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[ Abstract] Objective: The purpose of this study was to investigate the clinical

characteristics of ST-elevation myocardial infarction (STEMI) patients with cardiac rupture (CR),
and to establish a risk prediction model. Method: This study included 38 patients with CR after
STEMI (CR group) and 151 STEMI patients without CR (non-CR group). Risk factors for CR
were identified using univariate and multivariate logistic regression analysis. Multivariate stepwise
logistic regression analysis was used to determine the independent factors for CR. A nomogram
was subsequently validated by AIC, BIC, LR and receiver-operating characteristic curves.
Result: In-hospital mortality in CR and non-CR groups was 68.42% and 16.56%, respectively
(P<<0.001). In stepwise regression analysis, independent variables related to CR includedolder age
(OR=1.780, 95%CI: 1.012~2.900, P=0.019), lower left ventricular ejection fraction (OR=
0.630, 95%CI: 0.452~0.879, P=0.006), higher CKMB values (OR=1.638, 95%CI: 1.095~2.500,
P=0.016), and no interventional treatment (OR=0.020, 95% CI: 0.001~0.471, P=0.015). A
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nomogram model to predict CR risk was generated, which showed good discrimination power with
AIC=23.51, BIC=49.401, LR=58.20 (all P<<0.05) and area under the curve (AUC)=0.971

(P=0.0041).

Conclusion: Multiple factors correlate with an increased risk of CR in patients

with STEMI. A risk prediction model with high accuracy is useful for stratifying STEMI patients

at high-risk CR.
[ Keywords]
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