
LONDON SATURDAY 5 JANUARY 1974

MEDICAL
JOURNAL
Presentation of Myocardial Infarction

Prospective studies have given useful information about
causal factors in myocardial infarction by showing up those
characteristics such as hypertension and cigarette smoking
which predispose to the disease. Much less work has been done
on defining the presentation of myocardial infarction in the
community. While waiting for research to show us how to
reduce or eliminate the causal factors, we have to plan how
best to use our scarce medical resources to cope with the
disease. It is the prime cause of sudden death in middle age,
and often leaves severe physical and emotional disability in the
survivors. Especially with the forthcoming regional co-
ordination of medical services we need to know how best to
tackle this large problem. How often is the diagnosis missed?
How often do patients with an acute myocardial infarction die
before reaching hospital? How many deaths can be prevented
by first-class intensive care in a special unit ? How well do
patients do if treated at home ?
A recent useful study by L. J. Kinlen' was made possible

by the Oxford Record Linkage Study and is perhaps the most
complete attempt so far made to look at the incidence and
presentation of myocardial infarction, including those cases
leading to unwitnessed death, in a whole community. Special
effort was devoted to making the diagnosis as reliably in the
home as in hospital.

In the community of 375,000 in the Oxford area, in a year,
there were 4.5 attacks per 1,000 men under 70. This is only
half that found by similar methods in Edinburgh,2 and the
result strongly confirms reports of the apparently beneficial
effects of living in southern England outside the metropolis.3
The whole period of study included 363 cases, and almost
four-fifths of them were in men. Chest or epigastric pain was
the presenting symptom in 82% of the witnessed cases, and
syncope, collapse, and sudden shortness of breath was the
first symptom in only about 12%. The recent history disclosed
the usual high incidence of previous non-specific chest pains,
and Kinlen draws special attention to the frequent and spon-
taneous report by relatives that the victim had been unusually
tired in weeks or months before death in 40% of the sudden
and unexpected deaths. In some cases this was so extreme
that the patient fell asleep at meals. This observation supports
clinical experience and could usefully be made the subject of
a prospective study, which could establish whether abnormal
tiredness is really a premonitory symptom of myocardial
infarction, and if so why. The initial chest pain was often
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misinterpreted as indigestion and described as an intense
feeling of bursting pressure within the chest.
From the point of view of community health this study

confirms the bleak conclusions of previous studies. Though a
substantial number of patients who are under intensive
observation can be saved by resuscitation procedures applied
within a few minutes of an otherwise lethal dysrhythmia, the
patient has first to be got safely into a coronary care unit. Even
if there were enough units to accommodate all patients for the
whole of their time in hospital after an attack (an extravagant
but certainly feasible aim), there would still remain an enor-
mous number of untreated or untreatable patients. One
hundred and forty deaths (65% of the total) occurred before
any doctor reached the patient, and almost 80% of all the
deaths had already occurred by 8 hours after the first onset of
symptoms. There seem to be inescapable delays between the
calling of an ambulance and the admission of a patient to a
coronary care unit, and though much effort has been put into
reducing them they cannot be cut down in most cities to less
than a few hours. However, the patient travelling in an
ambulance or being moved around the hospital can at least be
given oxygen and in some cases resuscitated from cardiac
arrest. Perhaps reduction in mortality might be achieved by
educating the general public to summon medical help earlier,
though a campaign by posters in public places and so on
might increase anxiety about the disease and on balance do
more harm than good.
The problem of trying to reduce death and disability from

acute myocardial infarction is going to remain with us for a
long time. Community studies can ultimately form the basis
of a proper cost-benefit analysis to find out whether we are
making the best available use of medical resurces by concen-
trating on efficient ambulance services and coronary care units.
With the accurate data provided by Kinlen and others
it should be possible in future to make a less subjective estimate
of the relative merits of other approaches, such, for example, as
providing intensive home care facilities with adequate nursing,
oxygen, and analgesics. These could prove to be more effect-
ive, less emotionally traumatic, and considerably cheaper than
our present system.
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