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Abstract: Our main goal of this study was to examine the effective screening methods used in primary care for
diagnosis of Coronary artery disease (CAD) (coronary heart disease (CHD)), and demonstrating also the
prevention methods as well. We carried out a computerized searched via Cochrane Central Register of Controlled
Trials (CENTRAL); MEDLINE (PubMed); and EMBASE, databases for studies reporting coronary heart disease
screening and prevention in primary care any studies match these criteria and published up to December 2016
were included. Coronary artery disease (CAD) is the single most common cause of death in the developed world.
Although private requirements for evaluating for CHD in medical care just reasonably efficient, in mix they can
assist to decide about further management of patients with CHD in primary care.
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1. INTRODUCTION

Coronary artery disease (CAD) or coronary heart disease (CHD) is the most typical reason for mortality in the developed
world. In 2007, coronary heart problem (CHD) death rates per 100,000 people were about 165.6 for white guys, 191.6 for
black guys, 94.2 for white females, and 121.5 for black women “?. Numerous research studies have actually shown
useful results of way of life modification, such as diet plan and exercise, on the prevention of CHD ®*. The high material
of polyphenols present in grains, fruits, vegetables, nuts, tea, and cocoa has been reported to play an essential function in
reducing the risk of CHD ®. Chest pain raises issues about the event of a severe condition such as CHD ©®, which is
present in about 12% of primary care patients with chest pain ©”. Family practitioners need to be geared up to rule out an
acute CHD related event quickly. They are utilized to estimating the likelihood of CHD in a patient with chest pain on the
basis of pain attributes, patient's age, gender, history and cardiovascular risk factors ®. Cardiovascular risk factors and
chest pain history are related to CHD, and have actually been extensively studied ©. Nevertheless, chest pain qualities
alone are not enough to reliably rule out ischemic heart disease “?. Predictive ratings for CHD in emergency situation
settings have been established ®?, and are now executed “?*®. These ratings are not necessarily helpful in the primary
care setting . In primary care, 0.7- 2.7% of patient encounters are due to chest pain “*'%') While the underlying
aetiology in the majority of patients is non-cardiac, coronary heart problem (CHD) accounts for 12.8 - 14.6 % of cases of
chest pain in this setting *”. family physicians need to dependably identify major cardiac disease, while likewise
safeguarding patients from unnecessary examinations and hospital admissions. Based upon medical history taking and
physical exam, they decide whether further diagnostic procedures are suggested. Bésner and his colleagues at the
University of Marburg, Germany, established an easy clinical forecast rule (CPR) proposed to help general practitioners
(GPs) in eliminating CHD in patients presenting with chest pain ®®'®. The Marburg Heart-Score (MHS) is based upon 5
findings of the medical history and health examination (Table 1) ®°.
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Table 1: Components of the Marburg Heart Score 9

Score component Assigned points
Age/sex (female >65 years, male >55 years) 1
Known clinical vascular disease 1
Patient assumes cardiac origin of pain 1
Pain worse with exercise 1
Pain not reproducible by palpation 1

Our main goal of this study was to examine the effective screening methods used in primary care for diagnosis of
Coronary artery disease (CAD) (coronary heart disease (CHD)), and demonstrating also the prevention methods as well.

2. METHODOLOGY

We carried out a computerized searched via Cochrane Central Register of Controlled Trials (CENTRAL); MEDLINE
(PubMed); and EMBASE, databases for studies reporting coronary heart disease screening and prevention in primary care
any studies match these criteria and published up to December 2016 were included. Bibliographies of identified articles
were searched for more eligible studies to be included in the present review.

3. RESULTS

¢ Risk factors and prediction values:

A person's risk for CHD occasions (or often CVD occasions) guides the intensity of LDL-C lowering and other
interventions. For this reason, assessing a person's risk plays an important function in starting measures to customize risk.
A number of risk stratification systems are readily available for this function. The Adult Treatment Panel 111 (ATP I1I) of
the National Cholesterol Education Program (NCEP) algorithm, which is the most widely used system, classifies people
into 3 risk categories (Table 1) ®?). This system utilizes the Framingham risk scoring system to stratify people who do
not have developed CHD, diabetes, or noncardiac vascular disease. The sex-specific Framingham risk functions anticipate
a person's 10-year risk of risk of developing "difficult CHD occasions," that is, the combined risk of myocardial infarction
(MI) or death from coronary disease . The functions were derived from 2439 white guys and 2812 white females, 30 to
74 years of age, in either the initial Framingham mate or the Framingham Offspring Study. When utilized with the ATP
Il algorithm, the sex-specific Framingham risk works considers age, high blood pressure, the serum amount to
cholesterol level, the high-density lipoprotein cholesterol (HDL-C) level, and cigarette smoking. Otherwise, the
Framingham risk score consists of these factors plus diabetes. The Framingham score does not take into account family
history, weight problems, triglycerides, little LDL particles, lipoprotein(a) (Lp [a], coagulation factors, homocysteine, or
the metabolic syndrome. Of these omitted factors, the best-established is a family history of coronary disease in first-
degree loved ones, which was a reasonably strong, independent predictor of CHD events in the Framingham Offspring
Study ®. The metabolic syndrome is a common constellation of findings connected with a higher risk of establishing
diabetes. It may likewise be an independent predictor of stroke . The Framingham risk functions likewise do not take
race or ethnic background into account, however have been confirmed in numerous populations. The risk functions carry
out well in black men and women, ®® however overestimate the risk of CHD occasions in Japanese-American and
Hispanic males, Native American women, and in Chinese males and females ®®. Framingham risk factors represent most
of the excess risk for CHD morbidity and death among individuals who have not had a previous cardiovascular event or
diagnosis ?2%"). Nevertheless, 10-- 20% of people with CHD have actually no recognized risk factors and miss the chance
for primary prevention ¢,
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Table 1: ATP-I11 Risk Categories
1 Established CHD and CHD equivalents. Any of the following:
- established CHD
- diabetes

- established noncardiac vascular disease, peripheral arterial disease, abdominal aortic aneurysm, carotid
artery disease (symptomatic, e.g., transient ischemic attack or stroke of carotid origin, or >50 percent
stenosis on angiography or ultrasound)

- a 10-year risk of CHD events >20% using Framingham scoring

2 Multiple (2+) risk factors that modify LDL goals (cigarette smoking, hypertension, HDL <40 mg/dL, family
history of premature CHD, age >45 in men, >55 in women)

0-1 Risk Factors

e Screening methods for Coronary artery disease (CAD):

Chronic stable angina, the preliminary symptom of CAD in around 50% of all patients,6 is generally caused by the
blockage of a minimum of 1 big epicardial coronary artery by atheromatous plaque. Angina is because of the inequality in
between myocardial oxygen need and supply, resulting in myocardial ischemia. Angina pectoris is defined by substernal
discomfort, heaviness, or a pressure-like sensation, which may radiate to the jaw, shoulder, back, or arm and which
typically lasts a number of minutes. These signs are generally caused by effort, emotional stress, cold, or a heavy meal
and are eliminated by rest or nitroglycerin within minutes. Signs can be classified as particular of common angina,
atypical angina, or noncardiac chest pain, depending on whether the chest pain qualities meet all 3, 2, or less than 2 of the
aforementioned requirements, respectively (Diamond classification) ®®. The Canadian Cardiovascular Society (CCS)'s
grading for angina severity has actually gotten widespread popularity (Table 1) ©°.

Table 2: Modified Canadian Cardiovascular Society Grading for Angina Severity %

Class 1 Angina occurs with strenuous or rapid or prolonged exertion

Class 11 Angina occurs with moderate exertion (eg, walking >2
blocks on level ground and climbing >1 flight of ordinary
stairs at a normal pace and in normal conditions; walking
uphill: or walking or climbing stairs rapidly. in the cold, in
wind, under emotional stress, or during the first few hours
after awakening)

Class II  Angina occurs with mild exertion (walking 1 or 2 blocks on
level ground and climbing 1 flight of stairs in normal
conditions and at a normal pace)

Class IV Angina occurs with any level of exertion and may be present
at rest

Anginal "equivalents," such as epigastric discomfort, fatigue, faintness, or dyspnea, might be the dominant sign in some
patients, particularly elderly ones. Coronary artery disease may be asymptomatic or present with such complications as an
acute coronary syndrome (unsteady angina or MI), heart disease, cardiac arrhythmias, or sudden death. Health
examination is typically unrevealing in patients with stable angina. Nonetheless, assessment to check for the presence of
such comorbid conditions as hypertension, tobacco stains, chronic lung disease (cigarette smoking), xanthelasma
(hyperlipidemia), and evidence of noncoronary atherosclerotic disease (decreased peripheral pulses, carotid or kidney
artery bruits, abdominal aortic aneurysm) is essential because these findings may be necessary in identifying the threats
and advantages of an extensive treatment strategy and the need for additional investigations. Cardiac auscultation,
particularly during an episode of chest pain, can expose a third or fourth heart noise due to short-term left ventricular (LV)
dysfunction or a mitral regurgitation murmur due to papillary muscle dysfunction during myocardial ischemia. Bibasilar
rales may be indicative of heart disease %2,
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The importance of estimating the likelihood of significant CAD by acquiring a detailed history and performing a risk
factor evaluation and focused physical exam cannot be overemphasized. Knowing the frequency of CAD in the
population assists the physician estimate pretest possibility ©**2. Risk factors, such as cigarette smoking, hypertension,
diabetes, hyperlipidemia, and a family history of M1 before age 60 years, increase the possibility of CAD ®**¥. Resting
electrocardiography ought to be carried out in all patients with suspected angina, although findings might be typical in
roughly half of patients with steady angina, consisting of those with severe CAD ©, particularly in the setting of
preserved LV function ©®. Electrocardiographic evidence of ST-T wave changes or LV hypertrophy (even though
nonspecific) favor the medical diagnosis of angina, and prior Q wave Ml on electrocardiography is highly suggestive of
underlying CAD ©". Different conduction disturbances, the majority of often left bundle branch block (LBBB) and left
anterior fascicular block, might take place in patients with steady angina and are often associated with impairment of LV
function and show multivessel disease or previous myocardial damage. During an episode of angina pectoris, 50% of
patients with typical findings on resting electrocardiography develop electrocardiographic problems, with the most typical
finding being ST-segment depression. ST-segment elevation and normalization of previous resting ST-T wave depression
or inversion (pseudonormalization) might likewise establish.

Noninvasive stress tests, although incredibly useful tools, are frequently underused in the United States and the United
Kingdom in patients undergoing percutaneous coronary intervention (PCI) (38,39); however, they might maybe be
excessive used in other scenarios. These tests are most helpful in patients with an intermediate pretest probability of CAD
since in such patients the results of the tension test, whether favorable or negative, will have the greatest impact on the
posttest possibility (inning accordance with Bayesian principles) and subsequently on medical management. This
information has actually been acquired from little research studies with catheterization lab recommendation biases with a
high pretest likelihood of CAD. Workout electrocardiography is a good initial choice in patients who can work out and
who have typical electrocardiographic findings at rest ®¥; nevertheless, in many other circumstances an imaging method
is chosen. Imaging research studies are suggested for patients whose findings on resting electrocardiography make the
importance of changes with tension (LBBB, ST-segment depression > 1 mm, ventricular paced rhythm, or Wolff-
Parkinson-White syndrome) tough to evaluate, for patients who have had previous coronary revascularization, and for
patients in whom scientific evaluation and workout electrocardiography have actually supplied insufficient information to
direct management. The choice between tension nuclear imaging vs stress echocardiography in many cases need to
depend on the regional knowledge of the lab. Due to the fact that of increased false-positive findings with workout or
dobutamine echocardiography, adenosine or dipyridamole nuclear perfusion imaging is the preferred test for patients with
LBBB or ventricular paced rhythm. In obese patients or women with large breasts, positron emission tomography tension
might be superior to standard myocardial perfusion imaging since of its capability to carry out attenuation correction.
Magnetic resonance imaging (MRI) is an amazing new stress imaging strategy that may be utilized for both adenosine
perfusion and dobutamine wall motion imaging; nevertheless, it is not extensively readily available ©.

The American College of Cardiology/American Heart Association guidelines ®® discourage usage of noninvasive
screening for CAD in asymptomatic patients, except in those with evidence of possible myocardial ischemia on
ambulatory electrocardiography or with extreme coronary calcification on electron-beam computed tomography (CT).
Screening of asymptomatic patients with type 2 diabetes does not lower M1 or death and is not suggested “.

Invasive coronary angiography might be suggested for diagnostic purposes in all patients who have actually survived
abrupt cardiac death, in patients with a high pretest probability of having left 3-vessel or primary disease, and in patients
who cannot go through noninvasive screening. Other signs include patients with unsure diagnosis on noninvasive
screening, high-risk occupational requirements (eg, pilots), scientifically believed nonatherosclerotic reasons for ischemia
or possible vasospasm with requirement for intriguing screening, numerous hospital admissions, or an overriding patient
desire for definitive medical diagnosis of the presence or lack of obstructive disease 2.

4. CONCLUSION

Coronary artery disease (CAD) is the single most common cause of death in the developed world. Although private
requirements for evaluating for CHD in medical care just reasonably efficient, in mix they can assist to decide about
further management of patients with CHD in primary care.
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