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Limited published literature exists to support a survival
benefit of an early invasive strategy in patients with
NSTEMI and cardiogenic shock.

Out of 66,525 patients admitted for NSTEMI-CS,
47.65% had EIS, while 52.35% had a conservative
strategy. Patients in the EIS group were likely younger
(68.69 vs. 71.95 years, p<0.001) with fewer
comorbidities like heart failure, valvular heart disease,
chronic kidney disease, cardiomyopathy, COPD,
stroke/TIA, and a lower Elixhauser comorbidity index (-
0.62 vs. 0.49, p<0.001) suggesting that patients
selected for EIS were healthier, younger patients with
fewer overall comorbidities. However, the EIS group
received more invasive support with balloon pumps
and mechanical ventilation than the conservative
strategy group. In-hospital mortality was statistically
lower in EIS compared to the conservative strategy in
univariate analysis (24.83% vs. 36.24%, OR: 0.58, 95%
CI: 0.54-0.63, p<0.001), which persisted when adjusted
for the difference in comorbidities and treatment
(adjusted OR: 0.65, 95% CI: 0.59-0.71, p<0.001). On
Subgroup analysis, we didn't find any difference of in-
hospital mortality on univariate analysis (24.83% vs.
36.24%, OR: 0.58, 95% CI: 0.54-0.63, p<0.001) or
multivariate analysis (adjusted OR: 0.99, 95% CI: 0.87-
1.12, p=0.84) in a patient undergoing coronary
catheterization within 24 hours compared to 24-48
hours. We also found a lower unadjusted (unadjusted
OR: 0.34, 95% CI: 0.31-0.39, p<0.001) and adjusted
(adjusted OR: 0.29, 95% CI: 0.26-0.34, p<0.001) in-
hospital mortality in patients undergoing coronary
catheterization after 48 hours compared to no
catheterization. Length of stay was slightly lower in the
EIS group (10.15 days vs. 10.62 days, p=0.012), but the
cost was significantly higher in EIS ($60,233.38 vs.
$48,820.69 USD, p<0.001), likely because of the higher
utilization of invasive procedure.

An early invasive strategy was associated with lower in-
hospital mortality in patients with NSTEMI-CS.
However, we didn't find any difference in in-hospital
mortality in cardiac catheterization within 24 vs. 24-48
hours. Further study is required to understand if
catheterization within 24 hours has a long-term
survival benefit compared to 24-48 hours.

Results:Background:

To evaluate the effect of an early invasive strategy on
in-hospital survival in patients with NSTEMI and
cardiogenic shock (NSTEMI-CS).

Objectives:

Methods:

We queried the National Inpatient Sample database
from 2016-2019 for hospitalizations with a primary
diagnosis of NSTEMI and a secondary diagnosis of
cardiogenic shock. We defined early invasive strategy
(EIS) as coronary angiography/revascularization within
48 hours of admission and conservative strategy as
either no coronary angiography or angiography after
48 hours of admission. We assessed the two groups'
demographics and in-hospital mortality. In-hospital
mortality was adjusted for potential confounders using
multivariable logistic regression analysis adjusting for
baseline characteristics significantly different (liberal
threshold of p<0.20) in univariate analysis.

Conclusion:


