
Introduction:

Ischemic heart disease is the leading cause of

morbidity and mortality worldwide.1 In the USA,

approximately 650,000 patients get a new acute

myocardial infarction (AMI) and 450,000 experience

a recurrent myocardial infarction annually.2 In the

United Kingdom, coronary artery disease is

responsible for 180,000 admission to hospital each

year. Similar to the rest of the world, IHD is a leading

cause of death in Asian countries.3 The incidence of

MI is on the increase in our population. Traditionally

IHD had been considered as a disease of middle and

old age but in recent years MI is being recognized

in younger age groups with increased frequency.4

AMI in persons under the age of 40 years accounts

for approximately 19% of all AMI cases.5 The disease

seems to follow an accelerated course with ischemic

event occurring a decade earlier in Asian population

compared to those reported from developed world.6

IHD in young people constitutes an important

problem for the patient and the treating physician

because of the devastating nature of this disease on

the more active lifestyle of young patients. Cigarette

smoking is the most common and a modifiable risk

factor in young patients. Obesity, family history and

hyperlipidemia are also common risk factors for

young MI patents7. A study done in India8 found

that CAD in young people is usually due to

atherosclerosis of large and medium sized arteries

and dyslipidemia has been found to be one of the
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Abstract:

Background: Ischemic heart disease (IHD) is a common cardiac disorder and significant cause of

mortality and morbidity Worldwide. Dyslipidemia plays an important role in the pathogenesis of

young MI as evidenced from different studies. This present descriptive study is designed to evaluate

the pattern of dyslipidemia in young patients of Chittagong region, suffering from MI.

Methods: 100 patients of young myocardial infarction diagnosed by clinical, biochemical and ECG

criteria were included in the study. Fasting lipid profile was measured in the patients with age less

than 40 years.

Results: Among the patients 44% patient had hypertension, 15% were diabetic, 40% patients had

history of smoking and 12% patient were obese. Change of socioeconomic status found to have an

influence in lipid profile like low density lipoprotein (LDL), total cholesterol (TC) and triglyceride

(TG) (p<0.05) but high density lipoprotein (HDL) had no change (p>0.05). LDL was changed in

relation with nature of works. TG was significantly found higher in rural community and advanced

age group (p<0.05). HDL level was found varied with gender and others were found insignificant.

Conclusion: Varied lipid profile was found among the young victims of MI in Chittagong region. It

might be concluded that control of blood lipid might lower the coronary events among young

patients.
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most important contributing factors. In India

cardiovascular disease is the leading cause of death.

The death due to CVD in India was 32% of all deaths

in 2007 are expected to rise from 1.17 million in

1990 and 1.59 million in 2000 to 2.03 million in

2010.9 Though the exact incidence of AMI in our

country is not known, one study found that the

incidence of coronary artery disease in Bangladesh

has increased from 3.3 per thousand to 14 per

thousand from the year 1975 to 1985.10 Chittagong

is the second biggest city of Bangladesh. Despite

being located on the coastline of Bay of Bengal, a

large section of the people here seems to have

unhealthy food habits. Although no thorough study

has been performed, there is a perception that the

prevalence of coronary arterial diseases is higher in

this part of the country. Objective of the study is to

evaluate the pattern of lipid profile in the young

patients of Chittagong region with myocardial

infarction.

Methods:

This descriptive study was undertaken at the

department of Cardiology, Chittagong Medical

College Hospital between January and December

2012. Study population was patients aged below 40.

100 such patients were selected through purposive

sampling. Patients duration of AMI > 24 hours and

other co morbid conditions were excluded in the

study. Clinical history was taken and clinical

examination was done to elicit findings related to

MI. Related investigations including Blood sugar, S

Creatinine and complete Lipid profile were done.

All investigations were done in the Biochemistry

Departments of CMCH and if not possible, then in

the standard laboratory of Chittagong.

Results:

100 patients were included in the study of whom 75

were male and 25 were female. 46 of them were in

their third decade (aged 21-30 years) and 54 were in

the fourth (aged 31-40 years).  Most of the patients

were from low socioeconomic status (38%).  Majority

of the patients were doing sedentary works (51%)

and rest were doing moderate to hard works. 52%

of the patients were from urban locality and rest

48% were from rural habitat. These

sociodemographic pictures are representative of

present socio-cultural aspect of Bangladesh.

Table I

Risk factors among the study population (N=100).

Risk factor Frequency Percentage

Hypertension 44 44%

Diabetes mellitus 15 15%

Smoking 40 40%

Obesity 12 12%

All the patients (100%) presented with some degree

of chest pain. Other complaints were sweating (78),

vomiting (35) and breathlessness (21). Table I shows

the risk factors of the patients. Hypertension has

the highest frequency followed by smoking, Diabetes

mellitus and obesity in the descending order of

distribution.

Table-II

Lipid profile of urban and rural population

Lipid Rural Urban

LDL 139.45±34.83 101.02±19.03

TC 234.79 ±65.52 184.21±36.7

TG 401.19±70.1 320.92±35.31

HDL 39.68±5.28 38.21±4.56

There was an interesting finding of the serum levels

of lipids between the urban and rural population.

The Mean±SD level of Total Cholesterol, LDL, HDL

& TG all were higher in the rural population (Table

2), but the difference was found significant only in

case of Total cholesterol. TG was significantly found

higher in rural community than the urban (p<0.05)

and others were found insignificantly distributed.

Perhaps inclusion of a bigger sample size might give

more information. Table 3 shows the distribution of

serum level of lipids across gender. HDL level was

significantly lower and others were found

insignificant.

Table-III

Lipid profile in relation to gender in study

population (N=100).

Lipid Male(n=75) Female(n=25) p value

LDL 119.74±33.78 96.00±8.48 0.88ns

TC 209.35±57.99 153.50±24.74 0.44ns

TG 361.74±76.81 227.50±67.17 0.21ns

HDL 32.99±4.91 41.00±7.07 0.007s
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Discussion:

Ischemic heart disease is one of the major health

problems all over the world and the coronary artery

thrombosis is the leading cause of it. In the

developing country like Bangladesh, urbanization

is taking place at a rapid pace that is responsible

for change in the lifestyle which adversely affects

the metabolism thereby causing a large increase in

the number of diabetic patients.11

All patients in our study presented with chest pain.

Other presenting complaints were sweating (78%),

vomiting (35%) and breathlessness (21%). These are

common presentations of acute MI just as like in

other age groups. 44% of the patients had

hypertension, 15% were diabetic, 40% patients had

history of smoking and 12% patient were obese. The

results of present study with reference to risk factors

were similar to those published earlier. History of

smoking, life style and family history of IHD were

found as significant risk factors for young MI. All of

the above findings are consistent with the earlier

study.

The pattern of lipid was almost same in males and

females except HDL level. In contrast to our findings

of lower level of HDL concentration in males other

studies have shown either a rise12 or no change13

in HDL. An inverse relationship between TG and

HDL has been reported and in our subjects too, this

appears true. The limitations of this study include

that this is a single center study, small sample size

and lack of follow up.

Conclusion:

The young MI patients in Chittagong region have

diverse lipid profile. Further study is needed to

evaluate those risk factors in our context. A longer

duration multicenter large scale study is

recommended to get the actual scenario of the south-

eastern coastal part of Bangladesh.
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