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Abstract
Introduction: Among elderly patients with acute myocardial infarction (AMI) it is noted that although chest pain is the most
common presenting symptom, they can also present with atypical symptoms such as giddiness, dyspnea, vomiting, sweating,
shoulder pain, and epigastric pain.
Aims: The aim of this study is to determine the clinical presentation, risk factors, and short-term complications in elderly patients
with AMI.
Materials and Methods: This study is a descriptive cross-sectional study done over a period of 1 year including ﬁfty elderly
patients admitted to Father Muller Medical College Hospital with the diagnosis of AMI.
Results: Of the 50 patients, 42 patients (84%) complained of chest pain while 8 patients (16%) did not have chest pain at
the time of presentation. Out of the 8 patients, atypical symptoms noted were dyspnea, giddiness, vomiting, sweating, and
epigastric pain in the absence of chest pain.
Conclusion: Knowledge of these atypical presentations will help us to consider an acute cardiac event when the elderly
present atypically.
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INTRODUCTION
Coronary heart disease is the leading cause of death
among elderly patients.1 Previous studies have found
that in patients with acute myocardial infarction (AMI),
old age was associated with a higher prevalence of
comorbid conditions, atypical presentation, non-diagnostic
electrocardiogram (ECG), complications, and mortality.2,3
Although, chest pain is the most common presentation
of AMI in elderly patients, they are also known to present
with atypical symptoms such as giddiness, dyspnea,
vomiting, sweating, and epigastric pain in the absence
of chest pain.4,5 Some investigators have found that
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up to 30% of patients with AMI may not experience
any symptom,6 and many experience no pain.7 These
patients often complain of shortness of breath, extreme
fatigue, nausea, or fainting. While some epidemiological
studies identifi ed women and advanced age in men
as factors associated with unrecognized AMI,1,4 other
reports identified diabetes mellitus.7 A study comparing
the clinical presentation of AMI in patients aged more
than 65 years with that of young patients showed that
although chest pain was the most common presentation
in both age groups it was less frequent in elderly (66.3%
vs. 89.3%). The atypical presentations were seen more
common in the elderly with shortness of breath as the
most common atypical presentation (20.8% vs. 5.4%
P < 0.001).8
Similarly, another study showed that while the majority
of elderly patients with AMI had typical substernal chest
pain (62%), 38% of elderly patients as compared to 4%
of younger persons had either atypical pain that would
be difficult to characterize as related to MI or no pain at
all. The dyspnea was reported the more frequently by the
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elderly when compared to younger MI patients (58% vs.
48%).9
The absence of chest pain at presentation was among
the most significant risk factors predicting lower use of
thrombolytic therapy among a subset of AMI patients.10
Lack of chest pain during AMI has been linked to higher
mortality rates. The excess mortality rates seen in patients
with painless AMI can be at least partly explained by higher
rates of congestive heart failure at presentation, possibly in
conjunction with a longer delay between time of onset of
ischemia to hospital arrival and poor symptom recognition
by both patient and physician.11
The proportion of women among elderly MI patients
is greater compared to young MI patients. 2,5 The
possible reason could be a loss of estrogen and
its cardiovascular effects in the elderly females. 12
Cardiovascular complications including cardiogenic
shock, atrial fibrillation, and heart failure were common
in elderly patients.13 Ventricular premature contractions
and AV blocks were more common in elderly MI patients
when compared to young MI patients. In aging persons,
the atrioventricular conduction system is subjected to
spontaneous fibrosis, and are more vulnerable to ischemia
and necrosis.14 Cardiac rupture was significantly higher
in elderly individuals. It was observed in a study that the
mean age of those with cardiac rupture was 69 years.15
The aim of this study is to determine the clinical
presentation, risk factors, and short-term complications of
AMI in elderly patients. Knowledge of the differences of
the clinical profile of elderly AMI patients in our population
will help identify aspects which may need further evaluation
to formulate strategies to improve outcome in elderly AMI
patients.
Aims and Objectives

To study the clinical presentation, risk factors, and shortterm complications of AMI in elderly patients.

MATERIALS AND METHODS
This study is a descriptive cross-sectional study done over
a period of 1 year. Fifty elderly patients admitted to Father
Muller Medical College Hospital with the diagnosis of AMI
satisfying the inclusion criteria were included in the study
using purposive sampling technique.
Inclusion Criteria

1. Age-60 years or above (ICMR guidelines)
2. Typical ECG pattern (ST segment elevation of 0.1 mV
in at least 2 consecutive limb leads or 0.2 mV in at least

2 chest leads for ST elevation MI)
3. Elevated cardiac enzyme levels (CKMB or troponin
T/I).

Exclusion Criteria
Patients with stable or unstable angina

Data of fifty consecutive elderly patients admitted to this
hospital with the diagnosis of AMI were collected. History,
examination and investigation findings were recorded in the
performa. The complications that these patients developed
in the hospital were recorded. The investigations done
included fasting blood sugar, fasting lipid profile, ECG,
chest X-ray, and 2D echocardiogram (ECHO).

RESULTS
Among the fifty patients, the majority of the patients
belonged to the age group 60-69 years. Mean age was
69.82 years. 72% of the patients were males. Male to female
ratio was 2.57:1. Of the 50 patients, 42 patients (84%)
complained of chest pain while 8 patients (16%) did not
have chest pain at the time of presentation (Table 1).
Only 58% of the patients presented to the hospital within
12 h of onset of symptoms. 16% presented in the next 12
h and the remaining presented 24 h after symptom onset.
Commonest risk factor found in this study was smoking
seen in 58% of the patients included in the study.
Next common was hypertension (36%) followed by
hypercholesterolemia (30%).
CKMB was elevated in 70% of the patients. Among these,
the values were found to be >100 U/dL in 14 patients.
Troponin I was positive in 48% of patients.
Inferior wall MI was seen in 48% of the patients,
anterolateral MI in 26% patients, and anteroseptal in 22%
of the patients. Non-ST elevation MI was seen in 4% of
the patients.
Out of the 50 patients, 2D ECHO showed left ventricular
ejection fraction (LVEF) <45% in 44% of the patients.
LVEF <25% was seen in 8% of patients. Mean LVEF
was 38.11.
Table 1: Presenting symptoms of acute myocardial
infarction noted in this study
Symptoms
Chest pain
Giddiness
Dyspnea
Vomiting and sweating
Epigastric pain
Total
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Frequency

Percent

42
2
3
2
1
50

84.0
4.0
6.0
4.0
2.0
100.0
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Only 50% patients were thrombolysed. The main reason
for not thrombolysing the patients was delayed presentation
to the hospital.
Among the complications noted during the hospital
stay the commonest were acute pulmonary edema and
arrhythmias seen in 14 and 16% patients, respectively.
Arrhythmias noted were varying degrees of heart block,
atrial fibrillation, and ventricular tachycardia. Mortality
rate in this study was 18%. The mortality rates among
patients presenting with and without chest pain are as
depicted in Table 2.

DISCUSSION
In the present study, 72% of the patients were males with a
male to female ratio of 2.57:1. In a study which compared
the clinical profile of elderly MI patients with that of young
patients it was seen that the male and female ratio was
3:1 in young MI patients while it was 1.37:1 in elderly MI
patients.14 Similar observations were made in several other
studies. Females constituted a larger percentage of patients
in the elderly and very elderly age groups compared with
the younger group.4,9
Various authors have previously emphasized the variability
in the clinical presentation of AMI in the elderly. Similar
findings were noted in our study. In the present study
although chest pain was the commonest symptom, 16%
of the patients did not have chest pain at the time of
presentation. The atypical presentations noted in our study
were shortness of breath, giddiness, vomiting, sweating,
and epigastric pain. In a study which compared elderly
and young MI patients, atypical presenting symptoms were
more likely in the elderly than in young patients (33.7% vs.
10.7%).8 Similarly, another study showed that patients more
than 65 years were more likely to have atypical pain (38.2%)
when compared to younger patients (4%).9
Only 58% of patients presented to the hospital within
12 h of onset of symptoms. This accounted for one of the
major reasons for not thrombolysing the patients. Similar
finding was noted in other studies.5,11,14

In this study, among the risk factors, the commonest risk
factor was smoking (58.%). This was unlike the previous
studies in which smoking was a less common risk factor in the
elderly population. 36% of the patients were hypertensives,
30% had hypercholesterolemia, and 28% were diabetics. In
one of the study done before, hypertension was commonly
seen in elderly patients (39%). Smoking was seen in only
17.1% of the patients.14 A study which compared elderly
and young MI patients observed that the young MI patients
were more likely to be smokers (68.8% vs. 31.7%) and have
hyperlipidemia (75.9%). However, there was no difference
between the two age groups with regard to the presence
of hypertension, diabetes mellitus, and history of prior
myocardial infarction.8
In this study, 96% of patients had ST elevation MI and
only 4% of patients had non-ST elevation MI. Unlike this,
a study comparing elderly and young MI patients found
that more than half of the elderly patients with MI had
a non-diagnostic ECG.15 Similar observation was made
in another study in which approximately 40% of elderly
and very elderly patients did not demonstrate typical ST
elevation with development of Q waves.5
A study conducted earlier showed that cardiac failure was
a more common complication among elderly patients
when compared to young MI patients. The older patients
were also more likely to have some arrhythmias (23.6%
vs. 8%).9 The most common complications noted in the
study were acute pulmonary edema, cardiogenic shock,
and arrhythmias.

CONCLUSION
This study shows that even though chest pain was the most
common presentation in elderly AMI patients, they were
also found to have atypical presentations such as shortness
of breath, giddiness, vomiting, sweating, and epigastric
pain. Knowledge of these atypical presentations will help
us to consider an acute cardiac event when the elderly
patients present with atypical symptoms.
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