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ABSTRACT:

Objective: Aim of this study was to know the outcomes of conservatively treated
ACS at hospital discharge and third month post discharge.

Methodology: This cross sectional study was conducted at Cardiology
department of Khyber Teaching Hospital from 1st December 2013 to 31st
December 2014. Data was collected at discharge and after 3rd month on proper
performa. ECG and blood sampling for cardiac troponins were done. Patients
were closely observed for complications during hospital stay and then were
followed for three months.

Results: A total of 100 patients were included. Among them 50% were females.
Mean age of the patients was 59.14+8.25 years. Patients admitted with STEMI
(73%) were more as compared to NSTEMI(18 %) and UA (9.0 %). Among
conventional risk factors 21 % had both diabetes and hypertension. Mean time
from onset of symptoms till CCU admission was 7.5+3.8 hours. Streptokinase
was given within mean time of 3516 minutes after presenting to emergency
department to all STEMI patients. Mild mitral regurgitation (20%) followed by
cardiac pulmonary edema (19%) was more common in-hospital complications.
In hospital mortality was 9%. Patients were followed for 03 months. Among 91
patient discharged, cardiac pulmonary edema (11.11%) and post Ml angina
(08.88%) were common complications.

Conclusion: ACS patients treated conservatively have poor outcome and more
complications. Therefore early invasive strategy should be considered in ACS
patients.

Key Words: Acute Coronary Syndrome, conservative management,
complications, cardiac pulmonary edema.
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INRTODUCTION

Cardiovascular disease is a huge public health problem in
industrialized world and is on rise in developing countries .
Acute chest pain is one of the most common reasons for
presentation to the emergency department (ED), accounting
for approximately 7 million ED visits annually in the United
States. This presentation suggests acute coronary
syndrome (ACS), but after diagnostic evaluation, only 15%
to 25% of patients with acute chest pain actually have ACS.*’

Early intravenous fibrinolysis undoubtedly improves
survival in patients with STEMI* Mortality varies
considerably, depending on the patients included for study
and the adjunctive therapies used. The benefit of fibrinolytic
therapy appears to be greatest when agents are
administered as early as possible, with the most dramatic
results obtained when the drug is given less than 2 hours
after symptoms begin.’ There are two general approaches to
the patients with UA/NSTEMI: (1) an early invasive strategy,
involving routine early cardiac catheterization followed by
PCI, CABG, or continuing medical therapy, depending upon
the coronary anatomy; and (2) a more conservative
approach, with initial medical management and
catheterization reserved for patients with recurrent
ischemia.®”

Though primary PCI and early invasive strategy is superior
to conservative management for treatment of ACS, but
optimal pharmacologic therapy is also associated with
reduction in mortality, infarct size and reduction in
complications. The complications of ACS are broadly
divided into mechanical, arrhythmic, embolic and
inflammatory. The mechanical complications include VSR,
acute severe MR, free wall rupture, ventricular aneurysm,
cardiogenic shock, RV failure, pericarditis, and
arrhythmias.*

The aim of this study was to find out the outcomes of
patients treated conservatively.

METHODOLOGY

This cross sectional study was conducted at Khyber
Teaching Hospital Cardiology Unit from 1% December 2013
to 31" December 2014. This study was approved by
hospital ethical committee and informed consent was taken
from all patients. Patients of either gender and any age
presenting to CCU with ACS, undergoing conservative
management,  were studied. After taking ECG, and
collection of blood for cardiac troponin, patients were
closely observed for in-hospital complications and then at
the time of discharge. They were followed at month three at
OPD and through telephone. Outcomes were broadly
classified as mechanical, electrical, pump failure and
mortality. Statistical analysis was performed using SPSS
17. Continuous variables were expressed as mean +
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standard deviation and categorical  variables were

expressed as percentages.

RESULTS

A total of 100 patients were included. Among them 50%
were females. Mean age of the patients was 59.14+8.25
years. Baseline characteristics are shown in Table 1.
Patients admitted with STEMI (73%) were more as
compared to NSTEMI(18 %) and UA (9.0 %). Among
conventional risk factors 21 % had both diabetes and
hypertension as shown in Table 1. Mean time from onset of

Table 1: Baseline Characteristics of Study Population (n=100)

Variables Frequency n (%)
Age in years (Mean + SD) 59.14+8.25
Gender Female 50 (50%)
Male 50 (50%)
STEMI 73 (73%)
ACS NSTEMI 18 (18%)
USA 09 (09%)
HT 18 (18%)
DM 11 (11%)
Smoking 07 (07%)
Risk Family History 02 (02%)
Factors
DM+HTN 21(21%)
More than one risk 44 (44%)
factor
Mean Trop | (ng/ml) 16.44+12.36
Mean Hospital stay in days 0503
Aspirin 100 (100%)
Clopidogrel 100 (100%)
ACEI/ARBS 85 (85%)
Drugs  B-Blockers 78 (78%)
Statins 98 (98%)
Anticoagulant 94 (94%)
(Enoxaparin)
Streptokinase 73(73%)
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symptoms to CCU admission was 7.5+3.8 hours.
Streptokinase was given within mean time of 35+16
minutes after presenting to emergency department to all
STEMI patients. Mild mitral regurgitation (20%) followed by
cardiac pulmonary edema (19%) were more common in-
hospital complications as shown in Table 2. Mortality rate
was 9%. Patients were followed at third month. Among 91
patient discharged, one was lost to follow up. At third month
follow up, cardiac pulmonary edema (11.11%) and Post Ml
angina (08.88%) were common complications as shown in
Table 3.

Table 2: In Hospital Complications of Study Population (n=100)

Variables Frequency n(%)
Mortality 09(09%)
Cardiac Pulmonary edema 19 (19%)
Cardiogenic shock 07 (07%)
Mild Mitral Regurgitation 20 (20%)
Stroke 02 (02%)
Atrial Fibrillation 04 (04%)
Ventricular Tachycardia 03(03%)
Complete Heart Block 01 (01%)
Ventricular Septal Rupture 02 (02%)

Table 3: Outcomes at Third Month Follow Up in
study population ( n=90)

Variable Frequency n(%)

Mortality 11 (11%)

Cardiac Pulmonary Edema 10 (11.11%)

Post MI Angina 08 (08.88%)

Non Fatal Ml 02(02.22%)

Stroke 02(02.22%)
DISCUSSION

In recent years, there has been a shift in the clinical
presentation of acute coronary syndromes (ACS) to milder
forms, with evidence suggesting that the case severity in
acute myocardial infarction (AMI) may be decreasing and
that patients hospitalized with Acute Myocardial Infarction
have smaller infarcts with lower case fatality. In addition,
thereis anincrease in the rates of unstable angina, whichis a
milder form of the ACS. ™™

In this study In hospital mortality was 9% while at 3 months
total mortality was 11%. In india a large study was
conducted on similar patient population with majority of the
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patients receiving streptokinase as thrombolytic therapy,
they reported one month follow up mortality of 8.6% in
STEMI patients while it was quite low in NSTEMI/USA
patients.”® Symptoms to hospital admission time was less
(6hours) compared to our study (7.5 hours). Another study
from china reported in-hospital mortality of 5% but many of
their patients were offered invasive treatment. "

Inthis study we observed that heart failure/cardiopulmonary
edema, cardiogenic shock and mild mitral Regurgitation
developed in 19%, 07% and 20% patients respectively. In
Euro heart study in ACS survey mild to moderate heart
failure was noted in approximately 15% patients, pulmonary
oedema in 2.3% and 4.2% male and female patients
respectively while 3% of male and 4.7 % of female patients
developed cardiogenic shock.” In our study 4% patients
developed AF and 3% VT during hospital stay while another
study reported AF in 2.7% patients and asystole in 1.3%
patients."

Post MI angina occurred in 8% of our study patients while
Euroheart ACS survey reported recurrentischemiain 10.6%
and 13.6% male and female patients respectively in the age
range of 55-64 years."

Ventricular septal rupture which complicated 2% of our ACS
patients was less common (0.2%-0.34%) in -earlier
reports.”

The incidence of stroke was 2% during hospital stay in our
study while about 2% patients developed stroke during 3
month follow up. In the PURSUIT trial of almost 11000
patients, the overall stroke rate through 30-day follow-up
was 0.7%.” In GUSTO Iib, 8011 patients with acute
coronary syndromes without persistent ST-segment
glevation. The overall incidence of stroke was 0.8%.”"

CONCLUSION

Conservative management of ACS is associated with poor
outcomes. Timely administration of thrombolytic therapy
should be encouraged to optimize clinical outcomes in ACS.
Moreover early invasive strategy should be considered
where ever facility is available.

REFERENCES

1. Gaziano TA. Reducing the growing burden of
cardiovascular disease in the developing world. Health
Aff (Millwood) 2007;26(1):13-24.

2. Pope JH, Aufderheide TP Ruthazer R, Woolard RH,
Feldman JA, Beshansky JR, et al. Missed diagnoses of
acute cardiac ischemia in the emergency department.
N EnglJ Med 2000;342(16):1163-70.

3. Lindsell CJ, Anantharaman V, Diercks D, Han JH,
Hoekstra JW, Hollander JE, et al. The Internet Tracking
Registry of Acute Coronary Syndromes: a multicenter

192



CLINICAL OUTCOMES OF CONSERVATIVELY TREATED ACS AT HOSPITAL DISCHARGE AND AT 3 MONTH POST DISCHARGE

10.

11.

registry of patients with suspicion of acute coronary
syndromes reported using the standardized reporting
guidelines for emergency department chest pain
studies. Ann Emerg Med 2006;48(6):666-77.

Antman EM, Anbe DT, Armstrong PW, Bates ER, Green
LA, Hand M, et al. ACC/AHA guidelines for the
management of patients with ST-elevation myocardial
infarction: a report of the American College of
Cardiology/American Heart Association Task Force on
Practice Guidelines (Committee to Revise the 1999
Guidelines for the Management of Patients with Acute
Myocardial Infarction). Circul 2004;110(9):82-292.

Antman EM, Hand M, Armstrong PW, Bates ER, Green
LA, Halasyamani LK, et al. 2007 Focused Update of the
ACC/AHA 2004 Guidelines for the Management of
Patients with ST-Elevation Myocardial Infarction: a
report of the American College of Cardiology/American
Heart Association Task Force on Practice Guidelines:
developed in collaboration with the Canadian
Cardiovascular Society endorsed by the American
Academy of Family Physicians: 2007 Writing Group to
Review New Evidence and Update the ACC/AHA 2004
Guidelines for the Management of Patients With ST-
Elevation Myocardial Infarction, Writing on Behalf of the
2004 Writing Committee. Circulation
2008;117(2):296-329.

0'Donoghue M, Boden WE, Braunwald E, Cannon CP,
Clayton TC, de Winter RJ, et al. Early invasive vs.
conservative treatment strategies in women and men
with unstable angina and non—-ST-segment elevation
myocardial infarction: a meta-analysis. JAMA
2008;300(1):71-80.

Bavry AA, Kumbhani DJ, Rassi AN, Bhatt DL, Askari AT.
Benefit of early invasive therapy in acute coronary
syndromes: a meta-analysis of contemporary
randomized clinical trials. J Am Coll Cardiol
2006;48(7):1319-25.

White HD, Chew DP Acute myocardial infarction.
Lancet2008;372(9638):570-84.

Kuch B, von Scheidt W, Ehmann A, Kling B, Greschik C,
Hoermann A, et al. Extent of the decrease of 28-day
case fatality of hospitalized patients with acute
myocardial infarction over 22 years: epidemiological
versus clinical view: the MONICA/KORA Augsburg
infarction registry. Circ Cardiovasc Qual Outcomes
2009;2(4):313-9.

Dauerman HL, Lessard D, Yarzebski J, Furman Mi,
Gore JM, Goldberg RJ. Ten-year trends in the
incidence, treatment, and outcome of Q-wave
myocardial infarction. AmJ Cardiol 2000;86(7):730-5.

Goff DC Jr, Howard G, Wang CH, Folsom AR,

Pak Heart J 2016 Vol. 49 (04) : 190-194

12.

13.

14.

15.

16.

17.

18.

19.

20.

Rosamond WD, Cooper LS, et al. Trends in severity of
hospitalized myocardial infarction: the atherosclerosis
risk in communities (ARIC) study, 1987-1994. Am
HeartJ2000;139(5):874-80.

Hellermann JP, Reeder GS, Jacobsen SJ, Weston SA,
Killian JM, Roger VL. Longitudinal trends in the severity
of acute myocardial infarction: a population study in
Olmsted County, Minnesota. Am J Epidemiol
2002;156(3):246-53.

Salomaa V, Miettinen H, Palomaki P Arstila M,
Mustaniemi H, Kuulasmaa K, et al. Diagnostic features
of acute myocardial infarction-changes over time from
1983 to 1990: results from the FINMONICA AMI
Register Study. J Intern Med 1995;237(2):151-9.

Abildstrom SZ, Rasmussen S, Rosen M, Madsen M.
Trends in incidence and case fatality rates of acute
myocardial infarction in Denmark and Sweden. Heart
2003;89(5):507-11.

McGovern PG, Jacobs DR Jr, Shahar E, Arnett DK,
Folsom AR, BlackburnH, et al. Trends in acute coronary
heart disease mortality, morbidity, and medical care
from 1985 through 1997: the Minnesota heart survey.
Circulation 2001;104(1):19-24.

Xavier D, Pais P Devereaux PJ, Xie C, Prabhakaran D,
Reddy KS, et al. Treatment and outcomes of acute
coronary syndromes in India (CREATE): a prospective
analysis of registry data. Lancet
2008;371(9622):1435-42.

Gao R, Patel A, Gao W, Hu D, Huang D, Kong L, et al.
Prospective observational study of acute coronary
syndromes in China: practice patterns and outcomes.
Heart2008;94(5):554-60.

Rosengren A, Wallentin L, Simoons M, Gitt AK, Behar S,
Battler A, et al. Age, clinical presentation, and outcome
of acute coronary syndromes in the Euroheart acute
coronary syndrome survey. Eur Heart J
2006;27(7):789-95.

Crenshaw BS, Granger CB, Birnbaum Y, Pieper KS,
Morris DC, Kleiman NS, et al. Risk factors, angiograpjic
patterns, and outcomes in patients with ventricular
septal defect complicating acute myocardial infarction.
GUSTO-I (Global Utilization of Streptokinase and TPA
for Occluded Coronary Arteries) Trial investigators.
Circulation 2000;101(1):27-32.

Mahaffey KW, Harrington RA, Simoons ML, Granger
CB, Graffagnino C, Alberts MJ. Stroke in patients with
acute coronary syndromes: incidence and outcomes in
the platelet glycoprotein Ilb/Illa in unstable
angina. Receptor suppression using integrilin therapy
(PURSUIT) trial. Circul 1999;99(18):2371-7.

193



21. The Global Use of Strategies to Open Occluded treatment of acute coronary syndromes. N Engl J Med
Coronary Arteries (GUSTO) Ilb investigators. A 1996;335(11):775-82.
comparison of recombinant hirudin with heparin for the

Pak Heart J 2016 Vol. 49 (04) : 190-194 194



	Page 1
	Page 2
	Page 3
	Page 4
	Page 5

