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Demographic Profile, Clinical Presentation & Angiographic Findings in 637
Patients with Coronary Heart Disease.
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Abstract

Cardiovascular diseases are the commonest cause of death globally and are the major contributor to the burden of
premature mortality and morbidity. This study analyses various clinical presentations, conventional risk factors, pattern
and severity of coronary heart disease on angiography among 637 patients with coronary heart disease and adult
congenital heart disease who underwent cardiac evaluation at National Institute of Cardiovascular Disease (NICVD),
Dhaka between January 2007 to December 2008. Among them 547 (85.9%) were male and 90 (14.1%) were female.
All of them were between 22 to 76 years of age with mean age 50.15+8.8. One hundred sixty nine (25.9%) patients
had chronic stable angina & 398 (62.48%) patients subjected for coronary angiography for acute coronary syndrome
and or old myocardial infarction and 74 (11.62%) patients with vascular and adult congenital heart disease prior to
surgical treatment. Most prevalent risk factors were smoking (60%) and dyslipidaemia (60%). Thirty five percent
patients were hypertensive and 10% patient had diabetes. Normal epicardial coronaries were documented in 25.59%
patients which includes the patients who underwent coronary angiography prior to surgical treatment. Ninety three
(14.6%) had single vessel disease, 119 (18.68%) had double vessel disease, 259 (40.66%) had triple vessel disease and
3 (0.47%) had isolated left main disease.
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Introduction :

Cardiovascular diseases are account for approximately
12 million deaths annually and are commonest cause of
death globally. Cardiovascular diseases is also the major

contributor to the burden of premature mortality and
morbidity and accounted for 85 millions disability
adjusted (DALYSs) life years in 1990'. By the year 2020,
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The identification of major risk factors and their
effective control through population based strategies of
prevention can reduce the incidence of coronary artery
disease. Coronary artery disease is the greatest killer of
mankind. The rise and subsequent decline in coronary
artery disease epidemic in almost all industrialized
country in the later half of twentieth century has been
well documented'. Significant differences in the
prevalence of coronary artery disease exist with respect
to gender, age and ethnicity. Cardiovascular diseases
have emerged as a major health burden in developing
countries®. Cardiovascular risk factors for ischemic
heart disease and acute myocardial infarction are on the
rise in Bangladesh. The study represents the clinical
profile, prevalence of major risk factors among the
study population & distribution & severity of coronary
artery stenosis in 637 Bangladeshi patients.

Materials and methods:

This retrospective study was carried out at the
department of cardiology, National Institute of
cardiovascular Disease (NICVD), Dhaka, during the
period of January 2007 and December 2008. The
purpose of the study was to investigate the demographic,
clinical characteristics, angiographic findings and risk
factors of 637 consecutive patients. Coronary artery
disease was diagnosed on the basis of clinical and non -
invasive evaluation. Elective coronary angiography was
done in patients having prior myocardial infarction,
unstable angina and stable angina with positive stress
ECG or prior to surgical treatment of valvular and adult
congenital heart disease. Baseline demographic,
clinical, risk factors and angiographic data were
collected from hospital record. Atherosclerotic coronary
artery disease was defined as >1 epicardial coronary
segment with stenosis > 25% and was diagnosed
visually. Only conventional risk factors parameters were
assessed in this study. Patient were grouped as Single
Vessels Disease (SVD), Double Vessel Disease (DVD)
or Triple Vessel Disease (TVD) according to the
number of stenosis of a vessel was expressed as mild
(<50%), moderate (50-69%) and severe stenosis
(>70%). The clinical presentations of patient were
categorized as stable angina, unstable angina, myocardial
infarction or congenital or valvular heart disease.

Results:

Table I: Demographic profile of patient

Data Number of Patient Percentage
Male 547 85.9%
Female 90 14.1%
HTN 222 35%
DM 63 10%
Smoking 382 60%
Dysl ipidaemia 382 60%
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Table-1 shows baseline demographic characteristics of
the patients. Mean age was 50.15+ 8.80 years. The age
ranges between 22 years to 76 years and 85.9% were
men. Smoking was the most prevalent risk factor. It was
in 60% of patients. Diabetes mellitus was found in 10%
patients. Hypertension in 35% and dyslipidaemia was
prevalent in 60% of patient.

Table-II: Clinical characteristics of patients

Clinical characteristics of patients No of patients Percentage

Chronic Stable Angina 169 25.9%
Unstable angina 97 15.23%
Myocardial infarction 301 47.25%
Vulvular & adult congenital heart disease 74 11.62%

Table-II shows clinical characteristics of patients.
Clinical profile reveals that 169 (25.9%) patients
suffered from chronic stable angina, 97 (15.23%)
patients had unstable angina, 301 (47.25%) had
myocardial infarction and 74 (11.62%) had valvular and
congenital heart disease.

Table III: Coronary arteries involvement on
angiographic finding

Angiographic findings No Percentage
SVD 93 14.6%
DVD 119 18.68%
TVD 259 40.66%
LM 3 0.47%
Normal CAG 163 25.59%

Table III shows coronary artery involvement on
angiography. Angiographic distribution of lesion shows 93
(14.6%) patients had single vessel disease, 119 (18.68%)
patients had double vessel disease, 259 (40.66%) had
triple vessel disease, 3 (0.47%) had left main disease and
163 (25.59%) had normal coronary angiogram.

Table IV: Severity of stenosis on angiogram

Angiographic findings No Percentage
Mild (<50%) 27 4.24%
Moderate (50-69%) 32 5.02%
Severe >70% 418 65.6%

Table IV shows severity of coronary artery disease.
Angiogram shows 27(4.24%) had mild (<50%) stenosis,
32 (5.02%) had moderate (50-69%) stenosis and 418
(65.6%) had severe (>70%) stenosis.
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Discussion:

It is widely realized that at present developing countries
contribute a greater share to the global burden of
cardiovascular disease than developed countries®. The
disease is very common in westernized population
affecting the majority of adults over the age of 60 years.
It is also rising in developing countries. This
retrospective study was carried out at the department of
cardiology, NICVD, Dhaka, during the period of
January 2007 and December 2008. The mean age of the
study population was 50.15+8.80 years as compared to
52+10.8 years in a study reported by Magbool Jafary et
al* and 58+11years by Sahed et al’ in Pakistan and 62+5
in COURAGE trial® conducted in USA. It also
correlates with the study done by Islam AEMM et al
where the mean age in male was 51+£9.8 and female
47.249.6’. This signifies that Bangladeshi patients are
relatively younger as compared to the western people.
Gender differences in coronary heart disease risk are
also important®. Middle aged men have a 2-5 times
higher risk than women. But risk ratio differs between
population’. There was a clear male preponderance
(85.9%) in the present study, which in agreement with
previous studies, suggesting that it is predominantly a
disease of men'"!"". Female represented only 14.1% of
patients. Although this is a much higher frequency
compared with data from India (5%)'%. All reported data
show that smoking is the commonest risk factor
encountered in patients with acute myocardial
infarction'*'*. Our study has got similarity, as smoking
was indeed the leading risk factor present in 60%
patient. The male preponderance and smoking being the
major risk factors has been well documented in many
studies in this subcontinent'®. However in contrast to
this study smoking is not a major risk factor in the
COURAGE trial (29% vs 60%)®. Diabetes mellitus
alone was a risk factor in 10% patient and combined
with hypertension and diabetes mellitus were been in
10% patients. Diabetes mellitus is well known to have
an adverse influence on the prognosis of patient with
acute myocardial infarction'. Majority of the patient
suffered from TVD (40.66%) which was also higher in
Sridevis et al*® (27.44%) and in Akanda et al*' (42.11%)
conducted in Bangladesh. There are several limitations
of the study. Medium and long term outcomes of these
patients are not available.

Conclusion:
Coronary artery disease is gradually emerging as a

major health challenge in Bangladesh. The rapid
changes in lifestyle, unhealthy habits (smoking,
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sedentary life style etc) economic development are
considered to be responsible for the increase. Despite
decrease in cardiovascular disease mortality in
developed countries substantial increases have been
experienced in developing countries. Hence large scale
epidemiological study should be carried out to
determine the incidence & prevalence of coronary
artery disease in Bangladesh to identify the magnitude
of problem and timely primary and secondary
prevention strategies should be vigorously pursued.

References

1. Maskey A, Sayami A, Pamdey MR: coronary artery dieseae: An
emerging epidemic in Nepal. J. Nepal Med Association 2003;
42:122-124.

2. Murry CJ, Lopez AD. Mortality by cause for eight regions of the
world: Global burden of the disease study. Lancet 1997; 349:1269-76.

3. Gaziano MJ, Manson JE, Ridker PM. Primary and secondary
prevention of coronary heart disease. In : Libby P, Bonow RO.
Mann DL , Zipes DP, editors. Braunwalds Heart disease. A text
book of cardiovascular medicine. 8th ed. Saunders: Philadelphia;
2008. P. 1119-48.

4. Reddy KS, Yusuf S. Emerging epidemic of cardiovascular disease
in developing countries. Circulation 1998; 97:596-601.

5. Fourneer JA, Sanchez A, Quero J, Fernandez-Cortacero JAP,
Gonzalez BA. Myocardial infarction in men aged 40 years or less:
a prospective clinical angiographic study. Clin cardiol. 1996;
19:631-6.

6. Jafary MH, Samad A, Ishag M , Jawaid SA , Ahmad M, et al.
Profile of Acute Myocardial Infarction (AMI) in Pakistan. Pak J
Med Sci. 2007; 23:485-9.

7. Islam AEMM, Faruque M, Chwodhury AW. Risk factor analysis
and angiographic profiles in first 228 cases undergone coronary
angiography in cardiac cath Lab in Dhaka medical college
hospital. Cardivascular Journal 2011; 3(2):122-125.

8. Boden WE, O' rouke RA. COURAGE trial group. The evolving
pattern of coronary artery disease in the US and Canada: Baseline
characteristics of the clinical outcomes Utilizing Revascularization
and Aggressive Drug Evaluation (COURAGE) trial. Am J Cadiol.
2007; 99:208-12.

9. Hafeez S, Javed A, Kayani AM. Clinical profile of patients
presenting with acute ST elevation myocardial infarction. JPMA
2010; 60:190.

10. Jackson R, Chambless L, Higgins M. Sex differences in ischemic
heart disease mortality and risk factors in 46 communities: an
etiologic analysis. Cardiovascular Risk Factors 1997;7:43-54.

11. Mckeigue PM, Adelstein AM, Shipley MJ, Riemersma RA,
Mamot MG, Hunt SP et al. Diet and risk factors for coronary heart
disease in Asian in North west London Lancet 1985; 2:1086-90

12. Choudhury 1, Marsh JD. Myocardial infarction in young patients.
Am J Med. 1999; 107: 257-61.




Faridpur Med. Coll. J. 2011;6(2):82-85

13.Hong MK, Cho SY, Hong BK, Chang KJ, Chung IM, Lee MH et
al. Acute myocardial infarction in young adults. Yonsei Med J.
1994; 35:184-9.

14.Siwach SB, Singh H, Sharma D, Katyal VK. Profile of young
acute myocardial infarction in Harayana. J Assoc Physicians India
1998; 46:424-6.

15.Rahman A, Mojumder AAS, Ali A, Shaha GK. Risk factors,
Clinical and Coronary Angiographic Profile of Coronary Artery
Disease in Young Bangladeshi Population. Circulation Journal
2005; 69(suppl 1):10-12.

16.Khanal S, Obeidat O, Lu M, Douthat L. Dyslipidaemia in Patients
with Angiographically confirmed Coronary Artery Disease- An
Oppurtinity for Improvement. Clin Cardiol. 2004; 27:577-580

17. Saleheen D, Fossard P. CAD risk factors and acute myocardial
infarction in Pakistan. Acute Cardiol. 2004; 59:417-24.

18. Ahmad I, Shafique Q. Myocardial infarction under age 40: Risk
factor and coronary arteriographic findings. Ann King Edward
Med Coll. 2003; 9:262-5.

19.1shag M, Beg MS, Ansari SA, Hakeem A, Ali S. Coronary artery
disease risk profiles at a specialized tertiary care centre in
Pakistan. Pakistan J Cardiol. 2003;14:61-8.

20. Abbas S, Shazia A, Riaz A, Makik N. Risk factors for coronary
artery disease in Pakistan. Pak Armed Forces Med J. 2003; 53:12-9.

21.Stone PH, Muller JE, Hartwell T, York BJ, Rutherford JD, Parker
CB et al. The effect of diabetes mellitus on prognosis and serial
left ventricular function after acute myocardial infarction:
Contributor of both coronary disease and diastolic left ventricular
dysfunction to the adverse prognosis. Jam Coll Cardiol. 1989;
14:49-57.

Vol.6, No 2, July 2011

&5




