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Best Marker Troponin I/T (hs-Troponin) Gold standard/most specific
; Earliest Elevation Myoglobin

: . . , Reinfarction (24-48 hrs after first Ml) CK-MB
Cardiac Biomarkers in Myocardial —

Infarction (Ml
(MI) x Late Presentation (>48 hrs)

RUG THERAPY
Persistently Elevated in Renal Failure
Returns to Normal First

Sequence: Myoglobin — CK-MB — Troponin

Kawasakl

Most Tested MCQ Points

LDH-1 flipped pattern

Condition Troponin Behavior

Chronic Kidney Disease  Mild persistent elevation, NOT diagnhostic
Myocarditis Elevated troponin without coronary occlusion
Pulmonary Embolism Elevated but lower than Mi

Sepsis/Critical illness Can show elevation (“Type 2 MI”)

Quick Revision Points

Troponin T > 0.1 ng/mL = diagnosticforMI
CK-MB > 5% of total CK = significant

In ST-elevation MI, It troponin is negative at 6
hours MI ruled out

Troponin elevation without ST elevation =
NSTEMI

ain + ECG (ST Elevation?)

Chest Pain + ECG (ST Elevation?)

- T

STEMI (%) Non-STEMI / Doubt ( ? )

Immediate Reperfusion Check Cardiac Biomarkers

Thrombolysis PCI Biomarker Timing Guide

Time Since Onset of Chest Pain? Need to detect reinfarction?

e

<3 hrs — Myoglobin + Troponin 3-6 hrs — Troponin, CK-MB b hrs — Troponin (peak) P& hrs — LDH useful if Troponin unavailable Yes — CK-MB (rises again fast) No — Rely on Troponin
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Diagnosis of Kawasaki Disease Treatment Algorithm
[ =5 Days of Fever ] Diagnose
] Kawasaki Disease

!

<4 Clinical Yes[ Consider - o
Criteria Present? Incomplete [ Intravenous Immunoglobulin (IVIG + Asp J Shnckis Single 52
Kawasaki
Disease \L
(Perform |

Additional

- Bilateral Conjunctival Injection l Studies as WEETEF;ESIEIEHCE 5 Yes Yig
- Oral Mucous Membrane Chari- | | Warranted) Ithin ours:
. Back ~ ) Neonate
- Cervical Lymphadenopathy , ﬁ Start PGE1
! Consider Retreatm- with IVIG. or H L H S
¥ - : : .
: = with IVIG, Corticos- Corticosleroid, or
[ Diagnose Kawasaki D'SEEEEJ teroids, or Infliximab Infilximab
Approach to Incomplete Kawasaki Phases of Kawasaki Disease
Disease r T T o )
S — ) Acute Phase Subacute Convalescent
Fever Subacute Treat as 1-2weeks Phase Phase
<4 —» Phase |—| Kawasaki > 2-4weeks [”| Weeks to Months
Clinical 2-4 weeks Disease Fever, Rash, ‘ . Transfer for Norwood
Criteria - s A / Conjunctivitis DE?;I”E""'E““”: thesnlutmn of surgery
. / oronary ymptoms
Aneurysms E m b rVOIogy

. Gold Standardtor Coronarylmaging InvasiveCoronaryAngiography |

. Best non-invasive test for coronary artery stenosis CTCA

. Best for myocardial viability Cardiac MRI/ PET I
. Best for coronary flow reserve / microvascular angina PET or Doppler flow in |

cath lab
. Coronary Calcium Score (Agatston Score) Done via CT to estimate future CAD
risk !

Left &th aortic arch

Il"

Diagnosing Coronary
Vasculature

L9 — _ o

! ! !

[Nnn-lllvaaive} { Invalsive ] [ Funciinnal } D R U G T H E R A PY

[ ECG J [ Catheter Stress
' Angiography Testing
(Gold Standard) :

[ Echocardiogra phy] :

l .

| | . Myocardial Stress
] ! Perfusion | |Echocardio-

I Cardiac CT Cardiac MRI Scan graphy

Y

Want to
Keep POA
Open?

Use Indomethacin /

Ibuprofen

. Gold Standard for Coronary Imaging - Invasive Coronary Angiography
. Best non-invasive test for coronary artery stenosis = CTCA

. Best for myocardial viability = Cardiac MRI / PET

. Best for coronary flow reserve / microvascular angina = PET or Doppler flow in cath lab Effect: Closes POA

. Coronary Calcium Score (Agatston Score) = Done via CT to estimate future CAD risk via | PGE synthesis PGE1 Infusion
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Clinical Situation

Ongoing chest pain + ST Elevation

When to Choose Which Test? (Clinical Decision)

Best Investigation

Immediate Coronary Angiography (Cath Lab)

Suspected NSTEMI

ECG + Troponin = Early Angiography

Stable Angina, low-intermediate risk

Stress ECG or Stress Echo

Stable Angina, high risk or inconclusive tests

CT Coronary Angiography (CTCA)

Known CAD + planning revascularization

Invasive Coronary Angiography

Suspected coronary anomalies in young

Cardiac MRI / CTCA

Assessment of myocardial viability

before CABG

Cardiac MRI or PET

Comparison of Major Investigations of Coronary Arteries

Investigation

ECG (Resting)

Non-invasive

What it Detects

Ischemia, infarction |

changes

Limitations

POor sensitivity for stable

CAD

Echocardiography
(TTE)

Non-invasive

Wall motion
abnormalities

Cannot directly visualize
coronaries

Stress ECG

Functional

Exercise-induced
Ischemia

Low sensitivity In women &
baseline ECG abnormalities

Stress Echo

Functional

Regional wall

motion under
stress

Operator-dependent

Myocardial
Perfusion Scan
(SPECT)

Functional

Perfusion defects

Radiation exposure

CT Coronary
Angiography (CTCA)

Non-invasive
Imaging

Coronary anatomy,
calcium scoring

Not for high heart rate /
calcified arteries

Cardiac MRI (CMR)

Non-invasive

Function,
perfusion, viability

Limited coronary resolution

Coronary
Angiography (CAG)

Left Recurrent Laryngeal Nerve ~ Nearest Nerve during PDA ligation

Invasive (Gold
Standard)

(branch of vagus; loops around €®

aortic arch near PDA)

o

Lumen stenosis &
anatomy

Risky: bleeding, stroke,
dissection

(Surgery Viva Question)

hest X-ray
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VSD Causing Aortic
- - Regurgitation — Why?
Rastelll Operation ) (Venturi effoct)
Q A Mechanism of VSD + AR
Done for? TGA with VSD and Pulmonary Stenosis
Ventricular Septal Defect (VSD) + Aortic
Regurgitation (AR)
What is VSD is routed to aorta + conduit
done? from RV = pulmonary artery
Venturi effect
Alternative? Arterial switch (Jatene) preferred if \
no PS

High-velocity left-to-right (L—R) jet through VSD

Jet pulls aortic cusp, mostly the right coronary cusp

Start: Identify

TAPVC Type P
l Results in cusp prolapse
Type of Combination of Leads to Aortic Regurgitation (AR)
TAPVC? \abﬂve

Supracardiac

Cardiac Infracardiac

! l |

to Coronary Sinus to Portal Vein /
or Right Atrium Hepatic Veins

Feature Detail

Most common Tricuspid valve
valve affected (displaced inferiorly)

to SVC

Atrialized RV + TR + RA
Leads to enlargement

PDA - Embryology

WPW syndrome

Association
(accessory pathwa

Left 6th
Aortic Arch

Aorks otic Spell

Management (TOF)

Ductus .

Left Arteriosus ) MONOD SIGN |
Pulmonary S|gn - - -
Artery .
Left Mo@es wieh
Recurrent o
Laryngeal po@tu@e MO@I(Q 4 ':'.

| ASPERGILLOMA |

s /\ fUOgUO ba Ol Wiohi® |
2F 2y

Pro-eQisOONg co©
(0©d TB ca@it®)
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Anaerobic Lung Abscess

/ \ Feature Detail

Clinical Features

1. Clubbing 2. Periostitis
Triad of long bones 3.

Arthralgia

Lung adenocarcinoma —

CXR findings Symptoms Aspiration risk factors

Seen in (most common)
Periosteal new bone

Cavity Air-fluid level Fever Foul-smelling sputum Alcoholic patent Unconscious patien! forma’rion (on |ong

X-ray bones)

Calm child
Initial Actions —<
Knee-chest positson (Squatting)

Oaygen (04)

Medical Interventions Marphine

Beta-blocker (Propramsdol)

o \\\—-_
-'-.
“*1 Supportive Measures IV flusds
!
-"-.

S = Eherylephrine
T Advanced Interventions for Refractory Cases

Management of Cyanotic Spell

—— prmergency Blalock-Taussig (BT) shunl

Post-Pneumonectomy —
Normal Sequelae (X-rc

/— Early (=24h) Empty hemi-thorax with fluid level

| X 1 week Rising fluid level up to hilum
X-Ray Changes Over Time Post- ik

Operation e "
maon

Mediastinal shift loward operated side

== & months Complete opacification (white hemithorax)

NussProcedure -

Done For
Pectus
Excavatum
(funnel chest)

Paraneolastic Syndromes in Lung Cancer

SIADH (Syndrome of Inappropriate Antidiuretic e Rt i ot
Hormone Secretion)

Associated Cancer: Small cell carcinoma

Cushing Syndrome (1 ACTH) Associated Cancer: Small cell carcinoma

Paraneoplastic Syndromes and
Associated Cancers

Hypercalcemia (PTHrP production) Associated Cancer: Squamous cell carcinoma

o __ HPOA (Hypertrophic Pulmonary _
Osteoarthropathy)

Associated Cancer: Adenocarcinoma

Lambert Eaton Syndrome Associated Cancer: Small cell carcinoma
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e Th@ra@is — StQae® & TrOat€ n@Lung Abscess us Aspergilloma

Thin fluid

Sterile « **Lung Abscess

Stage 1: Exudative 2 ;
{ Antibiotics o Cause: AE'JITE‘[IIJI'I
Treatment ‘HTIHEFDI

Characterlstlcs

Thnracucentems
= Chest X-Ray (CXR):

Characteristics == | gculated pus Air-fluid level
Stages of Pleural Infection ;
T~— Stage 2: Fibrinopurulent Intercostal Drain (ICD) . Ewtum- Foul-

Treatment —< sm E“.ll'lg
Fibrinolytics
= (Characteristics Fibrous peel causing trapped lung
Stage 3: Organizing (Chronic) —< Decortication #
Treatment —<

Eloesser flap

« **Acpergilloma

CCAM - Congenital Cystic Adenomatoid Malformation + Cause: Fungal balln

old TB cavity

» Chest X-Ray (CXR):
Monod/air-crescent
sign

»  Sputum: Hemoptysis
possible

sFuture MCQ: “Thymoma is

the most common anterior
mediastinal tumor in adults”
» Association: Thymoma +
Myasthenia gravis
(autoimmune)

| !

Main Feature: Main Feature: Solid, Respiratory distress
Multiple small cysts microcystic at birth

Malignancy Risk: Low

Mediastinum
Tumors

|

Middle

Posterior
Mediastinum Mediastinum

| |

Terrible Bronchogenic Vascular Esophageal

Lymphoma cyst Ly masses lesions

Anterior
Mediastinum

l

Thymoma Thyroid goiter

Thoracic Conditions and Management

Thymoma == Associated with Myasthenia Gravis

Teratoma = Germ Cell Tumors

4T's Thyroid == Retrosternal Goiter

B cell type
Lymphoma —<
T cell type

Middle Mediastinum: Bronchogenic cyst, lymph nodes
Thoracic Conditions and Manageme nt LOCRUONS & RN Mantss _< Posterior Mediastinum: Neurogenic tumors (e.q.,

Schwannoma)

Stage 1: Exudative = Pleural Effusion
Empyema Stages and Treatment —<
Stage 2: Fibrinopurulent = | gculated pus formation

Lung Cancer and Paraneoplastic Syndromes

Mediastinal Masses

Pneumonectomy Post-operative Sequelae
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Peripheral location

Common in non-smokers

Adenocarcinoma
TTF-1 positive
- Non-Small Cell Lung Cancer (NSCLC) - 85% EGFR/KRAS mutations present
- Central location, cavitating lesions
Squamous Cell Carcinoma —<
Produces PTHrP leading to hypercalcemia

Classification of Lung Cancer ,
Large Cell Carcinoma

Central location, aggressive behavior
= Not amenable to surgical treatment
Small Cell Lung Cancer (SCLC) - 15% SIADH (Syndrome of Inappropriate Antidiuretic Hormone

Paraneoplastic syndromes: Cushing syndrome

Lambert-Eaton myasthenic syndrome

NSCLC (Non-Small Cell Lung Cancer) Surgery is indicated
Cancer Type —< Surgery generally not indicated

SCLC (Small Cell Lung Cancer) —<
Exception: Very early stage T1-2 NO

No mediastinal lymph node involvement (N2/N3 negative)
Tumor Resectability Criteria —<

No distant metastasis (M1 negative)
Surgical Eligibility - Who Can Go to

0T? FEV1 > 1.5L for lobectomy

- Patient Operability Criteria (Physiology) ' FEV1 > 2L for pneumonectomy

- Good DLCO (Diffusion capacity)

PET-CT imaging
Staging Gold Standard EBUS (Endobronchial Ultrasound)

Mediastinoscopy

T1-<3cm

T2 — 3-5 cm / invades visceral pleura

T - Primary Tumor , T3 -5-7cm / invades chest wall, diaphragm, phrenic
nerve

T4 —>7 cm / invades mediastinum, heart, trachea,
vertebra

NO — No regional lymph node involvement

\ ‘ N1 — Ipsilateral hilar lymph nodes involved
' N — Nodes = N2 — Ipsilateral mediastinal lymph nodes involved

(inoperable)

TNM Staging System

- N3 - Contralateral or supraclavicular lymph nodes
involved

MO — No distant metastasis

M - Metastasis

' Indication

Small peripheral tumors
Wedge Resection / Segmentectomy <
Poor lung reserve

Best curative resection for NSCLC (Non-Small Cell Lung
Cancer)

. . |  Central tumor
Surgical Options for Lung Cancer Praskorackicy _<

- Unable to get margin with lesser resection

Tumor in bronchus
Sleeve Lobectomy <
Avoid pneumonectomy by preserving lung tissue

VATS / Robotic Surgery Minimally invasive approach

Lobectomy - Gold Standard

Mediastinal LN Dissection Mandatory during surgery
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Poor lung function (low FEV1)

Cardiac failure

/—— Inoperable (Patient factor)

S : Low ECOG score

NEET-SS High Yield — Inoperable vs R

Unresectable T4 lesions
\ Unresectable (Disease factor) N2/N3 nodes

Malignant pleural effusion (M1a)

(. Future Exam Predictions (New Trends)

Immunotherapy-based Shift in Small Cell Use of Stereotactic Adoption of Robotic

staging incorporating Lung Cancer (SCLC) Body Radiation Lobectomy as the

biomarkers such as staging from Limited/ Therapy (SBRT) for newer surgical gold

PD-L1, ALK, and EGFR Extensive Stage | lung cancer standard for lung
classification to TNM patients who are unfit cancer resection
system for surgery

Implementation of Integration of Enhanced imaging Emphasis on

:':j“"i’“t E:i'“e"t;:i'f | molecular testing to technigques improving multidisciplinary team

erd diter res 1on in . : ok

EEFI::nsiI:ivE SR guide t_argfeted accuracy in _Iung approaches Fumhlnlng

Cell Lung Cancer (NSCLC) therapies in lung cancer staging and surgery, radiation,

baced on ADAURA trial cancer treatment treatment planning systemic therapy, and

results plans immunotherapy

Development of novel Personalized medicine

immune checkpoint approaches tailoring

iInhibitors expanding treat"_"E"ts ha_EEd g
genetic mutations and

treatment options tumor microenvironment
beyond PD-L1 profiling

targeting

Adult AHeart Disease

Gold standard
LIMA - LAD —<
Best patency >90% at 10 years
Arterial grafts RIMA

Coronary Artery
Bypass Grafting Grafts Radial arter Requires calcium channel blockers post-
J op to prevent spasm

(CABG)

Less long-term patency compared to

Venous grafts Saphenous vein —< Srieral grafts
Prone to atherosclerosis
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. tims QEEVLICIHE (iSiias Siimuituoas

1.Best graft? = LIMAto LAD
2.First graft to occlude? = Saphenous vein
3.Radial artery special precaution? — Give CCB

Minimally invasive coronary artery

, bypass grafting
Definition
* LIMA to LAD grafting through left mini-

thoracotomy

Left mini-thoracotomy incision

Surgical Approach <
/— No sternotomy required

M || |D CAB (M i n i ma uy g;I;:::;p surgery (no cardiopulmonary
||nva sive DlreCt CABG) Procedure Characteristics —<

Direct visualization and access to LAD

\ artery
‘ ‘Indications and Limitations Limited to single-vessel LAD disease

Reduced surgical trauma and recovery
time

Advantages
Avoidance of cardiopulmonary bypass

complications

Access site: Femoral artery

/- Stent Placement _< Location: Just distal to left subclavian

artery

Coarctation of Aorta e

i T st _—— Radiographic Signs cxn—<
(Stent'based adiographic Signs | ) | 'Rib notching (late sign)
Treatment) Aortic rupture

\ Complications Aneurysm formation

Spinal cord ischemia

Occurs at night

_— Definition —<
/ Patient wakes up gasping for breath

Pa roxysmal /— Cause Left Ventricular (LV) failure Leads to pulmonary venous congestion
Nocturnal Dyspnea Mitral stenosis
(PN D) \ Associated Conditions —= Left ventricular dysfunction

\ Ischemic heart disease
- Relief Measures Sitting up (orthopnea position)
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Overview ——— Most common primary cardiac tumor

Left atrium

‘ /- Site _< Attached to fossa ovalis of interatrial

septum

3 ‘ = w\_f Mobile pedunculated mass

LA Myxomal (EChO' __——Echo Findings _<
. —— Prolapsing into mitral valve
based IBQ) rolapsing into mitral valve

“Tumor plop” sound

Syncope

- Symptoms Embolic stroke

Fever and high IL-6 (mimics infective
endocarditis)

Drop in systolic BP >10 mmHg during

Definition L
inspiration
Cardiac tamponade (most common)
Massive asthma
/- SRes COPD (Chronic Obstructive Pulmonary
PUlsus Pa I'adoxus Disease)

Tension pneumothorax

Leads to interventricular septal shift

. Right ventricle overfilling during toward left ventricle
Mechanism ——— ° "
inspiration

Results in decreased left ventricular
stroke volume

Resynchronizes contraction of right
ventricle (RV) and left ventricle (LV)

— Purpose —<
/ ~ Used in heart failure patients

: e Right atrium
Biventricular . | N
| ea dcement - xight ventricle
Pacemaker (Cardiac ~~ S
‘ : . Coronary sinus — to left ventricle
Resynchronization

- o Left ventricular ejection fraction (LVEF)
Therapy - CRT) <35%
QRS duration >150 ms (Left Bundle
Branch Block pattern)

\ Indications

Symptomatic heart failure (NYHA class
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Consider PCI
or Medical

Is it isolated
single-vessel
LAD disease?

management

Small left
thoracotomy

|

l

LIMA — LAD
only

F

|

Median
sternotomy

|

Cardiopulmon
ary bypass or
off-pump
i

LIMA to LAD +
vein/arterial
grafts to others

Teotb@ok Fa@ts to Ine@luge:

yr pa@eney)e

* LIQA > LAQ = Go@d Stonderd greft (h@gh@st 1015

* vV CAOG profe@re® over PCO in di@be@ic®, LVOTF <4¢@
tr@pl@-voss@l di@eca@@ or le@t ma@n di@ecoa@@ (Beile

Lo@e)®

« vV WMIQCA® on®y (0@ is@la@cd proxi®al LA@ st@no@is

Maintain strict
glycemic control in
diabetic patients to
improve wound healing
and reduce infection
risk.

Employ meticulous
surgical technique to

minimize trauma and

ensure optimal graft

patency.

Consider smoking
cessation
preoperatively to
enhance vascular
health and healing
outcomes.
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Use Transit Time
Flow Measurement
(TTFM)
Intraoperatively to
assess graft flow.

After radial graft,

prescribe
diltiazem or
verapamil to
prevent
vasospasm.

Avoid bilateral
Internal mammary
artery (IMA) grafts in
diabetics, obese, or
COPD patients due to
risk of sternal
Ischemia.

Early post-operative
therapy includes Aspirin

and Statin; add calcium
channel blockers (CCB)

If a radial artery graft
was used.

Monitor for signs of
graft occlusion or
fatlure
postoperatively using
Imaging modalities as
needed.
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Groft Se@ec@io® in CA

Select LIMA

Select RIMA

A

NO

Graft with

YES —N™ - >

LIMA

Contrain
dicated?

Decision

Choose based on anatomy
YES + patient profile

Select Radial artery

Identify coronary artery Is additional Vi
needing revascularization ._v LAD grafting -
, NO
involvement? needed?

r-— Select SVG

h 4

Select Gastroepiploic
artery

ause: Rheumatic fever

Diagnostic clue: Opening snap + diastolic murmur

Severity by valve area

Pulsus parvus et tardus Atrial Fibrillation (AF)

Ejection systolic murmur radiating to carotids

Mitral Stenosis (MS) Complications Hemoptysis
Aartic Stenosis (AS)
Common causes: Calcific, bicuspid valve Pulmonary Hypertension (HTN)
Surgical Aortic Valve Replacement (AVR) or Transcatheter Aortic Valve Replacement (TAVR) Percutaneous Balloon Mitral Valvuloplasty (PBMV)
indicated when symptomatic or Ejection Fraction (EF) <50%
Treatment Commissurotomy
Valvular Heart Disease
Wide pulse pressure, collapsing pulse Mitral Valve Replacement (MVR)
Early diastolic blowing murmur at left sternal edge Cause: Mitral Valve Prolapse (MVP), rheumatic disease, Infective Endocarditis (IE), rupture
chordae
Causes: Bicuspid Aortic Valve (AV), Marfan syndrome, IE Aortic Regurgitation (AR)
Murmur: Pansystolic radiating to axilla
Causes eccentric LV hypertrophy
Mitral Regurgitation (MR) ECG: Left Atrium (LA) + Left Ventricle (LV) enlargement with ST depression

Valve replacement if symptomatic or EF <55%

Va©®vuear He@rt 90&9@N

Cardiovascular Thoracic Surgery

X-ray: Massive LA + pulmonary venous congestion

Treatment: Valve repair preferred over replacement
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Mitral Stenosis (MS) us Mitral Regurgitation (MR)

Feature Mitral Regurgitation (MR)

Normal: 4-6 cm? — Severe <1.0 | No narrowing; valve leaks backward

Valve Ared

Murmur

cm?

Mid-diastolic rumble +

Opening Snap axilla

Pansystolic murmur radiating to

Heart Sounds Loud S Soft S1, wide split S2
Apex Beat Tapping Hyperdynamic, displaced
P mitrale (LA enlorgement), LA enlargement + LVH + ST
ECG :
RVH depression
Left atrial straightening, double :
X-ray 0 0 Massive LA + LV enlargement
shadow
Echo Hockey stick mitral valve Regurgitant jet on color Doppler
IR . IR e
S PBMV — commissurotomy Repair (ring annuloplasty)

Complication

replacement preferred; replace if severe

AF, pulmonary HTN, hemoptysis | LV failure, AF, pulmonary edema

Mitral Stenosis (MS) Workup & Management

Valve |
e ——_— S Medical
management
>1.5cm’ |
10-15 cm? Also look for:
- LA thrombus
- Calcification
+ - Pulmonary
= artery pressure
Mild MS
Moderate MS

<1.0 cm?

|

Severe MS

H M
I
I No
Wilkins Cﬂ:t”:fm
appropri
Score BEIE t
<87 managemen
—Yes
||
Valve pliable,
non-calcified,
o no LA
thrombus?

v

Open or Closed Mitral
Commissurotomy / 4 No
Valve Replacement




Cardiovascular Thoracic Surgery

Clips anterior & posterior mitral leaflets
to reduce regurgitation

Feature

MITRACLIP
Used
For?

Mechanism: Clips anterior & posterior
mitral leaflets to reduce regurgitation

Percutaneous Edge-
to-Edge Repair of
Mitral Regurgitation

percutaneously in patients unsuitable for

(MR)
\ Purpose
surgery

Aortic Stenosis (AS) us Aortic Regurgitation (AR)

Indication: Severe degenerative or
functional MR in high-risk surgical

—— Detail patients

Approach: Trans-septal via femoral vein

Device inspiration: Surgical Alfieri stitch
(A2-P2 leaflet clipping)

To repair Mitral Regurgitation

Feature Aortic Stenosis Aortic Regurgitation
Pulse Slow rising (anacrotic) Bounding / water hammer
Ejection systolic, radiates to . L .
Murmur JEEHON SY ’ Early diastolic, high-pitched at LSE
carotid
LV Effect Concentric LVH Eccentric LVH
CXR Post-stenotic aortic dilation | Enlarged LV + dortic root
ECG LVH with strain LVH
Definitive Valve replacement Valve replacement if symptomatic
treatment (SAVR/TAVR) or EF <50%
Aortic Valuve
Aortic Valve
Abnormality i ks
l [ ]

Senile calcific Aortic root
, Valve problem e,
degeneration problem
l [ l l [ l |
Marf Aorti Syphiliti
70y Rheumatic Endocarditis Bicuspid valve artan , or “,: P I, I, ©
syndrome dissection aortitis
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Mitral Restenosis

Patient: Previoussurgical commissurotomyor
balloon mitral valvotomy (BMV)
Now presents with:
Dyspnea, recurrent PND, palpitations
Restenosis suspected if valve area <1.5 cm2 on
echo
Causes:
Incomplete commissurotomy
Calcification + fibrosis

Thrombus formation Straightening of
“LA Enlargement + LVH + ST Depression”  LeftHeart Border+
Pulmonary

- Congestion = X-ray
igniticance Finding of MS

Broad P wave (P-

: LA enlargement
mitrale)

. * LV volume
LVH voltage criteria

overload
ST depression, T LV strain due to
wave inversion chronic MR
Etiological Organism tor Prosthetic
Heart Valve Infection
~ Staphylococcus epidermidis (most
common) .
/_ Early PVE (<60 days) { Staphylococcus aureus M aSS Ive I—A O n
PrOSthEtlc Valve Gram-negative bacilli X—ray iS Seen in?
Endocarditls (PVE) Streptococcus viridans I
. . P Mitral

Organlsms by Tlme P Late PVE (>60 days) Staphylococcus aureus . .
After Surgery 6 Regurgitation (MR)

K Candida
Fungal PVE —<

Aspergillus (high mortality)




Cardiovascular Thoracic Surgery .

Prosthetic valve IE (<60 days) Organism Staphylococcus epidermidis
/ Haemophilus
Aggregatibacter
u

Infective Endocarditis HACEK group Cardiobacterium
o | — Culture negative IE Organisms _

(IE) Conditions and Eikenell

Organisms Kingell

Coxiella burnetii

Organism: Staphylococcus aureus
(affects Tricuspid valve)

IV drug users with right-sided IE

Large vegetations
Features:
Embolic phenomena

Comparison of pathogenicity in Staphylococcus aureus > Streptococcus
native valve IE: virid
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Cardiovascular Thoracic Surgery

Surgical Management of TOF

Surgery

Modified Blalock- Cyanotic neonate
Taussig (BT) shunt not fit for repair

Details

Gore-Tex tube from
subclavian artery to

PA

Complete Repair

VSD closure + RVOT

_ 4-6 months
(Preferred) patch
Contraindicationto |Severe hypoplastic | Will require staged
repair pulmonary arteries | or Fontan-type
Feature Description
. Within hours of birth,
Cyanosis :
unresponsive to oxygen
Egg-on-a-strin
_ X-ray gg-o g
Hypercyanot appearance (narrow
c Spe
I R—L shqnt ECG RVH
through VSD
— Echo Aorta anterior & right of
o Pulmonary artery
Immediate
Management
Recurrent?
Knee—-c.hest 0, Morphine Propranolol
position
No
Yés
| Continue
monitoring
Emergency

BT shunt
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Transposition of Great Arteries (TGA)

Aorta arises from Right Ventricle (RV)

Pulmonary artery arises from Left

Definition < Ventricle (LV)
Ventriculo-arterial discordance
Systemic circulation without oxygenation

Tra nsposition of the LS GRS _< Pulmonary circulation without systemic
Pathophysiology

| distribution of oxygenated blood
Great Arteries (TGA) -
No effective oxygen exchange unless

mixing occurs between circulations
Atrial Septal Defect (ASD) / Patent
Foramen Ovale (PFO)
Survival depends on presence of:

Ventricular Septal Defect (VSD)

Management

=

Patent Ductus Arteriosus (PDA)

Baby with central : C
cyanosis + Egg-on- |
string on CXR l "5
l Create ASD Assess clinical

f s condition and
Echo confirms or mixing oxygenation

Stabilize baby

Adequate
oxygenation
-
No
v
Start Prostaglandin l
: : Yes
E1 infusion |

to keep PDA open
Stabilize baby and

monitor closely

1

H

Im@oreoan® Poont® NEQT-©S Lo@es

Question Answer

. : : Mostphuysiological repair?
Jatene ArterialSwitch :

. : : : Balloon atrial septostomy

. What is doneinRashkind? Pericardial patch baffleinatria
What’s doneinMustard? P

o Coronary artery transfer

Main rishinjatenegroceduye?

' T GA + VSD+PS urgery: Rastelli procedure



CardiovascularThoracic Surgery .
Surglcal Procedures

Surgery Age Concept Notes
Rashkind Septostomy Day 1-7 Balloon creates ASD Temporary palliation
Jatene Arterial Switch Switch aorta & PA, Best long-term

<2 weeks : :
(Gold Standard) reimplant coronaries outcome

Redirect pulmonary &
systemic venous blood
at atrial level

Senning / Mustard 3-6 months
(Atrial Switch) (historical)

Late complications:
arrhythmia, RV failure

TGA + VSD + PS » may

When VSD present May delay surgery need Rastelli procedure

Why Time Matters in TGA Surgery?

Future . LV begins to deconditionafter birthasit pumps
_ to low-pressure pulmonary circulation

NEETESS o After 2-3 weeks, LV can't handle systemic

Question circulation Jatene becomes risky

« Hence surgery should be done within 2 weeks of

Predictions ife

=

Possible Question Expected Answer
*Why is Prostaglandin E1 used *Keeps PDA open for
in TGA? Mixing
*What are Senning & Mustard? *Atrial switch
*Which surgery requires procedures
coronary reimplantation? Jatene arterial switch

*What is parallel circulation? *TGA physiology
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