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Abstract 
Background: Myocardial infarction represents death of myocardial cells due to irreversible ischemia 

progressing to necrosis. The present study was conducted to evaluate the cases of myocardial 

infarction. 

Materials & Methods: The present study was conducted on 146 cases of myocardial infarction of both 

genders. A thorough clinical examination was performed. History of hypertension, diabetes mellitus, 

renal disease and smoking cigarette were recorded. 

Results: Out of 146 patients, males were 90 and females were 56. Different kinds of MI was inferior 

seen in 60, anterior in 34, inferior0 lateral in 20, anterior septal in 10 and others in 27. The difference 

was significant (P< 0.05). Risk factors in patients were hypertension seen in 37, diabetes mellitus in 

40, renal dysfunction in 14, smoking in 84 and previous coronary artery disease in 16. The difference 

was significant (P< 0.05). 

Conclusion: Authors found that common risk factors were hypertension, smoking, diabetes mellitus 

and previous history of coronary heart disease.  
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Introduction 

Myocardial infarction represents death of myocardial cells due to irreversible ischemia 

progressing to necrosis. According to the World Health Organization’s estimates, every year 

approximately 6 million people around the world experience a myocardial infarction, and the 

lethal outcome occurs in over 25% of cases [1].  

Coronary heart disease (CHD) is the most common serious disease in industrialized 

communities and a fast developing health problem in developing countries [2]. These diseases 

have caused mortality in developed countries more than other diseases and impose numerous 

social and economic costs. These diseases are now seen in countries with low or average 

income which also have the majority of population. These diseases will probably turn into 

the most common cause of death in world till 2020 [3]. 

Some of the risk factors of coronary heart disease are uncontrollable like senility, being male 

and history of atherosclerosis that are considered uncontrollable as risk factors but many of 

them can be modified like hypertension, hyperlipidemia , mellitus diabetes and smoking 

cigarette which are commutable risk factors of coronary artery disease. Studies results shows 

that CAD is not incidental and affected people can be found by clinical symptoms [4]. 

Cigarette is the most preventive risk factor. The effect of smoking cessation in smokers with 

coronary artery stenosis equals to that of surgery. The relationship between nutritious factors 

and blood lipids levels has also been examined in human groups in randomized studies.5 The 

present study was conducted to evaluate the cases of myocardial infarction.  

 

Materials & Methods 

The present study was conducted in the department of Internal medicine. It comprised of 146 

cases of myocardial infarction of both genders. All were informed regarding the study and 

written consent was obtained. Ethical clearance was obtained prior to the study. 

General information such as name, age, gender etc. was recorded. A thorough clinical 

examination was performed. History of hypertension, diabetes mellitus, renal disease and 

smoking cigarette were recorded. Results thus obtained were subjected to statistical analysis. 

P value less than 0.05 was considered significant. 
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Results  

Table I: Distribution of patients 
 

Total- 146 

Gender Males Females 

Number 90 56 

Table I, graph I shows that out of 146 patients, males were 90 and 

females were 56.  

 

 
 

Graph I: Distribution of patients 

 
Table II: Different kinds of MI 

 

MI Number P value 

Anterior 34 

0.05 

Inferior 60 

Inferior- lateral 20 

Anterior septal 10 

Other MI 27 

Table II, graph II shows that different kinds of MI was inferior 

seen in 60, anterior in 34, inferior0 lateral in 20, anterior septal in 

10 and others in 27. The difference was significant (P< 0.05). 

 

 
 

Graph II: Different kinds of MI 

 
Table III: Risk factors in patients 

 

Risk factors Number P value 

Hypertension 37 

0.01 

Diabetes mellitus 40 

Renal dysfunction 14 

Smoking 84 

Previous coronary artery disease 16 

 

Table III, graph III shows that risk factors in patients were 

hypertension seen in 37, diabetes mellitus in 40, renal 

dysfunction in 14, smoking in 84 and previous coronary 

artery disease in 16. The difference was significant (P< 

0.05). 

 

 
 

Graph III: Risk factors in patients 

 

Discussion 

The introduction of more sensitive cardiac troponin assays 

and lower diagnostic thresholds led to a major revision of 

the guidelines introducing a classification by etiology to 

acknowledge that myocardial injury occurs in a wide range 

of clinical presentations. The third universal definition of 

myocardial infarction provided an international consensus 

on the classification of myocardial injury and infarction. 

The diagnosis of myocardial infarction requires evidence of 

myocardial necrosis in a clinical setting consistent with 

acute myocardial ischaemia [6].  

These criteria require detection of a rise and/or fall in 

cardiac biomarker levels with at least one value above the 

99th percentile upper reference limit, with at least one of the 

following: (1) symptoms of myocardial ischaemia, (2) new 

or presumed new significant ST-segment T-wave changes or 

new left bundle branch block, (3) development of 

pathological Q-waves on the electrocardiogram, (4) imaging 

evidence of loss of viable myocardium or new regional wall 

motion abnormality or (5) identification of intracoronary 

thrombus by angiography or autopsy [7]. The present study 

was conducted to evaluate the cases of myocardial 

infarction. 

We found that out of 146 patients, males were 90 and 

females were 56. Ives et al. [8] conducted a cross sectional 

study in which 213 patients were examined. Results showed 

that 70% of patients were women and only 30% were men. 

48% of them were illiterate and patients mean age was 58.3. 

SD had been 12.6. The mean of pain onset time till referring 

to hospital was 11 hours with SD of 2.1. 17% of patients 

(coronary artery diseases history), 25.5% (hypertension 

history), 26% (diabetes history), 15.5% (cholesterol 

history), 13% (smoking) and 3% have reported CABG 

history. The majority of people who referred had inferior MI 

(40.4%). 67.1% normal rhythm, 2.8% atrial fibrillation and 

16% had ventricular tachycardia. Statistical tests showed a 

significant correlation between sex and the mean of 

referring time (P<0.05) but the relation between age and 

referring time was not significant. 

We found that different kinds of MI was inferior seen in 60, 

anterior in 34, inferior0 lateral in 20, anterior septal in 10 

and others in 27. The most common symptom of AMI is 

chest pain. Vomiting, tiredness, and poor rest could increase 

cardiac load and myocardial oxygen consumption, thus 

inducing AMI. As emergency care was immediately 
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administered by nurses to patients on admission, 

psychological nursing may be neglected. In addition, the 

frequently visit by their family members and friends may 

lead to insufficient rest and sleep of patients. Thus, careful 

psychological counselling and adequate and uninterrupted 

sleep are essential in reducing myocardial oxygen 

consumption and may play a therapeutic role in lowering the 

mortality rate [9]. 

Floyd et al. [10] found that the annual mortality had been 

26% in diabetic patients and 14% in non-diabetic ones. The 

mortality of diabetic patients with MI had also been higher 

than non-diabetic ones. This ratio rises if hypertension and 

diabetes are both existent Anatomically the most prevalent 

kind of MI is respectively inferior 40.4%, anterior 25.8%, 

anteseptal 9.4% and the least is lateral MI. It is 53% inferior 

and 40% anterior. Infarction section is a prognosis factor 

and anterior infraction has a more severe prognosis.  

 

Conclusion 

Authors found that common risk factors were hypertension, 

smoking, diabetes mellitus and previous history of coronary 

heart disease.  

 

References 

1. Saaby L, Poulsen TS, Hosbond S et al. Classification of 

myocardial infarction: frequency and features of type 2 

myocardial infarction. Am J Med. 2013; 126:789-97. 

2. Szymański FM, Karpiński G, Płatek AE et al. Clinical 

characteristics, etiology and occurrence of type 2 acute 

myocardial infarction. Kardiol Pol. 2014; 72:339-44. 

3. Stein GY, Herscovici G, Korenfeld R et al. Type-II 

myocardial infarction-patient characteristics, 

management and outcomes. PLoS ONE 2014; 9:84285. 

4. Ergin A, Muntner P, Sherwin H, He J. Secular trends in 

cardiovascular disease mortality, incidence, and case 

fatality in the United States. Am J Med. 2004; 117:219-

227. 

5. Schmidt M, Jacobsen JB, Lash TL, Bøtker HE, 

Sørensen HT. 25 year trends in first time myocardial 

infarction, subsequent short and long term mortality, 

and the prognostic impact of sex and comorbidity: A 

Danish nationwide cohort study. BMJ 2012; 25:344-

356. 

6. Davies AR, Grundy E, Nitsch D, Smeeth L. Constituent 

country inequalities in myocardial infarction incidence 

and case fatality in men and women in the United 

Kingdom, 1996-2005. J Public Health (Oxf). 2011; 

33:131-138. 

7. Smith SW, Pearce LA, Murakami MM et al. Diagnosis 

of type I versus type II myocardial infarction in 

emergency department patients with ischemic 

symptoms. Ann Emerg Med. 2011; 58:S211-12. 

8. Ives DG, Fitzpatrick AL, Bild DE, Crowley PM, Cruise 

RG, Theroux S. Surveillance of cardiovascular events: 

the Cardiovascular Health Study. Ann Epidemiol. 1995; 

5:278-285. 

9. McGovern PG, Jacobs DR, Arnett KD, Folsom AR, 

Blackburn H, Luepker RV. Trends in acute coronary 

heart disease mortality, and medical care from 1985 

through 1997: the Minnesota Heart Survey. Circulation 

2001; 104:19-24. 

10. Floyd KC, Yarzebski J, Spencer FA, Lessard D, Dalen 

JE, Alpert JS et al. A 30-year perspective (1975-2005) 

into changing landscape of patients with initial 

myocardial infarction: Worcester heart attack study. 

Circ Cardiovasc Qual Outcomes. 2009; 2:88-95. 

 

http://www.medicinepaper.net/

