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Abstract

Introduction: Myocardial infarction is one of most serious fatédease of the acute
coronary syndromes .These disease necessitaté@amagdical and nursing intervention
both before and after hospital arrival. Deaths ifaten the disease is still high in
hospitals of the Najaf governorate mainly from fat@hythmias

Objective: to verify the association between the provisidnnarsing services and
reduction of mortality from acute coronary syndrenespecially myocardial infarction.
Design: comparable cross sectional study.

Methods: A convenient sample of 493 patients with acutecary syndrome referred
to Al Sadder Hospital in Najaf from which 183 pat® had diagnostic criteria of acute
ST elevation myocardial infarction (SEMI) duringetperiod from 1 January 2009 and
30" June 2009. The case fatality rate from STEMI ofigtsample was compared with
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mortality rate in a previous study (test) conduatieding the last four months of the
year 2008. The death rate was compared in rel&tidhe presence or absence of nurse
contact at admission to hospital during the figshdurs.

Results: The case fatality rate was 7.7% for patients V&TEMI in the proper study
(retet) period versus 19.2% among patients of #mesdisease in the previous study
(test) (P<0.05). This death rate was associatdd pvavision nursing actions for 53% of
patients in the current study (retest) versus 35@%he comparable study (P<0.05)..
Conclusion: The provision of qualified nursing services thrbube rapid intervention
to patients with acute Ml was associated witigicant reduction in mortality.

Introduction

Cardiac nursing is an important service to beviplex in the coronary care units
and emergency department (1).There are shortageirsing staff of the hospitals in
Najaf especially for serving the patients with &cigchemic heart diseases refereed to
such hospital. Aoronary care unit (CCU) is a hospital ward specialized in the cdre o
patients with heart attacks, unstable angina andpfactice) various other cardiac
conditions that require continuous monitoring arghtment. Acute coronary care units
(ACCU), also called "critical coronary care unif€CCU) is equivalent to intensive
care in the level of service provided. Patientshwacute myocardial infarction,
cardiogenic shock, or post-operative "open-heaatiepts commonly abide here (2, 3,
and 4).

There is one CCUin Al Saddr Learning Hospital in Najaf .it is theam specific
cardiac unit in addition to the intensive care uestablished inside the causality
department in the same hospital. CCU is a 10@a&wnary Care Unit, designed for
critically ill adult patients requiring continuoasirsing and medical care (5, 6).

There are approximately 90 admissions per montthe CCU, averaging 3 to 4
patient admissions/transfers per 24 hour periode ftost frequently encountered
medical diagnoses in the CCU include: rule out mydi@l infarction, unstable angina,
acute myocardial infarction, congestive heart failuand arrhythmias (ventricular
tachycardia, atrial fibrillation/flutter, paroxysimaupraventricular tachycardia, etc.)(7,
8,9)

The main feature of coronary care is the abditg of telemetry or the
continuous monitoring of the cardiac rhythm by &lecardiography. This allows early
intervention with medication, cardioversion or tefiation, improving the prognosis
(10). As arrhythmias are relatively common in tgi®up, patients with myocardial
infarction or unstable angina are routinely adrditte the coronary care unit. For other
indications, such as atrial fibrillation, a specifindication is generally necessary, while
for others, such as heart block, coronary careadntission is standard.

Special procedures performed in the CCU include, buare not limited to: invasive
homodynamic monitoring, artificial cardiac pacifigansvenous and transcutaneous),
electrical cardioversion/defibrillation, bedside hecardiography, intubation and
mechanical ventilation, thrombolytic drug admirasion, antiarrhythmic and
vasopressor drug therapy, hemodialysis/ultrafitiratherapies.

A large proportion of deaths from the acute oarg syndrome occur before
arriving hospital and the other due to delay arappropriate nursing and management
(11, 12, and 13.)
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The aim of the study was; to verify the assocrati@tween presence of nursing
services and reduction in death rate among patweitts acute coronary syndromes
during the first 24 hours of referral to CCU in-ASadder Teaching Hospital in Najaf.

Materials And Methods

The study included all convenient patients withtaaworonary diseases .referred to
coronary care unit at Al Sadder Teaching Hospitairg) the period of January'1o
June 38, 2009.

A convenient sample of 439 patients who met thiega of only 183 patients were
diagnosed to have ST elevation myocardial infanc{®TEMI), and the other were free
of ST elevation myocardial infarction (NON-STEMD study the death rate among
those patients with acute MIl. we evaluated theticelabetween nursing care and
mortality among elderly patients after myocardiafarction by assessing the age
distribution of the patients.

Diagnostic criteria: WHO critert4H9 WEB SITE) formulated in 1979 have classically
been used to diagnose MI; a patient is diagnosed miyocardial infarction if two
(probable) or three (definite) of the following temia are satisfied: Clinical history of
ischemic type chest pain lasting for more than 2@ubtes, Changes in serial ECG
tracings, and Rise and fall of serum cardiac bidkea such as creative kinals#
fraction and troponin

The WHO criteria were refined in 2000 to give reagorominence to cardiac
biomarkers (14). According to the new guidelinesaediac troponin rise accompanied
by either typical symptoms, pathological Q wave§, &evation or depression or
coronary intervention are diagnostic of Ml . The [Ead ECG is used to classify
patients into one of three groups: [58] those @th segment elevation or new bundle
branch block (suspicious for acute injury and aspide candidate for acute reperfusion
therapy with thrombolytics or primary PCI), Clinllyg myocardial infarction is further
subclassified into ST elevation MI verses non Sdvaiion MI based on ECG changes
(15, 16, 17). Those with ST segment depression wraV¥e inversion (suspicious for
ischemia), and those with a so-called non-diagoastinormal ECG, and sometime a
normal ECG does not rule out acute myocardial atifan.

The results were compared with the data colledtealigh a previous study (test)
conducted from the period of September 1st to Déeen3lst, 2008 at the same
hospital for patients same criteria of acute corprsyndromes to compare the death
rate from such diseases in the two groups regandiagence or absence of nurses at
time of patient arrival to the hospital. . The mdeature of coronary care is the
availability of telemetry or the continuous monitgy of the cardiac rhythm by
electrocardiography. This allows early interventiwith medication, cardioversion or
defibrillation, improving the prognosis. As arrhgtlas are relatively common in this
group, patients with myocardial infarction or utdégaangina are routinely admitted to
the coronary care unit. For other indications, sashatrial fibrillation, a specific
indication is generally necessary, while for othemsch as heart block, coronary care
unit admission is standard(18,19).

The nursing services provided to the criticardiac patients included the
following procedures under supervision of the ptigsi on call: invasive
homodynamic monitoring, artificial cardiac pacingagsvenous and transcutaneous),
electrical cardioversion/defibrillation, bedsidénecardiography, intubation and
mechanical ventilation, thrombolytic drug admirasion

100



Kufa Med.Journal 2011.VOL.14.No.2

The nursing actions were classified into pre-n@gsare, technical skills, and post-
nursing care according to the categories below:
Pre-nursing care: Prepared room, prepared bed, and prepared equipment
Technical skills: Respects the state of hygiene and asepsis, foloigatific principles,
principles of drug administration, wash hands aratqet patient, and properly use the
defibrillator.
Post nursing care:makes the patient comfortable, clean and tidy egargs, transmit
patient information, reports verbally and in wnitteprecise, concise, and pertinent
observations.

Nursing Interventions:

1. Monitor continuous ECG to watch for life threatepiarrhythmias (common
within 24 hours after infarctions) and evolution thle Ml (changes in ST
segments and T waves). Be alert for any type omptere ventricular beats-
these may herald ventricular fibrillation or veatdiar tachycardia.

2. Monitor baseline vital signs before and 10 to 1:wues after administering
drugs. Also monitor blood pressure continuously mvging nitroglycerin L.V.

3. Handle the patient carefully while providing carstarting 1.V. infusion,
obtaining baseline vital signs, and attaching etelgts for continuous ECG
monitoring.

4. Reassure the patient that pain relief is a pripragd administer analgesics
promptly. Place the patient in supine position dgiradministration to minimize
hypotension.

5. Emphasize the importance of reporting any chest, mhscomfort, or epigastric
distress without delay.

6. Explain equipment, procedures, and need for freigassessment to the patient
and significant others to reduce anxiety associaiéufacility environment.

7. Promote rest with early gradual increase in modilon to prevent
deconditioning, which occurs during bed rest.

8. Take measures to prevent bleeding if patient isnttolitic therapy

9. Be alert to signs and symptoms of sleep deprivasach as irritability,
disorientation, hallucinations, diminished pairetaince, and aggressiveness.

10.Tell the patient that sexual relations may be resdimn advise of health care
provider, usually after exercise tolerance is asss

The frequency of relevant risk factors for acutgooary syndromes had been
compared between the previous study (test) andppeopriate study (retest) to exclude
their effects on the mortality from the STEMI dise. These risk factors included;
hypertension, Diabetes Mellitus, hypercholesteradersmoking, obesity and frequency
of physical activity per week. Ambulatory care afseute myocardial infarction can
identify related complications, such as chest pam depression, and promote
appropriate therapies for the prevention of recurmeyocardial infarction. High quality
ambulatory care can also reduce or prevent complitaof coexisting illnesses, such
as diabetes mellitus (14, 15, and 20).
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Statistical analysis:

Chi-square had been applied to test the catedodsaociation at level of
significance £ 0.05) in addition to expression of regression et in both previous
study (test) and the proper study (retest) to dwsche reduction of death frequency in
early 24 hours of referral to CCU. The SPSS progfaension 17) had been used in
statistical analysis.

Results

In this study 493 cardiac cases referred to CCldl iBadder Teaching Hospital in
Najaf, from January®12009 to June 302009. the mean age (+ SE) was (57.4 + 5.6)
for males and (62t 10.2) for females .the highepprtion of the patients was in age
group of 51-60 years. There was no significantedéhce in distribution of cases by age
and gender (Table 1).

There was no significant difference (P>0.05)ha distribution of cases by months of
the year among those with acute myocardial infanctand critical cardiac cases
(Table2). More than half of the patients in the ts@mples were smokers n addition to
other risk factors. The previous study (test) amdper study (retest) showed no
significant difference in the presence of some fagitors (P>0.05).about 48% of patient
in the proper study (retest) and 36% in the previetudy (test) were hypertensive.
These risk factors included; previous MI, hyperiens diabetes mellitus,
hyperlipidemia, and smoking experience. (Table I®sk risk factors were investigated
to exclude there effect on the difference of m@dst rates in the previous study (test)
and proper study (retest).

The distribution of patients by their educasibrevels showed no significant
difference in both groups f the studies. About haff them had no educational
qualification (Table 4).

It was found that 79(43.2%) of patients with 8&vation myocardial infarction had
received pre-nursing actions, 98 patients (53.68%gived technical skills including the
application of defibrillator , and 114 patients &%) received post — nursing care
precise, concise ,and pertinent observations. The® no significant difference in
nursing actions provided for patients with STEMIdaother admitted cardiac cases
(Table 5).

Table 6 showed that 93 (50.8%) of the patients STEMI had 1-3 pain frequency.
The case fatality rate during the first 24 hoursadmission to CCU was 7.7% in the
current proper study (retest) which was signifiadtfferent (P < 0.05) from the death
rate estimated in the previous study (test) (19)2d%6ing the last four months of the
year 2008. (Table 7).

In Table 8; the proportion of the patients who reee nursing contact during arrival to

hospital was 53% in the proper study (retest) 8% the previous study (test) of
2008 with statistically significant difference (P0<05) (Table 9) .Most of the patients
arrived hospital within 120 minutes (Table10), andre than two third of early death

within 24 hours was found to be from ventriculdrifiation (Table 11). There was

11.5 % reduction in the death rate among STEMIlepédi of current study (retest) that
the death rate (case fatality rate) of the plotigtconducted at the last four months of
the previous year (figure 1).

There was significant difference in reductiontbé death frequency among those
patients who received nursing actions versus tiadsedid not received nursing action
(figure 2).The case fatality rate within the ea?®¥ hours among referred STEMI
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patients with nurse contact was 3.1% versus 12fBr9%atients without nurse contact
at referral  (Figure 3).There is significant reggien in mortality of patients with
STEMI referred to CCU ( r=0.92) for both samplestioé previous study (test) and
proper study (retest) (Figure 4).

Table 1: Age distribution of patients with STEMI referred CCU in Al Sadder
hospital in Najaf by sex.

female

Age (year)

No

23.21429

35.71429

27.67857

13.39286

2 =3.33 P =0.34

Table 2: Distribution of cardiac cases referred to CCU inSadder Teaching Hospital
in Al-Najaf by months, 2009

Total cardiac cases Myocardial infarction
Month of admission (STEMD*
During the study No % No %
99 26

14.2

January

February 69 Y¢ 13.1

March 86 41 22.4

April 88 31 16.9

May 73 31 16.9

June 78 31 16.4

* STEMI: ST elevation myocardial infarction X2= 4.8 P=0.44
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Table 3: Risk factors percentage among patients Wi STEMI referred to CCU

Current study (retest previous study (test)
(2009) (2008)
Risk factors N =183 N =120

% %

Previous myocardial infarction

Hypertension

Diabetes mellitus

Hyperlipidemia

Smoking at time

< 2 times/
week

Physical >2 times /weekK

activity Non

Disable

X2=10.38 P=0.24

Table 4 : Distribution of the patients by educatnal level.

Study patients

Educational level Patients with STEMI Other cardiac cases
N=183 N= 310

No education
qualification

81 (44.2) 149 (48.1%)

Primary & intermediate 38 (20.8) 41 (13.2 %)

High school & universit 64 (35) 120 (38.7%)

w2 =4.87 P =0.08
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Table 5:Affordable nursing action for patients with coronaeart diseases referred to
CCu

Target cardiac patients

Provided nursing action With ST elevation

N=183

Pre-nursing care: Prepared roo
Prepared bed, and prepa 79
equipments (43.2%) (33.2%)

Technical skills: Respects the sta
of hygiene and asepsis, Follows
scientific principles, Principles of
drug administration, Wash hands
and protect patient, and Properly
the defibrillator

98 133
(53.6%) (42.9%)

Post nursing care:Makes the

patient comfortable, Clean and tid

equipments, Transmit patient 114
information, Reports verbally and i (62.3%)
written, Precise, concise, pertinent

observations

Y P=16:£0. = x

Table 6: Frequency of pain symptoms in addition to chest pmong patients with STEMI

None
Yoy

4-8

Table 7: Early death rate among M | patientsreefd to CCU

. Case fatality rate (%)

Current study (retest)
Jan-June 2009 183 14 1
previous study (test) 19.2
Sept-Dec.2008 120 23

P<0.05
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Table 8: proportion of patients receipt nursing contadraival to hospital

Presence of nurse at

patients reception

Groups NoO. %
Current study 183 97 53.0

(retest) Jan-June 2009

Previous study 120 43 35.8

(test) Sept-Dec.2008

Table 9: Proportion of death among patients with Ml refdrre@ CCU in the current study
(retest) compared with previous study (test) figdin

Presence of

patients nurse at Death rate at referral
reception

No % No %

Current study (retest
Jan-June 2009
Previous study

(test) : 23
Sept-Dec.2008

14 7.7

Table 10: Distribution of deaths from myocardial infarctionrelation to delay time
(minutes) before arrival to hospital

Delay before hospital

Deaths
During Delay< 120 Delay > 120

24 hours minutes minutes

Proper study
(retest) 2009
N =183
Previous study
(test) 2008
N =120

Fisher's Exact Probability Test P =0.71

Table 11: The main cause of early death from acuteyocardial infarction

Previous (comparison)

Current (proper)study (retest study (test)

Cause of early death

Ventricular Fibrillation 10 71.4 16 69.6
others 4 28.6 7 30.4
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14.00

12.00

10.00¢

proportio

8.00

6.00

4.00

2.00

0.00

reduction rate previous study (test) current study (retest)

group group

Figure 1: Death reduction among patients with M | referredQCU in the previous study (test) and
proper study( retest)

did not receive nursing contactreceive nursing contact
groups

Figure 2. frequency of Deaths among patients with STEMI (r8)18garding presence of nursing
contact
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o .
CFR(%) among MI patients CFR (%) among MI patients

With nurse contact
Figure 3: Case fatality rate (CFR) among patients with Mlareling nurse contact at referral to CCU

7

number of deaths

4 8 12 16 20 24

Hours after referral

Figure 4: Mortality regression of patients with Ml duringdft 24 hours of referral to CCU in previous
study (test) and proper study (retest).
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DISCUSSION

The acute coronary syndromes especially myoahidfarction represent the main
aspect of cardiac attacks .They are the leadingecaf death for both men and women
all over the world (21)Ventricular fibrillation is the main serious risk early death
during the first 24 hours of the attack onset. Ingoa risk factors are previous
cardiovascular disease (such as angina, a previead attack or stroke), older age
(especially men over 40 and women over 50), tobatooking, high blood levels of
certain lipids (triglycerides, low-density lipopein or "bad cholesterol”) and low levels
of high density lipoprotein (HDL, "good cholesté)pldiabetes, high blood pressure,
obesity, and personality stress levels(3,4,22).

This study verified a reduction in the deatheraf patients with acute coronary
syndromes specially those with ST elevation mydeanafarction by estimation of
case fatality rate within the first 24 hours. Theduction of this death rate was
confirmed by comparing the rate calculated durhmgproper study (retest) (7.7%) from
January to the end of June 2009 with the deathfrate the same disease calculated
during a previous study (test) (19.2%) conductedndulast four months of the year
2008 with 11.5% reduction in death rate associat@ti effect of nursing contact
(P<0.05).

The two samples of the studies were matched thar difference in main
sociodemographic characteristics including; agesex, educational level and presence
of important risk factors for coronary diseasese Pnoportion of the patients received
nursing actions was 53% in the current study $tetef 2009 which significantly higher
than nursing services provided to the patientshef irevious study (test) sample in
2008 (35.8%) this difference had associated wWithlower mortality during the early
24 hours of admission to CCU in Al Sadder HospitdWajaf .

The were important risk factors that may cdnitie to early death from coronary care
syndromes especially myocardial infarction suchhgpertension, diabetes mellitus,
hyperlipidemia and smoking (23). The proportiontbése risk factors had been
compared among patients with myocardial infarctrothe current proper study (retest)
of 2009 with that estimated in the previous stuthst]. The was no significant
difference in proportion of risk factors betweee tivo samples. Emphasize the effect
of nursing contact rather than risk factors dutimg early death of the patients (24, 25).
The regression of mortality was significant(r =0.@®iring both samples reflected the
reduction of mortality from STEMI with presence wifirsing action (figure 4). The
prognosis for patients with myocardial infarctiomaries greatly, depending on the
patient, the condition itself and the given treatm@6, 27, and 28). Using simple
variables which are immediately available in theesgency room, patients with a
higher risk of adverse outcome can be identifieat. &ample, one study found that
0.4% of patients with a low risk profile had dieflea 90 days, whereas the mortality
rate in high risk patients was 21.1%, (29).

For the period 2005 - 2008 in the United Statesntieglian mortality at 30 days was

16.6% with a range from 10.9% to 24.9% dependingherhospital which one looks at

(30).

The risk factors that play a role in early deatbnfrMI include age, hemodynamic

parameters (such as heart failure, cardiac arreatimission, systolic blood pressure, or
Killip class of two or greater), ST-segment dewiati diabetes, serum creatinine
concentration, peripheral vascular disease ancttevof cardiac markers (28.30,31).
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There is evidence that case fatality of myocarghtdrction has been improving over
the Automatic external defibrillation (AED).

Most of early death from acute coronary syndromerevdue to ventricular fibrillation
in both previous study (test) and proper studye@®t. Since the publication of data
showing that the availability of automated exterdedibrillators in public places may
significantly increase chances of survival, bedige availability of them at hospital.
The ventricular arrhythmias can be effectively tiedaat delay before and after reaching
hospital (30, 31). So training of nurses on managemf such serious arrhythmias by
medications and urgent defibrillator is a life sayiway even at the delay of
intervention by other medical staff who are on.call

CONCLUSIONS

1. There was 11.5% reduction in case fatality ramfrmyocardial infarction
associated with presence of nurse at referral t& @Gring the period of the
current study (retest) of 2009 in comparison wijpr@vious study (test) of 2008
during the early 24 hours of admission .

2. Most of patients with myocardial infarction wereufml to have home-to-
hospital delay of<120 minutes which make the chance of survivalebetiith
rapid medical and nursing intervention.

3. Only 53% of the patients with STEMI ,who wereeréd to CCU in the
current study (retest), received qualified nursegvices at first contact which
might contribute to high risk of early death.

4. the daily admission rate of acute coronary syndsofoand to be 2-3 cases per
day which make the presence of at least two qgadlitardiac nurse highly
effective in the rapid intervention to save tlike of patients.

5. The case fatality rate among patients with STEM$ wm@nificantly affected by
presence of nurse contact at admission during @drlyours..

6. Ventricular fibrillation is still the main cause odfarly death from acute
myocardial infarction and the presence of welhid nurse on the defibrillator
is life saving. .

RECOMMENDATIONS

1. Presence of at least two cardiac nurses in theaalttgsand CCU for rapid nursing
contact with acute coronary cases.

2. availability of automated external defibrillatoran ipublic places may
significantly increase chances of survival, beside availability of them at
hospital.

3. Training and qualification of the nurses in thespital on the cardiac nursing
practices.

4. Nursing actions including; pre-nursing care, techhiskills, and post-nursing
care should be considered in the case investigdbom of acute coronary
syndromes at hospital principally by a universityse.

REFERENCES
1. Gabrielle McKee (2009)."Are there meaningful ldnginal changes in health
related quality of life ,in cardiac rehabilitatigratients ?". Eur.J.of Card.Nurs.
8(2009)40-47.
2. Mehta NJ, Khan IA (2002). "Cardiology's 10 greatdwstcoveries of the 20th
century".Tex Heart Inst 29 (3): 164-71

110



Kufa Med.Journal 2011.VOL.14.No.2

3. Weir RA, McMurray JJ, Velazquez EJ. (2006). "Epidalogy of heart failure
and left ventricular systolic dysfunction after seumyocardial infarction:
prevalence, clinical characteristics, and progedstportance"Am J Cardiol97
(10A): 13F-25F. doi0.1016/j.amjcard.2006.03.005

4. Day HW (April 1962). "A cardiac resuscitation pram".J Lancet82: 153-6.

5. Julian DG (September 2001). "The evolution of ttwronary care unit".
Cardiovasc. Re$1 (4): 621-4. .

6. ~ Beamer AD, Lee TH, Cook EFet al. (1987). "Diagnostic implications for
myocardial ischemia of the circadian variationlo# bnset of chest pairAm. J.
Cardiol. 60 (13): 998-1002. do0i:10.1016/0002-9149(87)90340HMID
3673917.

7. Lhynnelli, RN on Jan 20th, 2009 and filed under Matl Surgical Nursing,
Student's Reviewer

8. Pearte CA, Furberg CD, O'Meara E$S al. (2006). "Characteristics and baseline
clinical predictors of future fatal versus nonfatatonary heart disease events in
older adults: the Cardiovascular Health Stu@jtculation113(18): 2177-85.

9. ~ 2B Canto JG, Goldberg RJ, Hand MMt al. (December 2007). "Symptom
presentation of women with acute coronary syndrommsgh vs reality".Arch.
Intern. Med.167 (22): 2405-13. doi:10.1001/archinte.167.22.2405.

10.Davis TM, Fortun P, Mulder J, Davis WA, Bruce D@Q@2). "Silent myocardial
infarction and its prognosis in a community-basetiart of Type 2 diabetic
patients: the Fremantle Diabetes Studiabetologia4d7 (3): 395-9.

11. Anonymous (March 1979). "Nomenclature and critésradiagnosis of ischemic
heart disease. Report of the Joint Internationatiedp and Federation of
Cardiology/World Health Organization task force sitandardization of clinical
nomenclature"Circulation 59 (3): 607-9.

12.~ Alpert JS, Thygesen K, Antman E, Bassand JP. (ROMyocardial infarction
redefined--a consensus document of The Joint Earop&ociety of
Cardiology/American College of Cardiology Committiee the redefinition of
myocardial infarction"J Am Coll Cardiol36 (3): 959-69.

13.70 2P S, Gara®t al. Myocardial Infarction. eMedicine. Retrieved Novaen 22,
2006.

14.~ Kasper DL, Braunwald E, Fauci AS, Hauser SL, Lorigjo, Jameson JL.
Harrison's Principles of Internal Medicing. 1444. New York: McGraw-Hill,
2005. ISBN 0-07-139140-1.

15.~ Kasper DL et al.Harrison's Principles of Internal Medicing. 1450.

16.7 22 Cannon CP at aManagement of Acute Coronary Syndronesl75. New
Jersey. Humana Press, 1999. ISBN 0-89603-552-2.

17.~ Selker HP, Zalenski RJ, Antman EBL, al. (January 1997). "An evaluation of
technologies for identifying acute cardiac ischemia the emergency
department: executive summary of a National Heataok Alert Program
Working Group Report"”Ann Emerg Me@9 (1): 1-12.

18. Morrow DA, Antman EM, Sayah Aet al. (July 2002). "Evaluation of the time
saved by prehospital initiation of reteplase for-&dvation myocardial
infarction: results of The Early Retavase-Thrombi@yn Myocardial Infarction
(ER-TIMI) 19 trial". J. Am. Coll. Cardiol40 (1): 71-7.

111



Kufa Med.Journal 2011.VOL.14.No.2

19.Morrison LJ, Verbeek PR, McDonald AC, Sawadsky B¥ok DJ. (2000).
"Mortality and prehospital thrombolysis for acuteyounardial infarction: A
meta-analysis"_(PDFJAMA 283 (20): 2686-92

20.Henry TD, Atkins JM, Cunningham MSst al. (April 2006). "ST-segment
elevation myocardial infarction: recommendationstiwage of patients to heart
attack centers: is it time for a national policy tbe treatment of ST-segment
elevation myocardial infarction?J. Am. Coll. Cardiol47 (7): 1339-45.

21.Indications for fibrinolytic therapy in suspectedute myocardial infarction:
collaborative overview of early mortality and majmorbidity results from all
randomised trials of more than 1000 patients. Rddytic Therapy Trialists'
(FTT) Collaborative Group.LLancet1994;3438893): 311-22.

22.Rokos IC, Larson DM, Henry TD, et al.; "Rationala festablishing regional
ST-elevation myocardial infarction receiving centeRC) networks.Am Heart
J 2006;152(4):661-7.

23.Babaev A, Frederick PD, Pasta DJ, Every N, Sictkpus Hochman JS (2005).
"Trends in management and outcomes of patients \aithte myocardial
infarction complicated by cardiogenic ShockAMA 294 (4): 448-54

24.Hochman JS, Sleeper LA, Webb JG, Dzavik V, Bullé, @ylward P, Col J,
White HD; SHOCK Investigators. (2006). "Early regakarization and long-
term survival in cardiogenic shock complicating teciyocardial infarction”.
JAMA?295(21): 2511-5. do10.1001/jama.295.21.2511

25.Echt DS, Liebson PR, Mitchell LB, Peters RW, OhiésnAno D, Barker AH,
Arensberg D, Baker A, Friedman L, Greene Ht,al. (1991). "Mortality and
morbidity in patients receiving encainide, flecdmji or placebo. The Cardiac
Arrhythmia Suppression TrialN Engl J Med324(12): 781-8.

26."Heart Attack: Getting Back Into Your Life After Heart Attack”. American
Academy of Family Physicians, updated March 200&triBved December 4,
2006.

27.Canto JG, Shlipak MG, Rogers WJ, Malmgren JA, Fiekd°D, Lambrew CT,
Ornato JP, Barron HV, Kiefe CI. (2000). "Prevalencknical characteristics,
and mortality among patients with myocardial infeme presenting without
chest pain"JAMA283(24): 3223-9. d0i0.1001/jama.283.24.3223

28.Fox KA, Dabbous OH, Goldberg RJ, Pieper KS, Eagke Kan de Werf F,
Avezum A, Goodman SG, Flather MD, Anderson FA Jmar@er CB.
"Prediction of risk of death and myocardial infasat in the six months after
presentation with acute coronary syndrome: prospectmultinational
observational study (GRACE)BMJ 2006;3337578):1091

29. Mukherjee AK. (1995). "Prediction of coronary hedisease using risk factor
categories"J Indian Med Assoc

30.Gupta R, Misra A, Pais P, Rastogi P and Gupta \2B0§). "Correlation of
regional cardiovascular disease mortality in Ingh¢gh lifestyle and nutritional
factors" (PDF)International Journal of Cardiolog$08(3): 291-300

31."Deaths and percentage of total death for the 40itgy causes of death: United
States, 2002-2003" (PDF). National Center of HealtBtatistics.
http://www.cdc.gov/nchs/data/hestat/leadingdeaths03

112



