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Session 1

nents
d Introduction

Who to refer to MAU David Lubel

What does the report mean?

Holter abnormal Boon Lim

= 10.30 Abnormal Echo Jamil Mayet
@ 11.00 Cases
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Session 2

Isease/ AF/ Valves
ess CPC Yvonne
S Arrhythmia Boon Lim

Rapid Ac
Debate
Surgery iIs best for AVR Andy C.
TAVI should be considered IM
Lunch
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Session 3

Complex Cardiac Interventions

1.30
1.45
2.00
2.10

New Cardiac Drugs
PFO/ASD/RDN

Defibs and Bivent

Heaurt failure in the house

Cases to make your day

2.30
2.40
2.50

Chest Pain

Breathless
Palpitation
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ummary

| Clementine

3.30-3.45

www.LondonCardioVascularCinic.co.uk



www.LondonCardioVascularCinic.co.uk



www.LondonCardioVascularCinic.co.uk

10



CHEST PAIN
IS BEST

lik

|gbal



onary Syndromes

ST elevation ST depression T wave inversion
ESC NSTE-ACS Guidelines 2007



Evaluation of Suspected Acute Coronary
sSyndrome

ECG

ST elevation no ST elevation

Working

STEACS NSTEACS Diagnosis

troponins

myonecragsis NO MYyONnecrosis

unstable Final

Aborted Ml STEMI NSTEMI

angina Diagnosis



routine or Selective invasive strategy

Immediate or delayed angiogram



Vianagement of suspected NSTEACS

Adapted from ESC guidelines Eur Heart J 2007; 28 : 1598

History, Examination, ECG, first—line medical therapy

2. Validation & Risk Stratification

troponins (on presentation and after 6 to 12 hours), repeat ECG,
Risk score assessment , Bleeding risk assessment

3. Definitive Treatment

LOW early discharge « angiography
RISK «ETT * l1b/111a inhibitor

« early discharge?
« CT angiography?




Total Outcomes:
6 Months

= UA (2883) 20 20
17
12 13
I |
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Death Stroke Urgent readmission

for cardiac event



' who should do this?

| team
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What happens next?

ou want your patients at a

imum requirement

ve a cardiology junior resident-see pt 15t
ve a cardiologist able to see pt within 1 hr
vays see the cardiologist within 12 hrs

= Have the cath lab open every weekend
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TAVI

FOR HIGH RISK CASES
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ich patients with AS?

Bicuspid valve as Stenosis

ear old with diabetes and coronary disease
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r old with mu

al Rx

atients with AS?

Ith no comorbidity
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Partner-B Trial

h risk too high

patients scree
(12%) into RCT TAVI vs medical Rx (inc BAV)

with “comorbidity”
elain aorta

o Lungs

= Chest wall problems etc
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Partner B trial

Death Rates 30 day 1 year P
TAVI 5% 2.8% ns

Conventional 30.7% 50.7% P<0.001
medical

Hazard ratio, 0.55 (95% CI, 0.40-0.74)
P<0.001

Hazard ratio, 0.39 (95% Cl, 0.27-0.56)
P<0.001

Standard therapy Standard therapy
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Death from Cardiovascular

12 12
Months Months

No. at Risk No. at Risk
TAVI 179 TAVI 179 138 122
Standard therapy 179 Standard therapy 179 121 83
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Partner B trial

1yr 1yr 1yr
death/ (@AV/AN NYHA I/l
readmission

TAVI 42.5% 7.8%
Medical 71.6% 3.9%

P p<0.001 pP=0.18
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What does it mean?

IS In your practice?

on’t be nihilistic
efer to a TAVI centre

VR rates go up
AVI via strict MDT

\ O NUm er need to treat

3
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TAVI Team
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TAVI Team
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mmary

for surgery
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Development of atrial septum
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[ASD Clinical Relevance?

emic stroke (cryptogenic)
ous decompression disease
Igraine with aura

eep Apnoea
h Altitude Pulmonary Odema




SD Presentation

ond the fourth decade including:
| capacity, exertional shortness of

monary HT (<59
itations (atrial flutter, AF)
mic embolism -AF



e

rdiac Sources of Stroke

logical events may be cardiac

iIcal events are cryptogenic
? Are these often cardiac?

umatic heart disease

- = Cardiomyopathy (clot)
- @ Aortic atheroma
m Patent Foramen Ovale



t in the act...

TEE914/3

GJ Koullias et al Circulation. 2004;109:3056-3057



Diagnosis

oppler 86%
racic d contrast >90%
nd contrast >90%

odalities are better than one

= MRI for ASD

Heckman et al






.
@
T
=
0
O
O
©
nm
=



http:///




igraine?

Igraine with aura

trial



Vhat we need?




5.9cm

Live 3D
3D 30%
3D 40dB
Gen

PAT T: 37.0C
TEE T: 40.5C




5.9cm

Live 3D
3D 30%
3D 40dB
Gen

PAT T: 37.0C
TEE T: 40.8C




PAT T: 37.0C
TEE T: 40.4C




REND

Renal Denervation
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SYMPLICITY HTN-2 (Renal Denervation in
Patients With Uncontrolled Hypertension)

MD Esler (Baker IDI Heart and Diabetes Institute, Melbourne, Australia)
American Heart Association 2010 Scientific Sessions

» Background:

Renal sympathetic efferent and afferent nerves are crucial for the initiation and
maintenance of systemic hypertension

Denervation of the renal sympathetic nerve to reduce BP has been attempted,
unsuccessfully, by surgical means years ago

* Population and treatment:

106 patients with resistant hypertension (SBP >160 mm Hg, or >150 mm Hg for
those with type 2 diabetes, taking = three antihypertensive drugs)

Randomized 1:1 to renal denervation + previous treatment (n=52) or previous
treatment alone (n=51)

* Primary outcome:

BP reduction at six months

www.LondonCardioVascularCinic.co.uk



Decrease in Medication
20.00%

p<0.0001

dioVascularCinic.co.uk

52



D ASD TREND

1ationally

sh and do trials

l does all this-please refer!!!
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N, WARFARIN
AN OR LAA

Dr Iqbal Malik



Myth 1-risk of stroke

m PAF NOT less risky that permanent AF

7] Intermittent
I Sustained
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Low-Risk Moderate-Risk
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Myth 2-CVA risk not too high

Risk factor

Congestive heart failure/LV dysfunction
Hypertension

Age >75

Diabetes mellitus
Stroke/TIA/thrombo-embolism
Vascular disease?

Age 65-74

Sex category (i.e. female sex

(

Maximum score

www.LondonCardioVascularCinic.co.uk
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Myth 2-CVA risk not too high
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Myth 3- Aspirin is OK

CHADS-2 =1
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No. at Risk

None 91.5
Aspirin 108.0

Warfarin 123.5

Aspirin

Warfarin

12 24 36

Follow up (months)

41.0 27.5 14.0
69.5 44.0 30.0

88.0 55.5 30.0

Lee et al JCE 2010
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VWho should get warfarin?

*Aspirin has significant
risk of bleeding and
low dose should be
used

Risk catesor CHA,DS,-VASc | Recommended
gory score antithrombotic therapy

One ‘major’ risk
factor or >2 cllnlcally OAC?
- Either OAC® or

relevant non-major’
aspirin 75-325 mg daily.

risk factors
One cllnlcally relevant
Preferred: OAC rather

non-major’ risk factor

than aspirin.

Either aspirin 75—
325 mg dally or no
No risk factors '
referred: no
antithrombotic therapy
rather than aspirin. |



VWhat about the bleeding risk for
these patients?

Hemorrhagic Complications of Antithrombotic Therapies

None Aspirin  Clo/Ticlo Warfarin
mM=110) (n=124) (n=45) (n=143)

Intra-cranial bleeding (%) 2(1.8) 1 (0.8) 0 (06 (2.T
Major GI bleeding (%) 0 (0.0) 0 (0.0), 0 (0.0) 1 (0.7)
Minor bleeding (%) 0.0 31247 NO.0)*  15(10.5)

*: P < 0.001 vs warfarin, {: P = 0.007 vs warfarin.

Smalll no of patients



What is the bleed risk?

Studies now suggest a
bleed rate of 0.1-0.6%
-Lower INR ranges
-Better control of
OAC
-Better hypertension
control

«Caution with score>3

R R

Abnormal renal and liver
) \ | or2
function (| point each)

e [

D R
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ﬂ Elderly (e.g.age >65 years) —
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Drugs

Pradaxa
RELY

Ito
ROCKET AF
- Xa Iinhibitor

Eliquis
= 5mg bd ARISTOTLE
= Direct Xa inhibitor



days warfarin post implant and v,
TOE to assess integrity -

AMPLATZER® Cardiac Plug
© AGA Medical Corporation



ary AF CVA prevention

itran role limited by cost

n Bleed- risk

= Intolerance
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ECG 2012
‘ ram 3VD

= CABG x3 April 2012
= ECG May 2012

www.LondonCardioVascularCinic.co.uk
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ummary

r lecturers
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= RACPC

1ave we learnt?

d for most

020 3312 3732
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AF

2 score
iIcal rx with nothing?
In or nothing

"more: warafa

v will do well on warfarin

Warfarin is cost effective If:
= CHADS2>1
= Time with good treatment >65%

www.LondonCardioVascularCinic.co.uk
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answered questions

EBCT to?

_ t to take all ACS to a
Attack Centre?

should get a LAA closure device?

www.LondonCardioVascularCinic.co.uk
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Topics not covered

ion (ft)

= EXxercise

Elevat
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@ Carbon frame bike © Steel frame hike
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Journey time (hrs:mins

1:45
1:40
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Topics not covered
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for coming!
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