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Risk Factors and Outcome of Medically Treated

Acute Coronary Syndromes
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ABSTRACT.    A retrospective study included patients admitted to an in- tensive  care  unit  with  a  diagnosis  of  acute  coronary  syndrome  from January  2000  to  December  2003.   Three  hundred  patientsí  medical histories were reviewed.   The underlying risk factors such as a pos- itive   family   history,   diabetes   mellitus,   hypertension   and   hyper- lipidemia were obtained.  The cause for admission, hospitalization du- ration, complications and mortality were all taken into consideration and compared statistically.   Mean age was 55.2 ± 11.9 years with the male  to  female  ratio  of  5.8:1.   Diagnoses  at  the  time  of  admission were ST elevation myocardial infarction, unstable angina, and non-ST elevation myocardial infarction in 61%, 30%, 9% of the patients, re- spectively.   Thrombolytic  treatment  had  been  the  golden  therapeutic option  for  ST  elevation  myocardial  infarction  available  in  King  Ab- dulaziz University Hospital, used by 78% of the patients, followed by intravenous  anticoagulants  and  other  anti-ischemic  medications.  The procedures performed were percutaneous coronary angioplasty (3%), coronary  bypass  grafting  (2%),  and  cardiac  catheterization  and  an- giography  for  further  intervention  (45%)  for  the  300  patients,  re- spectively.   26% of patients developed complications.   Mortality was higher  among  females  compared  to  males  (13.6%  versus  5.9%).   In conclusion   male   gender,   diabetes   mellitus,   hypertension,   hyper- lipidemia,  positive  family  history  and  smoking  were  the  main  as- sociated risk factors in our study.  ST elevation myocardial infarction was the predominant presentation in our patients.  Thrombolytic treat- ment was the available therapeutic option in our  hospital.
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Introduction
Acute  coronary  syndrome  (ACS)  is  a  wide  spectrum  of  definitions  covering three important cardiological emergencies; myocardial infarction (MI) whether ST  elevation  (Q-wave)  MI  (STEMI)  or  non-ST  elevation  (non-Q  wave)  MI (NSTEMI) and unstable angina (UA)[1].   The diagnosis of acute MI relies on

the  revised  criteria  established  by  the  World  Health  Organization  (WHO)  in
1979[2].  Two of these criteria were required for diagnosis of an acute STEMI; history  of  ischemic  chest  pain,  typical  electrocardiogram  (ECG)  pattern  in- cluding the development of Q waves and typical elevations in serum markers of myocardial injury, usually creatine kinase (CK MB).

Joint European Society of Cardiology (ESC) and American College of Car- diology  Committee  (ACC)  proposed  the  following  definition  of  an  acute  epi- sode, evolving MI in 2000[3].   Typical rise and gradual fall (troponin) or more rapid  rise  and  fall  (CK  MB)  of  biochemical  markers  of  myocardial  necrosis with at least one of the following:   Ischemic symptoms, development of path- ologic Q waves on the ECG, ECG changes indicative of ischemia (ST segment elevation  or  depression)  and  coronary  artery  intervention  (e.g.,  angioplasty). According  to  this  definition  and  guidelines  published  by  the  ACC  and  the American Heart Association (AHA) in 2002, UA and NSTEMI differ primarily

in whether the ischemia is severe enough to cause sufficient myocardial damage
to release detectable quantities of a marker of myocardial injury[3,4].
UA and NSTEMI are frequently indistinguishable at initial evaluation.  UA is considered  to  be  present  in  patients  with  ischemic  symptoms  suggestive  of  an ACS and no elevation in troponins or CK MB, with or without ECG changes in- dicative of ischemia.  Prevalence of ACS may be underestimated because of high percentage of silent ischemia which is thought to account for 75 percent of all is- chemic episodes[5].  Males have higher incidence of ACS than premenopausal fe- males, but after menopause the incidence in women reaches that in men.
The  presence  of  ischemic  heart  disease  in  first  degree  relatives  (before  the age of 45-years in males and before 50-years in female) represents a fixed risk factor.  Other strongly associated risk factors are hypertension, diabetes mellitus (DM), dyslipedemia, cigarette smoking, obesity, physical inactivity and adverse dietary pattern[6].   The ECG is a mainstay in the diagnosis of acute MI, it can also localize it[2,3].  Biomarkers of cardiac injury are troponin I and troponin T, creatine kinase (CK) and its isoform CK MB.   An elevation in the serum con- centration of one or more of the above markers is seen in virtually all patients with an acute MI[7,8].  Serum troponins are the marker of choice because of the high specificity to myocardial injury[9], followed by CK MB.  Total CK, lactate dehydrogenase and myoglobin no longer have a major role[7], because they lack

the specificity to the heart muscle.
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