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Stage 1Stage 1
Endothelial dysfunctionEndothelial dysfunction

Stage 2Stage 2
Fatty streak formationFatty streak formation

Ross R, NEJM 1999



Stage 3Stage 3
Fibrous Plaque FormationFibrous Plaque Formation

Stage 4Stage 4
Plaque Rupture and Plaque Rupture and 
ThrombosisThrombosis

Ross R, NEJM 1999



Anatomy of Atherosclerotic PlaqueAnatomy of Atherosclerotic Plaque
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Plaque Formation with Plaque Formation with 
Compensatory AdaptationCompensatory Adaptation

Libby P, Nature2002



Anatomy of the Coronary Vessels



Coronary Artery Disease - Spectrum
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ST ElevationST Elevation



Anterior STEMI

Inferior STEMI



NSTEMI v UNSTABLE ANGINA



Rapid Access Chest Pain ClinicRapid Access Chest Pain Clinic

Clinical assessment and 
functional test

Reassurance or medical treatment 
or referral for coronary 

angiography











Drug –Eluting Stents



Coronary Artery Bypass Grafting



Who gets CABG?

•Left main stem

•Triple vessel disease with 
impaired LV

•Lesions unamenable to PCI



Chronic disease management

• Lifestyle modification – healthy food 
choices, physical activity, smoking 
cessation

• Management of “medical risk factors” –
cholesterol, lipids, glucose

• Prescription of appropriate 
cardioprotective medication



Priority groups for CVD prevention
• ALL patients with atherosclerotic cardiovascular disease (CHD, Stroke, PVD)

• ALL patients with diabetes

• Asymptomatic individuals at high CVD risk > 20% over 10 years 
(JBS CVD Risk prediction charts BNF)

• Total chol < 4 mmol/L, LDL-C < 2

• BP < 140/85 (<130/80 in diabetics or with CRF)

• Fasting blood glucose < 6 mmol/L

• Smoking cessation

• Healthy food choices

• Increased physical 
activity

Heart 2005 Vol 91 
Supplement V

JBS2: 2006 Guidelines for prevention
of cardiovascular disease



Native valvular heart disease
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EUROHEART Survey Eur Heart J. 2003 Jul;24(13):1231-43.



Eur Heart J. 2003 Jul;24(13):1231-43.

Aetiology of Valvular Heart Disease: 
Euroheart Survey



Aortic stenosis
• Breathlessness, chest pain, syncope

• Should be treated once symptoms develop and has 
evidence of significant aortic stenosis – clinical 
exam, ECG, ECHO, usually coronary angiogram (? 
Concomitant CABG)

• NB Antibiotic prophylaxis



ECG Left Ventricular Hypertrophy





Aortic Regurgitation

• Asymptomatic for many 
years

• Usually present with 
breathlessness and/or 
chest pain

• Unlike AS, even if patient 
is asymptomatic certain 
ECHO criteria may dictate 
surgical correction

• NB Antibiotic prophylaxis



Mitral stenosis

• Insidious onset
• Commonly SOB on exertion
• Palpitations ( a fib)
• Pulmonary edema
• NB Anitibiotic prophylaxis, anticoagulation
• Usually intervened upon when symptomatic



Mitral stenosis



Percutanous transeptal
mitral

commissurotomy
Mitral valve replacement



Mitral Regurgitation

• Degenerative/Ischemia/Inf
ective endocarditis

• Usually gradual onset of 
symptoms, typically SOB 
followed by other symptoms 
of heart failure

• May present with acute 
pulmonary edema due to 
chordal rupture



Intervention

Like aortic regurgitation
• If symptomatic
• If asymptomatic but certain ECHO criteria 

present

• NB AB prophlyaxis, anticoag if in AF
• Repair or valve replacement



Prosthetic Valves



Thrombogenicity





Mechanical v Biological



That’s it!

Questions?


