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Study of new atrial fibrillation in patients with ST elevation myocardial
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Abstract  Objective: To investigate the incidence, predictors and prognosis of new-onset atrial fibrillation
(NOAF) in patients with acute ST elevation myocardial infarction (STEMI) ,and to compare the incidence, predic-
tors and prognosis of NOAF between patients receiving pharmaco-invasive strategy (PIS) andpatients receiving the
primary percutaneous coronary intervention (PPCI). Method: The clinical data of 341 STEMI patients were retro-
spectively analyzed and divided into PIS group (n=170,{urther divided into PIS-SR group and PIS-NOAF group
according to whether the patient was sinus rhythm or NOAF) and PPCI group (n=171, also further divided into
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PPCI-SR group and PPCI-NOAF group) according to the treatment methods. The general clinical data,echocardio-
graphic indexes and coronary angiography results of the two groups were analyzed, and the incidence, predictive
factors and prognosis of NOAF in the two groups were evaluated. Result: The incidence of NOAF was 11. 2% in
the PIS group and 10.5% in the PPCI group, with no significant difference( P=>0. 05). There was no significant
difference in age.gender and other general clinical data,echocardiographic indexes and coronary angiography results
between the two groups ( P>>0. 05). There was no significant difference in prognosis between the two groups of
patients ( P=>0. 05). The subgroup analysis of the PIS group showed that the number of elderly and hypertensive
patients in the NOAF group was higher than that in the sinus rhythm group, there were more patients with higher
LAVI,lower LVEF and more patients with right coronary artery occlusion in PPCI subgroup ( P<C0. 05). The re-
sults of PPCI subgroup analysis were similar to those in PIS group.and there were more elderly and hypertensive
patients in NOAF group, higher LAVI, lower LVEF and more patients with right coronary artery occlusion ( P
<0. 05). Single factor analysis of all patients with NOAF and sinus rhythm showed that the elderly and hyperten-
sive patients in NOAF group,there were more patients, higher LAVI,lower LVEF and more right coronary artery
occlusion (P<C0. 05). The results of multiple logistic regression equations showed that in the PPCI group and the
PIS group. the independent risk factors for NOAF in STEMI patients were advanced age, hypertension, increased
LAVI,decreased LVEF, and responsible right coronary artery. Conclusion: NOAF is a common complication of
STEMI. Elderly age, hypertension, increased left atrial volume index, decreased left ventricular ejection fraction

and right coronary artery occlusion are independent predictors of NOAF. There was no significant difference in the

+ 541 -

incidence, predictors and prognosis of NOAF between PIS group and PPCI group.

Key words acute myocardial infarction; pharmaco-invasive strategy; primary percutaneous coronary interven-

tion;new onset atrial fibrillation
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Table 1 Comparison of clinical data between patients in PIS group and PPCI group

BIC%) , xt s

fetn PIS £H (170 i) PPCI 4 (171 i) ¥/l Pl
— R
i 91(53.5) 97(56.7) 0.352 0.553
/% 631+8 6249 1. 085 0.279
it 4 44(25.9) 37(21.6) 0. 848 0. 357
QL] 37(21.8) 45(26.3) 0.967 0. 325
o I R 61(35.9) 56(32.7) 0.371 0. 542
W PR 66(38.8) 77(45.0) 1.348 0. 246
1L fE 55 70(41.8) 63(36.8) 0.673 0.412
BMI/(kg *+ m ?) 24,63, 1 25.143.8 1.332 0.184
NOAF 19(11.2) 18(10.5) 0.037 0. 847
LAVI/(ml*m %) 33.343.2 33.842.8 1.535 0.126
LVEF/% 45.746.7 46.3+5.5 0. 937 0. 350
TAT M4
EET 4(2.4) 5(2.9) 0. 108 0.742
il 67(39.4) 72(42.1) 0.256 0.613
2 1] ié 32 48(28.2) 52(30. 4) 0.194 0. 659
A ek 51(30.0) 43(25. 1) 1. 006 0.316
MACE
AW 6(3.5) 5(2.9) 0.100 0.752
KAl i 7(4.1) 5(2.9) 0.358 0. 550
O I 52V 14(8.2) 17¢9.9 0. 300 0. 584
HEAESE 5(2.9) 6(3.5) 0. 088 0.767
i 45 58 3(1.8) 5(2.9) 0.122 0.727
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Table 2 Comparison of clinical data between patients in SR group and NOAF group W%, xts
et SR 44 (304 ) NOAF 41(37 #) Y/ P1ii
— R
i 168(55. 3) 20(54. 1) 0.019 0. 889
FEi/ % 6048 6646 3.871 <<0.001
il 4 70(23.0) 11(29.7) 0.818 0. 366
R 69(22.7) 13(35. 1) 2.794 0.095
5 I 96(31.6) 21(56.8) 9.278 0. 002
B PRI 122(40. 1) 21(56.8) 3. 744 0.053
il 115(37.8) 18(48.6) 1.623 0.203
BMI/(kg * m ?) 24,743, 8 24.843.5 0.152 0. 879
A0 B [ FR AR
LAVI/(ml*m %) 32.743.2 34.242.3 3.508 0.001
LVEF/% 48.545. 6 42.147.2 6. 304 <<0. 001
ST I
EFET 7(2.3) 2(5.4) 1.236 0.254
FEHITRE 32 122(40. D 17(45.9) 0. 462 0. 497
7 1] ié S 85(27.9) 15(40. 5) 2.519 0.113
A5 76(25.0) 19(51.4) 11. 397 0.001
MACE
AN 9(2.9) 12. 7 0.008 0.930
KA i 9(2.9 3(8. D 1.281 0.258
O I 52V 24(7.9) 7(18.9) 3.608 0.057
HEAESE 8(2.6) 3(8. D 1.658 0.198
ki #E 5 6(1.9) 2(5.4) 1. 696 0.211

%3 PPCIZAF PIS H STEMI £& & & NOAF B % 5T Logistics B )35 25347
Table 3 Multivariate logistic regression analysis of NOAF occurred in STEMI patients in PPCI group and PIS group

A B SE Wald y° P OR 95% ClI
PPCI 21
AEHS 0.128 0.055 5. 408 0. 020 1.136 1.020~1. 265
15 IR 1.575 0. 749 4. 422 0. 035 4. 831 1.113~20. 970
LAVI 0. 352 0.130 7. 299 0. 007 1.422 1.101~1. 836
LVEF —0.382 0.094 16. 388 <<0. 001 0. 682 0.567~0. 821
A e 9 A8 1.531 0.781 3. 844 0. 047 4.621 1.110~21. 339
PIS 4
AEIE 0.097 0.041 5.721 0.017 1.102 1.018~1.193
1= IR 1.545 0. 747 4.011 0. 045 3. 336 1.015~7.228
LAVI 0.135 0.051 5.184 0. 021 1.147 1.053~1. 322
LVEF —0.108 0. 047 5. 247 0. 022 0. 898 0. 819~0. 985
A 5 AL 1.801 0.573 9. 879 0. 002 6. 055 1.970~18. 615
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