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Relationship Between SYNTAX Score and New Inflammatory
Marker (The Aggregate Index of Systemic Inflammation) in
Patients Diagnosed with Non-ST-Segment Elevation Myocardial
Infarction
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ABSTRACT

Introduction: Coronary artery disease is a growing global concern, and inflammation plays a significant role in its development.
Inflammation is associated with plaque formation, rupture, endothelial dysfunction, platelet aggregation, and thrombus formation.
Non-ST-segment elevation myocardial infarction (NSTEMI) accounts for 75% of acute coronary syndrome cases. The inflammatory
response tends to increase prior to acute myocardial infarction (AMI) and becomes highly active after AMI. The Aggregate Index
of Systemic Inflammation (AISI), a composite of multiple inflammatory markers, is a significant predictor of adverse outcomes in
NSTEMI patients and underscores the role of inflammation in AMI. However, existing data do not indicate a correlation between the
SYNTAX score (SXscore) and AlSI in patients with NSTEMI.

Methods: This study included 226 NSTEMI patients who underwent coronary angiography between January 2022 and December 2023.
The SXscore is categorized into low (<22) and intermediate-high (>22) groups. The AISI was used to assess systemic inflammation in
whole blood.

Results: The study included 153 participants with an SXscore <22 and 73 with an SXscore >22. Laboratory analysis indicated significantly
higher AISI levels in the cohort with an SXscore >22 (p=0.027). Multivariable logistic regression showed that age (p=0.010) and AlSI
levels (p=0.017) independently predicted the intermediate-high SXscore and the group with SXscore >22, respectively.

Conclusion: The AISI, a biomarker, can identify patients with intermediate-to-high SXscore, aiding early risk assessment and triage
decisions. Patients with high values require aggressive treatment.
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Introduction

Coronary artery disease (CAD) is a major cause of morbidity and mortality
worldwide, and its prevalence is steadily rising, making it an increasingly
common cardiovascular condition (1,2). Although atherosclerotic plaques
in the coronary arteries are primarily linked to lipid accumulation (1),
recent studies highlight the importance of inflammation, as evidenced
by markers such as the systemic immune-inflammation index (Sl
and the neutrophil-lymphocyte ratio (NLR). This study underscores
the central role of inflammation in the initiation and progression
of CAD (3-5). Inflammatory responses are deeply linked not only to
plaque formation but also to endothelial dysfunction and thrombus
formation (6). Non-ST-segment elevation myocardial infarction (NSTEMI)
is a form of acute coronary syndrome (ACS), representing about 75% of
ACS cases (1).
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Despite medical advances, ACS remains a leading cause of illness and
death worldwide. An inflammatory response begins before the onset
of acute myocardial infarction (AMI) and becomes excessively active
afterward. This highlights, to some extent, the inflammatory aspect of
the condition (7). Early detection of high-risk individuals in this patient
group is essential to improve prognosis. Recent efforts have focused
on identifying new markers to better distinguish high-risk patients.
Numerous scientific studies have demonstrated that inflammatory
processes influence the mechanisms involved in the development and
complications of atherosclerotic plaques, ultimately contributing to the
onset of ACS. Consequently, novel indices, such as the Aggregate Index
of Systemic Inflammation (AISI), SlI, and the Systemic Inflammatory
Response Index, have been developed to quantify the equilibrium
between systemic inflammation and the immune response and to serve
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as objective markers (8). There is a broad consensus that composite
inflammation indices, which integrate multiple markers, offer a more
comprehensive perspective on inflammation than single indicators.

In this context, AISI was introduced in 2018 (9). Many NSTEMI patients
have multivessel disease, and the SYNTAX score (SXscore) is crucial in
selecting the optimal revascularization strategy (10).

Currently, no data demonstrate a link between AISI and CAD severity in
NSTEMI patients. It is hypothesized that in these patients AISI correlates
with more advanced stages of CAD, as reflected by the SXscore.

Methods

Study Population

This retrospective study calculated the minimum sample size required to
detect an effect size of 0.2 with 90% statistical power. The sample size of
the study, n=226, corresponds to the number of consecutively enrolled
patients diagnosed with NSTEMI according to the European Society of
Cardiology (ESC) Guidelines (11) who provided informed consent and
underwent coronary angiography between January 2022 and December
2023. Specifically, the SYNTAX <22 group had a mean age of 62.4+10.2
years and 69.9% were male, while the SYNTAX >22 group had a mean
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age of 66.6+12.2 years and 72.6% were male. The Non-Interventional
Clinical Research Ethics Committee of Zonguldak Biilent Ecevit University
approved the study (approval number: 2025/14, date: 09.07.2025), and
the study was conducted in accordance with the Declaration of Helsinki.
Patients were excluded if they had conditions that could influence
systemic inflammatory markers, including chronic inflammatory or
autoimmune diseases; active infection or sepsis; hematologic disorders
(such as anemia or leukopenia); active or prior malignancy; severe renal
dysfunction; liver dysfunction; recent major surgery or trauma; recent
vaccination (within one month); recent blood transfusion or antibiotic
use (within three months); glucocorticoid therapy (within two months);
myocardial infarction with non-obstructive coronary arteries; or missing
laboratory data. Figure 1 presents the flowchart of the study’s exclusion
criteria.

Clinical and Laboratory Data

The patient demographic data, as well as the clinical, laboratory, and
angiographic data, were retrieved from the institutional database.

The NSTEMI diagnosis was made according to the ESC guidelines for the
treatment of ACS. For this diagnosis, at least one of the following criteria
must be present, particularly when accompanied by elevated troponin

458 patients screened

21 patients had chronic inflammatory disease/autoimmune disease

10 patients had a history of malignancy

3 patients were excluded due to a lack of laboratory data

4 patients had sepsis

7 patients had haematological disorder (eg., anemia, leukopenia)

10 patients received blood transfusions in the last 3 months

21 patients received antibiotic treatment in the last 3 months

14 patients had major surgery/trauma

11 patients vaccinated in the last 1 month

107 patients with elevated inflammatory markers (ESR and/or
CRP levels exceeding 5 mg/L)

8 patients had eGFR < 30 mL/min/1,73 m?

9 patients had liver dysfunction

4 patients were MINOCA

3 patients had glucocorticoid therapies within 2 months

NS

226 patients were evaluated

Figure 1. The exclusion criteria for the study population

ESR: Erythrocyte sedimentation rate, CRP: C-reactive protein, eGFR: estimated glomerular filtration rate, MINOCA: Myocardial infarction with non-obstructive

coronary arteries
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levels: symptoms suggestive of ischemia, particularly of recent onset,
presence of pathological Q waves on electrocardiogram, evidence of new
loss of viable myocardium on imaging studies, detection of segmental
abnormalities in cardiac wall motion, or detection of coronary artery
thrombus during angiography (11).

Smokers are people who have been smoking regularly for the past
six months. Hypertension (HT) is defined as a systolic blood pressure
of at least 140 mmHg and/or a diastolic blood pressure of at least 90
mmHg, or a prior diagnosis of HT requiring treatment (12). Diabetes
mellitus (DM) was defined as a fasting plasma glucose level >126 mg/
dL or the use of antidiabetic medication in individuals with a history
of DM (13). Hyperlipidemia is characterized by a total cholesterol
level exceeding 200 mg/dL, a low-density lipoprotein cholesterol level
exceeding 130 mg/dL, or a documented history of hypercholesterolemia
that was diagnosed and managed (14). Peripheral arterial disease is
characterized by occlusion of one or more peripheral arteries, typically
due to atherosclerosis, thrombosis, embolism, scoliosis, or fibromuscular
dysplasia (15).

All metabolic and basic blood parameters were evaluated, and a
complete blood count was measured in peripheral venous blood samples
obtained at the time of NSTEMI diagnosis. The lipid panel and fasting
plasma glucose levels were determined from the first blood samples
obtained after at least 12 hours of fasting during hospitalization.
Laboratory parameters, including routine blood tests, were analyzed at
our hospital.

AISI was determined by multiplying the neutrophil, platelet, and
monocyte counts and dividing the product by the lymphocyte count,
using laboratory data (9).

Assessment of Coronary Angiography and Calculation of SYNTAX
Score

Patients diagnosed with NSTEMI underwent coronary angiography,
performed by experienced interventional cardiologists using the
Seldinger technique, within the first 24 hours of hospital admission,
and the angiographic results were evaluated. Images of the left anterior
descending, left circumflex, and right coronary arteries were assessed
from various angiographic angles.

Decisions on revascularization strategies and medical follow-up were
left to physicians’ discretion. When percutaneous coronary intervention
(PCl) was indicated, it was performed using conventional techniques
during the same session. Before angiography, all patients received a
300 mg loading dose of acetylsalicylic acid, a P2Y12 inhibitor, and a
standard dose of unfractionated heparin (50-70 U/kg).

An independent cardiologist, unaware of the patients’ clinical
characteristics, determined the SXscore. The SXscore was used to assess
the anatomical severity of coronary narrowing, focusing on coronary
vessels with diameters exceeding 1.5 mm and on segments with over
50% narrowing (http://www.SYNTAXscore.com) (16,17). The variability
within observers in defining the SXscore was 1%, while the variability
between observers was 2%. In our study, the SXscore was categorized into
two groups-low (<22) and intermediate-high (>22)- and subsequently
analyzed.
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Statistical Analysis

Statistical analyses were conducted using SPSS software version 21.0
for Windows (SPSS Inc., Chicago, Illinois, USA). Categorical variables
are expressed as percentages, and continuous variables are shown as
mean + standard deviation. The independent samples t-test or the
Mann-Whitney U test, as appropriate, was used to analyze continuous
variables, and the 2 test was applied to categorical variables. Variables
with significant univariable regression coefficients for an intermediate-
to-high SXscore were included in a multivariable regression analysis to
identify independent predictors of an intermediate-to-high SXscore.
Receiver operating characteristic (ROC) analysis was used to determine
the cut-off levels of AISI for predicting an intermediate-to-high SXscore.
The statistical significance level was set at p<0.05, and 95% confidence
intervals (Cls) were calculated.

Results

Baseline Characteristics

All study participants were included: 153 (67.70%) had SXscore <22 and
73 (32.30%) had SXscore >22. No statistically significant differences
were observed between the two groups with respect to sex, body mass
index (BMI), comorbidities, or laboratory values (all p>0.05). However,
the prevalence of DM was higher in the SXscore >22 group than in the
SXscore <22 group [47 (64.3%) vs. 72 (47.1%); p=0.037]. Similarly, the
mean age was higher in the SXscore >22 group (66.6£12.2 years vs.
62.4110.2 years, p=0.020). Patients with a SXscore >22 had significantly
higher AISI values than those with a SXscore <22 (482.9£233.8 vs.
416.0+198.6; p=0.027) (Table 1).

Predictors of SYNTAX Score >22 Group

Multivariable logistic regression analysis was conducted to identify
independent predictors of SXscore in NSTEMI patients. Logistic
regression analysis identified age (p=0.010) as an independent predictor
of an intermediate-high SXscore. Additionally, AISI levels were found
to be independent predictors of membership in the SXscore >22
group [odds ratio (OR): 1.002; 95% Cl: 1.000-1.003; p=0.017]. In the
multifaceted model, The probability ratio for AISI indicated that each
one-unit increase in AISI was associated with a greater probability of
an intermediate-to-high SXscore. This finding supports the independent
prognostic value of AISI beyond traditional cardiovascular risk factors
and established inflammatory markers (Table 2).

ROC Analysis for AISI

ROC curve analysis was performed to evaluate AlSI's ability to predict
which patients have an SXscore >22. The study demonstrated that
AISI had significant discriminative ability, with an area under the
curve (AUQ) that indicated good predictive performance in identifying
complex coronary anatomy in NSTEMI patients. The AUC of the AlISI for
predicting the occurrence of the SXscore in patients was 0.578 (95% Cl:
0.497-0.659; p=0.047). The cut-off value of the AISI for predicting the
SXscore was 398.6, with sensitivity and specificity of 0.534 and 0.536,
respectively (Figure 2).
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Table 1. Demographic features and laboratory findings of patients by SYNTAX score groups

Variables

Age, years

Male, gender

BMI (kg/m?)

Systolic BP (mmHg)
Diastolic BP (mmHg)
Previous history
Smoking
Hypertension
Diabetes mellitus
Hyperlipidemia

PAD

Laboratory values
White blood cell count (10%/L)
Hemoglobin (g/L)
Creatinine (mg/dL)
LDL-C (mg/dL)
HDL-C (mg/dL)

Total cholesterol (mg/dL)
Triglyceride (mg/dL)
Glucose (mg/dL)

AISI

SYNTAX score <22 (n=153)
62.4+10.2

107 (69.9)

29.30+3.36

135£16.9

79.4£10.9

89 (58.2)
100 (65.4)
72 (47.1)
74 (48.4)
27 (17.6)

9.0£2.5
13.5£1.9
0.90£0.20
117.8+40.9
40.3£10.8
191.4+50.2
167.2+90.1
140.3+66.2
416£198.6

SYNTAX score >22 (n=73) p value
66.61£12.2 0.020
53 (72.6) 0.690
29.361+3.41 0.902
133£15.9 0.377
79.219.3 0.844
35 (47.9) 0.149
48 (65.9) 0.954
47 (64.3) 0.037
37 (50.6) 0.744
11 (15.1) 0.628
8.812.3 0.591
13.2£1.5 0.176
0.95£0.24 0.130
116.6%40.1 0.816
38.7£9.7 0.202
186.4+43.9 0.401
163.7£90.9 0.789
151.3£70.0 0.297
482.9+233.8 0.027

Data presented as mean + standard deviation or number (%). BMI: Body mass index, BP: Blood pressure, PAD: Peripheral arterial disease, LDL-C: Low-density lipoprotein cholesterol, HDL-C:
High-density lipoprotein cholesterol, AISI: Aggregate Index of Systemic Inflammation

Table 2. Univariate and multivariate logistic regression analysis identifying the independent predictors of the presence of a SYNTAX score

<22

Variables

Diabetes mellitus
Age
AlSI

Univariate analysis
OR (95% ClI)

1.156 (0.542-2.020)
1.032 (1.008-1.056)
1.001 (1.000-1.003)

OR: Odds ratio, CI: Confidence interval, AISI: Aggregate Index of Systemic Inflammation

087

0,67

Sensitivity

0,44

027

ROC Curve
//
00 T T T T
00 02 04 06 08 10
1 - Specificity

Figure 2. ROC curve for AlSI

value as a predictor of SYNTAX score >22

ROC: Receiver operating characteristic, AlSI: Aggregate Index of Systemic

Inflammation

Multivariate analysis

P OR (95% Cl) P

0.618

0.016 1.035 (1.008-1.066) 0.010

0.028 1.002 (1 .000-1 .003) 0.017
Discussion

Inourcohort, patientswith NSTEMI were divided into two groups based on
their SXscore: those with scores >22 were considered high-risk according
to clinical guidelines (16). Patients with medium-high SXscore had high
AISI values, suggesting a possible link between systemic inflammation
and CAD complexity. This finding is consistent with previous studies
suggesting that systemic inflammation plays a significant role in the
initiation, progression, and destabilisation of atherosclerotic plaques,
which can lead to ACS (18). AISI has demonstrated clinically meaningful
sensitivity and specificity for predicting moderate-to-high SXscore,
highlighting its potential as a screening tool in clinical practice. Methods
for assessing NSTEMI risk include clinical and angiographic data, as well
as cardiac biomarkers. NSTEMI is associated with complex mechanisms
involving systemic and local inflammatory processes that contribute to
the progression of atherosclerosis and increase the risk of complications
by triggering acute coronary thrombosis (19). Risk assessment tools such
as Myocardial Infarction Triage and Intervention and Global Registry
of Acute Coronary Events do not include inflammatory markers (20).
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Current evidence suggests that inflammatory indices may enhance
the prognostic value of these validated risk scores (21). In recent years,
interest in inflammation and related markers has increased significantly,
making ita fundamental topicin the field (22). Several studies emphasize
the significance of inflammatory markers and indicators such as NLR
and SlI, highlighting the vital role of inflammation in the progression of
CAD (23-25). The newly developed combined index, AISI, is a measure
of systemic inflammation that evaluates neutrophils, lymphocytes,
monocytes, and platelets (21). In patients presenting with ACS or AlSI,
and in those undergoing PCl, these factors have also been recognized
as independent predictors of adverse clinical outcomes (23). Jiang et
al. (19) have shown that elevated AlISI levels in AMI patients are strongly
associated with higher risks of major adverse cardiovascular and
cerebrovascular events, including all-cause mortality. The study involving
more than 1,044 patients showed that those in the highest AISI quartile
had a 4.64-fold higher risk of all-cause mortality than those in the lowest
quartile (10). Wang et al. (26) examined the link between AISI and the
slow coronary flow phenomenon (SCFP) in patients with ischemia but
no obstructive CAD. They found that AISI independently predicts SCFP;
an optimal cut-off of 264.1 yielded sensitivity and specificity of 64.4%
each. This study demonstrates the effectiveness of AlSI in detecting
coronary microvascular dysfunction in patients, which may represent an
early stage of CAD (26). AlSI offers various advantages as an additional
risk classification tool. It can be obtained from standard complete blood
count parameters, which are readily available in most clinical settings
and do not incur additional costs or require specialized equipment. It
can be detected immediately upon hospital admission, facilitating early
risk assessment and triage decisions. The combined structure of AlSI
provides a more comprehensive assessment of inflammatory status than
do individual blood cell counts or traditional inflammatory markers.
The SXscore is an essential tool for evaluating coronary anatomical
complexity, guiding treatment decisions, and directing revascularization
strategies, but it requires invasive coronary angiography (11). The
relationship between inflammatory markers and the SXscore was also
examined using other composite indices. Cetinkaya et al. (21) examined
the association between the pan-immuno-inflammatory value (PIV) and
the severity of CAD in patients with NSTEMI. Their findings indicated that
a high PIV independently predicted a higher SXscore (OR: 1.003) and
correlated strongly with it (r: 0.68). Although PIV shows promise, the AISI
might be advantageous because of its ease of calculation and broader
applicability across different cardiovascular conditions (21). Konus et al.
(27) evaluated the advanced lung cancer inflammation index (ALI) in
patients with NSTEMI and its relationship with the SXscore. Interestingly,
they found an inverse relationship: lower ALl values are associated
with higher SXscore. The ALl calculation incorporates the neutrophil-
to-lymphocyte ratio, BMI, and serum albumin, which may explain its
differing relationship with AISI (27). This underscores the importance of
understanding how inflammatory indices are constructed and calculated
when evaluating their clinical relevance. Specifically, inflammatory
pathways are triggered by neutrophils, monocytes, platelets, and the
key cytokines they produce. Additionally, circulating lymphocytes are
believed to participate in certain inflammatory pathways.
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The findings indicate that patients with more extensive and complex
coronary atherosclerosis experience higher systemic inflammatory
activation, which can accelerate disease progression and increase the
risk of adverse events. AISI encompasses various cellular components
of the inflammatory process and provides a more comprehensive
assessment of inflammatory burden than individual biomarkers. The
development of integrated risk assessment tools that combine clinical
variables, traditional biomarkers, and new inflammatory indices, such
as AISI, may enable more precise risk stratification and personalized
treatment strategies. These tools can help identify patients who are
most likely to benefit from aggressive medical treatment, early invasive
procedures, or specific interventions. The AISI has been recognized as a
promising biomarker for assessing CAD complexity in NSTEMI patients.
Its strong correlation with the SXscore, together with its accessibility and
cost-effectiveness, supports its potential for use in clinical settings. As our
understanding of the inflammatory basis of CAD advances, biomarkers
like AISI may become increasingly critical to personalized cardiovascular
medicine and to improving patient outcomes.

Our results support recent studies showing a relationship between
inflammatory markers and CAD severity. An advantage of this study
is that the use of routine laboratory parameters to calculate the AISI
enhances the clinical relevance of our results.

Study Limitations

The study’s cross-sectional design prevents us from establishing a causal
relationship between AISI and SXscore. Prospective studies are necessary
to determine whether high AISI values indicate the development of
complex coronary anatomy prior to, or as a consequence of, advanced
atherosclerotic disease. In this study, the AISI parameters were not
measured again, and the calculations were not redone. Our population
might not include all NSTEMI patients, so validation in different cohorts
is necessary to determine widely applicable cut-off values. The optimal
cut-off for AISI may differ depending on population characteristics (age,
gender, and ethnicity) and clinical context, including comorbidity levels.
Although AlISI’s SXscore classification shows good predictive ability, its
practical use ultimately relies on how well it predicts meaningful clinical
outcomes. Future research should examine whether risk classification
using AISI guidance leads to better patient outcomes, such as lower
mortality rates, fewer recurrent cardiovascular events, and more
efficient use of resources.

Conclusion

AISI, an advanced biomarker, has shown significant clinical potential
for identifying patients with intermediate- to high SXscore. It can be
calculated from routine blood count parameters at hospital admission,
enabling early risk assessment and triage decisions without incurring
additional costs or requiring specialized tests. Patients with high AlSI
values may benefit from aggressive medical treatment, closer monitoring,
and potentially earlier invasive procedures. Conversely, those with lower
AlISI values may be suitable for conservative treatment. Identifying high-
risk inflammatory phenotypes may enable personalized treatment
strategies targeting both atherothrombotic and inflammatory factors



of CAD. AISI can also evaluate the effectiveness of anti-inflammatory
therapy in patients. However, further validation is needed through
prospective studies. Artificial intelligence methods can help create more
comprehensive risk assessment tools.

Ethics

Ethics Committee Approval: The Non-Interventional Clinical Research
Ethics Committee of Zonguldak Bulent Ecevit University approved the
study (approval number: 2025/14, date: 09.07.2025).

Informed Consent: Retrospective study.

Footnotes

Authorship Contributions: Concept - N.E.G., i.E.; Design - N.E.G., I.E,,
U.K.; Data Collection or Processing - N.E.G.,, M.B.K., U.K.; Analysis or
Interpretation - I.E., M.B.K., U.K; Literature Search - N.E.G., M.B.K,, UK.;
Writing - N.E.G., M.B.K, U.K.

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study received no
financial support.

References

1. Lawton JS, Tamis-Holland JE, Bangalore S, Bates ER, Beckie TM, Bischoff |M,
et al. 2021 ACC/AHA/SCAI Guideline for coronary artery revascularization:
executive summary: a report of the American College of Cardiology/American
Heart Association Joint Committee on Clinical Practice Guidelines. Circulation.
2022; 145: e4-17.

2. Tsao CW, Aday AW, Almarzooq ZI, Alonso A, Beaton AZ, Bittencourt MS, et al.
Heart Disease and Stroke Statistics-2022 Update: A Report From the American
Heart Association. Circulation. 2022; 145: €153-639.

3. Soeki T, Sata M. Inflammatory biomarkers and atherosclerosis. Int Heart .
2016; 57: 134-9.

4. Maleki M, Tajlil A, Separham A, Sohrabi B, Pourafkari L, Roshanravan N, et al.
Association of neutrophil to lymphocyte ratio (NLR) with angiographic SYNTAX
score in patients with non-ST-Segment elevation acute coronary syndrome
(NSTE-ACS). J Cardiovasc Thorac Res. 2021; 13: 216-21.

5. LiH, MengS, Chen W, Lei X, Kong X, Zhu H. Comparison of different systemic
inflammatory markers in predicting clinical outcomes with Syntax score in
patients with non-ST segment elevation myocardial infarction: a retrospective
study. Int ] Gen Med. 2023; 16: 2595-607.

6. Vergallo R, Crea F. Atherosclerotic plaque healing. N Engl | Med. 2020; 383:
846-57.

7. CreaF, Libby P. Acute coronary syndromes: the way forward from mechanisms
to precision treatment. Circulation. 2017; 136: 1155-66.

8. Babes EE, Bustea C, Behl T, Abdel-Daim MM, Nechifor AC, Stoicescu M, et al.
Acute coronary syndromes in diabetic patients, outcome, revascularization,
and antithrombotic therapy. Biomed Pharmacother. 2022; 148: 112772.

9. Paliogiannis P, Ginesu GC, Tanda C, Feo CF, Fancellu A, Fois AG, et al.
Inflammatory cell indexes as preoperative predictors of hospital stay in open
elective thoracic surgery. ANZ ) Surg. 2018; 88: 616-20.

10. Sardella G, Lucisano L, Garbo R, Pennacchi M, Cavallo E, Stio RE, et al. Single-
staged compared with multi-staged PCl in multivessel NSTEMI patients: the
SMILE Trial. } Am Coll Cardiol. 2016; 67: 264-72.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

Eris Gudiil et al. SYNTAX Score and AISI in NSTEMI

Collet JP, Thiele H, Barbato E, Barthélémy O, Bauersachs J, Bhatt DL, et al. 2020
ESC Guidelines for the management of acute coronary syndromes in patients
presenting without persistent ST-segment elevation. Eur Heart J. 2021; 42:
1289-367.

Unger T, Borghi C, Charchar F, Khan NA, Poulter NR, Prabhakaran D, et al.
2020 International Society of Hypertension Global Hypertension Practice
Guidelines. Hypertension. 2020; 75: 1334-57.

Cosentino F, Grant PJ, Aboyans V, Bailey (J, Ceriello A, Delgado V, et al.
2019 ESC Guidelines on diabetes, pre-diabetes, and cardiovascular diseases
developed in collaboration with the EASD. Eur Heart J. 2020; 41: 255-323.

da Silva PM, Duarte JS, von Hafe P, Gil V, de Oliveira N, de Sousa G.
Standardization of laboratory and lipid profile evaluation: a call for action
with a special focus in 2016 ESC/EAS dyslipidaemia guidelines - Full report.
Atheroscler Suppl. 2018; 31: e1-12.

Rutherford RB, Baker |D, Ernst C, Johnston KW, Porter JM, Ahn S, et al.
Recommended standards for reports dealing with lower extremity ischemia:
revised version. J Vasc Surg. 1997; 26: 517-38.

Kern MJ, Seto AH. Can Automating the SYNTAX score move practice beyond
the angiogram alone? JACC Cardiovasc Interv. 2022; 15: 2487-9.

SYNTAX Working Group. SYNTAX score calculator [Internet]. 2011 [cited 2011
Jan 15]. Available from: http://www.syntaxscore.com.

Libby P, Ridker PM, Hansson GK. Progress and challenges in translating the
biology of atherosclerosis. Nature. 2011; 473: 317-25.

Jiang Y, Luo B, Lu W, Chen Y, Peng Y, Chen L, et al. Association between the
Aggregate Index of Systemic Inflammation and clinical outcomes in patients
with acute myocardial infarction: a retrospective study. J Inflamm Res. 2024;
17: 7057-67.

Kozieradzka A, Kaminski KA, Maciorkowska D, Olszewska M, Dobrzycki S,
Nowak K, et al. GRACE, TIMI, Zwolle and CADILLAC risk scores--do they predict
5-year outcomes after ST-elevation myocardial infarction treated invasively?
Int ) Cardiol. 2011; 148: 70-5.

Cetinkaya Z, Kelesoglu S, Tuncay A, Yilmaz Y, Karaca Y, Karasu M, et al. The role
of pan-immune-inflammation value in determining the severity of coronary
artery disease in NSTEMI patients. | Clin Med. 2024; 13: 1295.

Fan W, Wei C, Liu Y, Sun Q, Tian Y, Wang X, et al. The prognostic value of
hematologic inflammatory markers in patients with acute coronary syndrome
undergoing percutaneous coronary intervention. Clin Appl Thromb Hemost.
2022; 28: 10760296221146183.

Tang J, Li TX, Deng L, Huang XC, He PY, Zhao H. Inflammatory indices AISI
and SIRI in atherosclerosis risk stratification: validation across community and
intensive care populations. Ann Med. 2025; 57: 2530792.

Soehnlein O, Libby P. Targeting inflammation in atherosclerosis - from
experimental insights to the clinic. Nat Rev Drug Discov. 2021; 20: 589-610.

Erbay i, Aladag P. The hemoglobin, albumin, lymphocyte, and platelet score
as a simple blood-based predictor of residual coronary disease burden in
diabetic patients with non-ST-elevation myocardial infarction. Turk Kardiyol
Dern Ars. 2025; 53: 483-91.

Wang HY, Guo J, Hong MY, Li JJ, Jin XQ. Association between the Aggregate
Index of Systemic Inflammation and slow coronary flow phenomenon in
patients with ischemia and no obstructive coronary arteries. Int | Gen Med.
2025; 18: 1431-8.

Konus AH, Ozderya A, Cirakoglu OF, Sayin MR, Yerlikaya MG. The relationship
between advanced lung cancer inflammation index and high SYNTAX score
in patients with non-ST-elevation myocardial infarction. Postepy Kardiol
Interwencyjnej. 2024; 20: 277-84.

37



