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Abstract Objective: To investigate the risk factors for Killip =grade Il after the direct re-perfusion in patients with a-
cute ST-segment elevation myocardial infarction (STEMI). Methods; Patients admitted to the Cardiac Intensive Care Unit of
Haikou Peoples Hospital for STEMI from January 2010 to April 2014 were selected and their clinical data were collected for
logistic regression analysis to determine the independent impact factors of Killip = grade II. Results: A total of 1111 pa-
tients were enrolled, of which 991 cases (89.2% ) received percutaneous coronary intervention ( PCI) and 120 cases
(10.8% ) received thrombolytic therapy. There were 230 cases of Killip =grade I (20.7% ). The results of multivariate
logistic regression analysis suggested that for STEMI patients after the direct re-perfusion, a previous history of chronic heart
failure [ OR (95% CI) : 0. 600 (0.402-0.895), P =0.012] and anemia [ OR (95% CI) . 0. 372 (0.206-0. 671), P =
0.001] were the independent risk factor for Killip =grade II. Conclusion: STEMI patients with a history of previous heart
failure and anemia have a higher risk of cardiac failure after a direct re-perfusion and need to be closely monitored for cardiac
function and anemia indicators during hospitalization.
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