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Analysis of risk factors influencing the overall survival and
establishment of nomogram predicting model in patients

with rectal cancer at T1 and T2 stage
Chen Peifeng Han Wenxiu Chen Zhangming Li Chuanhong Sui Wannian
( Dept of General Surgery The First Affiliated Hospital of Anhui Medical University Hefei 230022)

Abstract Objective To explore the independent risk factors affecting the prognosis and to construct a nomogram
model predicting overall of patients with rectal cancer at T1 and T2 stage. Methods Retrospective analysis was
made on the data of 353 patients diagnosed as rectal cancer who received the radical rectal resection. The collect—
ed data were as follows: age body mass index ( BMI) carcinoembryonic antigen ( CEA)  tumor size histological
type T stage N stage tumor location and number of lymph nodes detected which were used to perform Kaplan—
Meier curve and Log—ank test for univariate analysis and Cox regression for multivariate analysis. The nomogram
model was established to predict the overall survival of patients. Results Age=60 years Mucinous adenocarcino—
ma poorly differentiation T2 stage lymph node metastasis BMI =25 kg/m”> CEA =5 ug/L and number of
lymph nodes detected <12 were associated with overall survival of patients with rectal cancer at T1 and T2 stage
(all P<0.05) . Cox regression showed that age=60 years T2 stage mucinous adenocarcinoma lymph node me—
tastasis CEA=5 pg/ L. BMI=25 kg/m’ and lymph node detection number < 12 were independent risk factors.

Based on the above independent risk factors the nomogram model was constructed and the predicted curve was in
good agreement with the actual survival curve ( C-index =0. 779) . Conclusion Age=60 years T2 stage mucin—
ous adenocarcinoma lymph node metastasis CEA=5 pg/L. BMI=25 kg/m’ and the number of lymph nodes de—
tected < 12 are independent risk factors and the nomogram established in this study can effectively predict the
prognosis of patients with rectal cancer at T1 and T2 stage.
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related to cardiac remodeling and cardiac function were observed and analyzed in DCM patients with chronic heart
failure. Results The MHR of DCM patients with chronic heart failure was significantly higher than that of the con—
trol group ( P <0.001) and there were differences among different grades of heart failure in the case group ( P <

0.05) . After controlling the influence of gender it was found that MHR was positively correlated with left atrial di-
ameter ( LAD) left ventricular end—diastolic diameter ( LVEDD) left ventricular end-systolic diameter ( LVESD)

and NT-pro BNP. It was negatively correlated with LVEF. Correlation analysis showed that MHR was positively cor—
related with left atrial diameter ( LAD) left ventricular end-diastolic diameter ( LVEDD) left ventricular end-sys—
tolic diameter ( LVESD) and NT-pro BNP ( P <0. 05) and negatively correlated with LVEF ( P <0. 05) . The di-
agnostic value of MHR combined with NT-pro BNP ( AUC =0.983) was higher than that of NT-pro BNP alone
(AUC =0.974) (P <0.05). These results suggested that MHR might be associated with cardiac remodeling and
cardiac function in DCM. The higher the MHR the more pronounced the cardiac remodeling of DCM and the more
severe the heart failure. The combination of MHR and NT-pro BNP might further improve the diagnostic efficacy of
NT-pro BNP in chronic heart failure in DCM. Conclusion Clinically MHR can be used as an evaluation index of
the presence of chronic heart failure and the severity of HF in DCM patients. The combined measurement of MHR
and NT-pro BNP may be more conducive to improve the sensitivity and specificity of the clinical diagnosis of DCM
chronic HF  so as to identify and accurately implement the standardized treatment of DCM chronic HF earlier.

Key words myocardial disease; heart failure; monocytes; high-density lipoprotein cholesterol



