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Background: New instances of AMI reveal the presence of risk factors 

in the population that contribute to a rise in AMI. The occurrence of 

recurring AMI attacks, on the other hand, indicates the quality of care 

received by the patient during the AMI attack and subsequent treatment. 

The goal was to look into the risk factors and clinical profiles of those 

who had an acute myocardial infarction. 

Methods: The current hospital-based cross-sectional study lasted two 

years and involved 50 eligible participants who were chosen based on 

the inclusion and exclusion criteria established for the purpose of 

determining the clinical profile and risk variables. 

Results:The most typical age range was 61-70 years (36 percent ). The 

average age of the study group's patients was 53.88 years. The study 

group was dominated by male patients. This male-to-female ratio does 

not necessarily reflect the prevalence of myocardial infarction in the 

population. In the current study group, the most prevalent MI was 

inferior wall MI (46 percent ). 18 patients (36%) were smokers, and 20 

patients (40%) of the 50 patients had problems. Thirteen of the patients 

developed arrhythmias (26 percent ). 

Conclusions:The elderly were the most typically impacted. Males were 

more likely to have AMI. In the current investigation, the most common 

lesion was inferior wall myocardial infarction. Smoking was the most 

common risk factor discovered in this investigation. 

 
Copy Right, IJAR, 2022,. All rights reserved. 

…………………………………………………………………………………………………….... 

Introduction:- 
Acute myocardial infarction mortality has been dramatically lowered thanks to recent advances in contemporary 

medicine (AMI). At the same time, global population life expectancy has risen in wealthy countries and continues to 

rise in underdeveloped ones. As a result of this condition, the number of persons living with AMI is increasing. This 

group of persons is at danger of experiencing another AMI incident. Second attacks are relatively less in number but 

if it happens carries a very poor prognosis mostly ending in death and thus increasing the mortality due to AMI.
1 

New 

cases of AMI tell us about the prevalence of riskfactorsinthecommunitywhichleadtoincreasedincidence of AMI. On 
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the other hand, the occurrence ofrepeated attacks of AMI tells us about the quality of carereceived by the patient 

during the attack of AMI and itssubsequent treatment.
2
 

 

Despite the fact that improved quality care is available, AMI remains one of the most common causes of death. It also 

places a significant strain on the country's health-care system. Even while ongoing evaluation is required in some 

countries, particularly with regard to AMI, the surveillance infrastructure is underdeveloped.
3 

 

Chronic health problems are age-related, and they disproportionately impact the elderly. A variety of chronic diseases 

exist. As a result, it is estimated that over half of the world's population suffers from at least one chronic health 

condition. This proportion is estimated to be higher than 90% in the population over the age of 65. Patients above the 

age of 65 account for more than half of all AMI patients. Hypertension, smoking, diabetes, obesity, and other risk 

factors for AMI are only a few. Any other co-morbidity that the patient develops has an impact on the AMI 

treatment.
4 

 

The fate of a patient with an existing AMI is influenced by co-morbidities. It's crucial to look into the patient's risk 

factors and clinical profile. 5 As a result, the current study looked into the risk factors and clinical profile of 

individuals who had an acute myocardial infarction. 

 

Methods:- 
Present hospital based cross sectional study was carriedout for a period of two years among 50 eligible 

subjectsselected as per the inclusion and exclusion criteria laiddown for the conduct of the present study to study 

theclinical profileandrisk factors. 

 

Type of research 

A cross-sectional research conducted in a hospital 

 

Studying period :  

two years 

 

Size of the sample 

During the study period, the clinical profile and risk factors of 50 AMI cases were examined according to the 

inclusion and exclusion criteria established for the current study's conduct. 

 

Inclusioncriteria 

1. Knowncasesofacutemyocardialinfarction, 

2. Patientswillingtoparticipateinthepresentstudy. 

 

Exclusioncriteria 

1. CasesotherthanAMI, 

2. AMIcaseswithcomplicationsandseriouslyillpatients. 

 

Methodology:- 
Detailedhistorywastakenincludingname,age,sex,timeofoccurrenceofAMI,timeofadmissiontohospitalafter the 

occurrence of the AMI, history of alcohol intake interms of duration, type, quantity, frequency, history ofsmoking in 

terms of duration, type, quantity, frequencywas obtained and recorded in the pre-designed pre testedsemistructured 

questionnaire for thepresentstudy. 

 

Detailedclinicalexaminationwascarriedoutandnecessary investigation was done for the present study.The 

datawasanalyzedusing proportions. 

 

Results:- 
Table1:- Distributionof studysubjectsasperage. 

Age group (years) Number Percentage 

< 40 2 4 

41-50 14 28 
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51-60 16 32 

61-70 18 36 

Total 50 100 

 

Fromtheabovetable,itisevidentthatpatientsincludedin the present study group the commonest age group was61-

70years (36%). The least common group was less than40years(4%),theoldestpatientinthepresentstudygroup was of 

70years of age and the youngest patient wasof 30years age. The averageage of the patient in thestudygroupwas 

53.88years. 

 

Table2:- Distributionof study subjectsaspersex. 

Sex Number Percentage 

Male 43 86 

Female 7 14 

Total 50 100 

 

Themale patients dominatedthe study groupalthoughthis male to female ratio need not necessarily indicate 

theepidemiological frequencyof myocardial infarction. 

 

Table 3:- Distribution of study subjects as per type ofinfarct. 

Typeof infarct Number Percentage 

Inferior wallMI 23 46 

ExtensiveanteriorwallMI 20 40 

Antero septalMI 7 14 

Total 50 100 

 

From the above table it is seen that the most common MIin the present study group was inferior wall MI 

(46%).Other groups were extensive anterior wall MI (40%) andanteroseptal MI in 14% ofthepatients. 

 

Fromthebelowtable,itisseenthat18(36%)weresmokers,  15  (30%)  were  diabetic,  13(26%)  were 

hypertensive,5(10%)werealcoholicand7(14%)ofthepatientshadhistoryofdiabetesaswellashypertension. 

20patients(40%)among50patientspresentedwith complications.Ofthem13patientshadarrhythmias(26%), 6 patients 

had congestive cardiac failure (12%)and onlyonepatient presentedwithcardiogenic shock. 

 

Table 4:- Distribution of study subjects as per riskfactors forAMI. 

Riskfactors Number Percentage 

Hypertension 13 26 

Diabetesmellitus 15 30 

Smoking 18 36 

Alcoholism 5 10 

Diabetes+hypertension 7 14 

 

Discussion:- 

The most common age group was 61-70 years old (36 percent ). The least prevalent age category was under 40 years 

old (4%), with the oldest patient in the current study group being 70 years old and the youngest patient being 30 years 

old. The average age of the study group's patients was 53.88 years. 

 

The study group was dominated by male patients, albeit this does not always represent the epidemiological frequency 

of myocardial infarction. 

 

In the current study group, the most prevalent MI was inferior wall MI (46 percent ). Extensive anterior wall MI (40 

percent) and antero septal MI (14 percent) were the other two groups. 

 

18(36%)weresmokers,15(30%)werediabetic,13(26%) were hypertensive, 5 (10%) were alcoholic and 7(14%) of the 

patients had history of diabetes as well ashypertension.20patients(40%)among50patientspresented with 

complications. Of them 13 patients 
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hadarrhythmias(26%),6patientshadcongestivecardiacfailure(12%)andonlyonepatientpresentedwithcardiogenic shock 

(25). 

 

Myftiu S et al in their study found that 15.4% of theirpatientshadapreviousAMI.
6
Newcaseswerecommonin the 

younger age group compared to the recurrent cases.AMI was more common in females. But in the presentstudy we 

found that AMI was more common in males.Smoking was less common. But we found that smokingwas more 

common in the present study. Recurrent caseshad 2.5 times more risk of developing heart failure 

ascomparedtothenew cases.Recurrentcaseshad1.97times more risk of developing impaired left ventricularejection 

fraction as compared to the new cases. Recurrentcases had 6.32 times more risk of developing multi-vesseldisease as 

comparedtothe newcases. 

 

Cao CF et al also found that repeat episode of AMI wascommon in older age group compared to the younger 

agegroup.
7
Diabeteswasthemostcommonriskfactorpresent in 52.2% of the cases. In the present study 

wefoundthatdiabeteswaspresentin30%ofthecases.  Repeat episode of AMI was 1.03 times more common 

intheolderagegroupascomparedtotheyoungeragegroup.RepeatepisodeofAMIwas1.86timesmorecommoninthediabetics

ascomparedtothenon-diabetics.Mortalitywas12.1%incaseswithrepeatepisode ofAMI comparedto only7.8% in 

newcases. 

 

According to Schmidt M et al's observations, there was a considerable decline in AMI-related death rates from 1984 

to 2008. 8 55.4 percent of the cases had more than three risk factors, according to Myftiu S et al. 9 They came to the 

conclusion that females had a poor clinical profile. In this investigation, we discovered that males had a poor clinical 

profile. 

 

Shapo L et al discovered that approximately a third of the people in their study were hypertensive. 10 Males were 

affected more than females. Thirteen percent of the identified individuals were not receiving hypertension therapy. 

The author came to the conclusion that hypertension is a risk factor for AMI that should be investigated further. 

 

LawoyinTOetalfoundthattheprevalenceofhypertensionwas12.4%.Systolicbloodpressurewasmore in males compared 

to the females.
11

 Prevalence ofobesitywas8%.Itwasmorecommoninfemalesascompared to females. Older age group 

and obesity werefound to besignificantlyassociatedwithhypertension. 

 

Burazeri G et al observed that the family history of CHDwas the strongest risk factor for AMI.
12

 The authors 

alsoobservedthatinmale’swaisthipratiowasthemostcommonly associated risk factor with AMI. In females,obesity 

was themost commonly associatedrisk factorwith AMI. Especially in males, present smoking statusand 

hypertensionwere found to be the most importantrisk factors. 

 

The effect of passive smoking on the incidence of AMI was investigated by Sulo G et al. 13 They discovered that 

nearly half of women with AMI tolerated having a smoker partner, compared to 25% of non-smokers. The author 

came to the conclusion that if one of the partners smokes, the risk of AMI increases. 

 

The risk of stroke associated with passive smoking was investigated by Bonita R et al. They came to the conclusion 

that both passive and active smoking were linked to an increased risk of stroke.
1 

 

Conclusion:- 
The elderly were the most typically impacted. Males were more likely to have AMI. In the current investigation, the 

most common lesion was inferior wall myocardial infarction. Smoking was the most common risk factor discovered 

in this investigation. 
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