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[ ABSTRACT] Aim  To illustrate patterns of statin therapy in patients with Acute Myocardial Infarction (AMI) in
central-western urban China from 2001 to 2011, and identify factors affecting the use of statins. Methods A two-stage
random sampling design was used to create a representative sample of patients who were admitted to hospital for AMI in cen-
tral-western urban China in 2001, 2006 and 2011. In the first phase, simple random-sampling procedure was used to i-
dentify participating hospitals. In the second phase, patients were selected from each sampled hospital in above 3 years

through a systematic sampling approach. Medical records were centrally abstracted to get patients’ information.  The

[ HH] 2017-01-05 [f&EHH#I] 2017-04-15

[(B€mE] DAEAGRMET AT L5 (201202025 ,201502009) ; F B 344 114035 H (2013BAI09B01 ,2015BAT112B01 F
2015BAI112B02)

(1EEEA]  BVEYE, WA B985 10 Rl Oos | IR 52 % AR SCHE0% , E-mail 2 xigian.huo@ fwoxford.org, 8 iRAE#
SEAT A, BRI, BF 5 7 1 ok KB 2 o i R U 58 | KO 2 Pt BE 7 B P4 5 BB T 5T, E-mail K jiangl @

fwoxford.org,



1048

ISSN 1007-3949 Chin J Arterioscler, Vol 25,No 10,2017

findings were weighted for each year to represent the overall situation. Binary logistic regression analysis was used to iden-

tify factors related to the use of in-hospital statins.

China participated in the study, and 3 354 AMI admissions were included in analysis.

Results 31 randomly sampled urban hospitals in central-western

There has been a significant in-

crease in the use of statin therapy, the proportion of which was 19.7% in 2001, 79% in 2006, and 91.1% in 2011.  Over-

all, statin use significantly increased among all low density lipoprotein-cholesterol (LDLC) groups during 10 years. Lov-

astatin was the most common stain in 2001 and it turned to be atorvastatin in 2011. Logistic regression analysis showed that

patients who smoke (OR=1.36; 95% CI 1.07~1.73, P=0.011) were more likely to be treated with statin therapy.

Conclusion During the past decade, the use of statin therapy has dramatically increased in central-western China. How-

ever, a lot still needs to be done to optimize the use of statin therapy among AMI patients.
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R 1. HEREEDETHEEBEAERSRERMITE AMI BEELRFIEL (%) ]
Table 1. Baseline characteristics of the study cohort stratified by statin therapy[ n( %) ]
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Table 3. Factors independently associated with statin use in 2011
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