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Abstract

Background and 
Aims

Cardiogenic shock (CS) remains the primary cause of in-hospital death after acute coronary syndromes (ACS), with its plat-
eauing mortality rates approaching 50%. To test novel interventions, personalized risk prediction is essential. The ORBI 
(Observatoire Régional Breton sur l’Infarctus) score represents the first-of-its-kind risk score to predict in-hospital CS in 
ACS patients undergoing percutaneous coronary intervention (PCI). However, its sex-specific performance remains un-
known, and refined risk prediction strategies are warranted.
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Methods This multinational study included a total of 53 537 ACS patients without CS on admission undergoing PCI. Following sex-specific 
evaluation of ORBI, regression and machine-learning models were used for variable selection and risk prediction. By combining 
best-performing models with highest-ranked predictors, SEX-SHOCK was developed, and internally and externally validated.

Results The ORBI score showed lower discriminative performance for the prediction of CS in females than males in Swiss (area under the 
receiver operating characteristic curve [95% confidence interval]: 0.78 [0.76–0.81] vs. 0.81 [0.79–0.83]; P =.048) and French ACS 
patients (0.77 [0.74–0.81] vs. 0.84 [0.81–0.86]; P = .002). The newly developed SEX-SHOCK score, now incorporating ST-segment 
elevation, creatinine, C-reactive protein, and left ventricular ejection fraction, outperformed ORBI in both sexes (females: 0.81 [0.78– 
0.83]; males: 0.83 [0.82–0.85]; P < .001), which prevailed following internal and external validation in RICO (females: 0.82 [0.79–0.85]; 
males: 0.88 [0.86–0.89]; P < .001) and SPUM-ACS (females: 0.83 [0.77–0.90], P = .004; males: 0.83 [0.80–0.87], P = .001).

Conclusions The ORBI score showed modest sex-specific performance. The novel SEX-SHOCK score provides superior performance in 
females and males across the entire spectrum of ACS, thus providing a basis for future interventional trials and contempor-
ary ACS management.

Structured Graphical Abstract

How does the ORBI risk score perform in predicting in-hospital cardiogenic shock (CS) complicating acute coronary syndromes (ACS) in 
females and males, and can a novel risk prediction model, trained and validated on sex-disaggregated data, provide improved performance 
in both sexes?

The ORBI risk score showed inferior performance in female patients with ACS as compared to males. By combining highest-ranked 
predictors with best-performing models, the SEX-SHOCK score provided superior performance in both sexes in internal and external 
validation cohorts.

Trained and validated on sex-disaggregated data, the SEX-SHOCK score provides superior performance in females and males across the 
entire spectrum of ACS, thus providing a basis for future interventional trials and contemporary ACS management.
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This multinational study evaluates the sex-specific performance of the ORBI risk score in predicting in-hospital cardiogenic shock (CS) complicating acute 
coronary syndromes (ACS), and provides a novel score (i.e. SEX-SHOCK), now accounting for sex-specific disease and management characteristics. By 
leveraging machine learning (ML) and regression-based approaches, novel candidate predictors of CS were identified [i.e. creatinine, C-reactive protein 
(CRP), left ventricular ejection fraction (LVEF), and ST-segment elevation] and SEX-SHOCK was developed, and internally and externally validated.  

The SEX-SHOCK score 4565



. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The SEX-SHOCK score outperforms ORBI in both sexes, showing improved performance for the prediction of in-hospital CS in females and males alike; 
thus, SEX-SHOCK mitigates sex inequities in the acute management of patients with ACS. AUC, area under the receiver operating characteristic curve; 
CAD, coronary artery disease; ECG, electrocardiogram; FHx, family history; FOR, false omission rate; HTN, hypertension; MLP, multiple layer perceptron; 
PCI, percutaneous coronary intervention; PPV, positive predictive value; RF, random forest; VD, vessel disease

Keywords Cardiogenic shock • Acute coronary syndromes • Atherosclerosis • Personalized risk prediction • Inflammation • 
C-reactive protein • LVEF • Percutaneous coronary intervention • Machine learning • Random forest •
Multilayer perceptron • Gender medicine • Precision medicine

Introduction
Acute coronary syndrome (ACS) continues to cause high morbidity 
and mortality across the globe. Of all patients presenting with 
ACS, 2%–10% develop cardiogenic shock (CS).1 Despite the tremen-
dous progress made in stabilized patients with ACS, mortality 
rates of CS plateaued at ∼50% 1 year after the index event.2–4 The 
survival benefit conferred by mechanical circulatory support (MCS) 
remains controversial,5,6 with international guidelines unequivocally 
supporting immediate revascularization of the infarct-related artery 
as the primary strategy to reduce CS-related mortality (class I 
recommendation).7,8

The Society for Cardiovascular Angiography and Interventions (SCAI) 
proposed a three-axis model to risk stratify patients across the CS con-
tinuum, with increasing stages associating with higher mortality risk.9

While SCAI stage B is considered as the pre-shock phase, stage C is hall-
marked by the presence of organ hypoperfusion with a dismal prognosis 
and very limited therapeutic options.5,9 Assessing CS risk before hypoper-
fusion sets in may allow the implementation of therapeutic measures to 
prevent its progression to overt CS. This may represent a completely novel 
avenue to improve the management and outcomes of patients at high risk 
for the development of CS.

The Observatoire Régional Breton sur l’Infarctus (ORBI) score is the 
first risk score for the identification of ACS patients undergoing percu-
taneous coronary intervention (PCI) at risk of developing CS during 
hospital stay, thus enabling effective risk stratification according to indi-
vidual susceptibilities for CS as a basis for contemporary management 
and future interventional trials.10 However, ORBI was developed in a 
predominantly male patient population and marked differences in 
ACS pathobiology between females and males may have insufficiently 
been accounted for.11 Indeed, compared to their male counterparts, 
female ACS patients are older, have a higher comorbidity burden, ex-
perience longer pre-hospital delays, and are less likely to receive early 
revascularization or to be referred to tertiary-care shock centres, which 
is collectively linked to higher mortality risk.12–15

In this large multinational study, we aimed (i) to assess the sex- 
specific performance of ORBI in predicting in-hospital CS in patients 
with ACS, and (ii) to develop a refined model on sex-disaggregated 
data to achieve refined risk prediction across the entire spectrum of 
ACS in females and males.

Methods
Study design and outcome definition
This is a retrospective analysis of existing cohort studies. In Switzerland, patient 
data were retrieved from two independent cohorts, namely the Acute 
Myocardial Infarction in Switzerland Plus (AMIS-Plus) study16,17 and the 
Special Programme University Medicine Acute Coronary Syndrome 
(SPUM-ACS) study.18–21 AMIS-Plus is a nationwide cohort study comprising 
46 939 patients with ACS (recruitment period: 1 January 2005 until 27 

August 2020), of which 35 650 underwent PCI. The SPUM-ACS study is an 
investigator-initiated prospective cohort study comprising a total of 4787 
ACS patients presenting to any of the four major university hospitals in 
Switzerland (recruitment period: 8 December 2009 until 31 December 
2017), of which 4186 underwent PCI. In France, patient data were retrieved 
from the obseRvatoire des Infarctus de Côte-d’Or (RICO) study which com-
prises 21 229 ACS patients recruited between 2001 and 2022,22 with 13 701 
undergoing PCI. The study protocols of each cohort were approved by the 
local ethics committees and all study participants provided written informed 
consent. The primary endpoint was the occurrence of CS during initial hospi-
talization. Given the unavailability of (invasive) haemodynamic parameters and 
certain biomarkers in all-comers of patients with ACS, such as the cardiac index 
(<2.2 L/min/m2), pulmonary capillary wedge pressure (>15 mmHg), and lac-
tate levels, in-hospital CS was defined as both a systolic blood pressure ≤  
90 mmHg after exclusion of hypovolaemia, and clinical signs of hypoperfusion, 
accompanied by the reliance on vasopressors/inotropic support or mechanical 
left ventricular assistance, as determined by treating physicians (see 
Supplementary data online, Table S1).10,23 Patients already presenting with 
overt CS on admission were excluded from the analysis (see Supplementary 
data online, Figure S1).

Evaluation of model performance
Model discrimination was assessed separately for female and male patients 
using the area under the receiver operating characteristic (ROC) curve 
(AUC) and compared using the DeLong test for unpaired ROC curves. 
Model calibration was evaluated by the Brier score and calibration plots 
(see Supplementary data online, Figure S2). For the assessment of overall 
model performance, we computed the accuracy, false omission rate, sensitiv-
ity, specificity, positive predictive value, negative predictive value, and the F1 
score.24,25 To compare risk reclassification between SEX-SHOCK and ORBI, 
the integrated discrimination improvement and continuous net reclassifica-
tion improvement were calculated. Decision curve analysis was conducted 
to compare the net benefit of the two models across different decision 
thresholds for predicting in-hospital CS.26

Development and validation of SEX-SHOCK
Variable selection
A whole panel of variables, including clinical, biochemical, electrocardio-
graphic, and imaging-derived variables, was selected based on clinical plausi-
bility and data availability (see Supplementary data online, Table S2).27,28

Predictive models were then built using logistic regression (LR) and 
machine-learning models, i.e. random forest (RF) and multilayer perceptron 
(MLP). Feature importance was assessed using tailored methods for each 
model. In LR models, Wald χ2 minus degrees of freedom was used.19 In 
RF models, the Gini index served as the performance measure,29 while 
for MLP, the permutation feature importance method was used, a proxy 
of the impact on model performance when features are shuffled.30

Model selection and validation
Forward selection and backward elimination methods were employed in a 
sex-specific fashion to identify the optimal variable combination with the 
lowest Akaike Information Criteria.25,31 The derivation cohort (AMIS-Plus) 
was randomly split into a training set (80% patients) and an internal testing 
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Table 1 Baseline characteristics of all patients stratified by sex in the nationwide AMIS-Plus study

All patients  
(N = 35 650)

Females  
(N = 8481)

Males  
(N = 27 169)

P value

ORBI components

Age 64.5 [55.2, 74.4] 71.5 [61.5, 79.3] 62.5 [54.0, 72.1] <.001

Presentation as cardiac arrest 1455 (4.1) 284 (3.3) 1171 (4.3) <.001

Previous stroke/TIA 1529 (4.4) 451 (5.4) 1078 (4.0) <.001

Anterior myocardial infarction 12 828 (36.5) 3077 (36.7) 9751 (36.4) .566

First medical contact-to-PCI delay, min 365.0 [178.0, 1055.0] 420.0 [201.0, 1200.0] 350.0 [172.0, 1012.0] <.001

Killip <.001

I 32 190 (90.3) 7410 (87.4) 24 780 (91.2)

II 2503 (7.0) 759 (8.9) 1744 (6.4)

III 689 (1.9) 236 (2.8) 453 (1.7)

Heart rate, min−1 75.0 [65.0, 87.0] 76.0 [66.0, 88.0] 75.0 [65.0, 87.0] <.001

Systolic blood pressure, mmHg 136.0 [120.0, 155.0] 138.0 [120.0, 158.0] 135.0 [120.0, 155.0] <.001

Pulse pressure, mmHg 55.0 [43.0, 70.0] 60.0 [46.0, 75.0] 54.0 [42.0, 67.0] <.001

Glucose, mmol/L 7.1 [6.1, 8.9] 7.4 [6.2, 9.3] 7.1 [6.1, 8.8] <.001

TIMI flow post-PCI .109

0 318 (1.3) 84 (1.4) 234 (1.2)

I 217 (0.9) 62 (1.1) 155 (0.8)

II 1057 (4.2) 258 (4.4) 799 (4.2)

III 23 345 (93.6) 5409 (93.1) 17 936 (93.8)

Candidate predictors

C-reactive protein, mg/L 4.0 [2.0, 9.0] 5.0 [2.0, 11.0] 4.0 [2.0, 9.0] <.001

Creatinine, µmol/L 82.0 [70.0, 97.0] 72.0 [61.0, 87.0] 85.0 [74.0, 99.0] <.001

ST-segment elevation 20 743 (58.2) 4877 (57.5) 15 866 (58.4) .143

Left ventricular ejection fraction .048

<35% 1777 (7.4) 462 (8.1) 1315 (7.2)

35%–50% 8607 (35.8) 2046 (36.0) 6561 (35.8)

>50% 13 626 (56.8) 3183 (55.9) 10 443 (57.0)

SCAI class

Aa 29 690 (85.6) 6824 (82.8) 22 866 (86.5) <.001

Bb 5960 (16.7) 1657 (19.5) 4303 (15.8) <.001

Biochemical and haemodynamic parameters

NT-proBNP, ng/L 898.0 [230.0, 2540.5] 1480.0 [459.0, 4333.5] 745.5 [191.0, 2117.0] <.001

White blood cells, /μL 9800.0 [7800.0, 12 400.0] 9770.0 [7800.0, 12 300.0] 9810.0 [7800.0, 12 400.0] .08

HbA1c, % 5.7 [5.4, 6.1] 5.7 [5.4, 6.1] 5.7 [5.4, 6.1] .912

Haemoglobin, g/dL 14.4 [13.2, 15.4] 13.2 [12.2, 14.2] 14.7 [13.7, 15.7] <.001

eGFR, mL/min/1.73 m2 81.6 [65.1, 94.5] 73.9 [56.7, 88.7] 83.8 [68.1, 95.9] <.001

Diastolic blood pressure, mmHg 80.0 [70.0, 90.0] 78.0 [67.0, 88.0] 80.0 [70.0, 91.0] <.001

Continued 
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Table 1 Continued

All patients  
(N = 35 650)

Females  
(N = 8481)

Males  
(N = 27 169)

P value

Medical history

FHx of CAD (first degree relatives < 60 years) 10 146 (34.4) 2491 (36.2) 7655 (33.8) <.001

Previous stable angina 5493 (15.7) 1244 (15.0) 4249 (15.9) .038

Previous myocardial infarction 5300 (15.1) 983 (11.8) 4317 (16.2) <.001

Previous PCI 5789 (16.5) 1072 (12.9) 4717 (17.7) <.001

Previous CABG 1623 (4.6) 275 (3.3) 1348 (5.0) <.001

Hypertension 20 770 (61.3) 5599 (69.0) 15 171 (58.8) <.001

Diabetes 6476 (19.0) 1735 (21.5) 4741 (18.2) <.001

Hypercholesterolaemia 20 337 (63.2) 4636 (61.1) 15 701 (63.8) <.001

Comorbidities

Malignancy 1325 (3.8) 332 (4.0) 993 (3.7) .274

Peripheral arterial diseases 1429 (4.1) 394 (4.7) 1035 (3.9) .001

Hemiplegia 120 (0.3) 31 (0.4) 89 (0.3) .67

Dementia 315 (0.9) 143 (1.7) 172 (0.6) <.001

Chronic lung disease 1708 (4.9) 437 (5.3) 1271 (4.8) .074

Connective tissue disease 426 (1.2) 204 (2.5) 222 (0.8) <.001

Peptic ulcer disease 501 (1.4) 145 (1.7) 356 (1.3) .007

Moderate to severe liver disease 166 (0.5) 35 (0.4) 131 (0.5) .47

Moderate to severe renal disease 1840 (5.3) 568 (6.8) 1272 (4.8) <.001

ECG on admission

Q-waves 2142 (6.0) 440 (5.2) 1702 (6.3) <.001

ST-segment depression 8549 (24.0) 2210 (26.1) 6339 (23.3) <.001

T-wave changes 6592 (18.5) 1759 (20.7) 4833 (17.8) <.001

Left bundle branch block 890 (2.5) 249 (2.9) 641 (2.4) .003

Right bundle branch block 1104 (3.1) 180 (2.1) 924 (3.4) <.001

Type of vessel disease

1-VD 14 152 (40.1) 3576 (42.6) 10 576 (39.3) <.001

2-VD 10 923 (30.9) 2548 (30.3) 8375 (31.1) .183

3-VD 9929 (28.1) 2171 (25.8) 7758 (28.8) <.001

LMCAD 592 (1.7) 135 (1.6) 457 (1.7) .607

Culprit vessel <.001

Left main 431 (2.1) 85 (1.8) 346 (2.3)

Left anterior descending artery (or one of its branches) 8448 (42.1) 2004 (41.8) 6444 (42.2)

Left circumflex artery (or one of its branches) 3737 (18.6) 828 (17.3) 2909 (19.0)

Right coronary artery (or one of its branches) 6937 (34.6) 1774 (37.0) 5163 (33.8)

Other 437 (2.2) 84 (1.8) 353 (2.3)

Type of MIc <.001

Type 1 21 758 (92.3) 5204 (92.4) 16 554 (92.2)

Type 2 934 (4.0) 265 (4.7) 669 (3.7)

Type 3 11 (0.0) 5 (0.1) 6 (0.0)

Continued 
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set (20% patients). The training set was used to train RF, MLP, and LR models. 
Meanwhile, the internal testing set was utilized to assess their performance on 
unseen data and refine their hyperparameters. Following variable selection, LR 
and machine-learning-based models were compared to determine the best- 
performing modelling approach. Multicollinearity within the final model was 
assessed by the variance inflation factor and tolerance (see Supplementary 
data online, Table S3). Finally, SEX-SHOCK was internally validated using 
10-fold cross-validation,32 with external validation being done in RICO
(France) and SPUM-ACS (Switzerland).

Statistical analysis
Continuous variables are shown as median and interquartile range (IQR), while 
categorical data are presented as counts and valid percentages. Continuous 
variables were compared using Student’s t-test or Mann–Whitney test if non- 
normally distributed, and categorical data were analysed using χ2, Fisher’s exact, 
or Kruskal–Wallis test, as appropriate. The degree of missing data is detailed in 
Supplementary data online, Table S4 (see Supplementary data online). To miti-
gate a potential missing data bias, multiple imputation using chained equations 
(MICE; n = 20 imputations) was performed for each cohort and sex separately. 
We employed predictive mean matching for continuous variables, proportional 
odds models for ordinal variables, and LR for binary variables, with in-hospital 
CS serving as the outcome variable.33,34 Receiver operating characteristic 
curves and calibration plots were generated using a randomly selected dataset 
from the multiply imputed datasets. Finally, nomograms were constructed sep-
arately for each sex by converting the regression coefficients of multivariable- 
adjusted regression models proportionally to a 0–100-point scale. Total-point 

scores were obtained by summing the points assigned to each variable. Findings 
are reported in accordance with the guidelines set forth in the TRIPOD state-
ment (see Supplementary data online, Figure S3) for transparent prediction 
model reporting and align with the standards of the STROBE initiative (see 
Supplementary data online, Figure S4). If not stated otherwise, a P < .05 was 
deemed significant. All analyses were performed in R (version 4.1.2) and IBM 
SPSS (version 27.0.1). Additional details on the variable and model selection 
process are provided in the Supplementary data online.

Results
Patients
A total of 35 650 ACS patients were included in AMIS-Plus, of which 8481 
were female (24.80%). Female patients exhibited marked differences in 
baseline characteristics, ORBI components (Table 1), and ACS manage-
ment as compared to males (see Supplementary data online, Table S5). 
They were older than males (median age: 71.5 [61.5, 79.3] vs. 62.5 [54.0, 
72.1] years; P < .001) and the prevalence of previous stroke or transient 
ischaemic attack was higher (5.4% vs. 4.0%; P < .001). Additionally, females 
experienced longer pre-hospital delays relative to males (median: 420.0 
[201.0, 1200.0] vs. 350.0 [172.0, 1012.0] min; P < .001). Females also 
tended to present with higher Killip classes (P < .001), although their sys-
tolic blood pressure levels were slightly higher (138.0 [120.0, 158.0] vs. 
135.0 [120.0, 155.0]; P < .001). Blood glucose levels (median: 7.4 [6.2, 
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Table 1 Continued

All patients  
(N = 35 650)

Females  
(N = 8481)

Males  
(N = 27 169)

P value

Type 4a 81 (0.3) 17 (0.3) 64 (0.4)

Type 4b 724 (3.1) 129 (2.3) 595 (3.3)

Type 5 66 (0.3) 9 (0.2) 57 (0.3)

Location of MI

Inferior 13 152 (37.4) 3179 (38.0) 9973 (37.2) .225

Posterior 3432 (9.8) 806 (9.7) 2626 (9.8) .674

Lateral 3849 (15.7) 979 (16.7) 2870 (15.4) .018

TIMI flow of culprit vessel pre-PCI .239

0 7601 (54.6) 1763 (53.2) 5838 (55.0)

I 2861 (20.5) 719 (21.7) 2142 (20.2)

II 1546 (11.1) 360 (10.9) 1186 (11.2)

III 1925 (13.8) 473 (14.3) 1452 (13.7)

PCI complications

Myocardial infarction after PCI 140 (0.6) 34 (0.6) 106 (0.6) .996

Emergency CABG after PCI 20 (0.1) 7 (0.1) 13 (0.1) .368

Pericardiocentesis 42 (0.2) 18 (0.3) 24 (0.1) .007

Intraprocedural death 64 (0.3) 28 (0.5) 36 (0.2) <.001

Data are shown as median [IQR] or N (valid %). 
CABG, coronary artery bypass grafting; eGFR, estimated glomerular filtration rate, calculated according to the Chronic Kidney Disease Epidemiology Collaboration (CKD-EPI) creatinine 
equation; FHx of CAD, family history of coronary artery disease; HbA1c, haemoglobin A1c; LMCAD, left main coronary artery disease; NT-proBNP, N-terminal pro b-type natriuretic 
peptide; PCI, percutaneous coronary intervention; TIA, transient ischaemic attack; TIMI, thrombolysis in myocardial infarction; 1/2/3 VD, 1/2/3 vessel disease. 
aDefined as warm and well-perfused with normal JVP (Killip I) and SBP ≥ 100 mmHg. 
bDefined as having elevated JVP (Killip II or higher), SBP < 90 mmHg, and/or no signs of classic CS (Killip IV).9
cDefined according to the fourth universal definition of acute myocardial infarction.
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9.3] vs. 7.1 [6.1, 8.8] mmol/L; P < .001), and heart rates (median: 76.0 
[66.0, 88.0] vs. 75.0 [65.0, 87.0] min−1; P < .001) of female patients 
were also higher, suggesting an accentuated sympathetic response.

Female patients were more likely to have impaired systolic function, 
as defined by left ventricular ejection fraction (LVEF) < 35%, as com-
pared to their male counterparts (8.1% vs. 7.2%; P = .048). Women 
also had higher C-reactive protein (CRP) levels than males (median: 
5.0 [2.0, 11.0] vs. 4.0 [2.0, 9.0] mg/L; P < .001), suggesting a greater in-
flammatory burden at the time of acute presentation. Despite lower 
creatinine levels among females, their estimated glomerular filtration 
rate (eGFR), a sex-adjusted measure of renal function, implied more se-
vere renal impairment. In AMIS-Plus, 3.1% of all patients experienced 
in-hospital CS, with a higher relative incidence among females as com-
pared to males (3.9% vs. 2.8%; P < .001). Sex-specific differences in 
baseline and management characteristics were similarly observed in 
RICO, in which a total of 13 701 patients were included. In these pa-
tients, 5.3% and 3.7% of female and male patients, respectively, devel-
oped in-hospital CS (P < .001) (see Supplementary data online, Tables 
S6 and S7).

Sex-specific performance of ORBI
While ORBI provided good discriminatory performance for the prediction 
of in-hospital CS in males (AUC [95% CI]: 0.81 [0.79–0.83]), its perform-
ance was lower in female patients recruited in Switzerland (0.78 [0.76– 
0.81]; P = .048) (Figure 1A). Similar results were obtained in French patients 
(males: 0.84 [0.81–0.86] vs. females: 0.77 [0.74–0.81]; P = .002) (Figure 1B). 
Indeed, in both Switzerland and France, ORBI performance among female 
ACS patients was characterized by higher Brier scores (i.e. a measure of 
prediction accuracy) and false omission rates (i.e. proportion of false nega-
tives) as compared to males (see Supplementary data online, Table S8). 
Collectively, these findings indicate a limited sex-specific performance, 

with the ORBI risk score being more likely to miss true positives in females, 
thus systematically underestimating in-hospital CS risk in women.

Development of SEX-SHOCK
To address these limitations and consider sex-specific disease charac-
teristics, we used machine-learning algorithms (i.e. RF and MLP) and 
LR on sex-disaggregated data and ranked potential predictors by fea-
ture importance separately for females and males (see Supplementary 
data online, Figure S5). The top 10 variables in females and males are de-
picted in Figure 2A–C. For females, top 10 variables across all modelling 
tactics tested included creatinine, CRP, LVEF, ST-segment elevation, and 
diabetes, while in males, CRP, LVEF, ST-segment elevation, and a history 
of dyslipidaemias provided marked predictive value towards incident 
CS. Finally, overlapping features (i.e. creatinine, CRP, LVEF, and 
ST-segment elevation) were selected as candidate variables to refine 
ORBI (Figure 2D, Supplementary data online, Figure S6). Forward selec-
tion and backward elimination were used to determine the optimal vari-
able combination, with prior stroke/transient ischaemic attack, anterior 
ST-segment elevation myocardial infarction (STEMI), first medical 
contact-to-PCI delay, and Killip class II being replaced by creatinine, 
CRP, LVEF, and ST-segment elevation (see Supplementary data online, 
Tables S9 and S10). Among all model building approaches tested, LR 
emerged as the preferred method (see Supplementary data online, 
Figure S7), demonstrating highest predictive accuracy for both sexes. 
By combining best-performing variables with top-performing models, 
SEX-SHOCK was developed (see Supplementary data online, Figure S8).

Evaluation of SEX-SHOCK
Although relying on the identical number of predictors (n = 12), the 
discriminatory performance of SEX-SHOCK outperformed ORBI 
for the prediction of in-hospital CS in females (0.81 [0.78–0.83] vs. 
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Figure 1 Sex differences in ORBI performance in ACS patients undergoing PCI in Switzerland (left) and France (right). ROC curves of the ORBI risk 
score for the prediction of in-hospital cardiogenic shock are shown for female (red) and male patients (blue) in (A) AMIS-Plus (Switzerland) and 
(B) RICO (France). ROC curves were compared using an unpaired DeLong test. AMIS-Plus, Acute Myocardial Infarction in Switzerland Plus; AUC,
area under the ROC curve; CI, confidence interval; ORBI, Observatoire Régional Breton sur l’Infarctus; PCI, percutanous coronary intervention; 
RICO, obseRvatoire des Infarctus de Côte-d’Or; ROC, receiver operating characteristic
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0.78 [0.76–0.81], P < .001) and males alike (0.83 [0.82–0.85] vs. 0.81 
[0.79–0.83], P < .001) (Figure 3A and B). SEX-SHOCK showed im-
proved sensitivity, F1 score, false omission rate, and positive 

predictive value in both sexes (Figure 3C and D; Supplementary data
online, Table S11). Decision curve analysis suggested that the net 
benefit of SEX-SHOCK at different decision thresholds surpassed 

A

B

C

D

Figure 2 Identification of most important predictors of in-hospital cardiogenic shock depending on sex. Top 10 variables identified by (A) logistic 
regression (LR), (B) random forest (RF), and (C ) multilayer perceptron (MLP) in females (left; red) and males (right; blue). (D) Venn plots showing 
the intersection of highest-ranked predictors identified by LR, RF, and MLP in females (left; red) and males (right; blue). For females, the five overlapping 
variables include CRP, ST-segment elevation, LVEF, creatinine, and diabetes. For males, CRP, ST-segment elevation, history of dyslipidaemias, creatinine, 
and LVEF are among most important predictors across all model building approaches tested. LVEF was dummy coded in LR models. CAD, coronary 
artery disease; CRP, C-reactive protein; FHx, positive family history; HTN, history of hypertension; Hx, history of; LBBB, left bundle branch block; 
LMCAD, left main coronary artery disease; LVEF, left ventricular ejection fraction; MLP, multilayer perceptron; RBBB, right bundle branch block; 
RF, random forest; LR, logistic regression; 1-VD, single-vessel disease; 3-VD, three-vessel disease
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that of ORBI in both sexes alike (Figure 4). Furthermore, irrespective 
of sex, SEX-SHOCK showed higher net reclassification and integrated 
discrimination improvement as compared to ORBI, emphasizing its 
superior performance as regards risk reclassification in both Swiss 
and French ACS patients (Table 2).

Internal and external validation of 
SEX-SHOCK
Following 10-fold cross-validation in AMIS-Plus (see Supplementary 
data online, Figure S9), the AUC for females ranged from 0.78 (95% 
CI, 0.67–0.89) to 0.91 (95% CI, 0.87–0.95), with a mean ± SD 

of 0.83 ± 0.05. In males, the AUC ranged from 0.82 (95% CI, 
0.75–0.88) to 0.90 (95% CI, 0.85–0.94), with a mean ± SD of 
0.86 ± 0.03. In both external validation cohorts (i.e. RICO and 
SPUM-ACS), SEX-SHOCK demonstrated superior discriminative 
performance as compared to ORBI (see Supplementary data online, 
Figure S10). Beyond the AUC, the sensitivity, the F1 score, and the 
positive predictive value were also improved, while false omission 
rate was reduced for both female and male patients (Figure 5, 
Supplementary data online, Table S10). Aligning with the data ob-
tained in AMIS-Plus, decision curve analysis in both external valid-
ation cohorts suggested a greater net benefit of SEX-SHOCK in 
predicting in-hospital CS across various risk thresholds for both 
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Figure 3 Performance of ORBI and SEX-SHOCK in the derivation cohort. ROC curves of the ORBI (black) and SEX-SHOCK score in (A) females 
(left; red) and (B) males (right; blue). ROC curves were compared using an unpaired DeLong test. Radar plots illustrate sensitivity, AUC, F1 score, false 
omission rate, and positive predictive value for the ORBI (grey area) and SEX-SHOCK score in (C ) females (red area) and (D) males (blue area). AUC, 
area under the ROC curve; CI, confidence interval; FOR, false omission rate; ORBI, Observatoire Régional Breton sur l’Infarctus; PPV, positive predictive 
value; ROC receiver operating characteristic
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females and males (see Supplementary data online, Figure S11). To 
enhance the clinical applicability of the SEX-SHOCK score and allow-
ing score calculation prior to PCI, a simplified model was developed, 
solely relying on non-procedural variables, showing similar performance 
to the full model (see Supplementary data online, Figure S12), while re-
taining its superiority as compared to ORBI in both validation cohorts 
(see Supplementary data online, Figure S13 and Supplementary data 
online, Table S12).

Clinical application: nomogram of 
SEX-SHOCK
To allow for clinical use, sex-specific nomograms were developed for fe-
male and male ACS patients (Figure 6). Each predictor in SEX-SHOCK 

was assigned individual score points based on its individual contribution 
to overall CS risk. Individual score points were then summed to obtain a 
total score. Finally, using a function relating the total score to the probabil-
ity of in-hospital CS, the predicted probability of in-hospital CS for each 
female or male ACS patient was calculated. Scores corresponding to dif-
ferent levels of each predictor used in the SEX-SHOCK model are detailed 
in Supplementary data online, Table S13 (see Supplementary data online). 
The online calculator for clinical use is available via www.mdcalc.com/calc/ 
10563/sex-shock-risk-score-development-cardiogenic-shock.

Discussion
Here, we demonstrate (i) that the ORBI risk score shows only modest 
performance in female ACS patients as compared to males, (ii) that 
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back line) patients are at high risk across different risk thresholds. ORBI, Observatoire Régional Breton sur l’Infarctus
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Table 2 Reclassification value of SEX-SHOCK vs. ORBI

Cohort NRI (95% CI) P value IDI (95% CI) P value

Females

AMIS-Plus 0.376 (0.267–0.484) <.001 0.016 (0.009–0.024) <.001

SPUM-ACS 0.485 (0.189–0.781) .001 0.035 (0.003–0.068) .031

RICO 0.500 (0.358–0.642) <.001 0.033 (0.017–0.049) <.001

Males

AMIS-Plus 0.323 (0.252–0.395) <.001 0.016 (0.011–0.022) <.001

SPUM-ACS 0.469 (0.313–0.625) <.001 0.029 (0.013–0.044) <.001

RICO 0.607 (0.507–0.706) <.001 0.050 (0.037–0.063) <.001

AMIS-Plus, Acute Myocardial Infarction in Switzerland Plus; CI, confidence interval; IDI, integrated discrimination improvement; NRI, net reclassification improvement; RICO, 
obseRvatoire des Infarctus de Côte-d’Or; SPUM-ACS, Special Programme University Medicine Acute Coronary Syndrome.
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CRP, LVEF, creatinine, and ST-segment elevation are potent predictors of 
in-hospital CS in both sexes, and (iii) that the newly developed 
SEX-SHOCK score, though relying on the identical number of variables, 
outperforms ORBI in both sexes across nations and clinical settings 
(Structured Graphical Abstract).

Currently available risk scores in the setting of CS, such as the 
IABP-SHOCK II,35 ENCOURAGE,36 SAVE,37 and CARD-SHOCK 
score,38 are primarily used to predict mortality and are applicable only 
to patients who present with, rather than being at risk of CS during 
hospitalization, thus serving solely as prognostic tools. Indeed, once 

ACS has progressed to overt CS (SCAI-C or higher), interventions tested 
so far might be implemented too late to change outcomes effectively. In 
fact, the efficacy and safety of mechanical or pharmacological support in 
reducing mortality in patients with established CS, despite one promising 
trial,39 remains highly controversial, and novel risk stratification strategies 
are urgently warranted.40–43 For instance, in both the DanGer SHOCK 
and ECLS-SHOCK trials, only patients with SCAI-C or higher were re-
cruited, while patients with pre-hospital cardiac arrest were excluded 
from the former.39,43 Hence, to reduce overall mortality, it might be 
worth considering applying therapeutic strategies early (e.g. in those at 
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Figure 5 External validation of the newly developed SEX-SHOCK score. Radar plots showing the improved performance of the SEX-SHOCK score 
as compared to ORBI in terms of sensitivity, AUC, F1 score, false omission rate, and positive predictive value for females (red area) and males (blue area) 
in RICO (A, B) and SPUM-ACS (C, D). AUC, area under the receiver operating characteristic curve; FOR, false omission rate; PPV, positive predictive 
value; RICO, obseRvatoire des Infarctus de Côte-d’Or; SPUM-ACS, Special Programme University Medicine Acute Coronary Syndrome
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high CS risk but not yet in SCAI-C) with the goal of preventing CS and its 
progression into a refractory stage, in which patients have a dismal prog-
nosis. In contrast to previous studies, the herein included derivation and 
validation cohorts also comprised patients with pre-hospital cardiac arrest 

and signs of myocardial ischaemia, with the SEX-SHOCK score being also 
applicable to these patients.

In daily clinical practice, patients in the pre-shock stage may be over-
looked frequently due to the unavailability of quantifiable biomarkers 

A

B

Figure 6 Nomogram for refined risk prediction of cardiogenic shock in acute coronary syndromes: the SEX-SHOCK score. Nomogram to calculate 
the probability of in-hospital cardiogenic shock in (A) female and (B) male patients. Points: assigned scores for each predictor level. Total points: sum of 
individual score points across all predictors. Predicted probability of cardiogenic shock [Pr (CS)] is calculated based on the total score and the conver-
sion relationship between the probability of the outcome event. Score points assigned to each predictor are summarized in Supplementary data online, 
Table S13 (see Supplementary data online). Given the skewed distribution of biomarker data, CRP and creatinine values were log-transformed. LVEF, 
left ventricular ejection fraction; PCI, percutaneous coronary intervention; PP, pulse pressure; Pr (CS), predicted probability of cardiogenic shock; SBP, 
systolic blood pressure; TIMI, thrombolysis in myocardial infarction grade
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for the differentiation between SCAI-A (at risk of CS) and SCAI-B (char-
acterized by haemodynamic instability without organ hypoperfusion) and 
SCAI-C (organ hypoperfusion requiring pharmacologic or mechanical 
support).5 While soluble biomarkers of hypoperfusion, such as lactate, 
correlate well with short-term mortality in patients with overt CS,44 nor-
mal lactate levels do not exclude the presence of haemodynamic instabil-
ity.45,46 By integrating clinical, biochemical, electrocardiographic, and 
imaging-derived features in a sex-specific fashion, SEX-SHOCK is the first 
internally and externally validated risk score to precisely estimate CS risk 
in the pre-shock phase in both females and males, potentially allowing 
timely identification of high-risk patients who may benefit from novel in-
terventions to prevent the progression to overt CS.

For instance, LVEF, an important imaging parameter linked to ad-
verse events in patients with CS, represents an important parameter 
to determine a patient’s benefit from MCS and guiding treatment strat-
egies to optimize expected benefits.47 Additionally, worsening renal 
function serves as an important proxy for end-organ hypoperfusion 
and has been incorporated into various CS scoring systems previous-
ly.35,36,48,49 Similarly, systemic inflammation plays a crucial role in CS 
pathobiology, contributing to its progression,50–52 with CS patients dis-
playing higher levels of inflammatory markers [e.g. CRP, tumour necrosis 
factor α, and interleukin (IL)-6] as compared to controls, which may be 
linked to poor outcomes.51,53–55 Notably, anti-inflammatory therapy by 
IL-1β inhibition reduces total cardiovascular events in stabilized patients 
with prior ACS and high residual inflammatory burden,56,57 although 
the benefits of anti-inflammatory therapies for the prevention of CS de-
velopment in ACS patients remains to be comprehensively investigated.

Of note, CS patients with non-ST-segment elevation ACS (NSTE- 
ACS) have a higher baseline risk profile than those with STEMI, with 
CS complicating NSTE-ACS typically occurring after a median of 
76–94 h.58,59 Despite this, NSTE-ACS patients, whether they have es-
tablished CS or not, undergo coronary angiography less frequently 
compared to STEMI patients, particularly if they are female.58,60

Moreover, although women present with NSTE-ACS more often, 
they receive timely guideline-recommended care less frequently as 
compared to males.61

Hence, objective risk assessment is particularly important for the 
management of female ACS patients, as these patients are older, 
have higher comorbidity burden, experience longer pre-hospital delays, 
are less likely to be referred to tertiary-care shock centres, and to re-
ceive early revascularization,15,62 making an optimal approach to a per-
sonalized treatment strategy challenging. The novel SEX-SHOCK score 
was trained and validated on sex-disaggregated data, provides objective 
risk assessment, and thus may mitigate sex inequities in the acute man-
agement of patients across the entire spectrum of ACS.

Strengths and limitations
Our study has several strengths. First, we analysed one of the largest and 
best characterized patient cohorts on ACS and CS in Europe, with a total 
sample size exceeding most previous studies on risk prediction in CS. 
Second, patients enrolled between 2005 and 2022 were analysed, ac-
counting for the evolution of both ACS and CS phenotypes and thus re-
flecting evolving strategies of contemporary ACS management. Third, we 
used two different external validation cohorts, allowing to test the per-
formance of SEX-SHOCK across healthcare systems, nations, and clinical 
settings.

Despite these strengths, certain limitations warrant discussion. First, 
the sex-specific differences in ORBI score performance were only modest 

in magnitude in AMIS-Plus. Second, although the superior performance of 
SEX-SHOCK in both validation cohorts argues for a high predictive utility 
of CRP, data on this biomarker were only available in 67.6% of patients in 
derivation cohort. Additionally, data on initial lactate levels were unavail-
able in the derivation and validation cohorts; thus, future studies should 
assess whether the integration of biomarker data beyond CRP and cre-
atinine can further improve SEX-SHOCK score performance.46 Along 
similar lines, given the unavailability of patients’ ethnicity in the derivation 
cohort, additional studies might be warranted to assess the generalizability 
of the herein reported results across social–cultural aspects. Third, we did 
not assess the predictive performance of SEX-SHOCK over time (from 
study inclusion to discharge) due to unavailability of data on the exact 
time point of in-hospital CS. Indeed, the latter represents a major limita-
tion of the present study, as certain patients may have moved to a higher 
SCAI class before all variables informing SEX-SHOCK were available. 
Fourth, as certain patients (e.g. those with pre-hospital cardiac arrest or 
those presenting in SCAI-B) might be underrepresented in the present 
study, independent validation studies are certainly warranted to probe 
score performance across patient subgroups and CS entities. Fifth, 
whether the clinically relevant improvements in risk prediction of 
SEX-SHOCK reflect into improved outcomes of ACS patients at risk 
of developing CS needs to be demonstrated in well-designed interven-
tional trials. Finally, our study has certain limitations inherent to its obser-
vational design, including residual confounding. However, we would argue 
that our study results could inform the design of future interventional 
trials, focusing on a patient population at risk of rather than fully estab-
lished CS.

Conclusions
By integrating best-performing models with highest-ranked predic-
tors, the SEX-SHOCK score demonstrates excellent discriminatory 
performance for the prediction of in-hospital CS in both females 
and males across the entire spectrum of ACS, thus mitigating sex 
inequities in early risk stratification of contemporary ACS manage-
ment. The SEX-SHOCK score facilitates the early identification of 
ACS patients at high risk of CS and may guide contemporary clinical 
decision-making and patient selection for future randomized con-
trolled trials.

Acknowledgements
We wish to thank the steering committee members of all study cohorts, 
the local study nurses, the core lab technicians, the local catheter teams, 
and the central data monitors for supervising the electronic data captur-
ing system of each cohort. Specifically, we wish to thank the Clinical 
Trial Unit at the University of Bern and the AMIS-Plus Data Center at 
the University of Zurich, and all physicians and clinical research assis-
tants that ensured data collection and monitoring of the RICO study.

Supplementary data
Supplementary data are available at European Heart Journal online.

Declarations
Disclosure of Interest
M.Z. declares research grants from Amarin Corp and lecture fees from
Organon, Amgen and Pfizer. V.A. declares lecture fees from Bouchara-

4576               Wang et al.

http://academic.oup.com/eurheartj/article-lookup/doi/10.1093/eurheartj/ehae593#supplementary-data


Recordati, BMS-Pfizer, Edwards Lifescience and Medtronic, and 
consulting fees from Boston Scientific and Medtronic. All other authors 
report no conflict of interest. M.R. reports institutional research grants 
from Terumo, Biotronik, and Cordis. L.L. and G.G.C. are coinventors 
on the International Patent WO/2020/226993 filed in April 2020 unre-
lated to this work. L.L. reports speaker fees outside of this work from 
Daiichi-Sankyo. F.C. reports having received non-financial support and 
speaking fees for Amgen, MSD, Novartis, Sanofi, and Pfizer. Y.C. re-
ports having received consultant or speaking fees for Bayer, BMS/ 
Pfizer, Boehringer Ingelheim, Novartis, Sanofi and Servier. T.F.L. has 
no conflicts of interest related to this work but has received educational 
and research grants to the institution from Abbott, Amgen, 
AstraZeneca, Boehringer Ingelheim, Daiichi Sankyo, Eli Lilly, Novartis, 
Novo Nordisk, Sanofi and Vifor and consulting fees from Abbott 
India, Daiichi Sankyo, Milestone Pharmaceuticals and Novo Nordisk. 
T.F.L. holds leadership positions at the European Society of 
Cardiology, Swiss Heart Foundation, and the Foundation for 
Cardiovascular Research—Zurich Heart House, Zurich, Switzerland 
and the London Heart house in London, UK. S.K. declares outside 
this work speaker fees from Roche Diagnostics and the Foundation 
for Cardiovascular Research – Zurich Heart House. Further, he has re-
ceived research grants to the institution from the Jubiläumsstiftung 
SwissLife, the Lindenhof Foundation, the Novartis Foundation for 
Medical-biological Research, the Swiss Heart Foundation, the Swiss 
Society of Cardiology, and the Theodor-Ida-Herzog-Egli Foundation, 
and equipment and materials from Roche Diagnostics outside the sub-
mitted work. Travel support, again unrelated to this work, was received 
from the European Atherosclerosis Society, the European Society of 
Cardiology, the European Society of Clinical Investigation, Sphingotec 
GmbH, the 4TEEN4 Pharmaceuticals GmbH, and PAM Theragnostics 
GmbH. The other authors declare no disclosure of interest related 
to this manuscript.

Data Availability
Due to strict data protection regulations, the authors do not have au-
thorisation to provide unrestricted data access. Data requests from 
qualified investigators can be made to the corresponding authors and 
will be considered by the SPUM-ACS’, AMIS-Plus’ and RICO’ steering 
committees, subject to institutional and ethical committee approvals.

Funding
This work was supported by funding granted by the Swiss National 
Research Foundation (SPUM 33CM30-124112 and 32473B_163271; 
to T.F.L.), the Novartis Foundation for Medical-Biological Research (to 
S.K.), the Swiss Heart Foundation (to S.K., T.F.L.), the Research Prize
of the Swiss Society of Cardiology (to S.K.), the Jubiläumsstiftung
SwissLife (to S.K.), the Foundation for Cardiovascular Research –
Zurich Heart House, and the China Scholarship Council grant (to
Y.W.). The RICO study was supported by the University Hospital of
Dijon Bourgogne, the Association de Cardiologie de Bourgogne,
Fédération Française de Cardiologie, and by grants from the Agence
Régionale de Santé de Bourgogne Franche-Comté, from the Conseil
Régional de Bourgogne Franche-Comté.

Ethical Approval
The study protocols of each cohort were approved by the local ethics 
committees and all study participants provided written informed 
consent.

Pre-registered Clinical Trial Number
AMIS-Plus (NCT01305785), SPUM-ACS (NCT01000701).

References
1. Westaby S, Kharbanda R, Banning AP. Cardiogenic shock in ACS. Part 1: prediction, 

presentation and medical therapy. Nat Rev Cardiol 2012;9:158–71. https://doi.org/10. 
1038/nrcardio.2011.194

2. Thiele H, Ohman EM, de Waha-Thiele S, Zeymer U, Desch S. Management of cardio-
genic shock complicating myocardial infarction: an update 2019. Eur Heart J 2019;40: 
2671–83. https://doi.org/10.1093/eurheartj/ehz363

3. Holmes DR, Berger PB, Hochman JS, Granger CB, Thompson TD, Califf RM, et al. 
Cardiogenic shock in patients with acute ischemic syndromes with and without 
ST-segment elevation. Circulation 1999;100:2067–73. https://doi.org/10.1161/01.CIR. 
100.20.2067

4. Mebazaa A, Combes A, van Diepen S, Hollinger A, Katz JN, Landoni G, et al. 
Management of cardiogenic shock complicating myocardial infarction. Intensive Care 
Med 2018;44:760–73. https://doi.org/10.1007/s00134-018-5214-9

5. Naidu SS, Baran DA, Jentzer JC, Hollenberg SM, van Diepen S, Basir MB, et al. SCAI 
SHOCK stage classification expert consensus update: a review and incorporation of valid-
ation studies. J Am Coll Cardiol 2022;79:933–46. https://doi.org/10.1016/j.jacc.2022.01.018

6. Samsky MD, Morrow DA, Proudfoot AG, Hochman JS, Thiele H, Rao SV. Cardiogenic 
shock after acute myocardial infarction: a review. JAMA 2021;326:1840–50. https://doi. 
org/10.1001/jama.2021.18323

7. Thiele H, Akin I, Sandri M, Fuernau G, de Waha S, Meyer-Saraei R, et al. PCI strategies in 
patients with acute myocardial infarction and cardiogenic shock. N Engl J Med 2017;377: 
2419–32. https://doi.org/10.1056/NEJMoa1710261

8. Byrne RA, Rossello X, Coughlan JJ, Barbato E, Berry C, Chieffo A, et al. 2023 ESC guide-
lines for the management of acute coronary syndromes. Eur Heart J 2023;44:3720–826. 
https://doi.org/10.1093/eurheartj/ehad191

9. Burgos LM, Baro Vila RC, Botto F, Diez M. SCAI cardiogenic shock classification for pre-
dicting in-hospital and long-term mortality in acute heart failure. J Soc Cardiovasc Angiogr 
Interv 2022;1:100496. https://doi.org/10.1016/j.jscai.2022.100496

10. Auffret V, Cottin Y, Leurent G, Gilard M, Beer J-C, Zabalawi A, et al. Predicting the de-
velopment of in-hospital cardiogenic shock in patients with ST-segment elevation myo-
cardial infarction treated by primary percutaneous coronary intervention: the ORBI risk 
score. Eur Heart J 2018;39:2090–102. https://doi.org/10.1093/eurheartj/ehy127

11. Haider A, Bengs S, Luu J, Osto E, Siller-Matula JM, Muka T, et al. Sex and gender in car-
diovascular medicine: presentation and outcomes of acute coronary syndrome. Eur 
Heart J 2020;41:1328–36. https://doi.org/10.1093/eurheartj/ehz898

12. Ton V-K, Kanwar MK, Li B, Blumer V, Li S, Zweck E, et al. Impact of female sex on car-
diogenic shock outcomes. JACC Heart Fail 2023;11:1742–53. https://doi.org/10.1016/j. 
jchf.2023.09.025

13. Sambola A, Elola FJ, Buera I, Fernández C, Bernal JL, Ariza A, et al. Sex bias in admission 
to tertiary-care centres for acute myocardial infarction and cardiogenic shock. Eur J Clin 
Invest 2021;51:e13526. https://doi.org/10.1111/eci.13526

14. Gimenez MR, Zeymer U, Desch S, de Waha-Thiele S, Ouarrak T, Poess J, et al. 
Sex-specific management in patients with acute myocardial infarction and cardiogenic 
shock: a substudy of the CULPRIT-SHOCK trial. Circ Cardiovasc Interv 2020;13: 
e008537. https://doi.org/10.1161/CIRCINTERVENTIONS.119.008537

15. Vallabhajosyula S, Ya’Qoub L, Singh M, Bell MR, Gulati R, Cheungpasitporn W, et al. Sex 
disparities in the management and outcomes of cardiogenic shock complicating acute 
myocardial infarction in the young. Circ Heart Fail 2020;13:e007154. https://doi.org/ 
10.1161/CIRCHEARTFAILURE.120.007154

16. Schoenenberger AW, Radovanovic D, Windecker S, Iglesias JF, Pedrazzini G, Stuck AE, 
et al. Temporal trends in the treatment and outcomes of elderly patients with acute cor-
onary syndrome. Eur Heart J 2016;37:1304–11. https://doi.org/10.1093/eurheartj/ehv698

17. Radovanovic D, Erne P. AMIS Plus: Swiss registry of acute coronary syndrome. Heart 
2010;96:917–21. https://doi.org/10.1136/hrt.2009.192302

18. Kraler S, Wenzl FA, Georgiopoulos G, Obeid S, Liberale L, von Eckardstein A, et al. 
Soluble lectin-like oxidized low-density lipoprotein receptor-1 predicts premature 
death in acute coronary syndromes. Eur Heart J 2022;43:1849–60. https://doi.org/10. 
1093/eurheartj/ehac143

19. Georgiopoulos G, Kraler S, Mueller-Hennessen M, Delialis D, Mavraganis G, Sopova K, 
et al. Modification of the GRACE risk score for risk prediction in patients with acute 
coronary syndromes. JAMA Cardiol 2023;8:946. https://doi.org/10.1001/jamacardio. 
2023.2741

20. Kraler S, Wenzl FA, Vykoukal J, Fahrmann JF, Shen M-Y, Chen D-Y, et al. Low-density lipo-
protein electronegativity and risk of death after acute coronary syndromes: a case-cohort 
analysis. Atherosclerosis 2023;376:43–52. https://doi.org/10.1016/j.atherosclerosis.2023. 
05.014

21. Kraler S, Balbi C, Vdovenko D, Lapikova-Bryhinska T, Camici GG, Liberale L, et al. 
Circulating GDF11 exacerbates myocardial injury in mice and associates with increased 
infarct size in humans. Cardiovasc Res 2023;119:2729–42. https://doi.org/10.1093/cvr/ 
cvad153

The SEX-SHOCK score 4577

https://doi.org/10.1038/nrcardio.2011.194
https://doi.org/10.1038/nrcardio.2011.194
https://doi.org/10.1093/eurheartj/ehz363
https://doi.org/10.1161/01.CIR.100.20.2067
https://doi.org/10.1161/01.CIR.100.20.2067
https://doi.org/10.1007/s00134-018-5214-9
https://doi.org/10.1016/j.jacc.2022.01.018
https://doi.org/10.1001/jama.2021.18323
https://doi.org/10.1001/jama.2021.18323
https://doi.org/10.1056/NEJMoa1710261
https://doi.org/10.1093/eurheartj/ehad191
https://doi.org/10.1016/j.jscai.2022.100496
https://doi.org/10.1093/eurheartj/ehy127
https://doi.org/10.1093/eurheartj/ehz898
https://doi.org/10.1016/j.jchf.2023.09.025
https://doi.org/10.1016/j.jchf.2023.09.025
https://doi.org/10.1111/eci.13526
https://doi.org/10.1161/CIRCINTERVENTIONS.119.008537
https://doi.org/10.1161/CIRCHEARTFAILURE.120.007154
https://doi.org/10.1161/CIRCHEARTFAILURE.120.007154
https://doi.org/10.1093/eurheartj/ehv698
https://doi.org/10.1136/hrt.2009.192302
https://doi.org/10.1093/eurheartj/ehac143
https://doi.org/10.1093/eurheartj/ehac143
https://doi.org/10.1001/jamacardio.2023.2741
https://doi.org/10.1001/jamacardio.2023.2741
https://doi.org/10.1016/j.atherosclerosis.2023.05.014
https://doi.org/10.1016/j.atherosclerosis.2023.05.014
https://doi.org/10.1093/cvr/cvad153
https://doi.org/10.1093/cvr/cvad153


22. Masson D, Leleu D, Farnier M, Chagué F, Rampon C, Bichat F, et al. Negative relationship 
between eicosapentaenoic acid and inflammatory biomarkers in patients with acute myo-
cardial infarction. Cardiovasc Res 2024;120:111–3. https://doi.org/10.1093/cvr/cvae007

23. Wenzl FA, Bruno F, Kraler S, Klingenberg R, Akhmedov A, Ministrini S, et al. Dipeptidyl 
peptidase 3 plasma levels predict cardiogenic shock and mortality in acute coronary syn-
dromes. Eur Heart J 2023;44:3859–71. https://doi.org/10.1093/eurheartj/ehad545

24. Wenzl FA, Kraler S, Ambler G, Weston C, Herzog SA, Räber L, et al. Sex-specific evalu-
ation and redevelopment of the GRACE score in non-ST-segment elevation acute cor-
onary syndromes in populations from the UK and Switzerland: a multinational analysis 
with external cohort validation. Lancet 2022;400:744–56. https://doi.org/10.1016/ 
S0140-6736(22)01483-0

25. Li GHY, Cheung CL, Tan KCB, Kung AWC, Kwok TCY, Lau WCY, et al. Development 
and validation of sex-specific hip fracture prediction models using electronic health re-
cords: a retrospective, population-based cohort study. EClinicalMedicine 2023;58: 
101876. https://doi.org/10.1016/j.eclinm.2023.101876

26. Steyerberg EW, Vergouwe Y. Towards better clinical prediction models: seven steps for 
development and an ABCD for validation. Eur Heart J 2014;35:1925–31. https://doi.org/ 
10.1093/eurheartj/ehu207

27. Yang JH, Choi KH, Ko YG, Ahn CM, Yu CW, Chun WJ, et al. Clinical characteristics and pre-
dictors of in-hospital mortality in patients with cardiogenic shock: results from the RESCUE 
Registry. Circ Heart Fail 2021;14:e008141. https://doi.org/10.1161/CIRCHEARTFAILURE. 
120.008141

28. Reynolds HR, Hochman JS. Cardiogenic shock: current concepts and improving out-
comes. Circulation 2008;117:686–97. https://doi.org/10.1161/CIRCULATIONAHA. 
106.613596

29. Tsai S-F, Yang C-T, Liu W-J, Lee C-L. Development and validation of an insulin resistance 
model for a population without diabetes mellitus and its clinical implication: a prospect-
ive cohort study. EClinicalMedicine 2023;58:101934. https://doi.org/10.1016/j.eclinm. 
2023.101934

30. Steiner MC, Gibson KM, Crandall KA. Drug resistance prediction using deep learning 
techniques on HIV-1 sequence data. Viruses 2020;12:560. https://doi.org/10.3390/ 
v12050560

31. Segar MW, Vaduganathan M, Patel KV, McGuire DK, Butler J, Fonarow GC, et al. 
Machine learning to predict the risk of incident heart failure hospitalization among pa-
tients with diabetes: the WATCH-DM risk score. Diabetes Care 2019;42:2298–306. 
https://doi.org/10.2337/dc19-0587

32. Hu J, Xu J, Li M, Jiang Z, Mao J, Feng L, et al. Identification and validation of an explainable 
prediction model of acute kidney injury with prognostic implications in critically ill chil-
dren: a prospective multicenter cohort study. EClinicalMedicine 2024;68:102409. https:// 
doi.org/10.1016/j.eclinm.2023.102409

33. Hippisley-Cox J, Coupland C, Brindle P. Development and validation of QRISK3 risk 
prediction algorithms to estimate future risk of cardiovascular disease: prospective co-
hort study. BMJ 2017;357:j2099. https://doi.org/10.1136/bmj.j2099

34. Rubin DB. Inference and missing data. Biometrika 1976;63:581–92. https://doi.org/10. 
1093/biomet/63.3.581

35. Pöss J, Köster J, Fuernau G, Eitel I, de Waha S, Ouarrak T, et al. Risk stratification for 
patients in cardiogenic shock after acute myocardial infarction. J Am Coll Cardiol 2017; 
69:1913–20. https://doi.org/10.1016/j.jacc.2017.02.027

36. Muller G, Flecher E, Lebreton G, Luyt C-E, Trouillet J-L, Bréchot N, et al. The 
ENCOURAGE mortality risk score and analysis of long-term outcomes after 
VA-ECMO for acute myocardial infarction with cardiogenic shock. Intensive Care Med 
2016;42:370–8. https://doi.org/10.1007/s00134-016-4223-9

37. Schmidt M, Burrell A, Roberts L, Bailey M, Sheldrake J, Rycus PT, et al. Predicting survival 
after ECMO for refractory cardiogenic shock: the survival after veno-arterial-ECMO 
(SAVE)-score. Eur Heart J 2015;36:2246–56. https://doi.org/10.1093/eurheartj/ehv194

38. Harjola V, Lassus J, Sionis A, Køber L, Tarvasmäki T, Spinar J, et al. Clinical picture and 
risk prediction of short-term mortality in cardiogenic shock. Eur J Heart Fail 2015;17: 
501–9. https://doi.org/10.1002/ejhf.260

39. Møller JE, Engstrøm T, Jensen LO, Eiskjær H, Mangner N, Polzin A, et al. Microaxial flow 
pump or standard care in infarct-related cardiogenic shock. N Engl J Med 2024;390: 
1382–93. https://doi.org/10.1056/NEJMoa2312572

40. Thiele H, Zeymer U, Neumann F-J, Ferenc M, Olbrich H-G, Hausleiter J, et al. 
Intra-aortic balloon counterpulsation in acute myocardial infarction complicated by car-
diogenic shock (IABP-SHOCK II): final 12 month results of a randomised, open-label 
trial. Lancet 2013;382:1638–45. https://doi.org/10.1016/S0140-6736(13)61783-3

41. Thiele H, Zeymer U, Thelemann N, Neumann F-J, Hausleiter J, Abdel-Wahab M, et al.
Intraaortic balloon pump in cardiogenic shock complicating acute myocardial infarc-
tion. Circulation 2019;139:395–403. https://doi.org/10.1161/CIRCULATIONAHA.118. 
038201

42. Levy B, Buzon J, Kimmoun A. Inotropes and vasopressors use in cardiogenic shock: 
when, which and how much? Curr Opin Crit Care 2019;25:384–90. https://doi.org/10. 
1097/MCC.0000000000000632

43. Thiele H, Zeymer U, Akin I, Behnes M, Rassaf T, Mahabadi AA, et al. Extracorporeal life 
support in infarct-related cardiogenic shock. N Engl J Med 2023;389:1286–97. https:// 
doi.org/10.1056/NEJMoa2307227

44. Jentzer JC, Schrage B, Patel PC, Kashani KB, Barsness GW, Holmes DR, et al. Association 
between the acidemia, lactic acidosis, and shock severity with outcomes in patients with 
cardiogenic shock. J Am Heart Assoc 2022;11:e024932. https://doi.org/10.1161/JAHA. 
121.024932

45. Narang N, Cruz MD, Imamura T, Chung B, Nguyen AB, Holzhauser L, et al. Discordance 
between lactic acidemia and hemodynamics in patients with advanced heart failure. Clin 
Cardiol 2021;44:636–45. https://doi.org/10.1002/clc.23584

46. Jentzer JC, Burstein B, Van Diepen S, Murphy J, Holmes DR, Bell MR, et al. Defining 
shock and preshock for mortality risk stratification in cardiac intensive care unit patients. 
Circ Heart Fail 2021;14:e007678. https://doi.org/10.1161/CIRCHEARTFAILURE.120. 
007678

47. Sundermeyer J, Kellner C, Beer BN, Besch L, Dettling A, Bertoldi LF, et al. Association 
between left ventricular ejection fraction, mortality and use of mechanical circulatory 
support in patients with non-ischaemic cardiogenic shock. Clin Res Cardiol 2024;113: 
570–80. https://doi.org/10.1007/s00392-023-02332-y

48. Katz JN, Stebbins AL, Alexander JH, Reynolds HR, Pieper KS, Ruzyllo W, et al. 
Predictors of 30-day mortality in patients with refractory cardiogenic shock following 
acute myocardial infarction despite a patent infarct artery. Am Heart J 2009;158: 
680–7. https://doi.org/10.1016/j.ahj.2009.08.005

49. Sleeper LA, Reynolds HR, White HD, Webb JG, Džavík V, Hochman JS. A severity scor-
ing system for risk assessment of patients with cardiogenic shock: a report from the 
SHOCK Trial and Registry. Am Heart J 2010;160:443–50. https://doi.org/10.1016/j.ahj. 
2010.06.024

50. Hochman JS. Cardiogenic shock complicating acute myocardial infarction. Circulation 
2003;107:2998–3002. https://doi.org/10.1161/01.CIR.0000075927.67673.F2

51. Prondzinsky R, Unverzagt S, Lemm H, Wegener N-A, Schlitt A, Heinroth KM, et al. 
Interleukin-6, -7, -8 and -10 predict outcome in acute myocardial infarction complicated 
by cardiogenic shock. Clin Res Cardiol 2012;101:375–84. https://doi.org/10.1007/ 
s00392-011-0403-3

52. van Diepen S, Katz JN, Albert NM, Henry TD, Jacobs AK, Kapur NK, et al. 
Contemporary management of cardiogenic shock: a scientific statement from the 
American Heart Association. Circulation 2017;136:e232–68. https://doi.org/10.1161/ 
CIR.0000000000000525

53. Geppert A, Dorninger A, Delle-Karth G, Zorn G, Heinz G, Huber K. Plasma concentra-
tions of interleukin-6, organ failure, vasopressor support, and successful coronary revas-
cularization in predicting 30-day mortality of patients with cardiogenic shock 
complicating acute myocardial infarction. Crit Care Med 2006;34:2035–42. https://doi. 
org/10.1097/01.CCM.0000228919.33620.D9

54. Debrunner M, Schuiki E, Minder E, Straumann E, Naegeli B, Mury R, et al. 
Proinflammatory cytokines in acute myocardial infarction with and without cardiogenic 
shock. Clin Res Cardiol 2008;97:298–305. https://doi.org/10.1007/s00392-007-0626-5

55. Théroux P, Armstrong PW, Mahaffey KW, Hochman JS, Malloy KJ, Rollins S, et al. 
Prognostic significance of blood markers of inflammation in patients with ST-segment 
elevation myocardial infarction undergoing primary angioplasty and effects of pexelizu-
mab, a C5 inhibitor: a substudy of the COMMA trial. Eur Heart J 2005;26:1964–70. 
https://doi.org/10.1093/eurheartj/ehi292

56. Everett BM, MacFadyen JG, Thuren T, Libby P, Glynn RJ, Ridker PM. Inhibition of 
interleukin-1β and reduction in atherothrombotic cardiovascular events in the CANTOS 
trial. J Am Coll Cardiol 2020;76:1660–70. https://doi.org/10.1016/j.jacc.2020.08.011

57. Kraler S, Wenzl FA, Lüscher TF. Repurposing colchicine to combat residual cardiovas-
cular risk: the LoDoCo2 trial. Eur J Clin Invest 2020;50:e13424. https://doi.org/10.1111/ 
eci.13424

58. Jacobs AK, French JK, Col J, Sleeper LA, Slater JN, Carnendran L, et al. Cardiogenic shock 
with non-ST-segment elevation myocardial infarction: a report from the SHOCK Trial 
Registry. J Am Coll Cardiol 2000;36:1091–6. https://doi.org/10.1016/S0735-1097(00) 
00888-3

59. Nahir M, Zahger D, Hasin Y. Recommendations for the structure, organization, and op-
eration of intensive cardiac care units. In: Tubaro M, Vranckx P, Price S, Vrints C (eds.), 
The ESC Textbook of Intensive and Acute Cardiovascular Care, Second Edition. Oxford: 
Oxford University Press, 2015, 75–82.

60. Anderson ML, Peterson ED, Peng SA, Wang TY, Ohman EM, Bhatt DL, et al. Differences 
in the profile, treatment, and prognosis of patients with cardiogenic shock by myocardial 
infarction classification. Circ Cardiovasc Qual Outcomes 2013;6:708–15. https://doi.org/ 
10.1161/CIRCOUTCOMES.113.000262

61. Elgendy IY, Wegermann ZK, Li S, Mahtta D, Grau-Sepulveda M, Smilowitz NR, et al. Sex 
differences in management and outcomes of acute myocardial infarction patients pre-
senting with cardiogenic shock. JACC Cardiovasc Interv 2022;15:642–52. https://doi. 
org/10.1016/j.jcin.2021.12.033

62. Hao Y, Liu J, Liu J, Yang N, Smith SC, Huo Y, et al. Sex differences in in-hospital manage-
ment and outcomes of patients with acute coronary syndrome. Circulation 2019;139: 
1776–85. https://doi.org/10.1161/CIRCULATIONAHA.118.037655

4578               Wang et al.

https://doi.org/10.1093/cvr/cvae007
https://doi.org/10.1093/eurheartj/ehad545
https://doi.org/10.1016/S0140-6736(22)01483-0
https://doi.org/10.1016/S0140-6736(22)01483-0
https://doi.org/10.1016/j.eclinm.2023.101876
https://doi.org/10.1093/eurheartj/ehu207
https://doi.org/10.1093/eurheartj/ehu207
https://doi.org/10.1161/CIRCHEARTFAILURE.120.008141
https://doi.org/10.1161/CIRCHEARTFAILURE.120.008141
https://doi.org/10.1161/CIRCULATIONAHA.106.613596
https://doi.org/10.1161/CIRCULATIONAHA.106.613596
https://doi.org/10.1016/j.eclinm.2023.101934
https://doi.org/10.1016/j.eclinm.2023.101934
https://doi.org/10.3390/v12050560
https://doi.org/10.3390/v12050560
https://doi.org/10.2337/dc19-0587
https://doi.org/10.1016/j.eclinm.2023.102409
https://doi.org/10.1016/j.eclinm.2023.102409
https://doi.org/10.1136/bmj.j2099
https://doi.org/10.1093/biomet/63.3.581
https://doi.org/10.1093/biomet/63.3.581
https://doi.org/10.1016/j.jacc.2017.02.027
https://doi.org/10.1007/s00134-016-4223-9
https://doi.org/10.1093/eurheartj/ehv194
https://doi.org/10.1002/ejhf.260
https://doi.org/10.1056/NEJMoa2312572
https://doi.org/10.1016/S0140-6736(13)61783-3
https://doi.org/10.1161/CIRCULATIONAHA.118.038201
https://doi.org/10.1161/CIRCULATIONAHA.118.038201
https://doi.org/10.1097/MCC.0000000000000632
https://doi.org/10.1097/MCC.0000000000000632
https://doi.org/10.1056/NEJMoa2307227
https://doi.org/10.1056/NEJMoa2307227
https://doi.org/10.1161/JAHA.121.024932
https://doi.org/10.1161/JAHA.121.024932
https://doi.org/10.1002/clc.23584
https://doi.org/10.1161/CIRCHEARTFAILURE.120.007678
https://doi.org/10.1161/CIRCHEARTFAILURE.120.007678
https://doi.org/10.1007/s00392-023-02332-y
https://doi.org/10.1016/j.ahj.2009.08.005
https://doi.org/10.1016/j.ahj.2010.06.024
https://doi.org/10.1016/j.ahj.2010.06.024
https://doi.org/10.1161/01.CIR.0000075927.67673.F2
https://doi.org/10.1007/s00392-011-0403-3
https://doi.org/10.1007/s00392-011-0403-3
https://doi.org/10.1161/CIR.0000000000000525
https://doi.org/10.1161/CIR.0000000000000525
https://doi.org/10.1097/01.CCM.0000228919.33620.D9
https://doi.org/10.1097/01.CCM.0000228919.33620.D9
https://doi.org/10.1007/s00392-007-0626-5
https://doi.org/10.1093/eurheartj/ehi292
https://doi.org/10.1016/j.jacc.2020.08.011
https://doi.org/10.1111/eci.13424
https://doi.org/10.1111/eci.13424
https://doi.org/10.1016/S0735-1097(00)00888-3
https://doi.org/10.1016/S0735-1097(00)00888-3
https://doi.org/10.1161/CIRCOUTCOMES.113.000262
https://doi.org/10.1161/CIRCOUTCOMES.113.000262
https://doi.org/10.1016/j.jcin.2021.12.033
https://doi.org/10.1016/j.jcin.2021.12.033
https://doi.org/10.1161/CIRCULATIONAHA.118.037655

	Sex-specific prediction of cardiogenic shock after acute coronary syndromes: the SEX-SHOCK score
	Introduction
	Methods
	Study design and outcome definition
	Evaluation of model performance
	Development and validation of SEX-SHOCK
	Variable selection
	Model selection and validation

	Statistical analysis

	Results
	Patients
	Sex-specific performance of ORBI
	Development of SEX-SHOCK
	Evaluation of SEX-SHOCK
	Internal and external validation of SEX-SHOCK
	Clinical application: nomogram of SEX-SHOCK

	Discussion
	Strengths and limitations
	Conclusions
	Acknowledgements
	Supplementary data
	Declarations
	Disclosure of Interest
	Data Availability
	Funding
	Ethical Approval
	Pre-registered Clinical Trial Number

	References




