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7. The coronary angiogram and subsequent 
revascularisation depend upon the extent 
of Coronary Artery Disease by 
angiogram. (Comorbidities, frailty, as well 
as the mode of revascularization (PCI Vs. 
CABG).     

8. If these ST changes are not new, one 
should look for septal dyskinesia as the 
cause of persisting ST elevation. 

9. Frequent APDs may be a pre-runner of 
Atrial Fibrillation in the future, and such 

upstream therapies like adequate control 
of BP with ACE Inhibitors or ARBs, 
Beta-blockers along with statins should be 
tried. 

10. A Holter may be necessary to diagnose 
silent paroxysmal Atrial Fibrillation, 
which may warrant oral anticoagulation to 
prevent strokes if there are no 
contraindications.  

 

   




