
Ischaemic heart disease



• Ischaemia means literally ‘to hold back blood’.

• Ischaemic heart disease (IHD) is the collective
name for a number of conditions in which
obstructive lesions of the coronary arteries
restrict myocardial blood flow.

• The main clinical manifestations are angina
pectoris and MI, but heart failure and
arrhythmias also occur.



Arteriosclerosis: Although this term is commonly
used to describe all degenerative or proliferative
arterial lesions, it should be reserved for the
symmetrical thickening of the middle muscle layer
(media) of arterioles throughout the body.

• The media often becomes fibrosed and calcified,
especially in the elderly. It is popularly known as
‘hardened arteries’.

• However, in the elderly there may be chronically
reduced cerebral or renal perfusion.





Atherosclerosis:

• Fatty-fibrous plaques or atheromas are
deposited asymmetrically within the
innermost layer (intima) of certain, but not all,
arteries.

• Sites such as bends, branches or bifurcations
seem especially prone.













Myocardial ischaemia:
Why the heart?
The factors that make the heart particularly
sensitive are:

• The myocardium has a high O2 demand and
high O2 extraction.
• The heart works continuously.
• There are relatively few coronary collateral
vessels.
• Myocardial cells regenerate poorly after
damage.
• The heart is an integrated organ.





Prevention and treatment:

• Primary prevention theoretically implies
preventing the atherosclerotic process from
starting, whereas secondary prevention
means taking measures to limit or perhaps
reverse damage that is discovered
subsequently, or prevent symptomatic
recurrence.





Angina pectoris:
• Angina is both defined and diagnosed by clinical

criteria. Typical ischaemic cardiac pain is retrosternal
(behind the breastbone), intense, diffuse rather than
sharp, and gripping, constricting or suffocating.

• Patients describe the sensation of having their chest
crushed by a bearhug, or they may clench their fist
over their chest.

• Yet even when it radiates to the upper arms, neck or
jaw on either side it may be difficult to distinguish from
severe dyspepsia, ‘heartburn’ or oesophageal pain, or
even pericarditis, so other signs must also be sought.









Management
Aims and strategy
• The overall aim in the management of angina
is to minimize myocardial ischaemia.

• There are three objectives:
1. To abolish the symptoms of an acute attack.
2. To prevent or minimize the frequency of
symptomatic or silent myocardial ischaemia.
3. To halt or reduce the progression of the
underlying atherosclerosis.













Myocardial infarction:
• Myocardial infarction (MI, ‘heart attack’,
‘coronary thrombosis’) occurs when a
coronary vessel becomes occluded for more
than about 6 h, whether or not the occlusion
is subsequently relieved.

• Unlike for angina, exertion is not a trigger for
MI, and although MI is frequently associated
with current stress or general ‘life events’, the
patient may be unable to recall a particular
precipitating event.





• Some MIs may be so mild as to be dismissed by the patient,
relatives and sometimes even doctors as indigestion,
especially if the patient has not experienced ischaemia
before.

• On admission, patients are usually cold and pale (owing to
central conservation of reduced cardiac output), clammy
(due to sympathetic discharge), nauseated and breathless
with rapid shallow breathing.

• Their great distress is due not only to severe pain but also
to profound fear and anxiety. This heightens the perception
of pain because patients are literally mortally afraid.

• There may be hypotension, tachycardia or profound
bradycardia, and signs of pulmonary oedema (e.g. crackles
heard through the stethoscope).



• All patients with suspected MI are closely
monitored for 72 h to confirm the diagnosis
and anticipate complications.

• Precise diagnostic criteria vary, but generally
the diagnosis depends on significant findings
in at least two of three crucial areas:

• Clinical presentation and history.
• Progressive ECG changes.
• Progressive serum cardiac marker changes.





• Management:
• The aims in managing MI are, in sequence, to:
• act promptly to save life and reduce
complications;

• treat acute symptoms;.
• restore flow through the affected artery
(revascularization);

• minimize subsequent infarct size;
• treat complications;
• rehabilitate;
• ensure secondary prevention of subsequent
attack.












