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ABSTRACT

Background: To evaluate various risk factors for the development of coronary artery disease.
Methods: Eighty- five patients of coronary artery disease of both genders were included and
parameters such as family history, history of smoking, diabetes, obesity, high body mass index
(BMI), high cholesterol, etc. were recorded.

Results: Out of 85 patients, males were 52 (61.1%) and females were 33 (38.9%). The mean SBP
was 124.6 mm Hg in males and 122.4 mm Hg in females. The mean DBP was 82.4 mm Hg in
males and 80.2 mm Hg in females. FPG was 95.2 mg/dL in males and 93.4 mg/dL in females.
PPPG was 134.5 mg/dL in males and 132.6 mg/dL in females. The mean total cholesterol level
was 184.2 mg/dL in males and 182.8 mg/dL in females. The mean HDL was 43.2 mg/dL in males
and 45.2 mg/dL in females. The difference was significant (P< 0.05). Risk factors for CAD were
smoking seen in 75% of males and 24% of females, diabetes in 62% of males and 78% of females,
hypertension in 83% of males and 90% of females, dyslipidemia in 45% males and 52% of females,
family history of CAD in 11% males and 9% females and obesity in 27% males and 51% females.
A significant difference was seen (P< 0.05).

Conclusion: The common risk factors of coronary artery disease were diabetes, hypertension,
smoking, dyslipidaemia, obesity, alcoholism, and positive family history.
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INTRODUCTION

Coronary artery disease (CAD), also known as coronary heart disease or ischemic heart disease, is
a condition that affects the arteries supplying blood to the heart muscle. It is the most common
type of heart disease and a leading cause of death worldwide.! In CAD, the coronary arteries,
which are responsible for delivering oxygen-rich blood to the heart, become narrowed or blocked
due to the accumulation of fatty deposits called plaques. These plaques are typically composed of
cholesterol, calcium, and other substances. As the plaques grow, they can restrict blood flow to
the heart, leading to various symptoms and complications.?

There are many risk factors for CAD and some can be controlled but not others. The risk factors
that can be controlled (modifiable) are high BP; high blood cholesterol levels; smoking; diabetes;
overweight or obesity; lack of physical activity; unhealthy diet and stress.® Those that cannot be
controlled (conventional) are age (simply getting older increases risk); sex (men are generally at
greater risk of coronary artery disease); family history; and race.* Hypertension is one of the risks
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in the development of CHD. Being overweight or obese increases the likelinood of CAD.® Lack
of regular physical activity is associated with an increased risk of CAD. Consuming a diet high in
saturated and trans fats, cholesterol, and sodium can contribute to CAD. Symptoms of coronary
artery disease may include chest pain or discomfort (angina), shortness of breath, fatigue, heart
palpitations, and, in severe cases, heart attack (myocardial infarction).®” We performed this study
to evaluate various risk factors for the development of coronary artery disease.

MATERIALS & METHOD

After considering the utility of the study and obtaining approval from the ethical research & review
committee, we selected eighty- five patients of coronary artery disease of both genders. Patients’
consent was obtained before starting the study.

Data such as name, age, gender etc. was recorded. Parameters such as family history, history of
smoking, diabetes, obesity, high body mass index (BMI), high cholesterol, substance abuse was
recorded. Assessment of serum lipid profile, complete hemogram, urine analysis and
echocardiography (ECG) were performed. The results were compiled and subjected to statistical
analysis using Mann- Whitney U test. P value less than 0.05 was set significant.

RESULTS

Table | Patients distribution

Total- 85
Gender Males Females
Number (%) 52 (61.1%) 33 (38.9%)

Out of 85 patients, males were 52 (61.1%) and females were 33 (38.9%) (Table I).

Table Il Laboratory parameters

Parameters Males Females P value
SBP (mm Hg) 124.6 122.4 0.92
DBP (mm Hg) 82.4 80.2 0.75
FPG (mg/dL) 95.2 93.4 0.05
PPPG (mg/dL) 134.5 132.6 0.04
Total cholesterol (mg/dL) 184.2 182.8 0.12
HDL (mg/dL) 43.2 45.2 0.05

The mean SBP was 124.6 mm Hg in males and 122.4 mm Hg in females. The mean DBP was 82.4
mm Hg in males and 80.2 mm Hg in females. FPG was 95.2 mg/dL in males and 93.4 mg/dL in
females. PPPG was 134.5 mg/dL in males and 132.6 mg/dL in females. The mean total cholesterol
level was 184.2 mg/dL in males and 182.8 mg/dL in females. The mean HDL was 43.2 mg/dL in
males and 45.2 mg/dL in females. The difference was significant (P< 0.05) (Table II).

Table 111 Percentage of risk factors

Parameters Males Females P value
Smoking 75% 24% 0.01
Diabetes 62% 78% 0.05
Hypertension 83% 90% 0.71
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Dyslipidaemia 45% 52% 0.92
Family history of CAD 11% 9% 0.87
Obesity 27% 51% 0.01

Risk factors for CAD were smoking seen in 75% of males and 24% of females, diabetes in 62%
of males and 78% of females, hypertension in 83% of males and 90% of females, dyslipidemia in
45% males and 52% of females, family history of CAD in 11% males and 9% females and obesity
in 27% males and 51% females. A significant difference was seen (P< 0.05) (Table IlI, graph I).
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DISCUSSION

Coronary artery disease (CAD) often leads to myocardial infarction, which may be fatal. Risk
factors can be used to predict CAD, which may subsequently lead to prevention or early
intervention.®® Patient data such as co-morbidities, medication history, social history, and family
history are required to determine the risk factors for a disease. CAD is the most common type of
heart disease observed in the general population and the incidence of CAD is rising globally.1%!
The costs involved in managing CAD are significantly high, creating an enormous burden on
healthcare systems worldwide. Thus, it is important to predict patients at risk of CAD. CAD
prediction can assist clinicians in providing early intervention and consequently prevent the
development of CAD.'>!3 We performed this study to evaluate various risk factors for the
development of coronary artery disease.

Our results showed that out of 85 patients, males were 52 (61.1%) and females were 33 (38.9%).
Gupta et al** correlated the prevalence of obesity with risk factors. Urban women (8.9% versus
4.5%) and rural men (50.0% vs 40.6%) had higher rates of smoking and tobacco use. Obesity,
truncal obesity, hypertension, hypercholesterolemia, diabetes, and metabolic syndrome were more
common in urban subjects. The age-adjusted prevalence (%) of obesity was 9.4, 21.1, 35.6, 54.0,
and 50.9 for males and 8.9, 15.7, 45.1, 61.5, and 57.7 for women in various cohorts, including
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rural JHW and urban JHW-1, JHW-2, JHW-3, and JHW-4. 3.2, 19.6, 41.4, 31.1, and 31.1 percent
of males and 10.1, 49.5, 42.1, 51.7, and 50.5 percent of females were found to be truncal obese.
The mean SBP was 124.6 mm Hg in males and 122.4 mm Hg in females. The mean DBP was 82.4
mm Hg in males and 80.2 mm Hg in females. FPG was 95.2 mg/dL in males and 93.4 mg/dL in
females. PPPG was 134.5 mg/dL in males and 132.6 mg/dL in females. The mean total cholesterol
level was 184.2 mg/dL in males and 182.8 mg/dL in females. The mean HDL was 43.2 mg/dL in
males and 45.2 mg/dL in females. Sekhri et al*® evaluated the prevalence of risk factors for
coronary artery disease (CAD). The study revealed that 4.6% of the study population had a family
history of premature CAD. The overall prevalence of diabetes was 16% (5.6% diagnosed during
the study and the remaining 10.4% already on medication). Hypertension was present in 21% of
subjects. The prevalence of dyslipidemia was significantly high, with 45.6% of study subjects
having a high total cholesterol/high density lipoprotein ratio. Overall, 78.6% subjects had two or
more risk factors for CAD.

Our results showed that risk factors for CAD were smoking seen in 75% of males and 24% of
females, diabetes in 62% of males and 78% of females, hypertension in 83% of males and 90% of
females, dyslipidemia in 45% males and 52% of females, family history of CAD in 11% males
and 9% females and obesity in 27% males and 51% females. Singh et al*® enrolled 162 rural and
152 urban subjects aged 26-65 years. In comparison with rural subjects, urban subjects had a higher
prevalence of coronary artery disease (8.6 vs. 3.0%) and diabetes (7.9 vs 2.5%), higher blood
pressures. Fasting plasma insulin and high density lipoprotein cholesterol levels in urban subjects
were comparable with rural subjects. Mean body weights were significantly higher in urban
women, but not in men, than in rural subjects. However, the body mass index (22.9 +/- 4.2 vs. 21.6
+/- 2.4 kg/m2) and waist-hip girth ratio (0.89 +/- 0.10 vs. 0.86 +/- 0.07) were significantly higher
in urban men compared to rural men without such differences in women. Underlying these
differences in risk factors, urban subjects had three times better socioeconomic status than rural
subjects and were eating higher total and saturated fat, cholesterol and refined carbohydrates and
lower total and complex carbohydrates compared to rural men and women. Energy expenditure
during routine and spare time physical activity was significantly higher in rural compared to urban
subjects. Those patients who had risk factors, showed lesser physical activity and had greater
adverse factors in the diet compared to subjects without risk factors. Body mass index and waist-
hip girth ratio in patients with risk factors were significantly higher than in subjects without risk
factors.

CONCLUSION
The common risk factors of coronary artery disease were diabetes, hypertension, smoking,
dyslipidaemia, obesity, alcoholism, and positive family history.
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