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The burden of coronary artery disease worldwide is 
alarming1. The burden of coronary artery disease 

and its risk factors are going to be national health 
problems even for Nepal as the number of patients with 
this disease is expected to increase rapidly. 

Ischaemic heart disease (IHD) is the number one cause 
of death in adults from both low and middle income 
countries as well as from high income countries1. On the 
basis of 2007 mortality data, more than 2200 Americans 
die of cardiovascular diseases each day, an average of 
one death every 33 seconds2. The incidence of Coronary 
artery disease is expected to increase by approximately 
29% in women and 48% in men in the developed 
countries between 1990 and 2020. The corresponding 
estimated increase in developing countries was 120% in 
women and 137% in men3. 

According to World Health Organization estimates, 16.6 
million people died of cardiovascular diseases (CVD) 
in 2001 and developing countries contributed to 78%. 
It also estimates, nearly 25 million people will die of 
CVD by 20204. The incidence of coronary artery disease 
is declining in the developed countries; on the other 
hand it is increasing in the developing countries. In 
the Atherosclerotic Risk in Community (ARIC) Study, in 
participants aged 45-64 years, Coronary artery disease 
incidence rates per 1000 person-years were 12.5 in white 
men and 10.6 in black men5. About 3.8 million men 
and 3.4 million women worldwide die each year from 
coronary artery disease6.

The incidence of coronary artery disease goes on 
increasing as one gets older and is more prevalent in 
male. The life time risk of developing coronary heart 
disease in persons aged 40 years is 49 % in men and 32 
% in women. At the age of 70 years, the life time risk is 35 
% in men and 24 % in women7.

There are very few studies about the prevalence of 
coronary artery disease in Nepal. Studies of prevalence of 

coronary artery disease in a population Study at Dharan 
Municipality performed by Vaidya A et al have revealed 
the prevalence of coronary artery disease to be 5.78. 

The diagnostic work-up for patients showing signs and 
symptoms of Ischemic heart disease is expensive and not 
easily affordable and accessible to the patients in Nepal. 
A few private hospitals and nursing homes provide these 
services but at costs not many Nepalese people can 
afford. In addition to this, even after diagnosis of IHD, 
the treatment is expensive, thus leaving many patients 
stranded without treatment. Invasive procedures 
including Coronary angioplasty with stenting or bypass, 
indicated in many patients with coronary artery disease, 
are available only in selected centres in Nepal at costs 
not affordable to the average Nepalese population.

Every nation has responsibility towards the health 
of its citizen. People do not die of treatable diseases 
due to lack of fi nancial aids in most of the developed 
countries of the world. Patients who do not have health 
insurance are looked after by the nation. Even in our 
country, government should have a policy of providing 
free medical service to non-affording patients. Special 
procedures like Coronary angioplasty and coronary 
bypass surgery should be provided to non-affording 
patients by the nation.

The government has an important role in the prevention 
and treatment of Coronary artery disease in Nepal. 
In a country like ours which is already burdened by 
numerous communicable diseases, prevention of 
non-communicable diseases like IHD should be the 
major goal rather than struggling for cure later on. The 
government should thus, start awareness programmes 
on prevention of Coronary artery disease as part of 
primary prevention. Secondary prevention may be done 
even at primary health centres by keeping patients with 
risk of coronary artery disease on routine follow up and 
referring high-risk cases to higher centres. The ministry 
of health should establish a fully equipped national 
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centre for cardiac diseases along with regional cardiac 
centres that provide affordable services to the general 
population along with a well-defi ned referral system. 
Promoting research in this fi eld is another important 
step the government should take in order to plan further 

developments and decide what needs to be done. 
With combined efforts by the medical society and the 
government, the predicted epidemic of coronary artery 
disease and its consequences could be avoided.
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