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ABSTRACT

In a country like India there is still a significant cases of cardiac origin due to rheumatic cause. It is worth mentioning that many patients admitted in
ICU setting are having overt or covert cardiac lesion and most of it are due to rheumatic cause. This affects the management plan and treatment
guidelines if cardiac lesions are not diagnosed at the onset. We intend to look at the prevalence of silent cardiac lesions in an ICU setting in our study

who are admitted for non-cardiac causes.
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INTRODUCTION:

Cardiovascular diseases (CVDs) have now become the leading cause
of mortality in India. A quarter of all mortality is attributable to CVD.
Ischemic heart disease and stroke are the predominant causes and are
responsible for >80% of CVD deaths. The Global Burden of Disease
study estimate of age-standardized CVD death rate of 272 per 100 000
population in India is higher than the global average of 235 per 100 000
population.

The patient population admitted to medical ICUs (MICUs) is
inhomogeneous, consisting of both sexes and with variable ages. The
non-cardiac diseases responsible for admission to the MICU are
diverse and usually include infection; shock; pneumonia and other
forms of respiratory failure; acute and chronic renal or hepatic
insufficiency; cerebrovascular diseases; haematological and
autoimmune crises; and severe metabolic problems such as diabetic
ketoacidosis.

The cardiovascular abnormalities that may be concurrent with non-
cardiac illness can be missed and may pass undiagnosed if the
physician depends solely on the clinical exam because of acuteness of
the illness and the need for frequent concurrent mechanical ventilation.

AIMSAND OBJECTIVES:
To delineate the prevalence of silent cardiac lesions in patients
admitted for non- cardiac causes in ICU setting

MATERIALSAND METHODS:

The study was undertaken in ICU of KD Medical College Hospital &
Research Center, Mathura. We examined 100 cases of non-cardiac
origin admitted in ICU. After taking informed consent, patients were
given a questionnaire including name, sex , history of present illness
etc & thorough clinical examination and relevant investigations were
concluded on each patient. We performed Echocardiography in all the
100 patients. Our study period was for 2 months. We then observed the
case carefully and results were analysed by standard statistical
methods.

RESULTS:
Table 1: Number Of Subjects With Silent Cardiac Abnormality

TOTAL NUMBER OF SUBJECTS ENROLLED IN THE | 100

STUDY

TOTAL NUMBER OF SUBJECTS WITH CARDIAC | 48

ABNORMALITY ON ECHO

Table 2: Silent Cardiac Abnormalities Elucidated In The Study

VALVULAR ABNORMALITY 18
REGIONAL WALL MOTION ABNORMALITY] 12
DILATED RA & RV 09

LVH 08

ALL CHAMBERS DILATED 01

In a significant number of patients (48) we found a cardiac lesion.
Valvular abnormality was present in 18 patients, regional wall motion
abnormality was present in 12 patients whereas 9 patients had dilated
right ventricles and right atrium. The patient in this group mostly were
elderly but the females who were affected were from a younger age
group(<40 years).While the patients with a dilated right side of the
heart had respiratory cause as the cause for admission in ICU.8 patients
in the study were found to have left ventricular hypertrophy. We found
one patient to be having all chambers dilated.

DISCUSSION:

Bedside Echocardiography provides an excellent tool for diagnosing
and assessing the severity of critically ill patients. The best part is that it
is a non-invasive test and is totally safe but requires expertise. Echo
noninvasively elucidate different mechanical lesions as well as
chambers and valves. The flow of blood through chambers is also
evident from it. In the ICU, TTE may in certain cases fail to provide
adequate image quality because of factors that can potentially hinder
the quality of the ultrasound signal. However, significant
improvements in transthoracic imaging with the advent of harmonics
and contrast and digital technologies have resulted in a lower failure
rate. As a result of the significantly improved technical quality of TTE
imaging, the majority of ICU patients can be satisfactorily studied
using this modality.

Bossone et al. studied 467 patients in medical ICUs with non-cardiac
complaints and reported that 36% of them had significant cardiac
lesions. Physician notification on the basis of a major cardiovascular
abnormality was deemed necessary in a total of 52 patients (11%).In
our study we also found that a significant number of subjects(48%) had
a cardiac lesion and this changed the treatment modality. Valvular
abnormality was present in 18 patients, regional wall motion
abnormality was present in 12 patients whereas 9 patients had dilated
right ventricles and right atrium. The patient in this group mostly were
elderly but the females who were affected were from a younger age
group(<40 years).While the patients with a dilated right side of the
heart had respiratory cause as the cause for admission in ICU.8 patients
in the study were found to have left ventricular hypertrophy. We found
one patient to be having all chambers dilated.

CONCLUSION:

A significant number of patients admitted in ICU had cardiac lesion
which completely changed the management plan. Though our study
had the limitation of less number of subjects which may not be the true
representation of the general population as a whole but it must be
emphasised that finding a cardiac abnormality in non-cardiac cause of
admission totally changed the management plan which cannot be
ignored atall.
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