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Objective: This study was carried out with an aim to outline the prevalence of

coronary artery diseases, its risk of one region of the Saudi Arabia.

Methods: A retrospective observational study conducted across five

secondary medical centers located in the city of Majmaah. Hospital medical

records and ministry of health records were screened over a 6-month

period for data on patients admitted for Coronary artery disease (CAD). Data

collected included sociodemographic characteristics, medical profile, and

laboratory findings.

Results: A total of 327 participants were included in this study with a median

age of 64 and the majority being male participants (59.8%). The majority were

married, held a primary school degree and earned a salary for living. A large

number (82.9%) were hypertensive and diabetic (66.7%) and one-fourth had

a previous MI (25.1%). A large number (73.7%) had heart failure with a mean

ejection fraction of 44% (SD = 13). The causes of heart failure were mainly

ischemic (56.3%) and hypertensive (28.1%). Readmission rates at 30 and 90

days then at 6 and 12 months were 22, 53.8, 68.8, and 75.8%, respectively.

The mortality rates at the same time intervals were 5.5, 8.9, 14.1, and 22.9%,

respectively. Predictors of readmission are age, CCI, and NYHA class.

Conclusion: Coronary artery disease is the leading cause of heart failure.

End stage CAD can have similar results in terms of readmission and mortality

as heart failure. Future research should target patients in di�erent stages

of the condition and monitor their comorbidities which may impact the

study findings.
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Background

Coronary artery disease (CAD) is a serious threat to

societies as it is the leading cause of death in most countries

of the world (1). With a 13% of death rates being due to

CAD, the 2010 Global Burden of Disease Study identified

it to be a modern pandemic (2). The death rate however

is escalated to 21% in the MENA region with CAD being

the number one cause of death (3). The prevalence of

CAD is slightly higher among men than women in all age

groups, however, there is a steep increase in prevalence as

the age increases in both genders (4). The prevalence of

CAD in the Kingdom of Saudi Arabia (KSA) was estimated

to be 5.5% with slightly higher rates in urban areas when

compared to rural areas (6 vs. 4.2%, respectively) (5, 6).

The high cost of care has been a target in intervention

studies (7) and these rates are similarly high in KSA to reach

40,164 Saudi Riyals per patient, equivalent to US $10,710

(8). The presented prevalence and cost number represent one

region of the country with the lack of national studies that

provide generalizability.

The risk factors associated with this condition can be general

which apply to all nations, while others to be unique to one

region of the world. Some of the unique risk factors of the Saudi

region were identified to be dyslipidemia due to consumption

of large amounts of Spanish coffee, sleep deprivation, and

smoking especially among males (9). Despite that it was noted

that the risk of developing coronary events in the coming 10

years was low in over 90% and high in 4% of the general

population. However, the risk flared up to 26% in diabetic

patients which makes diabetes to be a significant risk factor

(10). On the other hand, the general risk factors were reported

to be previous ischemic heart diseases, hypertension, smoking

status, hyperlipidemia, DM, and family history of premature

coronary artery diseases (10). Although at varying rates, these

risk factors come in line with the international data (1). This

local Saudi data was retrieved from the only national registry

conducted in KSA as part of the Saudi Project for Assessment

of Coronary Events (SPACE) in 2005 (11). No other updated

registries have been conducted since then. Nationwide registries

give insightful knowledge on the prevalence and the unique

cultural risk factors of CAD in the country. This useful data

can be used to inform policies and health care practices. The

lack of such registries limits the capacities of policy making

with data that is localized, sporadic, and lacking generalizability.

Therefore, as a temporary replacement of national registries, a

prevalence study on CAD was conducted in one large region

of the Saudi Kingdom. An area of 30,000 square kilometers

including five hospitals that care for a large population density.

Therefore, the aim of this study was to outline the prevalence

of coronary artery disease, its risk factors of one region of the

Saudi Kingdom.

Methods

Observational study

This retrospective observational study was carried out in a

secondary hospital in Majmaah Province, Saudi Arabia which is

also a referral hospital for five primary and secondary medical

centers located in the city of Majmaah. This city holds an

area of 30,000 km2 with an area population density of 133,313

with more male than female inhabitants (77,822 vs. 55,491,

respectively). The five hospitals are Hawtat Sudair, Prince Nasir

Bin Saad Alsudairy hospital, Alartawijah Hospital, Tumair

Hospital, and Al Zulfi Hospital.

Procedure

Administrative and ethical approvals was granted from King

Khalid Majmaah Hospital and from the Institutional Review

Board, respectively. No patient consent was called for since no

patient involvement was associated with the data collection.

Additionally, data was deidentified and analyzed collectively.

Administration approval was granted from each of the study

hospitals and research teams were trained on data collection

from the medical files of each facility. Hospital registries were

scanned for patients presented with a confirmed diagnosis of

coronary artery diseases in the last 6 months. Data on each of the

eligible patients was then collected from the medical records of

each hospital and mortality data was collected from the ministry

records. Data collection took place between July and December

2021. Data is reflecting 7 years information retrospectively (from

2015 till 2022).

Data retrieved included the below items

A. Sociodemographic characteristics including the age,

gender, marital status, levels of education, occupation,

family dependency, and smoking status.

B. Medical and surgical history including the comorbidities,

implantable cardioverter defibrillator (ICD) or pacemaker

inserted the Charlson comorbidity index (CCI) score and

the ejection fraction for identifying those with heart failure

among the sample in addition to the causes of heart failure

when present.

C. Laboratory tests and vital signs upon admission and

the New York Heart Association (NYHA) functional

classification for those with heart failure. Length of hospital

stay was also calculated from the admission and discharge

dates of the patients.

D. Readmission and death data: this was retrieved from

the Ministry of Health records and compared to the
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time of discharges, which was retrieved from the hospital

medical records.

Data analysis

Data was entered into Microsoft Excel R© 2007 and the EPI

INFO 7 for data analysis. Univariate data was presented as

frequencies and percentages when categorical and as medians

and interquartile ranges or as means and standard deviation

(SD) when continuous. Multivariate analysis was done to predict

readmission of patients at 30 days using variables that were

mostly significant in the international literature.

Results

A total of 327 patients’ data were collected in the 6-month

study period. The median age of the study participants was

64 years (interquartile range 56–74) with the majority (59.6%)

being male participants. The majority (78.9%) were married

and less than half (40.4%) gained no more than primary school

education with 12.2% being illiterate. A large number (85%) had

a paid job and more than 40% had a spouse depending on them

financially and 47.7 had a child in their dependency. More than

half (55.7%) smoked and only 1.8% of the sample consumed

alcohol. The sociodemographic characteristics are presented in

Table 1.

In terms of comorbidity, a large number (82.9%) were

hypertensive, more than two-thirds (66.7%) were diabetic, only

25.1% had a previous history of MI and 44.6% were either

asthmatic or had chronic obstructive pulmonary disease. A large

number of the participants (73.7%) had heart failure with amean

ejection fraction of 44% (SD = 13). The causes of heart failure

were documented to be ischemic in 56.3% and hypertensive in

28.1% of the cases. Data of the comorbidities are presented in

Table 2.

The mean hemoglobin level was 11.74 (SD = 3.21), mean

creatinine was 1.85 (SD= 0.59), andmean albumin was 3.38 (SD

= 0.38). The median cholesterol level was 162 (quartile range

= 124–176) and median pro-BNP was 1,953. The mean heart

rate upon presentation was 86 (SD = 18), mean systolic blood

pressure (SBP) was 142 (SD= 24), and the mean diastolic blood

pressure was 80 (SD = 15). The median length of stay was 15

days. Details of the laboratory findings and the vital signs are

presented in Table 3.

Considering the large number of patients with heart failure,

The NYHA functionality classification was shown to be 14.1,

25.7, 32.4, and 27.8% for classes I, II, III, and IV, respectively,

as presented in Table 4.

In terms of readmission, it was noted that 22% of the sample

were readmitted within 30 days, 53.8% were readmitted within

90 days, 68.8% were readmitted within 6 months, and 75.8%

TABLE 1 Baseline and demographic characteristics of the study

participants (N = 327).

Variables Frequency (%)

Demographic characteristics

Agea 64 (56–74)

Female 132 (40.4)

Marital status

Single 51 (15.6)

Married 258 (78.9)

Divorced/Widowed 18 (5.5)

Level of education

No education 40 (12.2)

Primary 132 (40.4)

Secondary 97 (29.7)

University 58 (17.7)

Occupation

Salaried 278 (85.0)

Retired/Unemployed 49 (15.0)

Family dependency

Wife/Husband 137 (41.9)

Daughter/Son 156 (47.7)

Other 34 (10.4)

Habits

Smoke 182 (55.7)

Drink 6 (1.8)

aVariables expressed in median and interquartile range.

were readmitted within the year. The death rates however at

these time intervals were 5.5, 8.9, 14.1, and 22.9% respectively.

These details are presented in Table 5.

Logistic regression analysis was conducted to produce a

model for predicting readmission in patients with CAD. Since

a large number of the patients had heart failure and considering

this condition will be associated with frequent readmission, the

NYHA class was added to the model along with age and the CCI.

The model showed these variables to be significantly associated

with readmission where increasing age and higher scores on the

CCI doubled and tripled the risk of readmission when compared

to younger ages and lower CCI scores. Additionally, it was noted

that those with NYHA class III and IV were two times more

likely to be readmitted than their counterparts with lower NYHA

classes. The details of this analysis are presented in Table 6.

Discussion

This study aimed to outline the prevalence of coronary

artery diseases, its risk factors of one region of the Saudi

Kingdom. The results showed that the cohort had a long

history of CAD leading to heart failure which impacted the
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TABLE 2 Comorbidity conditions and causes of heart failure.

Variables Frequency (%)

Comorbidities

HTN 271 (82.9)

DM 218 (66.7)

MI 82 (25.1)

Peripheral vascular disease 46 (14.1)

COPD/Asthma 146 (44.6)

ICD/Pacemaker 33 (10.1)

Chronic HF cases 241 (73.7)

CCI scorea 4.86 (2.21)

EFa 44 (13)

Cause of HF

Ischemia 184 (56.3)

HTN 92 (28.1)

aVariables expressed in mean and standard deviation.

TABLE 3 Laboratory investigations, physiological, and other

parameters.

Variables Frequency (%)

Laboratory investigations

Hgba 11.74 (3.21)

Creatininea 1.85 (0.59)

Albumina 3.38 (0.38)

Cholesterolb 162 (124–176)

Pro-BNPb 1,953 (1,756–2,234)

Gamma GTb 44 (34–58)

Vital signs

HRa 86 (18)

SBPa 142 (24)

DBPa 80 (15)

Length of stayb 15 (6–25)

aVariables expressed in mean and standard deviation.
bVariables expressed in median and interquartile range.

readmission rates. The rates are in turn comparable to heart

failure readmissions in the international literature and higher

than readmissions related to CAD (12). Additionally, heart

failure readmission and mortality rates at 12 months were

significantly higher among CAD patients when compared to

non-CAD patients (13). Albeit, heart failure readmission rates

at 30 days have been reported to go as high as 39% in the same

study country (14).

On the other hand, CAD is also highly prevalent among

patients with heart failure as it is the primary cause of the

latter condition in more than two-third of the cases (15).

Additionally, up to 66% of those with preserved ejection fraction

heart failure have some form of vascular coronary ischemia

TABLE 4 New York Heart Association functional classification (NYHA).

Variables Frequency (%)

NYHA

Class-I 46 (14.1)

Class-II 84 (25.7)

Class-III 106 (32.4)

Class-IV 91 (27.8)

TABLE 5 Readmissions and death.

Variables Frequency (%)

Readmission

30 days 72 (22.0)

90 days 176 (53.8)

6 months 225 (68.8)

12 months 248 (75.8)

Death

30 days 18 (5.5)

90 days 29 (8.9)

6 months 46 (14.1)

12 months 75 (22.9)

TABLE 6 Logistic regression analysis for predicting risk factors

associated with readmission of patients at 30 days.

Factors Odds ratio 95%

Confidence

interval

P-value

Age 2.14 (1.44–5.76) 0.044

CCI 3.76 (2.88–6.17) 0.006

NYHA Class I (Ref) 1 – –

Class II 1.80 (1.06–2.69) <0.001

Class III 2.39 (1.13–5.07) <0.001

Class IV 2.06 (1.40–3.53) <0.001

(16). Among CAD patients, those who had reduced ejection

fraction had higher in-hospital mortality (13). In the current

study, more than 70% of the study participants had HF and

more than half had a functional class of III or IV which

shows that the readmission rates are not completely specific

to CAD. This was also seen in a study on 15 Swiss and

German centers where readmission and death rates combined

were high at 30 (11%) and 90 days (26%), and the reason

was HF in 33% of the incidents, all other cardiovascular

problems in 32%, and non-cardiovascular problems in 45%

(17). Also, knowing that CAD is the leading cause of heart

failure, a study showed high overall prevalence of CAD among

HF patients with a reported prevalence of 60.2% in seven
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Middle Eastern countries, and 62.5% in Saudi Arabia specifically

(13). A study conducted in Lebanon showed that 73.61% of

readmissions were due to heart failure exacerbation with CAD

being a significant predictor of readmission (18). Moreover, the

numbers of patients with NYHA class III and IV among the

CAD group was relatively high in comparison to a previous

international study assessing the characteristics of patients with

CAD in several countries of the world. This study showed the

class III and IV among the CAD patients to be 13% and 2%

globally (1). These changes may be accounted for by the large

number of patients with heart failure in this group or in KSA

in general.

Coronary artery disease is the leading single reason of

mortality and loss of Disability Adjusted Life Years (DALYs)

internationally, 7 million deaths and 129 million DALYs

yearly where most of which come from low- and middle-

income countries, especially in Latin America and the Middle

East (3). The death rates in our study were 5.5% within

30 days and 22.9% within a year which fell within the

ranges provided through an international review. This review

showed mortality rates for patients with both CAD and HF

to range between 4.9% and 12.3% at 30 days with lower

rates to reach 1.3% with coronary interventions. This same

study reported the mortality rates at 1 year to range between

13.7% and 38% (19). On the other hand, when looking at

HF mortality alone, a study in Saudi Arabia showed these

rates to be 15.8% within 30 days and 12.1% within 90

days (14).

To compare between HF patients with CAD or without

CAD in some Middle Eastern countries, Salam et al. conducted

a study and found that there were no significant differences

at 3 months between the two groups in regard to mortality

rates (13). However, the mortality rates at 12 months were

significantly greater among CAD when compared to non-

CAD patients. Also, at 1 year the mortality rates were

significantly variable.

The limitations of the study lie first in the design which

restricts the study to the available data. The main limitation of

the current study, however, is the high rates of patients with

heart failure which prevented the isolation of the readmissions

to the CAD causes. This is even more dramatic with the high

numbers of patients having poor functional classes (Class II

and IV). Therefore, future studies should exclude those with

heart failure to isolate the causes of readmissions to CAD only.

Alternatively, registries can be of long duration to capture all

patients with CAD with and without HF with larger sample

size and a broader setting within the region and country. This

will allow the analysis of these rates at the different stages

of the condition and to find the actual prevalence of the

disease. Moreover, in the future using of artificial intelligence

across all population may give an insight to the predicted

prevalence and associated risk factors and that will be of great

use as well.

In this level of study we can increase the level of awareness

for the physician in PHC in those five hospital about how to

manage such cases like post CAD who have CHF or HTN

through directed workshops or seminars.

Conclusion

This study outlined the prevalence and risk factors of CAD

in one large region of the Saudi Kingdom. The results revealed

higher rates than those found in the international literature for

having a large number of patients with heart failure within the

sample. Although CAD is the leading cause of heart failure,

end stage CAD can have similar results in terms of readmission

and mortality as heart failure. Future research should target

patients in different stages of the condition and monitor their

comorbidities which may impact the study findings.
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