, Kalcik M. Relationship between
intracoronary thrombus burden and systemic immune-inflammation index
in patients with ST-segment elevation myocardial infarction. Acta Cardiol.
2023;78:72-9.

Orhan AL, Saylik F, Cicek V, Akbulut T, Selcuk M, Cinar T. Evaluating
the systemic immune-inflammation index for in-hospital and long-term
mortality in elderly non-ST-elevation myocardial infarction patients. Aging
Clin Exp Res. 2022;34:1687-95.

Sondag D, Verhoeven S, Léwik DW, et al. Activity Sensing of Coagulation
and Fibrinolytic Proteases. Chemistry. 2023;29:202203473.

Hong SH, Kim CJ, Yang EM. Neutrophil-to-lymphocyte ratio to predict
gastrointestinal bleeding in Henoch: Schénlein purpura. Pediatr Int.
2018;60:791-5.

Shamraj P, Shende R, Deokar V, Parab H. Study of CRUSADE bleeding
score as a predictor of bleeding events in patients with acute coronary
syndrome at a tertiary hospital. Journal of Cardiovascular Disease Research.
2023:1727-33.

Kalkan et al. SII and Bleeding in ST-Elevation Myocardial Infarction



