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Abstract: 

Objective: to regulate the consequences of a severe myocardial infarction related to atrial fibrillation. 

Study design: Factual study. 

Place and duration of the study: this study was performed at the Heart Disease Institute of Karachi and at the 

University Hospital of Karachi Dow OJHA Campus, from July 2017 to December 2017. 

Materials and methods: 311 patients older than 30 years, both existing sexual categories with acute myocardial 

infarction, participated in the study in the outpatient department or in the emergency room. Patients admitted to the 

hospital due to CCU due to a severe myocardial infarction (ST ST elevation and non-MI MI elevation) were also 

included. Patients with severe co-morbidities such as malignant tumors, renal failure, COPD or decompensated 

liver cirrhosis, patients previously treated with ventricular dysfunction, AF, have been omitted in this study. 

Results: of 311 patients, 203 or 65.27% were taking STEMI and 108 or 34.72% of patients admitted with Non ST-

Elevation Myocardial Infarction (NSTEMI). Atrial fibrillation was discovered in 38 or 12.21 patients. The most 

typical clinical consequence in patients with atrial fibrillation was ventricular fibrillation, controlled by ventricular 

tachycardia (VT), the patient's expiration and stroke. Of the 3 patients who had expired, 6 or 15.78% of the patients 

had VF and 4 or 10.52% of the patients had a cerebrovascular accident, so the clinical consequences occurred in 19 

of 38 patients who had had the presence of atrial fibrillation. 

Conclusions: the relationship regulator therapy and oral anticoagulants should be accessible for patients at danger 

of expanding atrial fibrillation; these can cause a greater decrease in death rate. 
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INTRODUCTION: 

Atrial fibrillation is the most typical arrhythmia 

present in patients with severe myocardial infarction. 

The main reason for the expansion of atrial 

fibrillation comprises myocardial ischemia. A few 

reasons may include hemodynamic disorders, 

pericarditis, left ventricular dysfunction and increased 

catecholamines [1]. A populace based study indicated 

that the prominence of atrial fibrillation in severe 

myocardial ischemia frequently increased by 13.3 

percent in recent decades. Atrial fibrillation between 

severe myocardial ischemia has a serious influence 

on the clinic and on the prediction of the disease [2]. 

Atrial fibrillation was detected in 10.4-12 per cent of 

the cases with severe myocardial ischemia conducted 

with thrombolytics or primary percutaneous 

interventions, with advanced risk levels of left 

ventricular dysfunction [3]. It was expected that atrial 

fibrillation would darken about 6-21 Percentage of 

acute myocardial infarction. It correlates with the 

advanced rate of hospital mortality, which is 13.8 

versus 5.8 percent. The expansion of ventricular 

fibrillation and ventricular tachycardia are also more 

obvious among patients who presented atrial 

fibrillation related to those with sinus rhythm. There 

is a higher threat rate of succeeding attacks amongst 

these patients (9.2% vs. 2.6%). [4]. The reason for the 

expansion of atrial fibrillation is ischemia, although 

during the arrhythmia the blood supply to the 

myocardium cooperates even more with shocking 

consequences. The correlated damage of atrial 

contraction leads to a reduction in the size of the 

stroke and an increase in filling pressures of atrial 

dilation [5]. Atrial fibrillation is only an autonomous 

hazard factor for confrontational medical 

consequences in patients with myocardial infarction. 

It can also accelerate tachyarrhythmias due to 

increased damage to the blood supply, changing the 

R-R ranges. Atrial fibrillation can also be correlated 

with the appearance of the sympathetic nervous 

system [6,7]. A few of analysts for the expansion of 

atrial fibrillation after myocardial infarction comprise 

advanced heart failure (as confirmed by the Killip 

class), advanced age more than 65 beats at 

presentation, no history of beta-blocker use, or 

thrombolytic therapy in the last[8]. 

 

MATERIALS AND METHODS: 
This study was approved at the Karachi Institute of 

Cardiac Diseases and at the University Hospital Dow 

OJHA Campus Karachi, from July 2017 to December 

2017. "Patients over 30 years, men and women with 

severe myocardial infarction were included in the 

study through the outpatient department or the 

emergency room Patients who are admitted to the 

hospital for CCU have also been involved due to a 

severe myocardial infarction  

 

RESULTS: 

In this study, a total of 311 patients with severe 

myocardial infarction were recorded. There were 188 

or 60.45% of male patients and 123 or 39.54% of 

women. Of the 311 patients, 203 or 65.27% had 

STEMI and 108 or 34.72% of the patients were 

admitted with Non ST-Elevation Myocardial 

Infarction NSTEMI (Table 1). Atrial fibrillation was 

observed in 38 or 12.21 patients. Amongst these 38 

patients, 12 were men and 26 women. The age of the 

studied populace ranged between 30 and 71 years, 

with an average age of 51.12 ± 6.21 years. The most 

typical medical consequence in patients with atrial 

fibrillation was ventricular fibrillation, followed by 

ventricular tachycardia (VT), patient expiration, and 

stroke. Of the 3 patients who had expired, 6 or 

15.78% of the patients had a VF and 4 or 10.52% of 

the patients had a stroke, so the clinical consequences 

happened in 19 of 38 patients who developed AF 

(Table No. 1). 

 

 

Table n. 1: clinical outcome of patients 

Variable Patients Percentage 

Age groups (n=311)  

31 – 40 years 65 20.90% 

41 – 50 years 88 28.29% 

51 – 60 years 109 35.04% 

> 60 years 49 15.72% 

Gender (n=311)   

Male 188 60.45% 

Female 123 39.54% 

STEMI and NSTEMI  

STEMI 203 65.27% 

NSTEMI 108 34.72% 
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The graph n. 1: clinical outcome of acute myocardial infarction with atrial fibrillation (n = 38) 

 

DISCUSSION: 
There are a few investigators of atrial fibrillation in 

patients with serious myocardial localized necrosis. A 

couple of these involve propelled age, event of heart 

disappointment and lacking left ventricular function 

[4]. Concentrates with doctor's facility demise rates 

prescribed that the development of atrial fibrillation 

in patients with serious myocardial localized necrosis 

is a sovereign forecast of death. This can be portrayed 

as atrial fibrillation can be assigned as a demonstrator 

of heart disappointment. Atrial fibrillation can 

likewise demonstrate high filling weights or 

abundance volume. The main comparing FA isn't 

identified with death and sickness because of the 

absence of these markers [9]. Atrial fibrillation can 

likewise trigger other ventricular tachyarrhythmias. 

This might be because of variable R-R interims, 

diffuse thoughtful initiation or ischemia8. In our 

examination, 12.2% of patients created atrial 

fibrillation after an intense myocardial localized 

necrosis. The investigation by Crenshaw et al. Shows 

patients with atrial fibrillation of 10.4% after an 

extreme myocardial dead tissue. The investigation by 

Crenshaw et al set up that age is an autonomous 

indicator of the development of atrial fibrillation after 

a serious myocardial infarction [10]. The examination 

by Zahoor et al shows that 9.1% of patients with 

atrial fibrillation after a serious myocardial 

infarction4. 7.5% of patients created atrial fibrillation 

after a myocardial dead tissue in the investigation by 

Lopes et. Lopes and others have adjusted the 

individuals from their investigation into two classes. 

Those with STEMI while those with NSTEMI. Atrial 

fibrillation was more common among patients with 

STEMI contrasted with 8 percent of NSTEMI 

contrasted and 6.4 percent [11]. A meta-investigation 

was played out that included 20 unique examinations. 

The outcomes show that up to 6 to 21% of patients 

with serious myocardial dead tissue advancement to 

atrial fibrillation amid the intense phase [12,13]. In 

our examination, passing happened in 7.89% of 

patients, while the investigation by Zahoor et al 

demonstrated a death rate of 18.2% of patients [4]. 

Lopes et al and their peers affirmed a 5.1 percent 

death rate among patients with myocardial dead 

tissue who created atrial fibrillation related with 1.6 

percent among those with sinus cadence. In our 

investigation, ventricular fibrillation created in 

15.78% of patients, however ventricular tachycardia 

likewise happened in 15.78% of patients. Stroke 

happened in 10.52% of patients. These outcomes are 

equivalent to those of the TASTE I[10,11] process. 

"It has been seen that with the advancement of 

thrombolytic treatments, the recurrence of atrial 

fibrillation has diminished altogether." One 

investigation said that oral anticoagulants, primarily 

warfarin, caused a more prominent lessening in the 

death rate, around 29% of the hazard decrease. 

Relative mortality, while 7% decrease in the danger 

of total mortality at 1-year interims [14]. Patients 

with danger of atrial fibrillation are regularly offered 

beta blockers for the recurrence controller, albeit 

beta-blockers or enemies are utilized of myocardial 

calcium Ischemia can additionally change heart work, 

in which case it is conceivable to introduce the 

digitalization.Amiodarone can likewise be added to 

the regimen [15,16]. 

 

CONCLUSION: 

Patients with danger of creating atrial fibrillation 

ought to be offered a controlled recurrence 

pharmacological treatment to abstain from crushing 

results. Different choices incorporate antiarrhythmic 

operators and prophylaxis for thromboembolism. 

Patients with cutting edge age, propelled heart 

disappointment, high pulse and absence of recurrence 

control treatment ought to be viewed as in light of the 

fact that they are more inclined to developing atrial 

fibrillation that can encourage all the more 

annihilating clinical results. 
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