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ABSTRACT: Coronary Artery Disease (CAD) remains the major cause of mortality and morbidity of
mankind. It is predicted that more than half the worldwide cardiovascular disease risk burden will be
borne by Indian sub-continent in the next decade according to a recent epidemiological studies.!
There is Significant differences in the prevalence of coronary artery disease exist with respect to
gender, age and ethnicity. The introduction of coronary care units decreased Acute MI mortality from
30% to 15%; while the use of thrombolytics further decreased it to 5-7%.2 Prompt reperfusion of the
occluded artery through Percutaneous coronary angioplasty or thrombolytic therapy decreases the
duration of occlusion leading to improved mortality.? In-hospital observation is warranted in patients
at increased risk for sudden life threatening complications, such as late ventricular fibrillation,
cardiac arrest or re-infarction. Present study is aimed at knowing clinical profile, early complications
in AMI and causes for death.
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INTRODUCTION:
MATERIALS AND METHODS: This study was carried out in Intensive coronary care unit (ICCU) of
Mc Gann Hospital, Shimoga.

The material of study consisted of 100 consecutive patients of Acute Myocardial Infarction
(AMI) admitted to ICCU of Mc Gann Hospital from April 2015 to July 2015.

Inclusion Criteria: Patients satisfying WHO definition*for diagnosis of myocardial infarction were
included in the study.

Diagnosis was based in Presence of at Least Two of the following Three Criteria:
1. Aclinical history of ischemic type chest discomfort.
2. Changes in serially obtained electrocardiographic tracings.
3. Arise of serum cardiac markers.

Exclusion Criteria: Nil.

A detailed history was taken in all the patients and a through physical examination was done
as per the proforma.

The first electrocardiogram (ECG) was recorded at the earliest after admission and
subsequently at eight hourly interval on first day, daily for the duration of stay ICCU and thereafter as
per need.
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If thrombolytic therapy was given, 12 lead ECG was recorded before and after the
thrombolytic therapy. Right ventricular leads were recorded whenever deemed necessary
(in patients with inferior wall MI). Patients were mentioned for any clinical changes and ECG changes.

Standard lead II was used to monitor and record rhythm disturbance; modified chest lead I
(MCL; lead or Marriot’s lead) was used whenever necessary. In addition 12 lead ECG was also
recorded during occurrence of arrhythmias. ECGs were recorded on BPL Cardiart 6208 view.

The other Investigations to which the Patients were subjected are as follows:
e Urine routine analysis (Sugar, Albumin and microscopy)
e Blood routine (Hemoglobin percentage, Total count, differential count, Erythrocyte
sedimentation rate).
e Random blood sugar (Fasting blood sugar/Post prandial blood sugar was done whenever
necessary), blood urea, serum creatinine.
e Lipid profile was done within 24 hours of admission.

Special Investigations:
a. Echocardiography (2D).
b. Cardiac enzymes.
c. Chest X-ray/ screening (Whenever required).
d. Serum electrolytes (Whenever required).

Patients were kept in ICCU for 3-5 days provided no other complication was present. From
ICCU they were transferred to cardiac ward and discharged after 1-2 weeks.

OBSERVATIONS: 100 consecutive patients of Acute Myocardial Infarction admitted to ICCU of Mc
Gann Hospital, Shimoga from April 2015 to July 2015 were studied. The following are the
observations made from this study.

AGE DISTRIBUTION:
Age group (In years) | No. of Patients | Percentage

Less than 30 1 1
31-40 14 14
41-50 37 37
51-60 22 22
61-70 14 14
71-80 8 8

More than 81 4 4
Total 100 100

Table 1 showing age distribution

The age of patients in this study ranged from 28 years to 89 years. Mean age
44.21(£10.42) years
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Figure 1: Showing age distribution
SEX DISTRIUTION:
Sex | No. of patients | Percentage
Male 66 66
Female

Table 2 showmg Sex dlstrlbutlon

SEX DISTRIBUTION

Figure 2: Showing Sex distribution
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SITE OF INFARCTION:

Site of Infraction No. of Cases | Percentage

Anterior wall MI 55 55

Anteroseptal MI 26 26

Anterolateral MI 5 5

Anterior wall MI 14 14

Extensive anterior wall MI 10 10

Inferior wall MI 35 35

Inferior wall MI 20 20

Infero-lateral MI 15 15

Combined (Anterior and inferior) MI 10 10

Table 3: Showing site of Infarction

There were 9 cases of right ventricular infarction — 6 were associated with inferior wall MI
and 3 cases occurred in anterior wall ML

There were 4 cases of posterior wall MI (Associated with inferior wall MI). Q waves
developed in 77 cases (77%).
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Figure 3: Showing site of Infarction

COMPLICATIONS:
Complications No. of Cases | Percentage
Arrhythmias 77 77
Left ventricular failure 21 21
Cardiogenic shock 6 6
Congestive cardiac failure 1 1
Papillary muscle dysfunction 11 11
Pericarditis 8 8
Cerebrovascular accident 3 3

Table 4: Showing incidence of complications of AMI
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Figure 4: Showing incidence of complications of AMI

MORTALITY:
INCIDENCE:

Total No. of Patients | No. of Deaths | Percentage
100 15 15

Table 5: Showing incidence of mortality ‘

The overall in-hospital mortality in this study was 15% - 10 were males (66.7%) and 5 were
females (33.3%). Of the 15 patients who expired 10 patients (66.7%) had anterior wall MI and 5
(33.3%) had inferior wall MI. 8 of the 15 deaths (53.3%) occurred within 24 hours of admission and
an additional 4 (26.7%) during remainder of the first week.
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Figure 5: Showing incidence of mortality

CAUSE OF DEATH:

Cause of Death No. of Patients | Percentage
Cardiogenic shock 6 40
Ventricular fibrillation 3 20
Asystole 3 20
Congestive cardiac failure 1 6.7
Others 2 13.3

Table 6: Showing immediate cause of death

The commonest cause of death was cardiogenic shock (40%).

Cause of death (%)
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Figure 6: Showing immediate cause of death

DISCUSSION: The observations made in 100 case of acute myocardial infarction, admitted to the
ICCU of Mc Gann Hospital Shimoga from April 2015 to July 2015 is discussed here and the results

have been compared with other studies.
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AGE: The age distribution of these patients ranged from 28 years to 89 years with maximum number
of patients in the age group 41 to 60 years. There were 59% of patients in this age group. This is
consistent with findings of other authors who have quoted a similar incidence in this age group
[Gupta R et al (2005)° - 52%; Ghaffar A et al (2004)¢ - 54%.

15% of the patients were aged 40 years or below. This is comparable with study of Siwach
et al (1998)7 who have quoted an incidence of 19.2%.

SEX: There were 66 males (66%) and 34 females (34%) in the present study. The male to female
ratio was 3.5:1. This findings is consistent with that of Maggioni et al (1993)8 - 4.65: 1; Prabhakar
et al (1998)9- 4.2:1, Elizabeth GC (1998)10 - 5.2:1 and P. Yadav et al!1 (2010) - 3.8:1.

SITE OF INFARCTION:
(In percentage)
Julian Jewitt Subash Gupta | P.Yadavet
) Present
Site etal etal etal etal al study
(1964)12 | (1967)13 | (1982)14 | (1989)15 (2010)12
No. of patients 100 222 4179 299 200 100
Anterior wall MI 46 55.85 58.6 68 54 55
Inferior wall MI 44 33.78 34.7 25 41 35
Combl.ned (.Anterlor 4 5 gt 6.7 7 c 10
and inferior) MI
Subendocardial
Infarction ) ) ) ) ) )
Indeterminate 6 4.5 - - - -
True posterior MI - - - - - -

Table showing site of infarction according to various authors

The findings of present study are comparable with above studies.

INCIDENCE OF ARRHYTHMIAS:
(In percentage)

Authors Year | Incidence
Julian et al12 1964 95
Kurland et alt6 1965 94
Fluck et alt7 1967 80
Datey et al18 1969 84
Kundu et al?? 1982 75.44
Sharma et al20 1986 69
Jacob et al2! 1992 84
P. Yadav et all! 2010 60
Present study - 77

Table showing incidence of arrhythmias ‘

The findings are comparable with that of Fluck et al, Kundu et al, Datey et al and Jacob et al.
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OTHER COMPLICATIONS OF MYCOCARDIAL INFARCTION:
Left Ventricular Failure: Left ventricular failure was seen in 21 patients (21%) which is consistent
with study of Kundu et al (1982)19- 19.02% and Passey et al?2 (1986) - 21%.

Cardiogenic Shock: Cardiogenci shock was observed in 6 patients (6%). This is comparable to study
of LeFeuvre et al (1996)23- 8% and Goldberg et al (1992)24 - 7.5%.

Congestive Cardiac Failure: This was documented in only 1 patient (1%). Subramanyam et al
(1984)25 has quoted an incidence of 2.6%. The present study is comparable to the study of
Subramanyam et al.

Papillary Muscle Dysfunction: Papillary muscle dysfunction occurred in 11 patients (11%). This is
in accordance with incidence quoted by Subramanyam et al (1984)25-10.27%.

Pericarditis: Pericarditis was documented in 8 patients (8%). This is comparable to study of
Lichsten et al (1974)26 - 8% and Krainin et al (1984)27 - 7.3%.

Cerebro-vascular Accident (CVA): 3 patients (3%) has suffered cerebro-vascular accident. This is
comparable with studies of Kundu et al (1982)19- 2.3%, Subramanyam et al (1984)25- 3.31% and P.
Yadav et al (2010)11- 2.5%.

MORTALITY:
(In percentage)
Authors Year | Incidence
Kundu et al?? 1982 17.05
Sharma et al20 1986 14.9
Gupta et al1s 1989 13
Arun et al28 1989 13
Kumar et al29 1991 14.9
Malhotra et al30 1991 18
Goldberg et al3! 1992 18.3
Elizabeth et al10 1998 14
Prabhakar et al® 1998 11.5
Joshi et al32 1998 12.5
M. ]. van der Vlugt et al33 | 2000 12
Shimal Khan et al34 2009 12.9
Present study 2015 15

Table showing incidence of mortality

The findings are comparable with study of Elizabeth et al., Kumar et al, Arun et al, Gupta et al
and Sharma et al.

Of the 15 patients who died, 10 were male (66.7%) and 5 were female (33.7%). 10 patients
(66.7%) had anterior wall MI and 5 (33.3%) had inferior wall ML
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(In percentage)

Passey Gupta | Shimal Khan Present
Cause of Death etal etal et al34
(1986)22 | (1989)15 |  (2009) study

Cardiogenic shock 49 34.7 - 40
Ventricular fibrillation 19 12.5 2.4 20
Asystole 9 17.3 1.2 20
Let ventricular failure 21 32.6 - -
Congestive cardiac failure - - 7.6 6.7
Others - - 1.5 13.3

Table showing cause of death

The commonest cause of death was cardiogenic shock (40%) which is comparable to above
studies.

SUMMARY AND CONCLUSION: 100 consecutive cases of Acute Myocardial Infarction admitted to
ICCU of of Mc Gann Hospital Shimoga from April 2015 to July 2015 were selected for the study:

1. Age of the patients ranged from 28 years to 89 years. The mean age was 44.21(+£10.42) years.

2. There was high male preponderance with male to female ratio being 3.5:1.

3. Anterior wall infarctions (55%) were more common than inferior wall infarctions (35%).
Combined anterior and inferior infarctions were seen in 10% of the cases.

4. Right ventricular infarction was seen in 11 (11%) cases, of which 10 were associated with
inferior wall infarction and 1 with anterior wall infarction. Posterior wall myocardial infarction
was seen in 5% of the cases associated with inferior wall infarction.

5. Incidence of arrhythmias is 77%, Left ventricular failure was seen in 21 patients (21%) and
CVAin 3%.

6. The overall in-hospital mortality in this study was 15%; the commonest cause of death was
cardiogenic shock (40%).
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