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OBJECTIVES

1. Understand THE CHANGING FACE OF CV DISEASE
2. ACHD
3. AORTIC STENOSIS
4. HEART FAILURE made easy
- HFpEF
- HFrEF
5. STABLE CAD AND REVIVED
6. INFECTIVE ENDOCARDITIS
/. AF
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TIP 1

RECOGNISE THE BURDEN OF
CARDIOVASCULAR DISEASE

....AND THE CHANGING FACE OF IT
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Atherosclerotic diseases
Acute coronary syndrome

Chronic ischaomic heart disease

Peripheral artery disease
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Thromboembolic diseases
Venous thromboembolism
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Arrhythmias
trial fibrillation or flutter
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_ Heart block

Degenerative diseases

Aortic aneurysm

Aortic stenosis

Heart failure

CV DISEASE IS FAR
FROM DEAD....

Trends increasing of
Arrythmias
Heart Block
Aortic disease
Heart failure
Aorfic stenosis

Research

Trends in cardiovascular disease incidence among 22 million people in the UK over 20
years: population based study

BM) 202 5 doi: http:
Cite this as: BM/ 2024,385:e078523

(Published 26 June 2024)
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screening

....... ‘ HF trending up in all
age groups - ¢
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and the use of BNP
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QUIZ 1

CARDIAC HALL OF FAME
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TIP 2:
BE AWARE OF ACHD PATIENTS



It is on the rise....

Secondary service in UHW

Tertiary service in Bristol

Oncall ACHD consultant out of hours (Bristol Switch)
These patients are higher risk of ....

- Heart failure
- Infective endocarditis

If you see any patients with any of these words in their PMH — discuss directly with
cardiology



QUIZ 2 :
DULT CONGENITAL ECHOS
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TIP 3:

SIGNPOST ANY AORTIC STENOSIS TO
CARDIOLOGY



AVA=[r x (LVOT d/2) x VTIJVTI,

AVA=[3.14 x (21/2)? x 20)/294=0.7cm?

AORTIC STENOSIS

Poor prognosis 50% at 2 years. 20% at 5 years
Syncope, SOB, Chest pain

Severe symptomatic AS = Intervention

Conventional = AVA <lcm, V Max >4cm, MG
>40mmHG

Not every patient has conventional severe AS
Moderate AS with discrepancies on Echo report — flag
to cardiology especially if symptoms

Heart Team ewvaluation*®

-

Patients < 75 years at Patients = 75 years
low-risk for SANVR OR

(STS-PROM/ Unsuitable/High risk
EuroSCORE Il < 4%5)° All other patients for SAVR (STS5-PROM/

OR EureSCORE Il > 83%5)°
Unsuitable for TF TAVI AND

and operable Suitable for TF TAWVI

TAVT

@ ESC @PEANACTS—
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: EU I’O'ﬂte rve I'Itl on _ Loyv flow., low gradient severe aortic

stenosis: diagnosis, treatment and prognosis

NF HG AS DN N AVR/TAVI in
high gradi /
PGmean 240 mmHg e VEF sympt. patients
LVEF > or <50% — majority of patients Consider AVR i
s in
surgical low-risk
patients with risk
factors

normal flow
NF LG AS low gradient

PGmean <40 mmHg preserved EF
AVA mostly 0.8-1.0 cm? AVA - PG discordance may be due to:
LVEF >50% ~ underestimation of LVOT area and flow
—small BSA
— inconsistency of cut-offs for AVA and PG
- mostly NON-severe AS

Y

medical therapy

=

normal flow; SVI >35 ml/m?, Cl >3.0 Vmin/m?

et A Caretully exclude: . A:unm-,d..ur
ical” = > | be considere
Tiea Y  mesio e nooesmatn
LF LG AS Exclude reasons for AVA - PG discordance of LVOT area and flow rate)
PGmean <40 mmHg  (see abowe) — small BSA

2 small LV cavity, LVH =
LVEF 250% reduced LV longltudinal fuaction ﬂ;‘g’éﬁﬁ'ﬁ?%m

myocardial fibrosis
art. hypertension, older age, female CT-Ca >1650

AVA <1.0 cm? or AVA index <0.6 cm%/m?
|

low flow; SVI <35 ml/m?, Cl <3.0 Vmin/m?

worse prognosis (compared to NF HG AS) DSE? (needs to be validated)
true severe AS
G = | PGmean >40 mmHg and AVA <12 cn > AVRIWI_;iouII
2 OW reserve 2
classical LF LG AS  low gradient o hecansiiorsd

PGmean <40 mmHg ~ reduced EF

1SV 220% CT-Ca >1,650
\ pseado-severe AS

S 3

/l\

enlarged LV
LVEF <40% impaired myocardial contractility m uader peak dobutamine Infusion: -
worst prognosis PGmean <30-40 mmHg and AVA >1.0-1.2 cm? medical therapy
or TAVA 20.3 cm?; or AVApmj >1.0-1.2 cm?

no flow reserve | ¢T-Ca <1 650

TSV <20% :
\ true severe AS

» AVR/TAVI may |
CT-Ca >1,650 [ C. considu%’d |

©2013 Europa Group - All rights reserved.
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ALL AS NEEDS FU

CENTRAL ILLUSTRATION: Mortality Associated With Untreated Aortic

Stenosis
595,120 Patients With
AS Assessment

No AS
524,342 (88.1%)

AS Dx
70,778 (11.9%)

AS Severity

61,293 (86.6%) 9,485 (13.4%)

Mild AS
34,614 (48.9%)

Mild-to-Moderate AS
5.796 (8.2%)

Moderate AS
14,550 (20.6%)

Moderate-to-Severe AS
3,689 (5.2%)

Severe AS
12,129 (17.1%)

Généreux P, et al. J Am Coll Cardiol. 2023;82(22):2101-2109.

4-Year
ACC/AHA Dx Intermediate Dx Treatment Rates
With AVR

1.0%

4-Year
Mortality
Without AVR

25.0%

Intermediate diagnoses are
common in real-world
practice.

Associated with mortality
similar to the next-most-
severe AS grade

Treatment of severe AS was
low, and was performed in
~60% of patients up to 4
years after initial diagnosis

Mortality risk with AS
increased incrementally
across the full spectrum of
AS severity

Need for earlier diagnosis,
closer follow-up, and
potentially earlier
intervention



TIP 4.

1/20 OF YOUR PATIENTS > 60 WILL
HAVE HFPEF

WE CAN NOW TREAT IT



NO
DIFFERENCE IN
Hospitalisation
rate, duration,

QoL

,/~—-""""""""llllliii!!

HEART FAILURE

Types of Heart Failure

B ) )

« Symptoms +/- signs of HF

« LVEF > 50%

« LV diastolic dysfunction

+ Raised LV filling pressures

+ +/- Raised natriuretic peptides

- Symptoms +/- signs of HF
« LVEF < 40%

NTpBNP + diastolic dysfunction
with symptoms of HF =

HFpEF

- Symptoms +/- signs of HF
« LVEF 41 - 49%

ASS.

CKD, AF, HTN,
COPD, DM,
Obesity

HFPEF Hallmark
= Increased LV
stiffness
associated with
impaired
relaxation

Women > men

5% > 60 year
old

Co Exist in your
patients



Empagliflozin in Heart Failure with a Preserved Ejection Fraction

Anker SD et al. DOI: 10.1056/NEJMo0a2107038

 Diuretics - be liberal
« SGT2 (EMPEROR —-Preserved & DELIVER ) T T e TR

Dapagliflozin in Heart Failure with Mildly Reduced
or Preserved Ejection Fraction

Solomon SD et al. DOI: 10.1056/NE]Mo0a2206286

Worsening Heart Failure or Cardiovascular Death

Empagliflozin DID NOT
SIGNIFICANTLY REDUCE the
INCIDENCE OF CV DEATH
alone




eTable A. Randomized Controlled Trials of Medications for Treatment of Heart Failure with Preserved Ejection Fraction

rr /
Trial

Comparison

Population

Duration

Results

Aldosterone Receptor Blockade
in Diastolic Heart Failure
o-DHF) tnial®

sessment of Reduction in
Mortality and Morbidity—
reserved (CHARM-

reserved) trial*?

Digitalis Investigation Group
(DIG) ancillary trial*:

Digitalis Investig
(DIG) ancillar

analysis)™

n Group

Irbesartan in Patients with Heart
Failure and Preserved Ejection
Fraction (I-PRESERVE) tnal**

Nitrate's Effect on Activity
Tolerance in Heart Failure with
Preserved Ejection Fraction
(NEAT-HFpEF) trial*’

Spironolactone vs.
placebo

Digoxin vs. placebo

Digoxin vs. placebo

Irbesartan (Avapro)

VS. placebo

arvedilol (Coreq)

VS, piacedo

Crossover tra
of isosorbide
mononitrate vs

placebo

422 patients with symptomatic

HF and LVEF > 50%

patients with NYHA class
V HF, LVEF > 40%, and

prior hospital admission for

3,023
Il e

cardiac reason

988 patients with LVEF > 45%
and normal sinus rhythm

631 patients 65 years and older

with LVEF > 45% and norma

sinus rhythm

4,128 patients with NYHA class
I to IV HF, LVEF > 45%, and
HF hospitalization in previous
SIX montns

220 ambulatory patients
50 years and older with HF
and LVEF > 50%

12 months

Two six-week
crossover
periods

No difference between groups in Minnesota
Living with Heart Failure Questionnaire
scores; patients taking spironolactone had
lower six-minute walk distance (517 vs. 536

meters; P= .02)

V mortality;
CV, HF, or all-cause hospitalization;

No difference between groups in C

withdrawal due to adverse events was

' 17 ROL v
/.07

greater in the candesar up o VS.

13.5%: NNH =24: P=

No difference between groups in HF
hospitalizations or HF or CV mortality

Patients in digoxin group were more likely

to be hospitalized (9% vs. 3.8%; NNH = 20

P=.026)

No difference between groups in CV or all-cause
mortality; CV, HF, or all-cause hospitalization

or withdrawal due to adverse effects
or all-

No difference between groups in CV

cause mortality or HF hospitalization

Patients in isosorbide mononitrate group

had lower activity levels as measured by ar
accelerometer (9,185 vs. 9,623

units; P=.02) and less daily activity (9.01 vs
9.31 hours; P = .002)

accelerometer



Phosphodiesterase-5 Inhibition
to Improve Clinical Status and
Exercise Capacity in Diastolic

Heart Failure (RELAX) trial®

of Effects of Nebivolol
) Qutcomes

Stuay
Interventior
and Rehosp
Seniors with H(m tFa

(SENIORS) trial*'

Study of Effects of Nebivolol
Intervention on Outcomes and
Rehospitalization in Seniors

Failure (SENIORS)

with Heart
trial (post hoc analysis
Treatment of Preserved Cardiac

runction Heart Failure with

an Aldosterone Antagonist

TOPCAT) tnal*'2

Perindopril

Sildenafil

Nebivolol

(Aceon
VS, placedo

(Revatio)
vs. placebo

Bystolic)

vs. DiaCeDO

Nebivolol vs
placebo

Spironolactone vs

placebo

850 patients 70 years and

(_.!(:.n:-' taking diuretics for
clinical HF diagnosis with CV
l“";ﬁp taliz

nonths and LVEF 40%

ation In previous Six

to 50%

216 patients with symptomatic
HF and LVEF = 50%

70 years and
clinical diagnosis
of HF (hospital admission for
HF in previous 12 months or
known LVEF < 35%), including

patients with HF with

preserved or reduced EF

752 patients with clinical HF
(hospital admission for HF in
previous 12 months) and LVEF
> 35% (mean EF of 49%)

3,446 patients with HF
symptoms, LVEF > 45%,
and hospitalization in previous

'2 months

21

months

ce between groups In all-cause

ty and

No differer
."‘l(_‘.."\d‘ t!’ or combpined JJI cause morta

unplanned HF hospitalization

No difference between groups in change ir
peak oxygen consumption, clinical rank score,
exercise capacity, six-minute walk distance, or

adverse effects

l"t erence between ’]'O,[

talization or mortality; fewer patients
group had
cause "*‘1">'t,‘1'|7'-, é;n"i CvV

the combined

n the nebivol
outcome of all- /
hospitalization (31.1% vs

P=.039)

No difference between groups in all-cause
hospitalization or mortality, or combined all-
cause mortality and CV hospitalization

ora '-
cause mortality, a ation, o

adverse effects; patients in spironolactone

No difference between groups in CV

-cause l'w:r;|;|'.3| Z

group had lower rates ('.f HF hospitalizatic
(12% vs. 14.2%; NNH :P=.04)




[Tl Simultaneous or rapid sequence

Reduced Ejection initiation of GDMT

Fraction (HFrEF)

Medical Management and Device-Based Therapies in Chronic Heart Failure
Nguyen, Andrew H. et al.

Journal of the Society for Cardiovascular Angiography & Interventions, Volume 2, Issue 6, 10120

HFREF 4 PILLARS

Guideline-Directed Medical Thera

ARNI
ACEI BB MRA SGLT2i
ARB

AR AR AR

RAAS | Sympathetic Aldosterone 1 Osmotic
inhibition activation inhibition diuresis & natriuresis

Persistent
% symptoms

Diuretic therapy

e

Self-identified African-Americans,
NYHA Class llI-IV

S
(@) Ivabradine (2a)
NSR, resting HR=70 bpm
, Soluble guanyl cyclase stimulator (Vericiguat) (2b)
\

,-’ Digoxin (2b)

| Preload

| Afterload

| Myocardial O,
demand

t Coronary perfusion

T Reverse cardiac
remodeling




Set, torability, and effi cacy of up-titration of guideline- >

directed medical therapies for acute heart failure

(STRONG-HF): a multinational, open-label, randomised, trial ST R O N < H F

« Comparison of high intensity treatment vs usual care
(local policy)

« Guideline directed treatment

« Acute HF patients

« 18-85

« 87 Hospitals, 14 countries, 1078

« Upftitration of treatment to 100% <2/52 of discharge .

« Primary End Point - 180-day readmission to hospital due et oo
to heart failure or all-cause death. '

« Stopped early due to differences between groups

« By day 90, BP, HR, NYHA, Weight had decreased more in
the high-intensity care group than in the usual care
group

« HF readmission or all-cause death up to day 180
occurred in 74/506 high-intensity care group VS 109/502
usual care group.

Baseline systolic blood pressure

Figure 4: Prespecified and post-hoc subgroup analysis of primary endpoint [difference in 180-day risk of
all-cause death or heart failur drris:lunl
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Percutaneous Revascularization for Ischemic Left Ventricular
Dysfunction

REVIVED BCIS |I

/00 patients

Severe Ischaemic Cardiomyopathy (EF <35%) 50| Dot e ey T heveme i 38.0% ofpatents

Stable CAD (Not ACS) with viable myocardium poss o

OMT Vs PCI

Revascularization by PCI IgKe!
lower incidence of death from any cause ————
or hospitalization for heart failure | Yors st

No. at Risk
PCl 347 295 262 179 130 &0
Optimal medical therapy 353 299 276 191 142 §2
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TIP 5:

CONSIDER EARLY ECHO FOR AT RISK
PATIENTS WITH FEVER



INFECTIVE ENDOCAR

Difficult!

Presents in a heterogeonous way

Embolic phenomena —renal, splenic, stroke, vascular

More patients with devices, valves and therefore |E cases will rise
Dental access is poor

Consider early Echo in anyone with Fever + Murmur / Fever + high risk
Low index of suspicion in high risk patients

DITIS
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Suspected native valve IE

Baseline assessment and initial classification:
clinical presentation + blood cultures + TTE + TOE2
(Class 1)
¥
ESC 2023 DIAGMNOSTIC CRITERIA after IE
v L L
DEFINITE POSSIBLE REJECTED
& 1 »
¥
Repeat blood cultures if negative or doubtful
Repeat TTETOE within 5=7 days
Cardiac CTA to diagnose valvular lesions
(Class 1)

to -:Icn__l. sta
(Class lla)

Suspected paravalvular complications
and TOE inconclusive

Cardiac CTA
(Class 1)

[

Brain and whole-body imaging
* (CT, [18F]JFDG-PET/CT, and/or MRI)
(Class 1)

Symptoms suggesting
extracardiac complications

Brain and whole-body imaging
—+ (CT, [I8F]FDG-PET/CT, and/or MRI)
(Class lIb)

Mo symptoms suggesting
extracardiac complications

@ESC—

Other imaging modalities available
We utilise CT/PET to assist decision

making especially in PVE cases
If high index of suspicion but

negative imaging —repeat @ 5-7

days
BCIBCIBCI

ESC GUIDELINES

2023 ESC Guidelines for the management

of endocarditis

Developed by the task force on the management of endocarditis



Phases of antibiotic treatment of infective endocarditis

1 EARLY DISCHARGE
ON ORAL ABX

POET TRIAL

« Randomized, noninferiority,
multicenter trial

« 400 patients

« |V antibiotics Vs Oral switch at 2
WEELS

« Sireptococcus, Enterococcus
faecalis, Staphylococcus aureus,
or coagulase-negative
staphylococci

Perform TOE before therapy switch
(Class )




Intravenous Oral
Subgroup Treatment Treatment 0dds Ratio (95% CI)
no. of eventstotal no. (%)

All patients 24199 (121)  18/201 (3.0)
Age

<655 yr 9/83 (10.8) 781 (1.7)

655y 15116 (129)  11/110 (10.0)
Sex

Female 5/50(100)  6/42 (143)

Male 19/149 (128) 12159 (75)
Diabetes

Yes 8/36 (12.2) 4/32 (12.5)

No 16163 (98) 14169 (83)
Renal disease

Yes 5/25(100)  5/21(238)

No 19174 109)  13/180(7.2)
Bacteria

Streptococc 10/104 (3.6) 892 (8.7)

Enterococcus faecalis — 7/46 (15.2) 4/31(7.8)

Staphylococcus aureus 3[40 (75) 347 (6.4)

Coagulase-negative  4/10 (40.0) 313 (23.])

staphylococci

Surgical treatment
Yes 6/75 (8.0) 377 39)
No 18124 (145)  15/124 (12.1)
Type of valve
Prosthetic heart valve  11/53 (20.8) 654 (111)
Native heartvalve ~ 13/146 (8.9) 12/146 (8.2)
Involved valve
Rortic valve 16/100 (147)  11/109 (10.1)
Mitral valve /65 (4.2) §/72 (6.9)

40 50 6.0

Oral Treatment Better Intravenous Treatment Better

0.72 (037

0.68 (0.23-1
0.75 (0.32-1.7

1.50 (D42
0.56 (0.26-1

0.50 (0.12-1
0.63 (039

1.25 (031
0.64 (030-1.32)

090 (033-2.37)
047 (0.12-169)
0.84 (0.15-4.78)
0.45 (0.07-2.72)

0.47(0.10-1.
0.81(0.39

0.48 (0.15-1.37)
0.92 (0.40-2.09)

065 (0.28-147)
0.73 (0.20-2.56)

P Value for
Interaction

I'he

NEW ENGLAND
JOURNAL ofs MEDICINE

Partial Oral versus Intravenous Antibiotic Treatment
of Endocarditis

Intravenous treatment
r
I
ol

Oral treatment

Probability of Primary Outcome

1200 150 180 210
Days since Randomization

No. at Risk
Intravenous treatment 199 192 186 123 181 176 174 28
Oral treatment 201 197 196 191 188 184 183 k1)

Figure 2. Kaplan—Meier Plot of the Probability of the Primary Composite

Outcome.

The primary composite outcome was all-cause mortality, unplanned cardiac

surgery, embolic events, or relapse of bacteremia with the primary pathogen,
from randomization until 6 months after antibiotic treatment was completed.

The oral treatment group shifted from intravenously administered anti-

biotics to orally administered antibiotics at a median of 17 days after the
start of treatment. The inset shows the same data on an enlarged y axis.

Figure 3. Rates of the Primary Outcome in Prespecified Subgroups.

Changing to oral antibiotic tfreatment was noninferior
to continued intravenous anfibiotic treatment.
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MV ENDOCARDITIS
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TIP /:
LETS NOT FORGET ABOUT AF




« Doubling of AF 2010-2060
Lifetimes risk 1:5 -> 1:3
Symptom classification

AF — CARE more patient centred approach

Rhythm control is important in selected patients
- particularly those with reduced EF

Table 7 The modified European Heart Rhythm
Association (mEHRA) symptom classification

Score

Symptoms

None

Mild

Moderate

Severe

Disabling

Description

AF does not cause any symptoms

Normal daily activity not affected by symptoms
related to AF

Normal daily activity not affected by symptoms
related to AF, but patient troubled by
symptoms

Normal daily activity affected by symptoms
related to AF

© ESC 2024

Normal daily activity discontinued




Comorbidity
and risk factor
management

+ Lifestyle help

« Primary care

« Cardiology

« Internal medicine
+ Nursing care

+ Other

Atrial fibrillation

‘\g\'\[-CEnt,.
S Sor

Reduce symptoms
by rate and
rhythm control

Avoid stroke and
thromboembolism

« Primary care

« Cardiology

+ Neurology

+ Nursing care

+ Anticoagulation
services

+ e-Health

« Primary care

« Cardiology

+ Electrophysiology
+ Cardiac surgeons
* e-Health

+ Primary care
- Cardiology

+ Pharmacy

+ Nursing

« Family/carers
+ e-Health

Evaluation and
dynamic
reassessment

Frst-diagreosed AF

Rate comrol dregs  Cardiersersion

Sex patient pathways for:

Farmoysmal AF

Consider:

Persistent AF

Permanenc AF

Megiarrhythimic drugs  Cathater ablacics  Endoscopichybrid ableion  Surgicall ablacies

Ablave wmd pace

Hypertension

Blood pressure
lowering treatment
(Class I)

Diabetes
mellitus
Effective
glycaemic control?
(Class 1)

Heart failure

Diuretics for
congestion
(Class 1)

Appropriate HFrEF
medical therapy
(Class 1)

Overweight

or obese

SGLT2 inhibitors
(Class 1)

Weight loss
(target 10%)?
(Class I)

Bariatric surgery
if rhythm control?
(Class 1Ib)

Obstructive sleep

apnoea

Management

of OSA?

(Class lib)

Exercise
capacity

Tailored

exercise programme

(Class 1)

Alcohol

Reduce to =3
drinks per week
(Class 1)

Other risk factors/
comorbidities

Identify and manage

aggressively®
(Class )

ldentify risk factors and optimise them
SGLT2 can be used in HF and AF

Risk of
thrombo-
embolism

Sarcoral

anticoagulaton
(Chass )

patten
of AF not relevam
(Class W)

6Ot % Mrarrative
('Chu )

—e

Use locally-validated

risk score —
or CHA DS -VA

OAL If CHA DS -VA
SCore = 2 or more
(Class 1)

OAC f CHA DS -VA
scom = |
{Olass lla)

Choice of
anticoagulant

Use DOAC, excepe
mecharscal valwe or
sl sencus
{Class 1)

¥ VKA
Targee INR 20-3.0;
(Class 1)
> 0% INR range;
(Class )
or swinch to DOAC
(Chass |)

Assess
bleeding risk

Asseis and manage

#l modiable risk

factoes for Dlecding
(Cass 1)

SC0res (0 WihAoId

antcoagulanion
(Cass 31)

Prevent
bleeding

Do oot combing
antiplateiots sed OAC
for stroks prevention

(Chass W)
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¥~ Haenwdynar"mcailysmble —® — (CGTheTer
' i — | Ablation versus Standard
Etecmc?!cclz:i:;version =y - e Conventional Treatment in
! : Patients With Left Ventricle
Dysfunction and AF)

Combination Beca.blocker, digoxin, Combination
rate control therapy diltiazem or verapamil ~—=  rate control therapy
(Class Ila) (Class 1) {Class Ila)
Follow AF-CARE for [C] comarbidity and risk factor management & [A] avoid stroke and thromboembolism

Initial rate control
(Class 1)

n— LVEF <40% —R
NV

v

Beta-blocker Beta-blocker, digoxin, D C C V

or digoxin diftiazem or verapamil

(Class ) (Class |) ClOSS ]

Combination Combination
rate control therapy rate control therapy
(Class lla) (Class lla)

Y
Cardioversion of symptomatic

persistent AF
(Class |)

Wait-and-see if sinus rhythm
restores spontaneously <48 h
(Class lla)

¥
Shared decsion-making ca rhythm control
(Class 1)

bsence

Dronedarone, Becainide
or propafenone
(Chass 1)

Catheter ablation®

(Class 1)

Setalol
(Class lib) {Class lib)

Try harder to rhythm control
the more reduced the LV is.

= rhythm control strategy with
catheter ablation can improve
mortality and morbidity in
selected patients with HFrEF
and an implanted cardiac
device

SR maintenance should be
pursued to reduce
morbidity and mortality in
selected groups of patients
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CLINICAL SKILLS VS TESTS

« Every medical contact maybe the first detection of CV disease

* The stethoscope is still in vogue - Don’t miss that murmur |

« Utilise NTproBNP/ BNP and Echo

« Give as much information on the Echo/Holter/ETT request form as possible
« Compare ECGs to previous

« Be aware of outliers — women, younger adults

« NO tests will ever substitute clinical acumen



NEW THINGS ON THE HORIZON

« Al —is increasingly playing a role in diagnostics

* Lipids — injectables above atorvastatin

« We are finally recognising our role in primary prevention
« Cardiometabolic clinics

 Structural — Mitraclip, Triclip

« Decision making for life

 Have we come full circle ¢



JUST REMEMBER

Every patient of yours has a heart |
If you think they have a cardiac issue — they probably do !
If you are struggling — we probably will foo so ASK

If we don't perform enough normal coronary angiograms then we are
missing patients with ACS

We MDT a lot of our patients — because like echocardiography everything is
grey

Familiarise yourself of the referral processes into cardiology acute services
and OP services (rapid access CP clinic, rapid diagnostic clinic)

Find yourself a friendly cardiologist (sometimes found down the local)
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THANK YOU

e« Charlotte.Thornton@wales.nhs.uk

KEEP

CALM
and...
<8
c-.0k, NOt THAT calm
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