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Abstract

The clinical features and long-term outcome of non-Q wave myocardial infarction (NQMI) in the
elderly were assessed in 24 patients with NQMI and compared with those in 48 patients with Q wave
myocardial infarction (QMI). NQMI patients had a significantly lower maximal peak of serum creatine
phosphokinase activity and lower incidence of pump failure during the acute phase. In-hospital mortality
did not differ significantly between the NQMI and QMI patients. Evaluation of acute-phase coronary
angiographic features within 6 hours of onset found a significantly higher incidence of infarct-related
vessels in the NQMI patients, but the frequency of multivessel disease and the level of collateral flow did
not differ between the two groups. Fifteen of the 24 NQMI patients and 34 of the 48 QMI patients under-
went emergency coronary revascularization procedures of percutaneous transluminal coronary angio-
plasty (PTCA) or intracoronary thrombolysis.

Successful recanalization was more frequent and the time to recanalization was shorter in the NQMI
patients. The requirement for coronary revascularization (PTCA or coronary artery bypass graft) in the
chronic phase for residual stenosis did not differ significantly between the two groups. Left ventricular
ejection fractions were significantly better in the NQMI patients. The short- and long-term outcomes in
elderly patients with NQMI and QMI were good and did not differ between the two groups, probably
reflecting the active performance of revascularization in the acute and chronic phases.
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Table 1 Angiographic characteristics in patients with

NQMI and QMI
NQMI QMI p value

No. of patients 24 48
Age (yrs) 73.1£54 70.2+4.8 <0.05
Male (%) 12(50%) 27(56%) NS
Extent of CAD

SVD 10(42%) 25(52%) NS

MVD 14(58%) 23(48%) NS
Collaterals

0-I° 23(96%) 41(85%) NS

o-me 1(4%) 7(15%) NS
Non-occlusion 12(50%) 5(10%) <0.01

mean=+SD

NQMI=non-Q wave myocardial infarction; QMI=Q wave myocar-
dial infarction; CAD=coronary artery disease; SVD =single-ves-
sel disease; MVD=multivessel disease; Non-occlusion=non-oc-
clusion rate of infarct-related vessel; NS=not significant

Table2 Max CPK, hemodynamic characteristics, and coro-
nary revascularization in acute phase in patients with

NQMI and QMI
NQMI QMI p value
Max CPK(IU/I) 2,443+2,094 5,155+3,577 <0.01
Forrester’s classification
Subset I 13/24(54%) 15/48(31%) 0.06
o-1v 11/24(46%)  33/48(69%) 0.06
Revasc 15/24(63%)  34/48(71%) NS
Success 14/15(94%)  27/34(719%) NS
Time to reperfusion(hrs) 2.8+1.2 4.7+4.2 <0.05
mean+SD

CPK=creatine phosphokinase; Revasc=revascularization rate in
acute phase. Other abbreviations as in Table 1.

B 1ECRD DA TEEENH o 7.

2. RMHORBIES LUBLTERA (Table 2)

A CPK fEIZIE Q IRBEERICH L, Q REERN
FELEETH- /2. SHLHMTEIROLETIZ
Forrester - 1 ERIASIE Q IHBEERICE WIS
Hoi-.
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T, AEZEIRD NP o7z, LHEERERD S
TEMATFBUE ¥ TOFHRIIIE QIREERI AR
fhoi:.
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Table3 Revascularization procedures for residual stenosis in
the chronic phase, left ventricular ejection fraction
prior to discharge, in-hospital and long-term deaths

NQMI QMI
8/14(57%) 12/25(48%) NS

p value

Revasc rate(%)

LVEF(%) 64+11 53+14 <0.05
In-hospital deaths 3/24(13%) 7/48(15%) NS
Long-term deaths 1/21(4.8%) 2/39(5.1%) NS

mean*SD

Revasc=revascularization for residual stenosis in chronic phase;
LVEF=left ventricular ejection fraction. Other abbreviations as in
Table 1.
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Fig.1 Actuarial survival curves after discharge for patients with
NQMI (dashed line) and QMI (solid line)

Abbreviations as in Table 1.

3. BMMOBOLITERN EAERHES LUFHE
(Table 3)
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