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Abstract
Background: Non-large artery atherosclerosis (LAA) infarcts are relatively rare compared to LAA type
infarcts. Hemorrhagic transformation (HT) is one of the complications of acute ischemic stroke (AIS),
and we aim to investigate the risk factors for the development of HT in patients with non-LAA type AIS.

Patients and methods From January 2015 to January 2020, we included a total of 52 patients with non-
LAA type AIS who met the criteria for the occurrence of HT, for which 136 patients without HT were
matched. Patients were followed up every 3 months by phone or in the clinic, with a minimum of 1 year of
follow-up per patient. The risk factors associated with prognosis were derived after univariate analysis
and multifactorial logistic regression analysis, and a nomogram model was developed based on these
risk factors. The accuracy of the model was evaluated by creating a calibration plot and the receiver
operating characteristic curve (ROC).

Results: Through univariate analysis and logistics regression analysis, we found that the patient's
creatine kinase-MB (CK-MB), ejection fraction (EF) and platelets (PLT) were independently related to the
HT in patients with non-LAA type AIS. We accordingly developed smoothing curves to predict the
probability of HT and found that the HT rate increased with increasing CK-MB and decreased with
increasing EF and PLT. The nomogram based on these three factors had an area under curve (AUC) of
0.875 for the development group and 0.889 for the external validation group. The calibration plot showed
a good prediction accuracy.

Conclusions: Patients with non-LAA type AIS are relatively uncommon and presenting with HT is even
rarer. Our nomogram built on cardiogenic parameters and PLT can accurately predict the occurrence of
HT in these non-LAA type AIS patients, which has good clinical signi�cance.

Introduction
With the progress of aging, the incidence of cerebrovascular disease has been continuously increasing,
and it has become one of the main causes of death and disability, seriously threatening the life and
health of the elderly(1). The current problem of stroke is a huge challenge we face and is causing great
concern. Among acute ischemic stroke (AIS), the large artery atherosclerosis (LAA) is the most common,
with more than half of the AIS in the deng’s (2) study being LAA, the rest including cardioembolism, small-
artery occlusion, and other causes(3, 4). The classi�cation of approximately 35% of patients is still
unclear. Therefore, we should still pay attention to non-LAA AIS patients.

Among the many factors in�uencing stroke, the cerebrocadiac axis has a long history of research and
has been a popular topic among scholars. In the late 1940s, Byer et al.(5) reported for the �rst time that
central nervous system diseases can cause abnormal T waves in the ECG. Clinically, the secondary
changes in electrical activity of the heart caused by various brain diseases (acute cerebrovascular
disease, acute craniocerebral injury, intracranial in�ammation) are called cerebrocardical syndrome.
Previous studies had shown that N-terminal pro-brain natriuretic peptide (NT-proBNP) and creatine kinase-
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MB (CK-MB are closely associated with elevated troponin(6). Elevated myocardial enzyme pro�les
secondary to AIS are common clinically, and most of them are dominated by CK and CK-MB, especially
elevated CK-MB, further indicating the presence of myocardial lesions(7). We had explored this in depth in
our previous studies. In LAA patients, we found that the patient's neutrophil-to-lymphocyte ratio was an
important risk factor for the development of HT(8); In non-LAA patients, we found cardiogenic parameters
to be a factor in the occurrence of poor prognosis in these patients(9). These prediction models
established by us above can predict patient’s outcome well. The purpose of this study is to gain more
insight into the risk factors for the development of HT in patients with AIS who are non-LAA.

Materials And Methods
This study was approved by the Ethics Committee of the Weifang Medical University and conformed to
the Helsinki Declaration.
From January 2015 to January 2020, a total of 52 patients with non-LAA HT were included, along with
136 patients with non-LAA who did not undergo HT. We used a total of 107 patients hospitalized between
January 2015 and January 2018 as the development group, while 81 patients from January 2018 to
January 2020 were used as external validation group.

Exclusion criteria

Exclusion criteria: 1, excluding other vascular infarction, cerebral venous thrombosis; 2, patients with
transient ischemic attack, cerebral hemorrhage or subarachnoid hemorrhage; 3, late hospitalization (> 24
hours after stroke onset); 4,a de�nitive diagnosis of LAA type AIS; 5 lost to follow-up or lack of outcome
variables.

Clinical And Laboratory Assessments
Cerebrovascular events were classi�ed according to the the Trial of Org 10,172 in Acute Stroke Treatment
(TOAST) criteria(10). All blood indicators were tested on an empty stomach in the early morning of the
second day after admission. The demographics, chronic diseases, hematology parameters, and imaging
results of all patients were collected using standardized data records. cardiogenic parameters include left
ventricular diastolic diameter (LVDD), left ventricular systolic diameter (LVSD), left atrium diameter (LAD),
left ventricular septal thicknessleft (LVST), ventricular posterior wall thickness (LVWT), CK, CK-MB, and
EF. All echocardiography was performed on the second day of admission by echocardiologists
specializing in cardiogenic imaging. Troponin and myoglobin were not included in this study due to
excessive missing data.

Follow-up
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Each patient was followed up for a minimum of 1 year, and we assessed the prognosis of the patients by
telephone, questionnaires, and outpatient review.
Two independent investigators evaluated all clinical data blind; any disagreement was resolved by a third
researcher.

Statistical analysis
Categorical variables were compared with the chi-square test, and continuous variable were compared
with the Kruskal Wallis rank sum test or t-test. Logistics regression analysis was used for multivariate
analyses. The nomogram was constructed via such analyses performed with rms 26 in R version. After
logistic regression analysis and calculation of factors(P < 0.05), we ranked nomogram variables using
their P values and assessed the performance of the nomogram by calculating the area under curve (AUC).
The smoothing curves of the prediction probabilities were built by the survival package and the rms
package, and the receiver operating characteristic curve (ROC) is built in the pROC package. All
calculations were based on R version 3.6.1.

Results

Patient characteristics
Table 1 shows the baseline data of the patients. A total of 188 patients with non-LAA AIS were included in
this study, and 107 patients hospitalized between January 2015 and January 2018 were selected as the
development group, while 81 patients from January 2018 to January 2020 were used as external
validation group. Of these 188 patients, 60 were women and 128 were men, with a mean age of 70.20
years. The mean age of the patients who experienced HT was 70.81 years, while the mean age of the
patients who did not experience HT was 69.96 years. The mean EF was 56.0 in the HT group compared
with 64.11 in the non-HT group; the mean CK-MB was 15.90 in the HT group compared with 13.18 in the
non-HT group; and the mean platelets (PLT) was 192.06 in the HT group compared with 239.57 in the
non-HT group. All three of these were statistically different.
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Table 1
Demographic and clinical characteristics

  Non-HT group HT group P value

Age 69.96 ± 13.12 70.81 ± 11.05 0.995

SBP 146.18 ± 23.59 149.04 ± 22.55 0.469

DBP 81.54 ± 13.98 84.77 ± 16.05 0.224

WBC 7.44 ± 2.61 10.28 ± 3.48 < 0.001

Neutrophil 5.19 ± 2.46 8.38 ± 4.27 < 0.001

Lymphocyte 1.52 ± 0.71 1.22 ± 0.52 0.006

RBC 4.37 ± 0.67 4.54 ± 0.59 0.068

HB 132.29 ± 21.60 137.25 ± 17.90 0.152

PLT 239.57 ± 74.46 192.06 ± 54.75 < 0.001

Albumin 36.45 ± 3.75 35.84 ± 6.48 0.676

ALT 27.24 ± 46.44 31.29 ± 32.13 0.224

AST 32.88 ± 37.94 37.69 ± 24.42 0.018

LVDD 49.26 ± 5.62 49.65 ± 4.43 0.533

LVSD 33.31 ± 6.15 32.85 ± 5.00 0.817

LAD 45.47 ± 7.46 46.38 ± 5.89 0.154

LVST 10.93 ± 2.14 10.59 ± 1.48 0.492

LVWT 10.47 ± 1.40 10.40 ± 1.37 0.946

EF 64.11 ± 5.70 56.00 ± 6.14 < 0.001

TB 14.42 ± 8.44 16.33 ± 8.50 0.045

BUN 6.40 ± 3.68 7.30 ± 3.42 0.038

Cr 84.51 ± 52.58 108.02 ± 96.54 0.661

TC 4.30 ± 1.10 3.78 ± 1.37 0.052

SBP systolic blood pressure, DBP Diastolic blood pressure, WBC white blood cell, RBC red blood cell,
HB hemoglobin, PLT platelet, ALT alanine aminotransferase, AST aspartate aminotransferase, LVDD
left ventricular diastolic diameter, LVSD left ventricular systolic diameter, LAD left atrial diameter,
LVST left ventricular septal thicknessleft, LVWT left ventricular septal thickness, EF ejection fraction,
TB total bilirubin, BUN Blood urea nitrogen, Cr creatinine, TC total cholesterol, TG triglyceride, HDL
high density lipoprotein, LDL low density lipoprotein, CK creatine kinase, CK-MB creatine kinase-MB,
DM diabetes mellitus, AF Atrial �brillation, NIHSS National Institutes of Health Stroke Scale on
admission
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  Non-HT group HT group P value

TG 1.42 ± 0.79 1.37 ± 0.90 0.323

HDL 1.24 ± 0.48 1.30 ± 0.52 0.477

LDL 2.28 ± 0.74 2.20 ± 0.83 0.932

CK 136.42 ± 158.50 154.96 ± 106.79 0.003

CK-MB 13.18 ± 4.36 15.90 ± 5.68 0.002

Na 140.04 ± 3.39 136.12 ± 13.08 0.163

K 3.89 ± 0.39 4.08 ± 0.61 0.081

Ca 2.17 ± 0.15 2.01 ± 0.40 0.072

Hb1c 6.08 ± 0.93 6.03 ± 1.54 0.795

Sex 30.90% 34.60% 0.623

Hypertension 22.80% 23.10% 0.967

DM 72.80% 73.10% 0.969

AF 39.00% 17.30% 0.005

Hyperlipidemia 55.90% 40.40% 0.057

Smoke 60.30% 67.30% 0.375

Drink 65.40% 75.00% 0.209

NIHSS 5.85 ± 5.21 9.00 ± 5.49 < 0.001

SBP systolic blood pressure, DBP Diastolic blood pressure, WBC white blood cell, RBC red blood cell,
HB hemoglobin, PLT platelet, ALT alanine aminotransferase, AST aspartate aminotransferase, LVDD
left ventricular diastolic diameter, LVSD left ventricular systolic diameter, LAD left atrial diameter,
LVST left ventricular septal thicknessleft, LVWT left ventricular septal thickness, EF ejection fraction,
TB total bilirubin, BUN Blood urea nitrogen, Cr creatinine, TC total cholesterol, TG triglyceride, HDL
high density lipoprotein, LDL low density lipoprotein, CK creatine kinase, CK-MB creatine kinase-MB,
DM diabetes mellitus, AF Atrial �brillation, NIHSS National Institutes of Health Stroke Scale on
admission

From the univariate analysis, patients were found to have statistically signi�cant differences in white
blood cell, neutrophils, lymphocytes, PLT, aspartate transaminase, EF, blood urea nitrogen, CK, CK-MB,
atrial �brillation, and admission NIHSS score. After multifactorial logistics regression correction, we
found that patients' EF (OR:0.836, 95% CI:0.765–0.914, P < 0.001), CK-MB (OR:0.235, 95% CI:1.087–
1.402, P = 0.001) and PLT (OR:0.984, 95% CI:0.976–0.993,P = 0.001), a total of 3 variables had an
independent effect on the prognosis of patients (Table 2). Figure 1 demonstrates the association between
EF, CK-MB and PLT and the probability of HT in patients. As shown in the �gure, the probability of HT in
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non-LAA patients gradually increased with the increase of CK-MB; conversely, as EF and PLT increased,
their probability of HT decreased. Gray shading demonstrates the distribution density of patients.

Table 2
Multivariate logistic to the functional outcomes according to the functional outcomes

  OR 95%CI P

NIHSS 0.958 0.864–1.061 0.407

EF 0.836 0.765–0.914 < 0.001

WBC 1.286 0.723–2.286 0.392

Neutrophil 1.03 0.587–1.809 0.918

Lymphocyte 0.776 0.295–2.039 0.606

PLT 0.984 0.976–0.993 0.001

TB 0.99 0.928–1.057 0.773

BUN 0.992 0.857–1.148 0.913

AST 1.002 0.990–1.013 0.796

AF 1.636 0.533–5.021 0.39

CK 0.997 0.993–1.001 0.124

CK-MB 1.235 1.087–1.402 0.001

WBC white blood cell, PLT platelet, AST aspartate aminotransferase, EF ejection fraction, TB total
bilirubin, BUN Blood urea nitrogen, CK-MB creatine kinase-MB, AF Atrial �brillation, NIHSS National
Institutes of Health Stroke Scale on admission

So on this basis, we built the nomogram (Fig. 2). The established model has good predictive power with
AUC = 0.875 in the development group and AUC = 0.889 in the validation group (Fig. 3). Meanwhile, the
calibration plots for the development and validation groups, again, show that the model has good
predictive power (Fig. 4). Decision curve analysis (DCA) in both groups revealed a good net bene�t
(Fig. 5).

Discussion
Using a development cohort derived from the prospective continuous hospital stroke registry of the
Weifang Medical University, we found that cardiogenic parameters were good predictors of HT in non-LAA
patients. The external validation was then a cohort of patients from the same center at different time
periods. In our previous study, neutrophil-to-lymphocyte ratio was found to be one of the risk factors for
HT in patients with LAA, and the model developed accordingly had an AUC of 0.832, which also predicted
the outcome well for both PH and HI(8). In another study of ours, it was found that cardiogenic
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parameters were risk factors for worse prognosis of patients with non-LAA AIS, the nomogram based on
cardiogenic parameters and NIHSS scores established was a good predictor of the prognosis of patients
with non-LAA,and its AUC reached 0.954(9). Therefore, we raised the question: whether cardiogenic
parameters have a signi�cant impact on the occurrence of HT in patients with non-LAA AIS. Hence, we
explored this. In the present study, we found that cardiogenic parameters (EF and CK-MB) and PLT in non-
LAA patients were risk factors for the development of HT. The model built on this basis had an AUC of
0.875, and external validation showed excellent veri�ability of the model with an AUC of 0.889.

LAA is a key subtype of the TOAST classi�cation system(10). Unfortunately, approximately 35% of
ischemic events remain cryptogenic, mainly because no underlying etiologic mechanism is identi�ed,
even after performing all available diagnostic tests(11). Thus, despite the predominance of LAA types,
non-LAA still plays an important role in AIS, and we should still pay attention to non-LAA patients.

HT is not uncommon in stroke patients, but is far from being taken seriously by clinicians. HT may be
caused by AIS or secondary brain edema, injury after ischemia reperfusion or adverse reactions such as
recombinant tissue plasminogen activator ( rt-PA ) or urokinase thrombolysis(12). With the increasing use
of thrombolytic stroke therapy, this phenomenon may become more common(13). Current treatment
guidelines recommend anticoagulants, thrombolysis and endovascular manipulation for eligible patients
with cardiogenic stroke(14) (15). Despite these recommendations, these treatments are underutilized due
to concerns about the risk of HT(16). Therefore, how to reduce the probability of HT is a consideration for
clinicians.

Cerebrocardiogenic syndrome is a dysfunction of the autonomic nervous system that leads to
cardiovascular dysfunction after acute encephalopathy, especially after stroke or traumatic brain injury,
usually accompanied by electrocardiographic and myocardial enzyme changes. It has been reported in
the literature that the mechanism of cardiogenic alterations secondary to acute cerebrovascular disease
may be: (1) The regulation of cardiogenic autonomic nerve is unbalanced. Hypothalamus, brainstem and
limbic system are the regulatory centers of cardiogenic autonomic nerve, regulating the activities of
sympathetic and parasympathetic nerves. These parts of the injury will cause abnormal release of renin-
angiotensin, resulting in abnormal activity of the high-level autonomic nerve and uncontrolled balance
regulation of sympathetic and parasympathetic nerves. The predominance of the sympathetic nervous
system causes disturbances in the regulation of the cardiovascular nerve center, resulting in abnormal
changes in the patient's heart rhythm, leading to arrhythmias(17). (2) Various craniocerebral diseases
cause nerve center damage, leading to neurological and humoral regulation disorders, and a large
amount of catecholamine (CA) and other transmitters are released into the blood. It has been found that
the degree of brain damage is directly proportional to the release of CA, and the more severe the nerve
center damage, the higher the concentration of CA in the peripheral blood. High concentrations of CA in
the blood cause PLT to aggregate and form thrombi, blocking small blood vessels in the heart and
causing localized myocardial ischemia(18). The signi�cant increase in CA may be directly related to
changes in myocardial enzymes. At the same time, arginine-vasopressin (AVP), angiotensin  (Ang ) and
nitrous oxide (NO) are also signi�cantly increased, which can cause coronary artery spasm, and even
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necrosis of the myocardium, resulting in increased myocardial enzyme spectrum, abnormal ST-T, various
arrhythmia, QT interval prolongation, and U wave abnormality on ECG(19, 20). This means that the sicker
the patient is, the more likely the ECG and cardiogenic enzymes will be abnormal.

The occurrence of HT is widely related to the destruction of the blood brain barrier (BBB), and autonomic
dysfunction promotes the destruction of BBB. The BBB consists of endothelial cells of the
microvasculature and basement membrane that protect the brain from harmful chemicals, changes in
blood composition and concentration gradients(21). After ischemic injury, the permeability of the BBB
increases signi�cantly, leading to the spillage of plasma components and the formation of edema(22,
23). Stroke-induced chronic cardiogenic dysfunction has been reported to be associated with slow
sympathetic nerve activity(24). Multiple mechanisms may contribute to elevated serum CK-MB
concentrations in the early stages of stroke, such as central activation of the sympathoadrenal system.
Apparently serum CK-MB levels showed dynamic perturbations with hematoma volume, suggesting that
myocardial degeneration and necrosis were involved in the induction and progression of cerebral
hemorrhage. In addition, disruption of the BBB is associated with increased diffusion of noradrenaline
into the circulation. Potentially important roles of the immune system and neurovascular units in BBB
maintenance, whose dysregulation may lead to autonomic dysfunction. Autonomic dysfunction is widely
associated with the action of the renin-angiotensin system in the periphery and brain. Infusion of
angiotensin II (Ang II), a potent vasoactive peptide, elevates blood pressure and increases sympathetic
output. The central effects of Ang II on autonomic function and its downstream effects, including
oxidative stress, neuroin�ammation and BBB disruption, have been recognized(25). The study provides
further evidence that the BBB is a critical interface and that disruption of the BBB may lead to altered
brain function, autonomic dysregulation, and disease progression or progression.

Changes in cardiogenic function are related to cerebral microbleeds (CMB). Tomohiko Watanabe et al.
(26) found an increased incidence of CMB in patients with hyposystolic left ventricular function. Their
study showed that CMB is frequently observed in patients with cardiovascular disease and is associated
with age and left ventricular systolic dysfunction. Study shows CMB is associated with cerebral
hypoperfusion(27, 28). Patients with heart failure and reduced EF have a consequent change in
cardiogenic output and blood pressure and therefore lower cerebral blood �ow. In other words, reduced
cardiogenic function reduces systemic blood �ow, including cerebral blood �ow, and leads to chronic
underperfusion and consequent cerebrovascular damage(29–32). Studies have demonstrated that
experimental stroke in rats without primary heart disease or underlying vascular lesions induces
cardiogenic abnormalities, including functional changes, such as reduced cardiogenic EF, and
morphological changes, such as cardiomyocyte hypertrophy and interstitial �brosis. Therefore, low EF
may be related to the increased incidence of HT in patients

Conclusion
Cardiogenic parameters play a key role in the development of non-LAA HT, and autonomic dysfunction
may be one of the mechanisms of its development. In clinical work, the �nding may lead to a different
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way of thinking for clinicians when treating patients with non-LAA AIS.

Declarations
Ethics approval and consent to participate

This study was approved by the Ethics Committee of the the Weifang Medical University and conformed
to the Helsinki Declaration.

Consent for publication

Not applicable

Availability of data and materials

The datasets during the current study available from the corresponding author on reasonable request.

Con�ict of interest

The authors declare no �nancial or other con�icts of interest.

Funding

This work was supported by grants from the Projects of

1.the Natural Science Foundation of ShanDong province (ZR2016HP06);

2.Shandong Province Medical and Health Science and Technology Development Plan Project Fund
(2019WS605)

3.Weifang Science and Technology Bureau (2020YX030)

Author contributions

Conceive and design experiments: Wen-Bo Zhang and Meiyan Sun; Data collection and follow-up:
Zhengang Wang, Yingui Sun, Keliang Lu, Wenbo Liu, KaifangWang; Article writing and modi�cation:
Xiaoyong Zhao, Junqiao Zhang, Xiaoyun Teng, Wenbo Zhang.

Acknowledgement

The authors acknowledge the collaboration of all of the staff and technical members.

References
1. Feigin VL, Lawes CM, Bennett DA, Barker-Collo SL, Parag V. Worldwide stroke incidence and early

case fatality reported in 56 population-based studies: a systematic review. Lancet Neurol.



Page 11/15

2009;8:355–69.

2. Deng QW,, et al. Low triglyceride to high-density lipoprotein cholesterol ratio predicts hemorrhagic
transformation in large atherosclerotic infarction of acute ischemic stroke. Aging. 2019;11:1589–
601.

3. Adams HP Jr., et al.. Classi�cation of subtype of acute ischemic stroke. De�nitions for use in a
multicenter clinical trial. TOAST. Trial of Org 10172 in Acute Stroke Treatment. Stroke. 1993;24:35–
41.

4. Arsava EM,, et al. Assessment of the Predictive Validity of Etiologic Stroke Classi�cation. JAMA
neurology. 2017;74:419–26.

5. Byer E, Ashman R, Toth LA. Electrocardiograms with large, upright T waves and long Q-T intervals.
American heart journal. 1947;33:796–806.

�. Král M, et al. Troponin T in acute ischemic stroke. The American journal of cardiology.
2013;112:117–21.

7. Norris JW,, et al. Serum cardiac enzymes in stroke. Stroke. 1979;10:548–53.

�. Zhang WB,, et al. A high neutrophil-to-lymphocyte ratio predicts hemorrhagic transformation of large
atherosclerotic infarction in patients with acute ischemic stroke. Aging. 2020;12:2428–39.

9. Zeng YY,, et al. Cardiac parameters affect prognosis in patients with non-large atherosclerotic
infarction. Mol Med. 2021;27:2.

10. (1998) Low molecular weight heparinoid, ORG 10172 (danaparoid), and outcome after acute
ischemic stroke: a randomized controlled trial. The Publications Committee for the Trial of ORG
10172 in Acute Stroke Treatment (TOAST) Investigators. Jama 279: 1265–1272.

11. Kolominsky-Rabas PL, Weber M, Gefeller O, Neundoerfer B, Heuschmann PU. Epidemiology of
ischemic stroke subtypes according to TOAST criteria: incidence, recurrence, and long-term survival
in ischemic stroke subtypes: a population-based study. Stroke. 2001;32:2735–40.

12. Khatri R, McKinney AM, Swenson B, Janardhan V. Blood-brain barrier, reperfusion injury, and
hemorrhagic transformation in acute ischemic stroke. Neurology. 2012;79:52–7.

13. Molina CA,, et al. Thrombolysis-related hemorrhagic infarction: a marker of early reperfusion, reduced
infarct size, and improved outcome in patients with proximal middle cerebral artery occlusion.
Stroke. 2002;33:1551–6.

14. Powers WJ,, et al. 2018 Guidelines for the Early Management of Patients With Acute Ischemic Stroke:
A Guideline for Healthcare Professionals From the American Heart Association/American Stroke
Association. Stroke. 2018;49:e46–110.

15. Powers WJ,, et al. 2015 American Heart Association/American Stroke Association Focused Update of
the 2013 Guidelines for the Early Management of Patients With Acute Ischemic Stroke Regarding
Endovascular Treatment: A Guideline for Healthcare Professionals From the American Heart
Association/American Stroke Association. Stroke. 2015;46:3020–35.



Page 12/15

1�. Wu S, et al. Stroke in China: advances and challenges in epidemiology, prevention, and management.
Lancet Neurol. 2019;18:394–405.

17. Laowattana S, et al. Left insular stroke is associated with adverse cardiac outcome. Neurology.
2006;66:477–83. discussion 463.

1�. Soblosky JS, et al. Central and peripheral biogenic amine effects of brain missile wounding and
increased intracranial pressure. Journal of neurosurgery. 1992;76:119–26.

19. Wei W, Floten HS, He GW. Interaction between vasodilators and vasopressin in internal mammary
artery and clinical signi�cance. Ann Thorac Surg. 2002;73:516–22.

20. Orihara Y. [Forensic pathological signi�cance of iNOS with regard to brain and myocardial damage].
Nihon hoigaku zasshi = The Japanese journal of legal medicine. 2000;54:361–6.

21. Petty GW, et al. Ischemic stroke subtypes: a population-based study of incidence and risk factors.
Stroke. 1999;30:2513–6.

22. Mark KS, Davis TP. Cerebral microvascular changes in permeability and tight junctions induced by
hypoxia-reoxygenation. Am J Physiol Heart Circ Physiol. 2002;282:H1485–94.

23. Okada Y, et al. P-selectin and intercellular adhesion molecule-1 expression after focal brain ischemia
and reperfusion. Stroke. 1994;25:202–11.

24. Bieber M, et al. Stroke-induced chronic systolic dysfunction driven by sympathetic overactivity. Ann
Neurol. 2017;82:729–43.

25. Schölkens BA, Jung W, Rascher W, Dietz R, Ganten D. Intracerebroventricular angiotensin II increases
arterial blood pressure in rhesus monkeys by stimulation of pituitary hormones and the sympathetic
nervous system. Experientia. 1982;38:469–70.

2�. Watanabe T, et al. Increased prevalence of cerebral microbleeds in patients with low left ventricular
systolic function. Heart vessels. 2020;35:384–90.

27. Gregg NM,, et al. Incidental Cerebral Microbleeds and Cerebral Blood Flow in Elderly Individuals.
JAMA neurology. 2015;72:1021–8.

2�. Doi H, et al. Analysis of cerebral lobar microbleeds and a decreased cerebral blood �ow in a memory
clinic setting. Intern Med (Tokyo Japan). 2015;54:1027–33.

29. Wira CR 3rd, Rivers E, Silver B, Lewandowski C. The impact of cardiac contractility on cerebral blood
�ow in ischemia. The western journal of emergency medicine. 2011;12:227–32.

30. Choi BR,, et al. Factors associated with decreased cerebral blood �ow in congestive heart failure
secondary to idiopathic dilated cardiomyopathy. The American journal of cardiology. 2006;97:1365–
9.

31. Kim MS,, et al. Association of cerebral blood �ow with the development of cardiac death or urgent
heart transplantation in patients with systolic heart failure. European heart journal. 2012;33:354–62.

32. Kim MS,, et al. Cerebral blood �ow as a marker for recovery of left ventricular systolic dysfunction in
patients with idiopathic dilated cardiomyopathy. J Card Fail. 2012;18:549–55.



Page 13/15

Figures

Figure 1

Continuous probability curve of HT for each factor Note: This �gure shows the association between EF,
CK-MB and PLT and the probability of HT in patients with non-large artery atherosclerosis infarction.
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Figure 2

The nomogram for patients with non-LAA type HT Note: To use the nomogram, an individual patient’s
value is located on each variable axis, and a line is drawn upward to determine the number of points
received for each variable value. The sum of these numbers is located on the Total Points axis, and a line
is drawn downward to the survival axes to determine the likelihood of HT.

Figure 3
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The ROC curves of the development cohort and validation cohort

Figure 4

Nomogram-predicted probability of the development cohort and validation cohort

Figure 5

Decision curve analysis and clinical impact curve of the two models Note In Figure 5.A, the net value of
pltplus cardiogenic factors is greater than that of the pure plt group. Figure 5.B shows the clinical impact
curve of the model. The red curve (Numberhigh risk) represents the number of people who are classi�ed
as positive (high risk) by the model at each threshold probability; the blue curve (Number high risk with
outcome) is the number of true positives at each threshold probability.


