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ABSTRACT 

Background:Acute myocardial infarction is one of the most common presentations of CAD. 

The present study was conducted to assess cases of myocardial infarction in both genders. 

Materials & Methods: The present study was conducted among 82 patients diagnosed with 

severe MI. Factors such as duration, hypertension history, diabetes history, cholesterol, 

history of smoking, CABG history etc. weas recorded. 

Results: Out of 102 patients, males were 65 and females were 37. Common type was anterior 

in 16, inferior in 34, inferior- lateral in 12, anterior septal in 10 and other in 8 cases. The 

difference was significant (P< 0.05). Common risk factors was diabetes in 56, high 

cholesterol in 74, CAG in 13, hypertension in 59, smoking in 72 and history of CAD in 24 

patients. The difference was non- significant (P> 0.05). 

Conclusion: Diabetes, CAG, hypertension, cholesterol and smoking were common risk 

factors in both gender of myocardial infarction. 
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Introduction 

Coronary artery disease (CAD) is the leading cause of mortality worldwide and by 2022, will 

be the leading cause of disability.
1
 India is going through an epidemiologic transition 

whereby burden of communicable diseases has been declining slowly, but that of non-

communicable diseases (NCD) has been rising rapidly, thus facing a dual burden.
1,2

 

Myocardial infarction may be ‘‘silent.’’ In the Framingham study, over 30 years 1 in 4 

myocardial infarcts were detected because of routine biannual ECG examinations and several 

recent magnetic resonance trials have demonstrated a significant proportion of unrecognized 

myocardial infarction.
3
 Patients may also present atypically whilst undergoing myocardial 

infarction and in these cases imaging may play a significant role.
4
 Myocardial infarctions are 

usually classified by size: microscopic (focal necrosis), small (10% of the left ventricular 

myocardium), moderate (10–30% of the LV myocardium), and large ([30% of the LV 

myocardium), and by location. The pathological identification of myocardial necrosis is made 

without reference to morphological changes in the coronary arterial tree or to the clinical 

history.
5 

The prevalence of coronary heart disease (CHD) to be 7%-13% in urban and 2%-7% in 

rural populations.Acute myocardial infarction (AMI) is one of the most common 
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presentations of CAD.
6
 Although individuals younger than 40 years of age account for only 

3% of all patients with coronary artery disease, they are not completely immune from 

CAD. Additionally, AMI in very young patients aged ≤ 35 years has been poorly described 

but is estimated to be less than 2%.
7
The present study was conducted to assess cases of 

myocardial infarction in both genders. 
 

Materials & Methods 

The present study was conducted among102 patients diagnosed with MI of both genders. All 

were informed regarding the study and their consent was obtained.  

Data such as name, age, gender etc. was recorded. Factors such as lifestyle (smoking, 

physical activity, dietary patterns), psychosocial factors (depression, locus of control, 

perceived stress, and life events), personal and family history of CVD, and risk factors 

(hypertension, diabetes mellitus) was obtained through the use of a structured questionnaire. 

Height, weight, and waist and hip circumferences were measured. Results thus obtained were 

subjected to statistical analysis. P value less than 0.05 was considered significant. 

 

Results 

 

Table I Distribution of patients 

Total- 102 

Gender Male Female 

Number 65 37 

 

Table I shows that out of 102 patients, males were 65 and females were 37. 

 

Table II Different type of MI 

Type Number P value 

Anterior 24 0.01 

Inferior 56 

inferior- lateral 15 

anterior septal 7 

 

Table II, graph I shows that common type was anterior in 16, inferior in 34, inferior- lateral in 

12, anterior septal in 10 and other in 8 cases. The difference was significant (P< 0.05). 

 

Graph IDifferent type of MI 
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Table III Risk factors assessment  

Risk factors Number P value 

Diabetes 56 0.21 

Cholesterol 74 

CAG 14 

Hypertension 59 

Smoking 72 

History of CAD 24 

 

Table III, graph II shows that common risk factors was diabetes in 56, high cholesterol in 74, 

CAG in 13, hypertension in 59, smoking in 72 and history of CAD in 24 patients. The 

difference was non- significant (P> 0.05). 

 

Graph IAssessment of risk factors 

 
 

Discussion 

Ischemic heart disease is the leading cause of death worldwide. Additionally, in 1990, 26% of 

all deaths in Latin America (LA) were caused by cardiovascular disease (CVD),which is 

expected to remain the main cause of death in the region for several decades.
8
LA has 

experienced a major demographic, epidemiological, and nutritional transition during the last 

3 decades, marked by economic growth, urbanization, a decrease in mortality from infant and 

infectious diseases, and an increase in life expectancy.This transition has led to large 

increases in morbidity and mortality attributable to CVD.
9
 Although previous studies have 

described the prevalence of risk factors, knowledge of the impact on coronary heart disease in 

LA is limited.
10

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, hyperlipidaemia, mellitus 

diabetes and smoking cigarette which are commutable risk factors of coronary artery 

disease.
11

 The present study was conducted to assess cases of myocardial infarction in both 

genders.
 

In this study, out of 102 patients, males were 65 and females were 37. Lanas et al
12

 in their 

study 1237 cases of first acute myocardial infarction and 1888 age-, sex-, and center-matched 

controls were enrolled. Persistent psychosocial stress, history of hypertension, diabetes 

mellitus, current smoking, increased waist-to-hip ratio (OR for first versus third tertile, and 
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increased ratio of apolipoprotein B to A-1 (OR for first versus third tertile associated with 

higher risk of acute myocardial infarction. Daily consumption of fruits or vegetables and 

regular exercise reduced the risk of acute myocardial infarction. Abdominal obesity, 

abnormal lipids, and smoking were associated with high population-attributable risks of 

48.5%, 40.8%, and 38.4%, respectively. Collectively, these risk factors accounted for 88% of 

the population-attributable risk. 

Wefound thatcommon type was anterior in 16, inferior in 34, inferior- lateral in 12, anterior 

septal in 10 and other in 8 cases. Shah et al
13

assessed the risk level & various risk factors of 

MI among the post-MI patients, and to find the association of risk level of MI with socio-

demographic variables of post MI patients. Seventy post-myocardial infarction patients were 

selected as sample that was selected by purposive sampling technique from a tertiary care 

hospital in Dehradun. The data were collected by using self-reported risk assessment tool. 

study results shows that the majority 69 (98.6%) of the study participants were with the 

diagnosis of CAD with MI. The majority 64 (91.4%) of the study participants had not 

attended any educational programme on CAD/Heart disease prevention. The study results 

shows that majority 58 (82.86%) of participants were having moderate risk of MI. As per this 

study the risk factors which were identified for MI were like male with 41 to 60 years, weight 

more than ideal weight, smoking habits, stress, eating sweet diets, personality type-A, no 

regular exercise and diabetes mellitus.  

We found that common risk factors was diabetes in 56, high cholesterol in 74, CAGin 13, 

hypertension in 59, smoking in 72 and history of CAD in 24 patients. Kianiet al
14

assessed the 

risk factors in patients with myocardial infarction (MI). Results showed that 70% of pat ients 

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. 

 

Conclusion 

Authors found that diabetes, CAG, hypertension, cholesterol and smoking were common risk 

factors in both gender of myocardial infarction. 
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