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Available clinics/services

* General Cardiology Outpatient Clinic

* Rapid Access Chest Pain Clinic (RACPC)
* Diagnostic Heart failure Clinic

* Lipid Clinic

* HOT clinic

* Valve Surveillance Clinic

* Device clinic

* Community Heart Failure Nurse (SWYFT)
* Cardiac Rehabilitation




Investigations

* Diagnostic coronary angiography

* Bradycardia pacemaker + follow up

* Loop recorder

* Exercise Tolerance Test

* CT Coronary Angiography

* Myocardial Perfusion Imaging

e Stress Echocardiography

* Transthoracic Echocardiography

* Transoesophageal Echocardiography
* Cardiac MRI (Leeds)



Directory of Service

* Chest pain/Angina

* Atrial Fibrillation/Arrhythmias

* Heart Failure

* Hypertension

* Valvular heart disease/murmur

* Blackout/Transient Loss of Consciousness (TLOC)

* GPOA procedures
-ECG
-Ambulatory ECG
-Ambulatory BP monitor
-Transthoracic echocardiogram

 Advice + Guidance



Chest pain

* NICE guideline CG95 + CG126
* If no past history and suggestive of angina — RACPC
* If established history of IHD and worsening symptoms — HOT clinic

» ‘Typical cardiac type chest pain’
-Constricting/heavy
-Provoked by exertion
-Eased by rest/GTN within 5 mins

» Assess in context of PMHx and overall CVD risk
* 12 lead ECG
« If clinically angina start anti-anginal therapy

« CT Lung Health Checks
-If no angina — No need to refer. Assess and optimise CVD risk
-If angina — Refer in



S5 faas ! T S aE: RE fRtas st B o i
e Te— 35 1 34 seany i3
BT e : :

>

D | S

3 R S 2 e

ol i £ 5 = o e




RS F PP 31 33 e v |
3 o s - rueo
e ‘ae boed : . R + ES 8884 -
[SSs Esasesaunieia (FTasas besRsbanasdons Thels o " o
s 2R3 4 + + reee 44 oo * R o
NS R .. 4 ) : ‘e e SO 4 ‘o _
- -y
f K 3 s
: 3 ' 3 =anese: o000
(SRS 22080 200 s pe N : N INE SR8 RsuD s
4 : |
e RIS “ds ‘ . $ $ ) 4 . . e ddreey
- IR RE KR} X EEEY) . » * 4+ + 'x) + ! * » R rew -
: s34 MO S +1 | | S
b 188 ot H 3354 1 NGNS RRa b
) IRErE 150 44 4 i 4 + 4544 4 |SS88 82858 ¢
e
Pro g ‘ 11987 1200 sfsddaliisc it lieie b | Fres 1 4 21 181 +4 POSSS S80S b4
IZ2X SBE} 4 8 4 4 N 4 $ 3 + | +
-
: = : —— : : Ily'l' —_— lr
3 333 : . b
T T e PR T T P T 248454 & d | RS EY FEETY Fees 4 | FEYeS ' +.4 4 ) B b s A LN

-~ M- -



Atrial Fibrillation

* NICE guideline NG196 (2021)

* ESC guideline 2024

* Screening

* CARE-AF (ESC)

* CHADS2Va + Bleeding score

* Dosing + choice of DOAC/VKA

* Rate control options

* Who to refer into Cardiology clinic



AF Screening

* No formal screening program in UK
* SAFER trial

e Smart watches/BP monitors etc

* ‘Opportunistic’ screening/assessment
-Pulse check

-Higher risk individuals (e.g. >65 with risk factors)
* AliveCor



MANAGEMENT of AF (ESC
2024)

AF

Patient-centred AF management with a multidisciplinary approach (Class lla)

Comorbidity and risk factor management

Hypertension Heart failure Owerweight Obstructive sleep

or obese apnoea
Diabetes Exercise Other risk factors/
mellitus capacity comorbidities

Avoid stroke and thromboembalism

Risk of Use locally-validated
thrombo-  —s  risk score Choice of Assess Prevent

; — — "
s or CHA DS -VA anticoagulant bleeding risk bleeding

OAC I'CHALDSIMI.
(Chu I:}
bMIMtrw
-

Reduce symptoms by rate and rhythm control
See patient pathways for:
First-diagnosed AF Paroscysmal AF Parsistent AF Permanent AF
Consider:

Rate control drugs  Cardioversion  Antiarrhythmic drugs  Catheter ablation  Endoscopic/hybrid ablation  Surgical ablation  Ablage and pace

Evaluation and dynamic reassessment

Re-evaluate when AF episodes or non-AF admissions

Regular re-evaluation: & months after presentation, and then at least annually or based on dlinical need

ECG, blood tests,
cardiac imaging.
ambulatory ECG.
ather imaging
a5 needed
i

@ESC—

European Heart Journal,Volume 45, Issue 36, 21 September 2024,
Pages 3314-3414, https://doi.org/10.1093/eurheartj/ehael76



https://doi.org/10.1093/eurheartj/ehae176

Anticoagulant: CHA,DS,-VASc score 1
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Anticoagulant: CHA,DS,-VASc score 2

If all 1000 people take an
anticoagulant, over 1 year
on average:

994 people will not have
an AF-related stroke (the
green faces), but would
not have done anyway

4 people will be saved
from having an AF-
related stroke (the yellow
faces)

2 people will still have an
AF-related stroke (the red
faces).

If all 1000 people take an
anticoagulant, over 1 year
on average:

975 people will not have
an AF-related stroke (the
green faces), but would
not have done anyway
17 people will be saved
from having an AF-
related stroke (the yellow
faces)

8 people will still have an
AF-related stroke (the red
faces).




Anticoagulation

* ESC have dropped Sex category (CHADS2Va)

* Bleeding score
-NICE: ORBIT
-ESC: HASBLED

* Ahigh bleeding score does not mean patient can not have
anticoagulant

* Falls risk alone should not be used as a Cl for anticoagulant
* ?Keep elderly patients on Warfarin?
* Drug interactions



Anticoagulant dosing

Table 11

DoAC

Apixaban

Dabigatran

Edoxaban

Rivarosaban

™ A r™ e s

PR JRgSPLE

Standard full dose

5 mg twice daily

130 mg twice daily

&0 mg once daily

20 mg once daily

laxi

Recommended doses for direct oral anticoagulant therapy

Criteria for dose reduction

Twio out of three needed for dose reduction:

(i) age =80 years

(i) body weight =60 kg

{iii] =erum creatinine =133 pmaolfl.

Dose reduction recommended if any apply:

i) age =80 years

{ii) receiving concomitant verapamil.

Dose reduction considered on an individual basis if any apply:

(i) age /3-H0

{ii) moderate renal impairment {creatinine clearance 30-50 mL'min}

{iii} patients with gastritis, cesophagitis, or gastro-cesophageal reflux

(v} others at increased risk of bleeding.

Dose reduction if any apply:

{i) moderate or severe renal impairment (oreatinine clearance 15-50 mL/min)
(i) body weight =60 kg

{iii) concomitant use of cidesporin, dronedarone, enythromycin, or ketoconazale.

Creatinine clearance 15—4% mL'min.

Reduced dose only
if criteria met

15 mg twice daily

110 mg twice daity

30 mg once daily

o ESC 2034

15 mg once daily

European Heart Journal,Volume 45, Issue 36, 21 September 2024, Pages 3314~
3414, https://doi.org/10.1093/eurheartj/ehael76
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Rate vs Rhythm control

* |[nitial objective of rate control
* Cardioselective beta-blocker

 Can use calcium channel blocker (Diltiazem/Verapamil) if LVEF
>40%

* Digoxin as add on

 DC Cardioversion

* Rhythm control therapy
* AF ablation (PVI)

* Pace + ablate




Who to refer

* NICE

Refer people promptly at any stage if treatment fails to control the symptoms of atrial fibrillation
and more specialised management is needed. This should be within 4 weeks after the failed
treatment or after recurrence of atrial fibrillation after cardioversion. [2014]

* Uncontrolled heart rate
* Symptomatic

* Heart failure

* Medication intolerance



Hypertension

* NICE guideline NG136 (updated Feb 2026)
* ESC guideline 2024

* Definitions/categories

* Out of clinic readings

* Treatment

* Secondary hypertension

* Who to refer into Cardiology clinic



Measuring BP

* Manual vs automated BP check (e.g. in AF)

* Calibrated

* Cuff size

* Standardised environment

* Postural BP (if confirmed base BP on standing readings)
* Both arms

* Multiple readings

* HBPM vs ABPM



NICE 2026

¢ 1.2.11
Offer advice on healthy living in line with the NHS information on
healthy living to people who have raised blood pressure but have not
been diagnosed with hypertension. [2026]



https://www.nhs.uk/live-well/
https://www.nhs.uk/live-well/

Hypertension in adults: diagnosis and treatment

Offer lifestyle advice and continue to offer it periodically

Clinic BP

Under 140/90 mmHg

'

Check BP at least every 5 years and more
often if close to 140/90 mmHg

140/90 to 179/119 mmHg

!

«  Offer ABPM (or HEPM if ABPM is declined or not tolerated)

« Investigate for target organ damage
» Assess cardiovascular risk

Under 135/85 mmHg

'

+ Check BP at least every 5 years and more often
if clinic BP close to 140/20 mmHg

+ |If evidence of target organ damage, consider
alternative causes

ABPM should be based on average daytime readings,
ideally taken spread throughout the day.

Abbreviations: ABPM, ambulatory blood pressure
monitoring; BP, blood pressure; CVD, cardiovascular
disease; HEPM, home blood pressure monitoring.

NI CE Natjonal Institute for
Health and Care Excelence

| 180/120 mmHg or more

' | '

Assess for target organ Refer for same-day
damage as soon as specialist review if:

possible: + retinal haemorrhage
+ Consider starting drug or papilloedema
treatment immediately [accelerated
without ABPM/HBPM if hypertension) or
target organ damage + life-threatening
« Repeat clinic BP in 7 symptoms ar
days if no target organ + suspected
damage pheochromacytoma

ABPM or HPBEM

135/85 to 149/94 mmHg (stage 1)

'

Offer lifestyle advice. In addition, for the following groups:

Age over 80 with clinic BP over 150/90 mmHg:

« Consider drug treatment

Age under 80 with target organ damage, CVD, renal disease,

diabetes or 10-year CVD risk 10% or more:

» Discuss starting drug treatment

Age under 60 with 10-year CVD risk less than 10%:

» Consider drug treatment

Age under 40:

» Consider specialist evaluation of secondary causes and
assessment long-term benefits and risks of treatment

'

Discuss the person's CVD risk and preferences for treatment,
including no treatment.

See MICE's patient decision aid for hypertension.

See next page for choice of drug, monitoring and BP targets.
« Offer annual review

| = Support adherence to treatment

Use clinical judgement for people with frailty or multimorbidity

| 150/95 mmHg or more (stage 2)

!

Offer lifestyle advice and drug treatment

Age under 40:

+ Consider specialist evaluation of secondary causes
and assessment long-term benefits and risks of
treatment J,

Discuss the person's CVD risk and preferences for
treatment, including no treatment.

See NICE's patient decision aid for hypertension.
See next page for choice of drug, monitoring and BP
targets.

» Offer annual review

» Support adherence to treatment

This diagram covers only part of the guideline content.

For full details, see NG136 Hypertension in adults.

@ MICE 2025. All rights reserved. Subject to Notice of rights.
Last updated July 2025. ISBN 978-1-4731-7133-6.




Choice of antihypertensive drug, monitoring treatment and BP targets

Offer lifestyle advice and continue to offer it periodically. Use clinical judgement for people with frailty or multimerbidity. Monitoring treatment
Use clinic BP to monitor treatment.
Measure standing and sitting BP in
Hypertension with type 2 diabetes Hypertension without type 2 diabetes people with:
v Y v « type 2 diabetes or
Age under 55 and not of Black African or African— * symptoms of postural hypotension
black African or African- Age 55 or over Caribbean family origin ol
Caribbean family origin {any age} = aged 80 and over. _
Advise people who want to self-monitor
1 v v to use HEPM. Provide training and
advice.
Step 1 ACEi or ARB CCB
Her Consider ABPM or HBPM, in addition
! ! to clinie BP, for people with white-coat
effect or masked hypertension.
Step 2 ACEIi or ARB plus CCB or thiazide-like diuretic CCB plus ACEi or ARB or thiazide-like diuretic
v v BP targets
Step 3 ACEi or ARB + CCB + thiazide-like diuretic Reduce and maintain BP to the
following targets:
v Age under B0 years:
Confirm resistant hypertension: confirm elevated BP with ABPM or HBPM, check for postural hypotension and discuss adherence. « Clinic BP less than 140/90 mmHg
Consider seeking expert advice or adding a: «  ABPM/HEPM less than 135/85 mmHg
« low-dose spironolactone if blood potassium level is 4.5 mmolfl or less Age 80 years and over:
Step 4 = alpha-blocker or beta-blocker if blood potassium level is more than 4.5 mmol/| « Clinic BP less than 150/90 mmHg
= Seek expert advice if BP is uncontrolled on optimal tolerated doses of 4 drugs = ABPM/HBPM lass than 145/85 mmHg
Postural hypotension:
At the time of publication (August 2019), not all preparations of spironclactone have a UK marketing authorisation for this « Base target on standing BP
indication. - .
Frailty or multimorbidity:
= Use clinical judgement
The advice in this diagram applies to people with hypertension with or without type 2 diabetes. For guidance on choosing antihypertensive drug

treatments in people with type 1 diabetes, see the section on control of cardiovascular risk in NICE's quideline on type 1 diabetes.

For women considering pregnancy or who are pregnant or breastfeeding, see NICE's guideline on hypertension in pregnancy. For people with chronic

kidney disease, see NICE's guideline on chronic kidney disease. For people with heart failure, see NICE's guideline on chronic heart failure.

ACEi or ARB: See MHRA drug safety updates on ACE inhibitors and ARBs: not for use in pregnancy, which states ‘use in women who are planning
pregnancy should be avoided unless absolutely necessary, in which case the potential risks and benefits should be discussed| as well as ACE

inhibitors and angiotensin |l receptor antagonists: use during breastfeeding and clarification: ACE inhibitors and angiotensin Il receptor antagonists.
Consider an ARB, in preference to an ACE inhibitor, in adults of African and Caribbean family origin.

British and Irish Hyperbension Sockety

This visual summary builds on and
updates previous work on treatment
published by the BIHS (formerly BHS)

ABPM should be based on average daytime readings, ideally taken spread throughout the day.
Abbreviations: ABPM, ambulatory blood pressure monitoring; ACEI, ACE inhibitor; ARB, angiotensin-Il receptor

blocker; BP, blood pressure; CCB, calcium-channel blocker; HBPM, home blood pressure monitoring. This diagram covers only part of the guideline content.
For full details, see NG136 Hypertension in adults.

Ic Mational Institute for B MICE 2025. All rights reserved. Subject to Notice of rights.
N E Health and Care Excelence Last updated July 2025. |ISBEN 978-1-4731-7133-6.



ESC 2024

MNon-elevated

Blood pressure classification

Elevated

Hypertension
blood pressure blood pressure YP
Office BP Office BP Office BP
SBP <120 mmHg SBP 120~139 mmHg SBP =140 mmHg
and ar ar
DBP <70 mmHg DBP 70-8% mmHg DEBEF =90 mmHg
HBPM HBPM HBPM
SBP <120 mmHg SBP 120134 mmHg SBP =135 mmHg
and or ar
DBP <70 mmHg DBF 70-84 mmHg DBP =85 mmHg
ABPM ABPM ABPM
Daytime 5BP <120 mmHg Diaytime SBF 120-134 mmHg Daytime 5BP =135 mmHg
and or or
Daytime DBP <70 mmHg Daytime DBP 70-84 mmHg Daytime DBEF =85 mmHg
, . Risk stratify to identify Cardiovascular risk is
Insufficient evidence confirming : : T
individuals with high sufficiently high to merit
the efficacy and safety of BP . .
) cardiovascular risk for BP BP pharmacological
pharmacological treatment ) .
pharmacological treatment treatment initiation

The diagnosis of hypertension and elevated BP requires confirmation using out-of-office
measurements (HBPM or ABPM) or at least one additional subsequent office measurement

@Esc—

European Heart Journal,Volume 45, Issue 38, 7 October 2024, Pages 3912-
4018, https://doi.org/10.1093/eurheartj/ehael78



https://doi.org/10.1093/eurheartj/ehae178

e Treatment Al gor Ithm

* Moderate-to-severe frailoy

* Symptomatic arthosoaric hypotension
e ESC 2024

Low-dose double
combination® cherapy -
ACE or ARBs / CCBs | Diurertics
(Class I}

BP controlled after 1-3 manths

T
T * - (assessment ar | month preferred if possible)

®

Low-dese riple
carmbination
ACE or ARBs / CCBs ! Diuretics
(Class I}
1 Ar any step:
i add bewm-blockers
if compelling indications
FU at least every year +— ¥ — i Enntroec ieer |- manchs (angina, post-myocardial

s {assessment ac | month preferred if possible) infarction, systolic heart failure,

f or heart race conorol)

o] (Class 1)

v
Maximally coleraced triple

combination therapy
ACEi or ARBs / CCBs ! Diurerics

(Class I}

BP controlled after 1-3 months
{assessment at | monch preferred if possible)

t

@

Apparent resistant hypertension

FU ar least every year +— ¥ —

Refer to hypertension clinic Test for adherence
{Class lla) {Class Ila)

Add spirenclactane
(Class lla)

European Heart Journal,Volume 45, Issue 38, 7 October 2024, Pages 3912-
See section on management of resiscant 4018, https://doi.org/10.1093/eurheartj/ehael78

hyperwension for further steps as needed
@Esc—


https://doi.org/10.1093/eurheartj/ehae178

Secondary Hypertension

* May be commoner than appreciated

* Resistant hypertension

* Suggestive signs + symptoms

* Primary aldosternonism (Low K, Aldosterone to renin ratio)

* Renovascular disease (Hx of vascular disease, elevated renin,
bruit)

* Obstructive sleep apnoea (Snoring, apnoeic episodes, daytime
somnolence)

* Phaemochromocytoma (palpitations, labile BP)



Who to refer

* Suspected secondary hypertension

* Young patients

* Resistant hypertension

* Check medication concordance/tolerance
* Check lifestyle factors

* STH specialist hypertension clinic



Transient loss of consciousness (Blackouts)

* NICE guideline CG109 (Updated 2023)

* History is key

* Eyewitness

* Circumstances (resting, sat, stood, exertion)
* PMHx

* Medications

* FHX

* Single vs recurrent episodes



TLOC

* Lying + standing BP

* Pulse

* ?Murmurs

* ?Focal neurology

* 12 lead ECG

* Prolonged ambulatory ECG monitoring/Loop recorder
* Echocardiogram

* TILT testing
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* Reflex vasovagal syncope (3 Ps)

* Vasodepressor syncope

* Orthostatic hypotension

e Structural heart disease (HOCM, Aortic Stenosis)

* Arrhythmia (brady + tachyarrhythmia)

e Carotid sinus hypersensitivity

* Postural Orthostatic Tachycardia Syndrome (POTS)
* Non-Cardiac (Hypoglycaemia, Epilepsy, NEAD)



Orthostatic Hypotension

* Fall of >20mmHg systolic or 10mmHg diastolic on standing vs lying BP
* Review medications
* Increase fluid intake (2-3L non-alcoholic fluid per day)

* Orthotics referral for graded pressure stockings (Grade Il) up to
umbilicus

* Abdominal binders

* [sometric maneuvers on standing
* Raise up head end of bed

* Fludrocortisone

* Midodrine



POTS

* Increasing numbers being referred in as suspected POTS

* HR increase >30/min or to >120/min on standing WITHOUT drop in
BP.

* Conservative measures similar to Mx of orthostatic hypotension
* Beta-blocker (Propranolol/Metoprolol)

* lvabradine

* Fludrocortisone/Midodrine

* Pyridostigmine



Assessing fitness to drive
— a guide for medical professionals

iaagy |

Unexplained loss of consciousness

Group 2
Bus and lorry

Group 1
Car and motoreycle

Unexplained loss of consciousness (without seizure markers)

Single episode

. Must not drive and must notify
DWLA,

May resume driving 6 months after
the eplsode of unexplained loss of
consciousness.

If the cause of loss of consciousness
is established the relevant standard

should be applied from the appropriate
chapter of this guide.

. Must not drive and must notify
DWLA.

Licance will be revoked for 12 months.
If the cause of loss of consciousness

is established the relevant standard
should be applied.

Multiple episodes**
(2 or more episodes
within a 24 month
period unless the
most recent episode
of that cluster has
occurred more than

5 years ago)

. Must not drive and must notify
DWLA.

Licence will be revoked for 12

months after most recent episode of
unaxplained loss of consciousness.

If the cause of loss of consclousness
is established the relevant standard
should be applied from the appropriate
chapter of this guide.

. Must not drive and must notify
DWLA.

Licance will be revoked for 5

years after most recent eplsode of
unexplained loss of consclousness.
If the cause of loss of consciousness
is established the relevant standard
should be appliad.

www.gov.uk/dvla/fitnesstodrive

** for multiple episodes of mixed presentation/aetiology the relevant standard applies to each episode of
loss of consciousnass.

November 2025




Who to refer

* NICE

2.3.1Refer all people with TLoC (apart from the exceptions below) for
a specialist cardiovascular assessment by the most appropriate local
service.

Exceptions are people with a firm diagnosis, after the initial
assessment, of:

Uncomplicated faint

Situational syncope

Postural hypotension

People whose presentation is strongly suggestive of epileptic seizures.



Ambulatory ECG

* Main indications
-Palpitations

-Dizziness/TLOC
-Bradycardias

* Choose the right duration

* INTERPRETATION
-Symptomatic vs asymptomatic?
-Medications/reversible cause?
-Higher degree AV block (Mobitz Il, CHB) — Refer
-Asymptomatic first degree/Mobitz Il - No need to refer
-Pauses —Any symptomatic or asymptomatic >6 seconds



Ventricular ectopics

* Symptomatic

* History of IHD

* Ectopic burden (>10%)
ot 8 2 A4 A e Structural heart disease

* Echocardiogram
~ « Beta-blocker
el Tl - e calecium channel blocker
* NSVT-Refer
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