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ABSTRACT:

BACKGROUND: Coronary heart disease (CHD) or atherosclerotic coronary artery disease has 
highest mortality rate United States and Worldwide. It is expected that the 
projected increase in coronary heart disease will be much higher in South Asia 
as compared to other regions worldwide. In South Asia, it is expected to more 
than double over the next 20 years. 

MATERIAL & METHODS: This descriptive case series involved 100 patients and was conducted at the 
Cardiology department of Mayo Hospital Lahore from Jan 2018 to –Dec 2018. 
Patient’s age, gender and presence of cardiogenic shock was noted. Data was 
analyzed using SPSS. 

RESULTS: Mean age was 56.24+9.38 years. 57% were male and 43% were females. 
Cardiogenic shock was seen in 28% of cases.
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AIMS & OBJECTIVE: The objective of the study was to determine the frequency of cardiogenic shock 
in acute inferior wall MI cases during hospital stay.

CONCLUSION: The frequency of cardiogenic shock is significant among patients with acute 
inferior wall MI cases during hospital stay. Therefore, it is recommended that 
every patient presenting with acute inferior wall MI, should be sort out for 
cardiogenic shock.  

Correspondence : Muhammad Shahzad Azeem, King Edward Medical University, Lahore. Email: shahzadazeem7@
hotmail.com
Author’s Contribution: MSA: Principal Investigator, manuscript writing, data collection. AS: Helped in conducting the study 
and done corrections in manuscript. MQK: Helped in manuscript writing. MWA: Helped in data collection.

211

KEY WORDS: Acute inferior wall MI, hospital stay, cardiogenic shock, frequency



INTRODUCTION:

Coronary  hear t  d i sease  (CHD)  o r 
atherosclerotic coronary artery disease 
has highest mortality rate United States 

and Worldwide1. It is expected that the projected 
increase in coronary heart disease will be much 
higher in South Asia as compared to other regions 
worldwide. In South Asia, it is expected to more 
than double over the next 20 years2. Compared to 
anterior wall MI, Inferior wall myocardial infarction 
(MI) is considered to be low risk. With the advent 
of thrombolytic therapy, the ranges of in-hospital 
mortality rate have reportedly dropped from 11% 
to 3.5%-9%.3

The leading cause of death with acute MI 
is Cardiogenic shock, with a frequency of 
around 7-10%4. Causes of hypotension among 
patients with inferior MI are severe RV infarction, 
bradyarrythmias, acute severe mitral regurgitation, 
prior MI, left ventricle septal rupture and bezold-
jarisch reflex.5 The characteristics of this low-output 
state are increased ventricular filling pressures, 
systemic hypotension, lowered cardiac output and 
proof of hypo-perfusion of vital organs. Despite the 
stable incidence of cardiogenic shock with STEMI 
since the mid-1970s, a decline from 70% to 80% 
in the 1970s to50% to 60% in the 1990s, in short 
term mortality was recorded. In 60% of the patients 
who die with fibrinolysis STEMI, cardiogenic shock 
is the primary culprit6. To improve clinical outcomes, 
it may be helpful to do intensive therapy which 
includes the restoration of flow of blood in the right 
coronary artery especially the major RV branch7. 
The current study was planned to determine the 
frequency of cardiogenic shock in acute inferior 
wall MI cases during hospital stay.
MATERIAL AND METHODS:
This was a descriptive case series conducted at 
Cardiology department, Mayo Hospital Lahore 
from 1st Jan 2018 to 31st Dec 2018. After written 

informed consent, 100 cases of 40 years and 
above of either gender with ECG finding of acute 
inferior wall MI presenting in emergency were 
assessed on ECG findings with no previous ECG 
changes. Patients with previous history of CAD with 
therapeutic coronary interventions, prior MI on ECG 
and non-cardiac causes of shock and patients with 
hemodynamic side effects of thrombolytic therapy 
were excluded from this study. Patient presenting in 
emergency with ST-Segment elevation of > 1mm in 
at least two of the inferior limbs leads, namely II, III, 
a VF were defined as Acute inferior wall myocardial 
infarction while cardiogenic shock was defined 
as systolic blood pressure measurement of <90 
mmHg i.e. from the day of admission till discharge 
patient was observed for any hemodynamic 
changes. All patients were managed according to 
the standard protocol for MI management. Patients 
were followed for three-day hospital stay from the 
time of admission for the occurrence of cardiogenic 
shock. Statistical Package for Social Sciences 
(SPSS) version 10 was used to analyze the data. 
Categorical variables were expressed as frequency 
and percentages, while continuous variables like 
age were expressed as mean ± standard deviation. 
Outcome variable i.e., cardiogenic shock was 
presented as percentage & frequency. 
RESULTS:
Total number of 100 patients were enrolled in the 
study. Mean age of patients was 56.24+9.38 
years. There were 59% (n=59) patients between 
40-60 years while 41% (n=41) patients were >60 
years of age. There were 56% (n=56) males while 
44% (n=44) were females (Table 1). Frequency of 
cardiogenic shock in acute inferior wall MI cases 
during hospital stay reveals in 28% (Figure 1). 
Stratification for cardiogenic shock according to 
gender shows that out of 28 cases of cardiogenic 
19.6% (n=11) were males while 38.6% (n=17) 
were females (Table 2). So females are more 

Table 1: Gender distribution of total study population 

Total Number Percentage (%) Minimum Age (years) Maximum Age (years)

Male 56 56% 42 80

Female 44 44% 40 74

Table 2: Frequency of Cardiogenic Shock in study population 

Number (n) Cardiogenic shock Percentage (%)

Male 56 11 19.6%

Female 44 17 38.6%

Total patients 100 28 28.0%
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commonly affected by cardiogenic shock.
DISCUSSION:
It is generally considered that inferior wall 
myocardial infarction has a more favorable 
prognosis as compared to anterior wall infarcts 
and account for 40-50%8 of all AMIs. This is 
supported by various trials, which show mortality 
rates ranging from 2%-9% in patients of Inferior 
MI’s assigned to the control group aka “standard 
care”9. Cardiogenic shock (CS) is the leading 
cause of death for patients with acute myocardial 
infarction (MI) who reach the hospital alive.10

In our study, we recorded frequency of cardiogenic 
shock in acute inferior wall MI cases during hospital 
stay as 28%. Our findings are in agreement with a 
study by Malla et al, the frequency of cardiogenic 
shock in cases of inferior wall MI which was found to 
be 22.6% (p = 0.05).11 Rodrigues and co-workers 
recorded that inferior wall infarction has less 
chances of shock then anterior and unless extensive 

of right ventricle is also involved, on the other hand 
they are also of the view that hypotension as cold 
extremities and rapid pulse with blood pressure less 
than 100mmHg systolic was found in 20% of the 
cases.12 Another study by Zahid Fida recorded the 
clinical complications in patients with acute inferior 
myocardial infarction and recorded 22.2% of the 
cases developed hypotension which is in agreement 
with our study.13

In elderly patients with inferior myocardial infarction 
Héctor Bueno and co-workers determined 
that these patients had a greater incidence of 
cardiogenic shock (independent of LVEF) - 32% vs 
5%, intraventricular septal rupture – 9% vs 0%, and 
complete AV block – 33% vs 5%. They concluded 
that “patients with acute inferior myocardial 
infarction have a substantially increased risk of 
death during hospitalization when right ventricular 
involvement is present”. The worse outcome is 
primarily due to the high incidence of cardiogenic 
shock and because its reversibility is infrequent.14

Considering the above facts, we determined 
cardiogenic shock in acute inferior wall MI cases 
during hospital stay is significant and needs to set 
new protocols for management of inferior wall MI 
keeping in view of cardiogenic shock as its most 
serious complication which may definitely help 
for improvement of the outcome among these 
patients. 
Limitation of our study includes that our data is 
from one large setup our country which needs to be 
authenticated with some other multicenter trials. 
CONCLUSION:
We concluded that the frequency of cardiogenic 
shock is significant among patients with acute 
inferior wall MI specially in females. So, it is 
recommended that every patient who present 
with acute inferior wall MI, should be sort out for 
cardiogenic shock. 
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