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Abstract

The myocardial infraction is called as heart attack resulting from the interruption of myocardial blood flow and
resultant ischemia and is a leading cause of death world wide. The myocardial infraction is the most common
cause of and disability in the western and world wide is coronary artery disease. There are 32.4 million
myocardial infraction and strokes world wide every year. This review article provides the information
epidemiological data of myocardial infraction, variations of myocardial infraction in the elderly, variations of
myocardial infraction in pregnant women and the information about the variations of myocardial infraction in
the childrens.
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Introduction

The Myocardial Infraction is called as Heart Attack resulting from the interruption of myocardial blood flow
and resultant ischemia and is a leading cause of death world wide. Myocardial Infraction ia an a end result of
either acute or chronic myocardial ischemia. The hypoxia in that ischemia results in a stasis of waste products
of cellular metabolism in addition to the lack of oxygen delivery leading to the cellular damage above and
beyond that from hypoxemia.

Myocardial infraction is classify according to heart affected which depends on majority the major coronary
artery is left ventricular anterior, which is usually due to occlusion of the left anterior descending coronary
artery. Left ventricular inferior and posterior which is usually due to right coronary artery. Left ventricular
lateral which is usually due to circumflex coronary artery occlusion. (1,2)
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Figure 1: Myocardial Infraction

Epidemiology

In the myocardial infraction the most common cause of death and disability in the western world and worldwide
is coronary artery disease. There are 32.4 million myocardial infraction and strokes worldwide every year. The
patients with previous myocardial infraction are the highest risk group for further coronary events. Survivors of
MI are at increased risk of recurrent infractions and have an annual death rate of 5% six times that in people of
the same age who do not have coronary heart disease. The myocardial infraction are the leading cause of death
in the industrialized nations of the world. In the united states, there are about 450000 deaths due to Mls each
year. Nowdays , 95% of patients hospitalized with an MI will survive due to improvements in emergency
response time and treatment techniques. The risk of having an MI increases with age but 50% of MIs in the
united states occur in people under the age of 65 years old. The south asia study identified that eight established
coronary risk factor — abnormal lipids, smoking, hypertension, diabetes, abdominal obesity, psychosocial
factors, low fruit and vegetables consumption and lack of physical activity —accounted for 89% of the cases of
acute myocardial infraction in india.(3)
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Figure 2: Epidemiological Data
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Prevalence of Ml

According to 2024, based on the self reported national survey of the UK the prevalence of MI was reported as
640000 in men and 275000 in women this represents about 915000 people that have suffered an Ml in the about
three times higher than for women in the UK. The prevalence of age specific Ml extends from 0.06% of men <
45 years of age to 2.46% of those > 75 years old. In contrast of these developed countries south Asian countries
( India, Pakistan, Sri Lanka, Banladesh and Nepal) have the highest prevalence of Ml seen in youngers than 45
years of age compared to those older than 60 years.(3-5)
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Figure 3: Prevalence Rate According To Age

Incidence of Ml

Prevalence of first MI and acute Ml in patients who had a previous MI. The incidence of Ml only reflects the
former. The incidence of myocardial infraction has been declining in developed countries, including the USA
and the UK.

Incidence of myocardial infraction by age, sex, and race
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Figure 4: Incidence Rate According To Age And Sex
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VARIATIONS OF MYOCARDIAL INFRACTION IN THE ELDERLY

According to WHO statistics cardiovascular diseases are the main cause of high levels of morbidity disablement
and mortality globally, causing negative effects in economics and social development. 31% of all deaths are
caused by cardiovascular diseases. The majority of patients with AMI are elderly and senile individuals.
Acoording to WHO the range of elderly patients data calssify- the age group of 60-75 years old , 75-90 years
old. According to statistics the percentage of elderly people will reach 25% of total population by year 2025.
This tendency proves that the ageing of the population will be observed in a future. In the year of 2014 the
proportion of the elderly patient was 6 to 8% of total population. The number is increased in 2018 is 7 to 5 %
by the end of 2018. The demographic data the proportion of elderly people is expexted to duuble by 2050. At
the account of annual increase of the proportion of CVD and the aging of population there is a need to further
investigate the problem of MI in worldwide(3-7).

Risk Factor Of AMI In Patient Over 60 Years Of Age

The incidence and mortality from AMI among elderly and senile remains high. The patient age 65-79, 80-84,
85-88 and 90 year older have shown the one year mortality rate. According to the organ disfunction and low
immunity the patient may large chances of the M1 at the age of patients. The main risk factor is an presence of
the comorbid condition of the patient at the elderly age. The main factor is an a hypertension is main caused the
M1 at this age of the patients(7,8).

Impact Of High Comorbidity On AMI

The patients older than 65 years is usually accompanied by the comorbidities. The patients aged 65-76 years
have a comorbidity rate of 62% patients older than 85 years have a 82% comorbidity rate. The most common
comorbid pathologies in AMI patients arterial hypertension, hyperlipidemia, type-2 diabetes mellitus, chronic
kidney disease, chronic heart failure are often is found. The recent study shows that the patient having
myocardial infraction have high comorbidity rates, which is a predictor of the unfavourable outcomes of the
disease. The most of the patients with myocardial infraction acquired to the more comorbidity with age. Those
patients is increase the risk of death, stroke, prolonged hospitalization and the development of new myocardial
infraction complications. The patients of advanced age with the combination of myocardial infraction and
arterial hypertension have a 50% increased 5 year mortality rate, type 2 diabetes also constitutes to a worse
outcomes(2,4).

VARIATIONS OF MYOCARDIAL INFRACTION IN PREGNANT WOMEN

Pregnancy associated myocardial infraction (PAMI) is defined as the myocardial infraction during the
pregnancy period. The pregnancy associated myocardial infraction is over the 20% of maternal cardiac deaths.
The half of maternal deaths occur within the first day of delivery and 66% of deaths occur within the first week.
The many of dramatic hemodynamic and physiological changes of pregnancy and the early postpartum period
return to normal 6 to 12 weeks postpartum. The pregnancy associated hypercoagulability decreases by the 6
weeks and its normalized 12 weeks(2,4,8-10).
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Figure 5 : Hemodynamic, Physiological And Metabolic Changes Of Pregnancy

Causes Of Pregnancy Associated Myocardial Infraction

The causes of pregnancy associated myocardial infraction by either obstructive or non-obstructive lesions in the
coronary arteries. The patients with MI coronary aeteries are considered as having the M1 with non-obstructive
coronary arteries. The causes of MI with thre non-obstructive coronary arteries overlap with causes of
obstructive MI as discussed below and its include the coronary plague disruption with thrombosis and the
spontaneous thrombolysis(5).

Incidence And Prevalence Of Pregnancy Associated Myocardial Infraction

Pregnancy associated myocardial infraction occurs in the 2.8 to 8.1 as per the 100000 deliveries which is the 4
fold higher than the MI occurrence among non- pregnant, reproductive aged womens. The incidence of the
pregnancy associated myocardial infraction is increasing and may be relate to improved case detection and the
greater numbers of older women with the comorbid factors becoming pregnant. The risk factor for pregnancy
associated myocardial infarction is age > 35 years. The other risk factor include cigarette smoking, diabetes
mellitus, hypertension and the hyperlipidemia, but these are the less common in women with pregnancy
associated myocardial infraction comaperd to MI not associated with pregnancy. The high prevalence of
nonatherosclerotic cause of pregnancy associated myocardial infraction such as spontaneous coronary artery
dissection. The common risk factors include preeclampsia,

rates of pregnancy associated myocardial infraction likely its mediated by a higher prevalence of other
coexistent risk factors.(9)
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Management Of Pregnancy Associated Myocardial Infraction

The treatment of pregnancy associated myocardial infraction is most important due to the high maternal and
fetal mortality. The therapy focused on maternal outcomes will also increase fetal survival and thus the maternal
condition should dictate in the clinical management. For the management of pregnancy associated myocardial
infraction in a Multidisciplinary Pregnancy Heart Team consisting of expertise from the cardiology, maternal
fetal medicine and also depending on the clinical situation the cardiothoracic, neonatology, surgery and the
critical care may facilitate collective decision making. The standard of the care of the nonpregnant women with
M1 should be standard of care for the pregnant women. It may be include the heparin, aspirin, clopidogrel and
nitrates. The aspirin is given to the full dose -325mg it may be used until 32 weeks gestation and 81mg may be
used any time during the gestation. The heparin is preferred anticoagulant because of it does not cross the
placenta and safety during the pregnancy. The clopidorgel is preferred P2Y12 inhibitor in pregnancy and the
more potent options should be avoided. Identidying the absence of safety data the glycoprotein lIb/llla inhibitors
generally avoided. The beta blockaer is considered as safe in pregnancy but use of angiotensin converting
enzyme inhibitors and the angiotensin receptor blockers must be delayed until after delivery due to the risk to
the fetus.(6)
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Figure 6: Cardiac Medication And Safety During Pregnancy

VARIATIONS OF MYOCARDIAL INFRACTION IN CHILDREN

Myocardial infraction is a clinical condition that is develops in association with a sudden reduction of the blood
flow in coronary vessels supplying the heart. Myocardial infraction is a common in adults but is not common
in children. The electrocardiographic, echocardiographic and enzymatic diagnostic criteria of MI have been
well defined in adults, in children there are some difficulties are observed. In children there are various etiology
for the M1 is kawa-saki disease, inherited cardiomyopathy, trauma, coronary arteritis, myocarditis, etc. Kawa-
saki disease is a self-limited acute vasculitis. The children age between 5 months and 5 years are especially
sensitive. It is the most common cause of vasculitis and Ml in children. Myocarditis is generally seen together
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with in the perdiatrics. It is aslo known as myopericarditis. The myopericarditis show the difference according
to wherther the effects of the clinical findings are focal. The diadnosis chriteria is made from the determination
of chest pain, ST elevation on ECG, the high level of troponin- I and the sound of pericardial friction. Pericardial
friction is observed in 60% of pediatric patients. The wall movement show abnormalities on echo it sign to M.
In the ECG findings in myopericarditis are focal in 50%.(3,6,8-10)

Electrocardiography In Paediatric Myocardial Infraction

The 12 lead ECG is an part of the evaluation of coronary artery disease. The ST segment and J point is the first
finding of myocardial ischaemia. The comparison of the base line an elevation of 1-2 mm is seen in the J point
and the ST segment in myocardial infraction. The presence of the PR segment depression is an ECG finding
which is the valuable in the differentiation of the mycopericarditis from MI in the favour of mycopericarditis.
The positive predictive value of PR depression is seen in chest and extremily derivation has been determined to
be 96.7%. A long Q wave in V1 and V2 may be seen into the patient with left ventricle hypertrophy. The
evaluation of anamnesis the physical examination and the laboratory findings together with the ECG findings
IS important for every patients. The paediatric patient the determination of the Q wave in just one deviation
could even be sufficient to determine the myocardial infraction. The Q wave show infract of the myocardial
wall higher R wave in V1 and V2 it may represent true posterior wall myocardial infraction. The ECG leads are
may be placed on the upper part of the chest, the Q waves can be incorrectly shown in VV5-6 that may be caused
misinterpretation of an the integral part of the elevation of coronary artery disease. The elevation of the J point
that joint the QRS and ST segment is the first finding of myocardial infraction.(1,5,7,10,11)
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