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CHD may manifest itself in many
presentations :

A. Angina pectoris

B. Myocardial infarction

C. Arrhythmia

D. Heart failure

E. Sudden death.

Myocardial infarction is specific 
to CHD:

Angina pectoris and sudden 
death are not.

Rheumatic heart disease and 
cardiomyopathy are potential 
sources of diagnostic confusion. 

The natural history of CHD is 
very variable.

Death may occur in the first 
episode or after a long history of 
disease.



Coronary heart disease 
(Ischaemic heart disease)

Defined as ".impairment of heart function due to 
inadequate blood flow to the heart compared to its needs, 
caused by obstructive changes in the coronary 
circulation to the heart" .

It is the cause of 25-30 percent of deaths in pop.

The WHO has drawn attention to the fact that CHD is 
our modern "epidemic'', i.e., a disease that affects 
populations, not an unavoidable aging attribute. 



Up to 80% of premature heart attacks and strokes can be 
prevented. 

The world has the tools and knowledge to mitigate harm 
to cardiovascular health, particularly with the advances in 
cardiovascular medicine in the last 50 years. 

But too often the tools that can help diagnose, prevent, 
and treat CVDs are not benefitting the communities who 
need them most. 

Around 4 in every 5 CVD deaths occur in low- and middle-
income countries and progress in cardiovascular health is 
increasingly concentrated in High-Income countries - a 
glaring health inequity that must urgently be addressed.









RISK FACTORS























STATUS IN IRAQ
In December 2020 the WHO published data on causes of 
death across the WHO member states covering 2019. 

The data stated that in 2019 there were 36,600 deaths 
caused by Ischaemic heart disease, 2500 deaths caused 
by hypertensive heart disease and 300 deaths caused by 
rheumatic heart disease in Iraq. 

According to the WHO data, heart disease was the 
leading cause of death in Iraq in 2019





IRAQ 2021 CAUSES OF DEATH





PRIMARY 
PREVENTION 
GUIDELINES



1. Promote a healthy lifestyle throughout life. 

2. Clinicians should evaluate the social determinants of 
health that affect individuals to inform treatment 
decisions.

3. Adults who are 40 to 75 years of age and are being 
evaluated for CVD prevention should undergo a 10-year 
ASCVD risk estimation and have a clinician-patient risk 
discussion before starting on pharmacological therapy, 
such as antihypertensive therapy, a statin, or aspirin.

Top 10 Messages



Vegetables, fruits, nuts, whole grains, lean vegetable or 
animal protein, and fish and minimizes the intake of 
trans fats, red meat and processed red meats, refined 
carbohydrates, and sweetened beverages. 

4. All adults should consume a healthy diet : 



5. Adults should engage in :

at least 150 minutes per week of accumulated 
moderate-intensity physical activity 

Or 75 minutes per week of vigorous-intensity 
physical activity. 

                                      



Table 4. Definitions and Examples of Different Intensities of 
Physical Activity

*Sedentary behavior is defined as any waking behavior characterized by an energy 
expenditure ≤1.5 metabolic equivalent (METs) while in a sitting, reclining, or lying posture. 
Standing is a sedentary activity in that it involves ≤1.5 METs, but it is not considered a 
component of sedentary behavior. 

Intensity METs Examples

Sedentary 

behavior*

1–1.5 Sitting, reclining, or lying; watching 

television

Light 1.6–2.9 Walking slowly, cooking, light housework

Moderate 3.0 –5.9 Brisk walking (2.4–4 mph), biking (5–9 

mph), ballroom dancing, active yoga, 

recreational swimming

Vigorous ≥6 Jogging/running, biking (≥10 mph), 

singles tennis, swimming laps



6. For adults with type 2 
diabetes mellitus, lifestyle 
changes, such as improving 
dietary habits and achieving 
exercise recommendations, 
are crucial. 

If medication is indicated

metformin is first-line therapy

followed by consideration of a 
sodium-glucose cotransporter 2 
inhibitor –SGLT-2

or a glucagon-like peptide-1 
receptor agonist. –GLP-1



7.All adults should be assessed at every healthcare 
visit for tobacco use, and those who use tobacco 
should be assisted and strongly advised to quit.  

8.Aspirin should be used infrequently in the routine 
primary prevention of ASCVD because of lack of net 
benefit.



9. Statin therapy is first-line treatment for the 
primary prevention of ASCVD in patients with 

Elevated LDL-C levels (≥190 mg/dL) those with 
diabetes mellitus who are 40 to 75 years of age



10. Nonpharmacological interventions are 
recommended for all adults with elevated blood 
pressure or hypertension. 

For those requiring pharmacological therapy, the 
target blood pressure should generally be <130/80 
mm Hg.



Secondary prevention
Secondary prevention refers to the effort to treat known, clinically 

significant ASCVD, and to prevent or  delay the onset of disease 

manifestations.

Target Population

The target population for secondary prevention of ASCVD is patients who have 
been diagnosed with ASCVD.

This guideline addresses treatment of underlying ASCVD only, and does not

  address treatment of any  associated conditions.

Goals

Reduce recurrent cardiovascular events and decrease coronary mortality.







Risk-Enhancing Factors

• Family history of premature ASCVD (males, age <55 y; females, age <65 y)

• Primary hypercholesterolemia 

(LDL-C 160–189 mg/dL [4.1–4.8 mmol/L]; non–HDL-C 190–219 mg/dL [4.9–5.6 

mmol/L])*

• Metabolic syndrome (increased waist circumference [by ethnically 

appropriate cut points], elevated triglycerides [>150 mg/dL, nonfasting], 

elevated blood pressure, elevated glucose, and low HDL-C [<40 mg/dL in 

men; <50 mg/dL in women] are factors; a tally of 3 makes the diagnosis)

• Chronic kidney disease (eGFR 15–59 mL/min/1.73 m2 with or without 

albuminuria; not treated with dialysis or kidney transplantation)

• Chronic inflammatory conditions, such as psoriasis, RA, lupus, or HIV/AIDS

Table 3. Risk-Enhancing Factors for Clinician-Patient Risk Discussion



Risk-Enhancing Factors

• History of premature menopause (before age 40 y) and history of pregnancy-

associated conditions that increase later ASCVD risk, such as preeclampsia

• High-risk race/ethnicity (e.g., South Asian ancestry)

• Lipids/biomarkers: associated with increased ASCVD risk

• Persistently elevated,* primary hypertriglyceridemia (≥175 mg/dL, nonfasting);

• If measured:

▪ Elevated high-sensitivity C-reactive protein (≥2.0 mg/L)

▪ Elevated Lp(a): A relative indication for its measurement is family history 

of premature ASCVD. An Lp(a) ≥50 mg/dL .

▪ Elevated apoB (≥130 mg/dL): A relative indication for its measurement 

would be triglyceride ≥200 mg/dL. A level ≥130 mg/dL corresponds to an 

LDL-C >160 mg/dL and constitutes a risk-enhancing factor

▪ ABI (<0.9)= ankle brachial index

Table 3. Risk-Enhancing Factors for Clinician-Patient Risk Discussion 
(cont’d)



New Previous
SGLT2 inhibitors are 
recommended for patients  
with type 2 diabetes and 
established ASCVD (in  
addition to or after 
metformin therapy) due to  
their ability to reduce the 
risk of major  
cardiovascular events.

SGLT2 inhibitors =Sodium-glucose 
transport protein 2

inhibitors

SGLT2 inhibitors were not 
included in the  guideline.



Lipid screening tests

Lipid panel: for most patients
The results of a lipid panel are total cholesterol, HDL, and 
LDL, and the patient’s 10-year risk calculation for 
cardiovascular disease is included. 
It is recommended that the patient be non-fasting for the 
lipid panel, as this is much easier for the patient and does 
not require a return visit. 
Any patient with a triglyceride level > 400 mg/dL 
(regardless of LDL  level) must return for a fasting lipid 
panel.

hs-CRP: consider for patients at 7.5–14.9% risk



Table 1. Lipid screening for patients not already on statins
Eligible population Test Frequency

Under age 40 Routine screening is not recommended unless patient has a 
major  cardiovascular risk factor (e.g., diabetes, hypertension, 
family history,  smoking).

Age 40–75 Non-fasting lipid panel Every 5 years at a minimum 1

Over age 75 Routine screening is 
not  
recommended.

Upon patient request or based on 
other  
ASCVD risk factors

Consider re-screening intervals based on ASCVD risk:
•Every 5 years if ASCVD risk < 7.5% over 10 years
•Every 2 years if ASCVD risk 7.5–14.9% over 10 years
•Annually if ASCVD risk ≥ 15% over 10 years and not on statin



Statin Therapy
Table 3. Overview of statin therapy recommendations for primary 

prevention of ASCVD
Population Statin therapy

ASCVD risk 5–7.4% over 10 years Use shared decision-making. Consider treatment with  a 

moderate-intensity statin.

ASCVD risk 7.5–14.9% over 10 years Use shared decision-making. Consider treatment with  a 
moderate- to high-intensity statin.

ASCVD risk ≥ 15% over 10 years Initiate or continue moderate- to high-intensity statin.

People with diabetes, aged 40–75, with  
ASCVD risk ≥ 7.5% over 10 years

Initiate or continue moderate-intensity statin. Consider  
use of a high-intensity statin.

People with diabetes, aged 40–75, with  

LDL cholesterol 70–189 mg/dL

Initiate or continue moderate-intensity statin.

LDL cholesterol ≥ 190 mg/dL Initiate or continue high-intensity statin.









https://clincalc.com/Cardiology/ASCVD/Pooled
Cohort.aspx





THANK YOU
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