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Abstract

dial infarction based on single-center data and establish a nomogram prediction model. Methods: A total of 744 pa-

Objective: To interrogate risk factors for new-onset atrial fibrillation in patients with acute myocar-

tients admitted to the hospital for acute myocardial infarction and without a history of atrial fibrillation from Janu-
ary 2016 to December 2019 were retrospectively collected. According to whether the patients had atrial fibrillation
during their hospitalization, they were divided into the new-onset atrial fibrillation group (7 =76) and the control

group (n=668). Next, the independent risk factors of new-onset atrial fibrillation were analyzed by single-factor
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and multi-factor logistic regression analysis. Furthermore, the R software was used to establish a nomogram mod-

el for predicting the risk of new-onset atrial fibrillation, and this model was internally verified. Results: Multivari-

ate logistic regression analysis showed that age, ventricular rate, reduced ejection fraction, and increased left atrial

internal diameter were independent risk factors for new-onset atrial fibrillation. Based on this, the nomogram

model was constructed, and the evaluation analysis showed that C-index was 0. 796 (95% CI: 0. 742 to 0. 850).

The calibration curve showed that the actual predictive ability was closer to the ideal predictive power. Conclusion:

Age, heart rate, reduced ejection fraction and increased left atrial internal diameter are independent risk factors for

the development of new-onset atrial fibrillation during hospitalization in AMI patients, and the nomogram model

constructed in this study could evaluate the risk of the development of new-onset atrial fibrillation and has specific

clinical application.
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