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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 

7. AF 

  



TIP 1: 

RECOGNISE THE BURDEN OF 
CARDIOVASCULAR DISEASE

….AND THE CHANGING FACE OF IT  



CV DISEASE IS FAR 
FROM DEAD….

Trends increasing of 

• Arrythmias

• Heart Block 

• Aortic disease 

• Heart failure 

• Aortic stenosis 



• Incidence is 
increasing in younger 
patients 

• Reduction of aortic 
aneurysm ?due to 
screening

• HF trending up in all 
age groups - ? 
Recognition of HFpEF 
and the use of BNP



QUIZ 1.
CARDIAC HALL OF FAME 



TIP 2:

BE AWARE OF ACHD PATIENTS 



ADULT CONGENITAL HEART 
DISEASE 

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  ….

- Arrythmia

- Heart failure 

- Infective endocarditis 

If you see any patients with any of these words in their PMH – discuss directly with 
cardiology FONTAN, TETRALOGY, TRANSPOSITION 



QUIZ 2 :
ADULT CONGENITAL ECHOS 



TIP 3:

SIGNPOST ANY AORTIC STENOSIS TO 
CARDIOLOGY 



AORTIC STENOSIS 
• Poor prognosis 50% at 2 years. 20% at 5 years 

• Syncope, SOB, Chest pain 

• Severe symptomatic AS = Intervention 

• Conventional = AVA <1cm, 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 





ALL AS NEEDS FU 

- 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  



HEART FAILURE  

HFpEF Hallmark 

= Increased LV 

stiffness 

associated with 

impaired 

relaxation

Women > men 

5% > 60 year 

old 

Co Exist in your 

patients 

Ass.

CKD, AF, HTN, 

COPD, DM, 

Obesity 

5 year mortality = 50-70%

NO 

DIFFERENCE IN 

Hospitalisation 

rate, duration, 

QoL

NTpBNP + diastolic dysfunction 

with symptoms of HF = 

HFpEF 



HFPEF  THERAPIES 

• Diuretics - be liberal 

• SGT2 (EMPEROR –Preserved & DELIVER )

Empagliflozin DID NOT 

SIGNIFICANTLY REDUCE the 

INCIDENCE OF CV DEATH 

alone







HFREF 4 PILLARS 

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



STRONG HF 

• Comparison of high intensity treatment vs usual care 

(local policy)

• Guideline directed treatment  

• Acute HF patients 

• 18-85

• 87 Hospitals, 14 countries, 1078 

• Uptitration of treatment to 100% <2/52 of discharge 

• Primary End Point - 180-day readmission to hospital due 

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.  



REVIVED BCIS II

• 700 patients 

• Severe Ischaemic Cardiomyopathy (EF <35%)

• Stable CAD (Not ACS) with viable myocardium 

• OMT Vs PCI 

• Revascularization by PCI did not result in a 

 lower incidence of death from any cause 

 or hospitalization for heart failure



TIP 5:

CONSIDER EARLY ECHO FOR AT RISK 
PATIENTS WITH FEVER 



INFECTIVE ENDOCARDITIS 

• Difficult!

• Presents in a heterogeonous way 

• Embolic phenomena – renal, splenic, stroke, vascular 

• More patients with devices, valves and therefore IE 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 



All else 

RhHD, 

Degenerative valve disease, 
Congenital valve abn (BAV), 

CIEDs, HCM, VADs

Prev IE, Prosthetic Valves (B>M), TAVI, MV 
Repair, Septal closure device (<6/12), 

CHD (untreated cyanotic, prosthetic 
material) 



• 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 

• BC!BC!BC!



EARLY DISCHARGE 
ON ORAL ABX

POET TRIAL

• Randomized, noninferiority, 

multicenter trial

• 400 patients 

• IV antibiotics Vs Oral switch at 2 

weeks 

• Streptococcus, Enterococcus 

faecalis, Staphylococcus aureus, 

or coagulase-negative 

staphylococci



Changing to oral antibiotic treatment was noninferior 

to continued intravenous antibiotic treatment.



AV ENDOCARDITIS 



MV ENDOCARDITIS 



PROSTHETIC AV VALVE 
PSEUDOANEURYSM



TIP 7:
LETS NOT FORGET ABOUT AF 



WHATS NEW IN 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  



Identify risk factors and optimise them 

SGLT2 can be used in HF and AF 



DCCV 

Class 1 

Try harder to rhythm control 

the more reduced the LV is. 

CASTLE-AF trial (Catheter 

Ablation versus Standard 

Conventional Treatment in 

Patients With Left Ventricle 

Dysfunction and AF) 

= 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



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 

• AI – 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 too 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)



THANK YOU 

• Charlotte.Thornton@wales.nhs.uk 

mailto:Charlotte.Thornton@wales.nhs.uk
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