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Introduction:-

Recently there has been a sharp increase in the number of older persons worldwide (Hafez, 2000). Aging is an
inevitable part of life and brings along two inconvenient events: physiologic decline and disease state (Lionakis et
al., 2012). During the period from 2010 until 2050, the number of older people in less developed countries is
subjected to increase more than 250 percent, compared with a 71 percent increase in developed countries. This
remarkable phenomenon is being driven by and improvements in longevity and declines in fertility (WHO, 2011).

This progressive aging of the people has led to an increase in chronic diseases, especially diabetes mellitus and
hypertension, the main primary causes of cardiovascular diseases (Silva et al., 2018). One of the major
epidemiologic trends of the current time is the rise of chronic and degenerative diseases throughout the world
(WHO, 2011).

There are two major components of the “epidemiologic transition™: first is age distribution from younger to older;
and second increasing life expectancy and reordering of the relative importance of different causes of death
(McKeown, 2009).
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It is important to understand what it means to be a patient, both from the perspective of the elders and from the
perspective of the care providers (Bente et al., 2007). The medical information and history of elderly patients which
are often complicated and long, must follow with them and be successfully communicated to each new health
provider (Kessler et al., 2013).

Chest pain in the geriatric population is one of the most common and potentially life-threatening complaints. They
are more likely to present with atypical symptoms and nonspecific physical findings, putting them at increased risk
for misdiagnosis (Kelly, 2007).

It is found that, up to 33% of patients diagnosed with myocardial infarction did not present with typical chest pain.
Therefore, early and accurate diagnosis of acute coronary syndrome is essential for subsequent therapy (Hung et al.,
2010). Whereas typical angina pain remains common in elderly patient, an increased percentage of older versus
younger patients have atypical manifestations of myocardial ischemia, including dyspnea and worsening heart
failure (Gurwitz et al., 1997; Williams et al., 2002; Brieger et al., 2004).

The objective of this study was to evaluate chest pain as a chief complaint among the elderly patients attended the
elderly clinic.

Methodology:-
A cross-sectional study conducted in a specialized clinic in Al-Yarmouk teaching hospital in Baghdad. The study
started at 1 February through end April 2018.

AB0 years and older patients with chest pain of ischemic nature were recruited to participate in the study after
explanation of the research work and giving an oral consent.

An instrument was designed for the purpose of the research. It was revised by a committee of expert. It covers the
sociodemographic variables in addition to details about the chest pain description, site, radiations, factors
precipitating and factors alleviating the pain, and duration. ECG and Echo findings were reported for all the patients.
The instrument was filled in by direct interview to overcome some expected difficulties like illiteracy of some
patient, unable to understand some questions, and to save time.

A pilot study: conducted in the same clinic along one day work, the atients in the pilot study were not included in the
study.

Statistical issue: using the SPSS V20 software program the data was grouped, analyzed, and tabulated. BMI was
calculated for all the subjects by dividing the weight in Kgs on the square height in meters. Chi-square test used to
discover the relationship between variables.

Results:-

This study covers 101 elderly patient, the range of the age was (60-82) year with mean age of 66.4+5.1year. Fifty
seven were male (56.4%) and 44 female (43.6%). Majority were married 80.2% the remaining 19.8% were
widowed. One third of the sample 34.7% were not able to read and wright, still 16.8% end their high education
level. Majority of the study group were not working 94.1% and the remaining 5.9% working. About half of the
sample 53.5% were none smokers the other half were either current or past smokers. These sociodemographic
variables presented in (table 1).

Table 2 showed that constricting type of pain formed the highest rate 32.7% among the chest pain followed by
pricking nature of pain 28.7%. The pain was mild in 41.6% of the patient and was moderate to severe in 58.4%.
More than half of the patients 57.4% perceive the pain at the mid-central area of the chest. The pain radiate to the
shoulder in 34.7% of the patients. The pain last only few minutes in 48.5% of the patients while patients
complaining of pain lasting for more than one hour forming 16.8% of the total patients.

There are many factors precipitating chest pain among them exertion is the most frequent one at a rate of 39.6%
followed by anxiety at a rate of Rest was found the most important alleviating factor at a rate of (45.5%)(table 3).
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From table 4 we noticed that ECG record showed significant changes related to ischemic heart diseases was seen in
only 49.5% of the patients, mainly in form of ST changes 57.1% of them. Echo study showed finding went with
ischemic heart disease in only 23.8%, mainly in form of ischemic pattern (41.7%).

Table 5 represents the concomitant chronic diseases in the study group; 44.6% have one disease, 38.6% have two
diseases, and 5.9% have more than two diseases. Among these diseases hypertension and diabetes mellitus were the
most prevalent diseases.

Table 6 showed a constricting type of pain tend to be moderate to severe one in 78.8% of the patients and 21.2% had
mild pain. While pricking pain was mild in 62.1% of patients and moderate to severe in the remaining 37.9%.The
relationship between the type of pain and its' severity was found to be significant (p = 0.025).

The relationship between severity of chest pain and BMI groups was significant (p= 0.003), the rate of severity of
pain increased with increasing in BMI. While the relationship between severity of chest pain and concomitant
chronic diseases was not significant (P=0.783).

Table 7 revealed that the severity of chest pain had no significant relationship with both ECG and Echo findings (p =
0.232 and 0.783 respectively). Again the relationship was not significant with number of concomitant chronic
disease in the patients in the study group (p = 0.206).

Discussion:-

Age: Many guidelines for the age of geriatric people were set. The United Nation agreed cutoff is 60+ years to
define the older or elderly persons (WHO, 2018). This cutoff point was considered in the elderly clinic where this
study was conducted. Conventionally, "elderly" has been defined as a chronological age of 65 years old or older
(Orimo et al., 2006; Grabowski et al., 2007; Singh and Bajorek, 2014). The ageing process is not similar across the
population because of the differences in genetics, lifestyle, and overall health (Levine, 2013).

Chest pain: More than quarter of patients in this study has constricting type of chest pain. The elderly appear to have
a somewhat reduced pain perception (Hung et al., 2010), and if they have the pain then high rate of them would have
atypical presentation leading to a worse prognosis (Brieger et al., 2004).

Locality: More than half of the patients in the current study perceive the pain at the mid-central area of the chest.
Although it is important, the location of pain should not be used by itself to exclude potential life-threatening
diagnoses (Kelly, 2007).

Duration: Chest pain last only for few minutes in about half of the sample (48.5%). Neither fleeting pain lasting
seconds nor constant pain that is unremitting for weeks is typical of myocardial ischemia (Kelly, 2007).

ECG: is efficient as a rapid and convenient bedside test for the detection of ischemia at rest or under stress test in the
diagnosis of acute coronary syndrome (Hung et al., 2010). In this study only fifty percent of the patients showed
ECG changes that are relevant to ischemic heart disease, mainly in form of ST segment changes 57.1% of them. It
has been shown that elderly patients with ischemia are less likely to have typical ECG findings than younger
patients. They are less likely than younger to present with ST segment elevations. Comparison with previous ECGs
is thus necessary (Hung et al., 2010). This study explore the relationship between intensity of pain and ECG changes
which was not significant (p=0.232).

Echo: Ischemic pattern Echo study reported in 23.8%. The relationship between chest pain and Echo study in the
current study was not significant (p=0.783).

Concomitant chronic diseases: Among the subject in the study, 44.6% have one concomitant chronic disease, 38.6%
have two diseases, and 5.9% have more than two diseases. Hypertension and diabetes mellitus were the most
prevalent diseases. This is expected since we are dealing with old age patients. The coexistence of several diseases
may cause the clinical picture to be uncharacteristic (Goch et al., 2018).

Conclusion and recommendations:-

Chest pain is one of the most frequent complaints in the elderly population. Several diseases often coexist, so
atypical presentation is common. ECG And Echo not necessarily show relevant findings in all patients. Intensity of
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chest pain varies with different variables. A comprehensive geriatric assessment with high clinical suspicion is

required to improve patient care.

Conflict of interest: none declared

Table 1:- Sociodemographic characteristics of the sample

Variables (N=101) N %
Age groups 60-69 74 73.3
Mean (SD) = 66.37(5.07) 70-82 27 26.7
Gender Male 57 56.4

Female 44 43.6
Marital status Married 81 80.2
Widow 20 19.8
Education status not read not wright 35 34.7
Primary 26 25.7
Secondary 23 22.8
Higher 17 16.8
Working status Not working 95 94.1
Working 6 5.9
Smoking status Current smoker 13 12.9
Past smoker 34 33.7
None-smoker 54 53.5

Table 2:- Chest pain description
Chest pain N %
Types constricting 33 32.7

pricking 29 28.7
heaviness 20 19.8
burning 10 9.9
throbbing 9 8.9
Severity mild 42 41.6
Moderate to sever 59 58.4
Place mid-central chest 58 57.4
to the left 39 38.6
to the right 3 3.0
Upper chest 1 1.0
Radiation left shoulder 35 34.7
no radiation 20 19.8
back 19 18.8
right shoulder 17 16.8
base of neck 10 9.9
Duration few mint 49 48.5
>1hr 17 16.8
<lhr 10 9.9
continuous 11 10.9
intermittent 14 13.9
Total 101 100

Table 3:- Precipitating and alleviating factors for chest pain

Precipitating/Alleviating factors (N=101) N %
Precipitating factors exertion 40 39.6

anxiety 15 14.9
stress 10 9.9
even at rest 10 9.9
none 9 8.9
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walking 7 6.9
Eating 4 4.0
lying down 3 3.0
talking 3 3.0
rest 46 45.5
Alleviating factors rest & medications 39 38.6
medications 13 12.9
stop eating 3 3.0
Table 4:- Electrocardigraphic (ECG) and Echo studies of the patients with chest pain in the study group
Procedure | N (%)
ECG
Normal 26 (25.7)
Abnormal with unrelated changes to chest pain 25 (24.8)
Abnormal with a related changes to chest pain 49 (49.5)
ST changes 28(57.1)
T-inversion 14(28.6)
QRS-changes 2(4.1)
ST-depression & T- inversion 6(12.2)
total 49(100)
Echo
Normal 6(5.9)
Abnormal with unrelated changes to chest pain 71(70.3)
Abnormal with a related changes to chest pain 24(23.8)
Hypokinesia 5(20.8)
Valvular lesion 9(37.5)
Ischemic heart disease 10(41.7)
total 24(100)
Total 101(100)
Table 5:- concomitant chronic diseases in the study patients
Chronic diseases N %
One disease 45 44.6
HT 41(40.6)
DM 4(2)
Two diseases 39 | 386
DM&HT 37(36.6)
HT&Thy 2(2.0)
More than two diseases 6 | 5.9
DM&HT&Thy 4(3.9)
DM&HT&As 1(1)
HT&Thy&As 1(1)
None 11 10.9
Total 101 100
HT: hypertension; DM: Diabetes mellitus; Thy: Thyroid gland disease;
As: Asthma

Table 6:-The relationship between severity of chest pain and type of pain, concomitant chronic diseases, and body
mass index of the patients

Type of chest pain Severity of chest pain Total Chi-Sq test
Mild Moderate to sever P-value

Constricting 7(21.2) 26(78.8) 33(100) 11.188

Pricking 18(62.1) 11(37.9) 29(100) 0.025
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Heaviness 9(45) 11(55) 20(100)

Burning 4(40) 6(60) 10(100)

Throbbing 4(44.4) 5(55.6) 9(100)

BMI group

Normal 11(52.4) 10(47.6) 21(100) 11.857
Overweight 19(61.3) 12(38.7) 31(100) .003
Obese 12(24.5) 37(75.5) 49(100)

Chronic diseases

One disease 23(51.1) 22(48.9) 45(100) 4.567
Two diseases 13(33.3) 26(66.7) 39(100) 0.206
More than two diseases 1(16.7) 5(83.3) 6(100)

None 5(45.5) 6(54.5) 11(100)

Total 42(41.6) 59(58.4) 101(100)

BMI: body mass index

Table 7:- The relationship between severity of chest pain and electrocardiographic and Echo findings

ECG changes Severity of chest pain Total Chi-Sq test
Mild Moderate to sever P-value

Related to chest pain 25(50) 25(50) 50(100) 2.923

Not related to chest pain 8(32) 17(68) 25(100) 0.232

Normal ECG 9(34.6) 17(65.4) 26(100)

Total 42(41.6) 59(58.4) 101(100)

Echo findings

Related to chest pain 11(45.8) 13(54.2) 24(100) 0.488

Not related to chest pain 28(39.4) 43(60.6) 71(100) 0.783

Normal Echo 3(50) 3(50) 6(100)

Total 42(41.6) 59(58.4) 101(100)
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