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CASE 1 

Risk assessment 

50 yr old BMI 30, Chol 5.3, Stressed, poor sleep, inactive

Chest pains, fatigue.

BP 150/80, Normal ECG, Echo, 5 minutes on EST – stops 
Legs sore
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Investigations for patient with Chest pain

• Routine Bloods: FBC, U&E, 

fasting lipids/glucose, TFTs

• Resting ECG

• ECHO

• Non-invasive vs invasive

2019 ESC guidelines for the diagnosis and management of chronic coronary syndromes. European 

Heart Journal 2020;41,407-477



Factors in choice of 

non-invasive test:

• Risk profile/pre-test 

probability

• Local 

expertise/Availability

• Patient factors such 

as body habitus/renal 

function/underlying 

rhythm
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Non-Invasive Testing

2019 ESC guidelines for the diagnosis and management of chronic coronary syndromes. European 

Heart Journal 2020;41,407-477
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Non-Invasive Testing



•Coronary 

angiogram 1st line 

test with High 

clinical 

likelihood/Severe 

symptoms and 

those with typical 

angina at low levels 

of exercise

•Otherwise reserved 

for those with 

abnormal non-

invasive testing
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Invasive Testing



1. Medical Therapy:

• Anti-thrombotic medications: Aspirin/Plavix/Low dose rivaroxaban

• -Symptoms Control: - BB - CaCB - Nitrates - Ivabradine - Ranolazine

• Event Prevention: - Statins/lipid lowering agents - ACE in pts with HFREF/HTN/DM

- BB with previous MI/HFREF
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Treatment CAD
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Revascularization

• Always in conjunction with medical therapy 

never as alternative

• Individualised to each patient however shown to 

when compared to medical therapy alone:

• Reduce symptom burden

• Improve quality of life

• Improve exercise tolerance

• Need for urgent revascularization/Spontaneous 

MI

• Reduces Mortality when new generation 

DES/CABG

• In the absence of symptoms 

patients with the following should 

be considered for 

Revascularization: 

- 90% stenosis 

- FFR ≤0.80 or iwFR ≤0.89

- LVEF ≤ 35%



16

CASE 2

62 yo female with T2DM, a.fib, MR 

acute unresolving chest pain/angina with acute ECG 
changes/abnormal troponin

Risks of anti-thrombotic therapy, Modality of 
revascularization
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Initial medical therapy

2020 ESC guidelines for the management of acute coronary syndromes presenting without ST-

segment elevation. European Heart Journal 2020;00,1-79
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Angiography/Revascularization

2020 ESC guidelines for the management of acute coronary syndromes presenting 

without ST-segment elevation. European Heart Journal 2020;00,1-79
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Maintenance Therapy - Post ACS

2020 ESC guidelines for the management of acute coronary syndromes presenting without ST-

segment elevation. European Heart Journal 2020;00,1-79
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CASE 3

78 yo female new systolic murmur with associated chest 
pain and dyspnea on exertion

PMHx of CKD, DM, Atrial fibrillation and COPD



• All patients with valvular heart 

disease require Heart team 

evaluation/Seen at Heart Valve 

Center

• Evaluation involves Basic testing, 

TTE/TOE, CT, CMR and coronary 

angiography

• Large population of under/non-

treated patients with valvular heart 

disease
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Evaluation/management VHD

2021 ESC/EACTS guidelines for the management of valvular heart 

disease. European Heart Journal 2021;00,1-72



•All patients with new or previously non-evaluated murmur should have 

ECHO/cardiology RV

•All patients with a history of acute/chronic coronary syndromes should have 

annual cardiologist review

• In patients with valvular heart disease not warranting intervention - routine 

surveillance/cardiology review necessary depending on severity/location
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Surveillance


