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Abstract
Introduction  Preserved ratio impaired spirometry (PRISm) is a subtype of pulmonary function abnormality which 
is characterized by a proportional reduction in non-obstructive expiratory lung volume. Currently, no studies have 
shown a relationship between PRISm and mortality in myocardial infarction (MI) survivors.

Methods  We used cohort data from U.S. adults who attended the National Health and Nutrition Examination 
Survey (NHANES) from 2007 to 2012. According to the ratio of forced expiratory volume in the first second (FEV1) to 
forced vital capacity (FVC), we divided lung function into normal spirometry (FEV1/ FVC) ≥ 70%, FEV1 ≥ 80%), PRISm 
(FEV1/FVC ≥ 70%, FEV1 < 80%) and obstructive spirometry (FEV1/FVC < 70%). Cox regression was used to estimate the 
correlation between lung functions and mortality among MI patients. Kaplan-Meier survival curves compared the 
prognosis of MI with three different lung functions. We further verify the stability of the results by sensitivity analysis.

Results  411 subjects were included in our research. The mean follow-up time for the study was 105 months. 
Compared with normal spirometry, PRISm was significantly correlated with a greater relative risk for all-cause mortality 
(adjust HR 3.41, 95% confidence interval [95%CI]: 1.76–6.60, P < 0.001) and cardiovascular mortality (adjust HR 13.9, 
95%CI: 2.60–74.6, P = 0.002). PRISm remains more correlated with all-cause mortality (adjust HR 2.73, 95%CI: 1.28–5.83, 
P = 0.009) relative to obstructive spirometry. The results are basically stable after sensitivity analysis. Kaplan-Meier 
survival curves showed that patients with PRISm tended to have the lowest survival during the follow-up period.

Conclusion  PRISm is an independent risk factor for all-cause and cardiovascular mortality in MI survivors. The 
presence of PRISm was associated with a significantly higher risk of all-cause mortality compared with obstructive 
spirometry.
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Introduction
With the renewed therapeutic and management modal-
ity, the mortality with myocardial infarction (MI) has 
decreased considerably for patients in the past two 
decades [1]. Therefore, effectively improving the remain-
ing quality of life of myocardial infarction (MI) survivors 
becomes a valuable direction. The exploration of relevant 
risk factors has a positive effect on the prolongation of 
life.

As well known, reduced lung function is a signifi-
cant predictor of cardiovascular disease mortality [2, 
3]. Forced expiratory volume in the first second (FEV1) 
/ forced vital capacity (FVC) is an important indicator 
of lung function. Spirometry results can be divided into 
normal lung function, airway obstruction, and Preserved 
Ratio Impaired Spirometry (PRISm) [4]. GOLD 2023 
provides the first clear definition of PRISm as FEV1/FVC 
greater than or equal to 70% and FEV1 less than 80% pre-
dicted; GOLD states that not all people have PRISm will 
eventually develop fixed airflow obstruction, but they 
should be recognized as “patients” [5]. PRISm has an 
estimated worldwide prevalence of 6 to 20 percent [6–8]. 
Recent prospective studies have shown that the pres-
ence of PRISm at baseline was significantly associated 
with cardiovascular and all-cause mortality in the general 
population [8–11]. Studies show that PRISm is associated 
with the risk of future infarction [3, 12].

However, no studies have yet correlated PRISm with 
the prognosis of death in MI survivors. Survivors of MI 
are ignored. We plan to explore the relationship between 
PRISm and mortality in the MI population by extracting 

data from the National Health and Nutrition Examina-
tion Survey (NHANES).

Methods
Study population
NHANES databases are collected by the United States 
National Center for Health Statistics and Centers for 
Disease Control and Prevention based on the entire U.S. 
population. Survey methodology and sampling design 
make the statistics nationally representative. The data 
collection includes a standardized home interview, physi-
cal examination and biological specimen. NHANES data-
base was approved by the National Center for Health 
Statistics Research Ethics Review Board, and all patients 
had signed informed consent. Our study conforms to the 
criteria for Strengthening Observational Studies in Epi-
demiology [13]. All statistics used in the study are avail-
able at https://www.cdc.gov/nchs/nhanes.

We collected and analyzed participants recorded 
through NHANES from 2007 to 2012. Participants 
received respiratory symptom questionnaires and per-
formed standardized spirometry during this period. The 
research included 411 adult participants with a history 
of myocardial infarction. The medical history of MI was 
based on affirmative answers to the following question 
from the self-report. “Has a doctor or other health pro-
fessional ever told you that you/he/she had a heart attack 
(also called myocardial infarction)?“.

Figure 1 illustrates the detailed inclusion and exclusion 
criteria.

Fig. 1  Flow chart

 

https://www.cdc.gov/nchs/nhanes
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Lung function measurements
Patients underwent spirometry after completing the 
respiratory questionnaire. According to American Tho-
racic Society (ATS) guidelines, Ohio 822/827 dry-rolling 
volume seal, water seal or flow-sensing spirometers are 
used for pre-bronchodilator spirometry [14]. Spirometry 
is graded according to the ATS quality standards, using 
only manoeuvres with a quality grade greater than C [15].

Normal spirometry was defined as FEV1/FVC greater 
than or equal to 70% and an FEV1 greater than or equal to 
80% of the predicted value. Obstructive spirometry was 
defined as FEV1/FVC less than 70%. PRISm was defined 
as FEV1/ FVC greater than or equal to 70% and FEV1 less 
than 80% predicted [16].

Study covariates
We incorporated demographic data (age, gender, race, 
education, body mass index [BMI] and smoking status), 
which were derived from self-reported. The race was 
divided into Non-Hispanic White, Mexican American, 
Non-Hispanic Black and other races. BMI was classified 
into 3 levels (< 25, 25–30 and > 30  kg/m2). Considering 
the relationship between smoking and lung health, we 
categorized smoking status as never (smoking less than 
100 cigarettes in a lifetime), previous (smokes more than 
100 cigarettes but has quit), and current.

In addition, we included diabetes, hypertension, 
chronic kidney disease, heart failure, and stroke as 
comorbidities. Diabetes was defined as the presence of 
one of the following conditions (diagnosed by a physi-
cian, taking glucose-lowering medication, glycosylated 
hemoglobin ≥ 6.5%, fasting blood-glucose ≥ 7.0 mmol/L, 
glucose tolerance test ≥ 11.1 mmol/L). Hypertension was 
defined as the presence of one of the following conditions 
(diagnosed by a physician, using antihypertensive medi-
cations, systolic blood pressure ≥ 140 mmHg or diastolic 
blood pressure ≥ 90 mmHg). Chronic kidney disease 
(CKD) was considered present if the glomerular filtra-
tion rate (GFR) < 60 ml/min/1.73 m [2] or urinary albu-
min-creatinine ratio (UACR) ≥ 30 mg/g [17]. The medical 
history of heart failure and stroke was derived from the 
patient’s self-report [18]. People with heart failure/stroke 
were defined as those who answered “yes” to the follow-
ing questions: “Have you ever been told you have heart 
failure/stroke?“ [19].

The information on substance use (antiplatelet, statin 
and β-blocker) obtained from home interviews was also 
considered as covariates. This reflected the prescription 
drug utilization of the patient within the last 30 days.

Study outcomes
All-cause mortality and cardiovascular mortality in the 
MI population during follow-up were the primary out-
comes of the study. NHANES-linked National Death 

Index public access files determined mortality distribu-
tion status and cause of death statistics. According to 
the International Statistical Classification of Diseases 
10th Revision (ICD-10) codes, cardiovascular mortality 
is defined as death caused by acute rheumatic fever and 
chronic rheumatic heart diseases (I00-I09), hypertensive 
heart disease (I11), hypertensive heart and renal diseases 
(I13), ischemic heart disease (I20-I25) and other heart 
diseases (I26-I51), including atrial fibrillation (I48) and 
heart failure (I50) [20].

Statistical analysis
Descriptive statistics are weighted based on demographic 
data. Weighted cox regression was used to estimate the 
correlation between different lung functions (normal spi-
rometry, PRISm and obstructive spirometry) and mor-
tality among MI patients. Furthermore, we adjusted for 
potential bias using three models. Model 1 adjusted noth-
ing, model 2 adjusted age, gender and race, and model 3 
adjusted for model 2 plus education, BMI, smoking, dia-
betes, hypertension, CKD, heart failure, stroke, use of 
antiplatelet, use of statin, and use of β-blocker. Kaplan-
Meier survival curves were used to assess the influence 
of three lung functions on all-cause and cardiovascular 
mortality in MI survivors. To further verify the stability 
of the results, we performed a sensitivity analysis using 
propensity score matching (PSM). After the three lung 
function groups were matched two-by-two separately, 
regression analysis was conducted to verify the relation-
ship between lung function and mortality. Statistical sig-
nificance was assessed at a two-sided P value < 0.05. Since 
the missing values of all covariates were less than 0.5%, 
we ignored them in the analysis.

The statistical analyses were performed with the statis-
tical software packages and Free Statistics software ver-
sions (1.5) and R v4.1.3 (http://www.R-project.org, The R 
Foundation).

Results
Baseline characteristics
411 patients with MI were enrolled in our study. The 
baseline characteristics of the study population are 
shown in Table 1, with a weighted population of 411 par-
ticipants reflecting 4,258,261 Americans. The mean age 
of subjects was 62.3. Most subjects were male (68.9%) and 
Non-Hispanic White (53.8%). 48.7% of the subjects had a 
BMI greater than 30 kg/m2. Former and current smokers 
accounted for 68.1% of MI survivors. Among the MI par-
ticipants, 45.9% suffered from diabetes, and 36.0% from 
CKD. 23.1% of patients on antiplatelet drugs. Regarding 
mortality, 31.5% of subjects died during a mean follow-
up of 105 months, of which 9.7% died of cardiovascular 
disease. Patients with obstructive pulmonary function 
were older, while patients with PRISm had a higher BMI. 

http://www.R-project.org
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Patients with abnormal spirometry (including PRISm and 
obstructive pulmonary) tend to have a smoking history, 
are prone to combined diabetes and CKD, and have a 
high mortality rate.

Association between lung functions and mortality
Table 2 shows the correlation of different lung functions 
with all-cause mortality and cardiovascular mortality. 
Compared with normal and obstructive spirometry, the 
adjusted HRs for all-cause mortality for PRISm were 3.41 
(95% confidence interval [95%CI]: 1.76–6.60, P < 0.001) 
and 2.73 (95%CI: 1.28–5.83, P = 0.009), respectively. It 
can be seen that PRISm was an 173% higher risk of death 
than obstructive spirometry in terms of all-cause mor-
tality. At baseline with normal spirometry, we found 
that PRISm (HR: 13.9, 95%CI: 2.60–74.6, P = 0.002) and 
obstructive spirometry (HR: 2.02, 95%CI: 1.08–3.80, 
P = 0.028) were significantly associated with a greater risk 

of cardiovascular mortality. Kaplan-Meier survival curves 
(Fig. 2) showed that PRISm patients had the lowest sur-
vival rates during follow-up.

Sensitivity analysis
To further verify the stability of the results, we performed 
PSM of the three pulmonary function groups. The three 
groups were matched two by two (Table S1-S3). None 
of the differences in baseline information after match-
ing were statistically significant (P > 0.05), indicating sig-
nificant overlap in propensity scores. The post-matching 
COX regressions indicated that the main results were 
essentially the same as before PSM (Table S4). The trend 
towards an increased risk of all-cause mortality for 
PRISm compared to obstructive spirometry persisted, 
however the p-value was 0.083.

Table 1  Characteristics of participants, 2007–2012 NHANES (n = 411)
Characteristics Total

(N = 411)
Normal spirometry
(N = 206)

PRISm
(N = 71)

Obstructive spirometry
(N = 134)

P

Age, years 62.3 ± 11.2 60.0 ± 12.0 60.0 ± 10.6 67.1 ± 8.6 < 0.001

Male, n (%) 283 (68.9) 138 (67) 44 (62) 101 (75.4) 0.102

Race/ethnicity, n (%) < 0.001

Non-Hispanic White 221 (53.8) 93 (45.1) 32 (45.1) 96 (71.6)

Mexican American 46 (11.2) 32 (15.5) 7 (9.9) 7 (5.2)

Non-Hispanic Black 87 (21.2) 54 (26.2) 16 (22.5) 17 (12.7)

Other Race 57 (13.9) 27 (13.1) 16 (22.5) 14 (10.4)

Education, n (%) 0.011

< High school diploma 71 (17.3) 36 (17.5) 12 (16.9) 23 (17.2)

Completed high school 188 (45.7) 78 (37.9) 41 (57.7) 69 (51.5)

≥ College 152 (37.0) 92 (44.7) 18 (25.4) 42 (31.3)

BMI, kg/m2, % 0.001

< 25 84 (20.4) 37 (18) 10 (14.1) 37 (27.6)

25–30 127 (30.9) 59 (28.6) 17 (23.9) 51 (38.1)

> 30 200 (48.7) 110 (53.4) 44 (62) 46 (34.3)

Smoke, % < 0.001

Never smoker 131 (31.9) 89 (43.2) 20 (28.2) 22 (16.4)

Former smoker 163 (39.7) 70 (34) 25 (35.2) 68 (50.7)

Current smoker 117 (28.5) 47 (22.8) 26 (36.6) 44 (32.8)

Comorbidities, %

Hypertension 313 (76.2) 163 (79.1) 49 (69) 101 (75.4) 0.219

Diabetes 188 (45.9) 77 (37.6) 47 (66.2) 64 (47.8) < 0.001

CKD 143 (36.0) 60 (30) 28 (41.8) 55 (42.3) 0.042

Heart failure 114 (28.3) 54 (26.6) 22 (31) 38 (29.5) 0.731

Stroke 70 (17.1) 34 (16.6) 16 (22.5) 20 (14.9) 0.374

Medication use, %

Antiplatelet 95 (23.1) 50 (24.3) 13 (18.3) 38 (28.4) 0.01

Statin 226 (55.1) 106 (51.5) 36 (50.7) 84 (63.2) 0.076

β-blocker 233 (56.8) 111 (53.9) 40 (56.3) 82 (61.7) 0.368

Mortality

All-cause 129 (31.5) 41 (19.9) 31 (44.3) 57 (42.5) < 0.001

Cardiovascular-related 40 (9.7) 11 (5.3) 11 (15.5) 18 (13.4) 0.01
BMI: body mass index, CKD: chronic kidney diseases, PRISm: preserved ratio impaired spirometry
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Discussion
To our knowledge, this is the first study to examine the 
relationship between PRISm and mortality in MI survi-
vors. As shown in Table 2, for all-cause and cardiovascu-
lar mortality, the presence of PRISm disease at baseline 
was significantly associated with an increased absolute 
risk relative to normal spirometry. In addition, the all-
cause mortality rate for PRISm was even higher than 
that for obstructive disease. Although the result after 
PSM was negative, there was still a trend towards higher 
mortality risk in the PRISm group. The reduced sample 
size after matching contributes to explain it. Sensitivity 
analysis demonstrated that the other results were gen-
erally stable. Limited data suggest that 50% of patients 
with PRISm may return to normal spirometry levels [11]. 
Therefore, dynamic monitoring of pulmonary function in 
patients with MI in the presence of PRISm has positive 
implications for assessing their prognosis. Unfortunately, 
this study was unable to achieve dynamic detection of 
lung function, which is to be supplemented by subse-
quent studies.

The prevalence of hypertension and diabetes is higher 
in patients with abnormal spirometry [21, 22], and our 
experiments verify that this finding is also generalized in 
patients with MI (Table  1). The current explanation for 
this phenomenon is a combination of pulmonary inflam-
mation, chronic systemic inflammation and oxidative 
stress [23]. Fibrinogen and other inflammation-sensitive 
plasma proteins (ISPs) are components of the inflamma-
tory response and there is an increased incidence of MI 
in those with high plasma protein levels [24, 25]. Other 
inflammatory markers, such as C-reactive protein, fibro-
nectin, pro-inflammatory cytokines and leukocyte levels, 
are further increased when lung function decreases [26–
28]. Researchers consider that inflammatory cells and 
pro-inflammatory mediators in the lungs spill out of the 
systemic circulation, leading to chronic systemic inflam-
mation [23, 29]. In addition, obesity, dyslipidemia and 
metabolic syndrome were also found to be independently 
associated with PRISm [30, 31]. This explains the compli-
cations of PRISm to a certain extent.

Although obstructive breathing patterns are more com-
mon, restrictive breathing patterns have shown a stron-
ger association with cardiovascular disease, according to 
research findings [32]. The complex interactions between 
airflow obstruction, pulmonary vascular remodeling, 
and cardiac function are not well understood. Numerous 
studies have shown an association between reduced lung 
function and future cardiovascular events (atrial fibrilla-
tion, acute coronary syndrome and heart failure) [33–35]. 
Ramalho et al. [36] suggested that a FVC decrease with 
or without FEV1 ratio decreasemay represent different 
pathological processes, such as LV underfilling observed 
in the obstructive type and LV diastolic dysfunction Ta
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observed in the restrictive type. This may explain the 
difference in prognosis between PRISm and obstructive 
lung disease in MI.

The strength of our report is the use of two indicators, 
FEV1 and FVC, to classify subjects into normal spirom-
etry, obstructive spirometry, and PRISm. Previous studies 
have analyzed FEV1 and FVC as continuous variables [3, 
37], which may have resulted in omission of the PRISm 
population. In addition, by means of complex sampling 
weighting, the sample for this study is representative of 
the entire U.S. population data. Undeniably, there are 
some limitations in our study. First, confounding factors 
may create potential bias. Second, since the presence of 
disease was obtained through self-report, it could lead to 
potential bias. However, the sensitivity of self-reported 
MI ranged from 89.0 to 97.7% and the specificity from 
90–99% [38–40]. Several studies have suggested that 
self-reported MI can be reliably applied to include and 
exclude patients at baseline [41, 42]. Finally, although the 
study encompassed ethnic diversity, participants were 
confined to the United States and the findings cannot be 
generalized outside the United States.

Conclusions
PRISm is an independent risk factor for all-cause and 
cardiovascular mortality in MI survivors. The presence 
of PRISm was associated with a significantly higher risk 
of all-cause mortality compared with obstructive spirom-
etry. This provides new insight into the link between lung 
function and MI.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12872-023-03352-2.

Supplementary file: Sensitivity analysis

Acknowledgements
Not applicable.

Authors’ contributions
Dan Li and Zhisen Ruan participated in the study design, analyzed the 
results, and edited the manuscript. Shen Xie, Shunchao Xuan and Hengyi 
Zhao participated in the manuscript modification. Bo Wu participated in the 
research design and editor of the manuscript.

Funding
This study is supported by the 2022 Special Project on the Inheritance 
of Ancient Literature and Special Techniques of Chinese Medicine 
(0686-2211CA080200Z).

Data Availability
Data in the article can be obtained from the NHANES database (https://www.
cdc.gov/nchs/nhanes/index.htm).

Declarations

Ethical approval and consent to participate
The NHANES survey was approved by the Ethics Committee of the National 
Center for Health Statistics. All signed informed consent and the data used 
were de-identified. All information from the NHANES program is available and 
free for public, so the agreement of the medical ethics committee board was 
not necessary. The study was conducted in accordance with the Declaration 
of Helsinki (as revised in 2013).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 18 March 2023 / Accepted: 16 June 2023

References
1.	 Puymirat E, Simon T, Cayla G, et al. Acute myocardial infarction: changes 

in patient characteristics, management, and 6-Month Outcomes 
over a period of 20 years in the FAST-MI program (French Registry of 
Acute ST-Elevation or Non-ST-Elevation myocardial infarction) 1995 
to 2015. Circulation. 2017;136(20):1908–19. https://doi.org/10.1161/
CIRCULATIONAHA.117.030798.

2.	 Sin DD, Wu L, Man SFP. The relationship between reduced lung function 
and cardiovascular mortality: a population-based study and a systematic 
review of the literature. Chest. 2005;127(6):1952–9. https://doi.org/10.1378/
chest.127.6.1952.

3.	 Engström G, Hedblad B, Janzon L. Reduced lung function predicts increased 
fatality in future cardiac events. A population-based study. J Intern Med. 
2006;260(6):560–7. https://doi.org/10.1111/j.1365-2796.2006.01718.x.

Fig. 2  Kaplan-Meier survival curves between different lung functions and mortality in MI survivors
(A) All-cause mortality, (B) Cardiovascular mortality

 

http://dx.doi.org/10.1186/s12872-023-03352-2
http://dx.doi.org/10.1186/s12872-023-03352-2
https://www.cdc.gov/nchs/nhanes/index.htm
https://www.cdc.gov/nchs/nhanes/index.htm
http://dx.doi.org/10.1161/CIRCULATIONAHA.117.030798
http://dx.doi.org/10.1161/CIRCULATIONAHA.117.030798
http://dx.doi.org/10.1378/chest.127.6.1952
http://dx.doi.org/10.1378/chest.127.6.1952
http://dx.doi.org/10.1111/j.1365-2796.2006.01718.x


Page 7 of 7Li et al. BMC Cardiovascular Disorders          (2023) 23:331 

4.	 Schwartz A, Arnold N, Skinner B, et al. Preserved ratio impaired spirom-
etry in a spirometry database. Respir Care. 2021;66(1):58–65. https://doi.
org/10.4187/respcare.07712.

5.	 Varraso R, Chiuve SE, Fung TT, et al. Alternate healthy eating Index 2010 and 
risk of chronic obstructive pulmonary disease among US women and men: 
prospective study. BMJ. 2015;350:h286. https://doi.org/10.1136/bmj.h286.

6.	 Wan ES, Castaldi PJ, Cho MH, et al. Epidemiology, genetics, and subtyping 
of preserved ratio impaired spirometry (PRISm) in COPDGene. Respir Res. 
2014;15:89. https://doi.org/10.1186/s12931-014-0089-y.

7.	 Jankowich M, Elston B, Liu Q, et al. Restrictive spirometry pattern, Cardiac 
structure and function, and Incident Heart failure in African Americans. The 
Jackson Heart Study. Ann Am Thorac Soc. 2018;15(10):1186–96. https://doi.
org/10.1513/AnnalsATS.201803-184OC.

8.	 Wan ES, Balte P, Schwartz JE, et al. Association between preserved 
ratio impaired spirometry and clinical outcomes in US adults. JAMA. 
2021;326(22):2287–98. https://doi.org/10.1001/jama.2021.20939.

9.	 Washio Y, Sakata S, Fukuyama S, et al. Risks of mortality and airflow limita-
tion in japanese individuals with preserved ratio impaired spirometry. 
Am J Respir Crit Care Med. 2022;206(5):563–72. https://doi.org/10.1164/
rccm.202110-2302OC.

10.	 Wijnant SRA, De Roos E, Kavousi M, et al. Trajectory and mortality of 
preserved ratio impaired spirometry: the Rotterdam Study. Eur Respir J. 
2020;55(1):1901217. https://doi.org/10.1183/13993003.01217-2019.

11.	 Higbee DH, Granell R, Davey Smith G, Dodd JW. Prevalence, risk factors, 
and clinical implications of preserved ratio impaired spirometry: a UK 
Biobank cohort analysis. Lancet Respir Med. 2022;10(2):149–57. https://doi.
org/10.1016/S2213-2600(21)00369-6.

12.	 Shah CH, Reed RM, Liang Y, Zafari Z. Association between lung function 
and future risks of diabetes, asthma, myocardial infarction, hypertension 
and all-cause mortality. ERJ Open Res. 2021;7(3):00178–2021. https://doi.
org/10.1183/23120541.00178-2021.

13.	 von Elm E, Altman DG, Egger M, et al. The strengthening the reporting of 
Observational Studies in Epidemiology (STROBE) statement: guidelines for 
reporting observational studies. Lancet. 2007;370(9596):1453–7. https://doi.
org/10.1016/S0140-6736(07)61602-X.

14.	 Miller MR, Hankinson J, Brusasco V, et al. Standardisation of spirometry. Eur 
Respir J. 2005;26(2):319–38. https://doi.org/10.1183/09031936.05.00034805.

15.	 Hankinson JL, Odencrantz JR, Fedan KB. Spirometric reference values 
from a sample of the general U.S. population. Am J Respir Crit Care Med. 
1999;159(1):179–87. https://doi.org/10.1164/ajrccm.159.1.9712108.

16.	 Quanjer PH, Stanojevic S, Cole TJ, et al. Multi-ethnic reference values for spi-
rometry for the 3-95-yr age range: the global lung function 2012 equations. 
Eur Respir J. 2012;40(6):1324–43. https://doi.org/10.1183/09031936.00080312.

17.	 Levey AS, Stevens LA, Schmid CH, et al. A new equation to estimate 
glomerular filtration rate. Ann Intern Med. 2009;150(9):604–12. https://doi.
org/10.7326/0003-4819-150-9-200905050-00006.

18.	 Kennel PJ, Kneifati-Hayek J, Bryan J, et al. Prevalence and determinants of 
hyperpolypharmacy in adults with heart failure: an observational study 
from the National Health and Nutrition Examination Survey (NHANES). BMC 
Cardiovasc Disord. 2019;19(1):76. https://doi.org/10.1186/s12872-019-1058-7.

19.	 Fan T, Su D. Interaction effects between sleep disorders and depression on 
heart failure. BMC Cardiovasc Disord. 2023;23(1):132. https://doi.org/10.1186/
s12872-023-03147-5.

20.	 Li J, Covassin N, Bock JM, et al. Excessive daytime sleepiness and Cardiovas-
cular Mortality in US adults: a NHANES 2005–2008 Follow-Up study. Nat Sci 
Sleep. 2021;13:1049–59. https://doi.org/10.2147/NSS.S319675.

21.	 Maclay JD, MacNee W. Cardiovascular disease in COPD: mechanisms. Chest. 
2013;143(3):798–807. https://doi.org/10.1378/chest.12-0938.

22.	 Sin DD, Man SFP. Chronic obstructive pulmonary disease: a novel risk factor 
for cardiovascular disease. Can J Physiol Pharmacol. 2005;83(1):8–13. https://
doi.org/10.1139/y04-116.

23.	 Barnes PJ, Celli BR. Systemic manifestations and comorbidities of COPD. Eur 
Respir J. 2009;33(5):1165–85. https://doi.org/10.1183/09031936.00128008.

24.	 Gabay C, Kushner I. Acute-phase proteins and other systemic responses to 
inflammation. N Engl J Med. 1999;340(6):448–54. https://doi.org/10.1056/
NEJM199902113400607.

25.	 Zhu Y, Xian X, Wang Z, et al. Research Progress on the relationship between 
atherosclerosis and inflammation. Biomolecules. 2018;8(3):E80. https://doi.
org/10.3390/biom8030080.

26.	 Kaźmierczak M, Ciebiada M, Pękala-Wojciechowska A, Pawłowski 
M, Nielepkowicz-Goździńska A, Antczak A. Evaluation of markers of 

inflammation and oxidative stress in COPD patients with or without Car-
diovascular Comorbidities. Heart Lung Circ. 2015;24(8):817–23. https://doi.
org/10.1016/j.hlc.2015.01.019.

27.	 Lind P, Hedblad B, Stavenow L, Janzon L, Eriksson KF, Lindgärde F. Influence 
of plasma fibrinogen levels on the incidence of myocardial infarction and 
death is modified by other inflammation-sensitive proteins: a long-term 
cohort study. Arterioscler Thromb Vasc Biol. 2001;21(3):452–8. https://doi.
org/10.1161/01.atv.21.3.452.

28.	 Ridker PM, Cushman M, Stampfer MJ, Tracy RP, Hennekens CH. Inflam-
mation, aspirin, and the risk of cardiovascular disease in apparently 
healthy men. N Engl J Med. 1997;336(14):973–9. https://doi.org/10.1056/
NEJM199704033361401.

29.	 Decramer M, Janssens W, Miravitlles M. Chronic obstructive pulmo-
nary disease. Lancet. 2012;379(9823):1341–51. https://doi.org/10.1016/
S0140-6736(11)60968-9.

30.	 Moualla M, Qualls C, Arynchyn A, et al. Rapid decline in lung function is 
temporally associated with greater metabolically active adiposity in a 
longitudinal study of healthy adults. Thorax. 2017;72(12):1113–20. https://doi.
org/10.1136/thoraxjnl-2016-209125.

31.	 Leone N, Courbon D, Thomas F, et al. Lung function impairment and meta-
bolic syndrome: the critical role of abdominal obesity. Am J Respir Crit Care 
Med. 2009;179(6):509–16. https://doi.org/10.1164/rccm.200807-1195OC.

32.	 Johnston AK, Mannino DM, Hagan GW, Davis KJ, Kiri VA. Relationship 
between lung function impairment and incidence or recurrence of cardio-
vascular events in a middle-aged cohort. Thorax. 2008;63(7):599–605. https://
doi.org/10.1136/thx.2007.088112.

33.	 Cuttica MJ, Colangelo LA, Dransfield MT, et al. Lung function in young adults 
and risk of Cardiovascular events over 29 years: the CARDIA Study. J Am Heart 
Assoc. 2018;7(24):e010672. https://doi.org/10.1161/JAHA.118.010672.

34.	 Agarwal SK, Heiss G, Barr RG, et al. Airflow obstruction, lung function, and risk 
of incident heart failure: the atherosclerosis risk in Communities (ARIC) study. 
Eur J Heart Fail. 2012;14(4):414–22. https://doi.org/10.1093/eurjhf/hfs016.

35.	 Johnson LSB, Juhlin T, Engström G, Nilsson PM. Reduced forced expiratory 
volume is associated with increased incidence of atrial fibrillation: the Malmo 
Preventive Project. Europace. 2014;16(2):182–8. https://doi.org/10.1093/
europace/eut255.

36.	 Ramalho SHR, Shah AM. Lung function and cardiovascular disease: a 
link. Trends Cardiovasc Med. 2021;31(2):93–8. https://doi.org/10.1016/j.
tcm.2019.12.009.

37.	 Zaigham S, Johnson L, Wollmer P, Engström G. Measures of low lung function 
and the prediction of incident COPD events and acute coronary events. 
Respir Med. 2018;144:68–73. https://doi.org/10.1016/j.rmed.2018.10.007.

38.	 Machón M, Arriola L, Larrañaga N, et al. Validity of self-reported prevalent 
cases of stroke and acute myocardial infarction in the spanish cohort of the 
EPIC study. J Epidemiol Community Health. 2013;67(1):71–5. https://doi.
org/10.1136/jech-2011-200104.

39.	 Yamagishi K, Ikeda A, Iso H, Inoue M, Tsugane S, JPHC Study Group. Self-
reported stroke and myocardial infarction had adequate sensitivity in a 
population-based prospective study JPHC (Japan Public Health Center)-
based prospective study. J Clin Epidemiol. 2009;62(6):667–73. https://doi.
org/10.1016/j.jclinepi.2008.07.016.

40.	 Okura Y, Urban LH, Mahoney DW, Jacobsen SJ, Rodeheffer RJ. Agreement 
between self-report questionnaires and medical record data was substantial 
for diabetes, hypertension, myocardial infarction and stroke but not for heart 
failure. J Clin Epidemiol. 2004;57(10):1096–103. https://doi.org/10.1016/j.
jclinepi.2004.04.005.

41.	 Shah NS, Huffman MD, Ning H, Lloyd-Jones DM. Trends in myocardial infarc-
tion secondary prevention: the National Health and Nutrition examination 
surveys (NHANES), 1999–2012. J Am Heart Assoc. 2015;4(4):e001709. https://
doi.org/10.1161/JAHA.114.001709.

42.	 Dong W, Yang Z. Association of Dietary Fiber Intake with myocardial infarc-
tion and stroke events in US adults: a cross-sectional study of NHANES 2011–
2018. Front Nutr. 2022;9:936926. https://doi.org/10.3389/fnut.2022.936926.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

http://dx.doi.org/10.4187/respcare.07712
http://dx.doi.org/10.4187/respcare.07712
http://dx.doi.org/10.1136/bmj.h286
http://dx.doi.org/10.1186/s12931-014-0089-y
http://dx.doi.org/10.1513/AnnalsATS.201803-184OC
http://dx.doi.org/10.1513/AnnalsATS.201803-184OC
http://dx.doi.org/10.1001/jama.2021.20939
http://dx.doi.org/10.1164/rccm.202110-2302OC
http://dx.doi.org/10.1164/rccm.202110-2302OC
http://dx.doi.org/10.1183/13993003.01217-2019
http://dx.doi.org/10.1016/S2213-2600(21)00369-6
http://dx.doi.org/10.1016/S2213-2600(21)00369-6
http://dx.doi.org/10.1183/23120541.00178-2021
http://dx.doi.org/10.1183/23120541.00178-2021
http://dx.doi.org/10.1016/S0140-6736(07)61602-X
http://dx.doi.org/10.1016/S0140-6736(07)61602-X
http://dx.doi.org/10.1183/09031936.05.00034805
http://dx.doi.org/10.1164/ajrccm.159.1.9712108
http://dx.doi.org/10.1183/09031936.00080312
http://dx.doi.org/10.7326/0003-4819-150-9-200905050-00006
http://dx.doi.org/10.7326/0003-4819-150-9-200905050-00006
http://dx.doi.org/10.1186/s12872-019-1058-7
http://dx.doi.org/10.1186/s12872-023-03147-5
http://dx.doi.org/10.1186/s12872-023-03147-5
http://dx.doi.org/10.2147/NSS.S319675
http://dx.doi.org/10.1378/chest.12-0938
http://dx.doi.org/10.1139/y04-116
http://dx.doi.org/10.1139/y04-116
http://dx.doi.org/10.1183/09031936.00128008
http://dx.doi.org/10.1056/NEJM199902113400607
http://dx.doi.org/10.1056/NEJM199902113400607
http://dx.doi.org/10.3390/biom8030080
http://dx.doi.org/10.3390/biom8030080
http://dx.doi.org/10.1016/j.hlc.2015.01.019
http://dx.doi.org/10.1016/j.hlc.2015.01.019
http://dx.doi.org/10.1161/01.atv.21.3.452
http://dx.doi.org/10.1161/01.atv.21.3.452
http://dx.doi.org/10.1056/NEJM199704033361401
http://dx.doi.org/10.1056/NEJM199704033361401
http://dx.doi.org/10.1016/S0140-6736(11)60968-9
http://dx.doi.org/10.1016/S0140-6736(11)60968-9
http://dx.doi.org/10.1136/thoraxjnl-2016-209125
http://dx.doi.org/10.1136/thoraxjnl-2016-209125
http://dx.doi.org/10.1164/rccm.200807-1195OC
http://dx.doi.org/10.1136/thx.2007.088112
http://dx.doi.org/10.1136/thx.2007.088112
http://dx.doi.org/10.1161/JAHA.118.010672
http://dx.doi.org/10.1093/eurjhf/hfs016
http://dx.doi.org/10.1093/europace/eut255
http://dx.doi.org/10.1093/europace/eut255
http://dx.doi.org/10.1016/j.tcm.2019.12.009
http://dx.doi.org/10.1016/j.tcm.2019.12.009
http://dx.doi.org/10.1016/j.rmed.2018.10.007
http://dx.doi.org/10.1136/jech-2011-200104
http://dx.doi.org/10.1136/jech-2011-200104
http://dx.doi.org/10.1016/j.jclinepi.2008.07.016
http://dx.doi.org/10.1016/j.jclinepi.2008.07.016
http://dx.doi.org/10.1016/j.jclinepi.2004.04.005
http://dx.doi.org/10.1016/j.jclinepi.2004.04.005
http://dx.doi.org/10.1161/JAHA.114.001709
http://dx.doi.org/10.1161/JAHA.114.001709
http://dx.doi.org/10.3389/fnut.2022.936926

	﻿The relationship between preserved ratio impaired spirometry and mortality in the myocardial infarction survivors: a population-based cohort study
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study population
	﻿Lung function measurements
	﻿Study covariates
	﻿Study outcomes
	﻿Statistical analysis

	﻿Results
	﻿Baseline characteristics
	﻿Association between lung functions and mortality
	﻿Sensitivity analysis

	﻿Discussion
	﻿Conclusions
	﻿References


