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Abstract 

A disease in which there is a narrowing or blockage of the coronary arteries (blood vessels that carry 

blood and oxygen to the heart). Coronary artery disease is usually caused by atherosclerosis (a buildup 

of fatty material and plaque inside the coronary arteries). The disease may cause chest pain, shortness 

of breath during exercise, and heart attacks [1]. 

Hypertension, also known as high or raised blood pressure, is a condition in which the blood vessels 

have persistently raised pressure. 

Diabetes is a group of metabolic diseases characterized by hyperglycemia resulting from defects in 

insulin secretion (autoimmune destruction of the β-cells of the pancreas) insulin action, or both [2]. 

From an epidemiological prospective, a risk factor is a characteristic or feature of an individual or 

population that is present early in life and is associated with an increased risk of developing future 

disease [4]. 

 
Keywords: Coronary artery disease, hypertension, diabetes mellitus, cardiovascular risk factors, 

atherosclerosis, epidemiology 

 

Introduction 

Cardiovascular disease (CVD) is the leading cause of death and disability worldwide. It is 

expected that by 2020, CVD would prevail as the leading cause of death and disability over 

infectious diseases globally [5]. Cardiovascular disease encompass atherosclerotic vascular 

diseases like coronary heart disease (CHD), cerebrovascular disease (CBVD), and peripheral 

arterial diseases. In recent years, demographics and health surveys have reported increasing 

malaise of CVD among individuals of all socioeconomic strata. According to recent 

statistics, incidences of CVD-related death and disability in low-income countries have 

grown at an alarming pace. In 2017, Gupta et al. reported that India alone is burdened with 

approximately 25% of cardiovascular-related deaths and would serve as a home to more than 

50% of the patients with heart ailments worldwide within next 15 years [6]. The seriousness of 

current scenario could be gauged by the fact that most CVD sufferers in India happens to be 

in their productive age which may potentially impose huge socioeconomic burden and 

devastating consequences over the coming years. In 2005, Reddy et al. reported that India 

has incurred the highest loss in productive years of life worldwide [7]. Presently, the greatest 

public health challenge to developing countries is to control epidemics of chronic non 

communicable diseases, specifically CVD, CHD, diabetes and stroke which have caused 

almost doubled mortality rates than other communicable diseases in India [8]. 

Cardiovascular diseases (CVDs) are the major causes of death in the developed world and 

account for almost 1 million fatalities in the United States alone every year. Of these 

cardiovascular deaths, nearly half result directly from CAD and another 20 percent from a 

stroke [1]. It is estimated that the occurrence of global cardiovascular deaths will increase 

from 16.77 million in 2002 to 23.3 million in 2030 [6].  

In the Framingham Heart Study, participants who were initially free of CAD showed that 

their lifetime risk when aged 40 was 49% in men and 32% in women. Even those who were 

free from this disease aged 70 had a lifetime risk of 35 percent and 24 percent in men and 

women, respectively [7]. For people aged 18 years and over, estimates of frequency are 11.4  
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 Percent among white or Caucasian and 9.9 percent in 

African Americans [9]. Many studies now have shown that 

the increasing trend of CAD has shifted to low and middle-

income countries [9]. 

 

Materials and Method 

Method: Using Framingham risk score, ASCVD risk 

estimator plus we calculated & estimated the risk factors of 

CAD in hypertensive & diabetic patients in tertiary care 

hospitals by randomly collecting patient information 

regarding socio-demographic details, laboratory parameters, 

social history, family history, life style & dietary habits, past 

medical & medication history, which are then correlated 

with modifiable & non modifiable risk factors of CAD to 

brought out the risk % in patients.  

 

Results and Discussion 

 

 
 

Table 1: Age Wise Distribution of Population 
 

Age Group No of Patients 

20-25 18 

26-30 15 

31-35 30 

36-40 32 

41-45 32 

46-50 28 

51-55 10 

56-60 12 

Above 60 2 

 

 
 

 Out of a total 206 patients who are involved in this 

study &who underwent the risk factors evaluation, the 

youngest was 20 years old, whereas the oldest was 65 

years old  
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Triglycerides Level 

Total population 

 

ASCVD Risk Calculation 

 

 
 

Discussion 

Many studies have shown that the risk factors for CAD are 

multi-factorial in etiology and each risk factor is attributable 

to CAD by accentuating the coronary vessels 

atherosclerosis. It is therefore important to assess the 

prevalence of risk factors to then reduce subsequent CVDs. 

The Framingham Heart study, conducted over a period of 25 

years, with male and female participants aged between 35 

and 84 years, indicated that CAD was twice as high in men 

as women. However in an earlier study by Pandey et al 

between 1960 and1968 in Nepal, the male to female ratio 

was 6.5:1. The current study is consistent with several other 

studies conducted in Nepal (Shrestha et al., [15] and 

Poudel et al., [16]) with a gender difference of CAD risk. 

Cigarette smoking was major risk factor in this study, 58% 

and it was higher in males (61.23%) and in the 61-80-year 

group, 68.10%. The prevalence was higher than other 

studies of Nepal, Vaidya et al., [10] (33.3%), and the 

nationwide NCD risk factors survey, 2013 [13]. However, a 

recent study presented by Dhungana et al., [17] revealed a 

lower percentage of smoking, 28.6% predominantly among 

females. Moreover, this study presented similar results to 

the Framingham study i.e. association of smoking differed 

with different age groups. 

In this study, most patients have combined dyslipidemias 

than isolated. However, low HDL was seen in 67%, High 

LDL Cholesterol in 27%, Hypertriglyceridemia in 15% and 

Hypercholesterolemia in 13%. In a study by Kalra et al., [18], 

Hypercholesterolemia was seen in 12.6% of patients. In the 

Greek adults study by Gikas et al., [19], 12.2% of patients 

had Hypercholesterolemia. In the Croatian hospital base 

study of 1298 CAD patients studied by Vrazic et al.,[20], 
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72% had hypercholesterolemia, 51.5% had 

hypertriglyceridemia, 42.6% had lower rates of HDL 

cholesterol and 72.3 % had increased LDL cholesterol. 

 

Conclusion  

This study aims to assess the risk factors associated with 

coronary artery disease in hospital admitted patients at 

AHALYA Hospital, Guntur. We believe that the findings 

would address the extent of CVDs in the population around 

Guntur and would be useful to implementing CVD 

prevention programs. 

This cohort study identified multiple risk factors, most of 

which can be addressed, associated with CAD. Modification 

of these factors by pharmacotherapy, diet and exercise, and 

behavior therapy can both improve the prognosis of these 

patients and reduce the burden of CAD in this population 

group.  
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