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1 Introduction to the clinical standards for heart disease

Heart disease is the leading cause of death in the UK. The largest contribution to these
deaths is due to coronary heart disease, which is responsible for approximately one in five
deaths in men and one in six deaths in women, resulting in nearly 10,000 deaths every year
in Scotland".

Although death rates from coronary heart disease have been falling since the late 1970s, the
rate in the UK is still amongst the highest in Western Europe and higher still in Scotland
compared to other regions of the UK. Mortality from coronary heart disease also varies
across Scotland with the highest rates found in the west of Scotland®.

In 2000, the Clinical Standards Board for Scotland published the Clinical Standards for
Secondary Prevention following Acute Myocardial Infarction?. The delivery of these
standards was supported by the introduction of the National Strategy for Coronary Heart
Disease and Stroke by the Scottish Executive in 2002°. Reviews of this strategy took place
in 2004* and in 2009°. Other strategic initiatives have included the establishment of a
National Advisory Committee and the development of managed clinical networks® for
heart disease, in each health board.

The ban on smoking in enclosed public spaces in March 2006’ also represents a landmark
strategic initiative targeted at reducing morbidity and mortality associated with
cardiovascular disease.

In 2005, the Scottish Intercollegiate Guidelines Network commenced a major review of its
previous heart disease related guidelines. This resulted in the simultaneous publication of a
set of five guidelines covering primary prevention of cardiovascular disease®, stable angina’,
acute coronary syndromes'?, chronic heart failure' and cardiac arrhythmias® in February
2007.

These guidelines, and Scottish Intercollegiate Guidelines Networks’ cardiac rehabilitation
guideline 2002", are drawn from a contemporary evidence base and so provide an ideal
opportunity to create standards of care for heart disease relevant to the needs of the patient
in the 21* century. Following on from this, NHS Quality Improvement Scotland
established a comprehensive programme of work to improve the delivery of heart disease
care and the patient experience associated with that care. This programme of work includes
the development and publication of the heart disease standards, assessment of each heart
disease managed clinical network against the standards, a national programme of heart
disease audit and the development of an ongoing sustainable process of improvement
methodology linked to the Scottish Patient Safety Programme.

Taken together, these various initiatives constitute a wider Heart Disease Improvement
Programme. This co-ordinated approach to service improvement reflects a new strategic
direction for NHS Quality Improvement Scotland.
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2 Development of the clinical standards for heart disease

NHS Quality Improvement Scotland held an initial meeting in May 2008, attended by a
wide range of healthcare professionals and patient representatives from each of the heart
disease managed clinical networks in Scotland, to highlight the areas in which the clinical
standards should focus and to discuss key issues in relation to improving quality of care for
patients with heart disease.

Dr Martin Denvir, Consultant Cardiologist, University of Edinburgh, was recruited as a
clinical advisor to provide clinical expertise to the programme. Dr Denvir also chairs the
heart disease clinical standards development steering group, which brings together the
chairs and leads of the project groups, taking forward the development of specific areas of
the standards.

The project groups were:

« chest pain project group, chaired by Professor Lewis Ritchie, MacKenzie Professor of
General Practice at the University of Aberdeen. The extensive remit of this group
necessitated a further split into non-emergency care and emergency care subgroups, led by
Dr Alan Begg, General Practitioner, Royal College of General Practitioners Scotland and
Dr Stephen Glen, Consultant Cardiologist, NHS Forth Valley respectively

« arrhythmias project group, chaired by Professor Andrew Rankin, Professor of Medical
Cardiology at Glasgow Royal Infirmary, and

« heart failure project group, chaired by Professor Allan Struthers, Professor of
Cardiovascular Medicine and Therapeutics at the University of Dundee.

As a result of feedback received during consultation of the draft standards, additional
short-life project groups were established to provide specific expertise and guidance for the
standards. These were:

« core standards project group, chaired by Mrs Denise Brown, Manager Heart and Stroke
Managed Clinical Network, NHS Ayrshire & Arran and also chair of the National Heart
Disease Managed Clinical Network Managers’ Group

« cardiac rehabilitation project group, chaired by Mrs Catherine Mondoa, Consultant Nurse
(Cardiology), NHS Forth Valley

« supportive and palliative care project group, chaired by Professor Elizabeth Ireland,
General Practitioner, NHS Forth Valley and National Clinical Lead for Palliative and End
of Life Care, and

« patient project group, chaired by Mr Alan Foster, Heart Disease Managed Clinical Network
Co-ordinator, NHS Greater Glasgow and Clyde.



Clinical standards for heart disease

Scope of the clinical standards for heart disease

Each project group was asked to develop clinical standards based on published evidence
and best practice that address the whole patient journey and that would ultimately result in
improvement in care and experience for patients with heart disease and their family/carer.

In addition to the core standards covering provision of patient information, principles of
multidisciplinary working and education of staff, the project groups developed clinical
standards for:

« primary prevention of cardiovascular disease

« management of the patient with chest pain in the non-emergency care setting

« management of the patient with chest pain in the emergency care setting

« cardiac rehabilitation

« Mmanagement of the patient with arrhythmias

« Mmanagement of the patient with heart failure, and

« supportive and palliative care for heart disease.

The patient project group also developed specific information on key expectations of
patients with heart disease. The discussions at this group generated the publication of a
separate summary of patient expectations which accompany these standards.

Patient and public involvement

NHS Quality Improvement Scotland actively sought the involvement of patients, carers,
the public and voluntary organisations linked to heart disease for example British Heart
Foundation Scotland, Chest Heart & Stroke Scotland and Arrhythmia Alliance. This

ensured good engagement at various stages in the development of the clinical standards.

A number of patient-focused consultations also took place in different parts of the country
to facilitate this process.

Communication and interaction were also maintained with the following groups during
development of the clinical standards:

« British Cardiovascular Society

« Royal College of General Practitioners

« Royal College of Physicians of Edinburgh

« Royal College of Surgeons of Edinburgh

» Royal College of Physicians and Surgeons of Glasgow

« Scottish Branch of the Society of Cardiological Science and Technology

« Scottish Cardiac Society, and

« Scottish Patient Safety Alliance.
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Cardiac conditions not covered directly within the clinical standards

The foundation stones of the standards for heart disease are the six Scottish Intercollegiate
Guidelines Network heart disease guidelines®*. The standards are applicable to a range of
patients with heart disease. However, some conditions were considered to be outside the
scope of the project including:

« inherited cardiac conditions

« adult congenital heart disease

« paediatric heart disease

« adult valvular heart disease

« pericardial disease

« infective endocarditis, and

o diseases of the thoracic aorta.

Quality dimensions

From the outset the project groups were asked to consider the development of standards
with reference to the six dimensions of healthcare quality listed in a 2001 Institute of
Medicine report titled, Crossing the Quality Chasm®.

The six dimensions of healthcare quality are:

« Safe: avoiding injuries to patients from the care that is intended to help them

«» Effective: providing services based on scientific knowledge to all who could benefit, and
refraining from providing services to those not likely to benefit

« Patient-centred: providing care that is respectful of and responsive to individual patient
preferences, needs, values and ensuring that patient values guide all clinical decisions

» Timely: reducing waits and sometimes harmful delays for both those who receive and
those who give care

« Efficient: avoiding waste, including waste of equipment, supplies, ideas, energy, and

« Equitable: providing care that does not vary in quality because of personal characteristics
such as gender, ethnicity, geographic location, and socioeconomic status.

Each criterion within the clinical standards apply to at least one of the above healthcare
quality dimensions.
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Who do the clinical standards apply to?

The clinical standards are applicable to: all NHS territorial boards with responsibility for
delivering heart disease services; the State Hospitals Board for Scotland; the National
Waiting Times Centre Board; the Scottish Ambulance Service; NHS 24; and all heart
disease services provided in primary, secondary and tertiary care settings whether directly
provided by an NHS board or secured on behalf of the NHS board.

The following special health boards will not be directly assessed against the standards, but
the development of the standards may have implications for them:

» NHS Education for Scotland

o NHS Health Scotland

« NHS National Services Scotland (in particular Information Services Division), and

o NHS Quality Improvement Scotland.

Next steps
Following publication and launch of the heart disease clinical standards:

o NHS boards will be expected to undertake a local assessment of the compliance of their
heart disease services against the published heart disease clinical standards.

« NHS boards will be expected to produce an associated improvement plan.

o NHS boards will be expected to submit to NHS Quality Improvement Scotland their
improvement plan and accompanying evidence to demonstrate their compliance against the
heart disease clinical standards.

« NHS Quality Improvement Scotland will set up peer review panels that will examine each
NHS board’s evidence and associated improvement plan.

o the peer review panels will assess whether each NHS board is meeting the standards.

« the peer review panels assessment including any recommendations will be communicated
to each NHS board.

« NHS Quality Improvement Scotland will undertake to report nationally on the progress
NHSScotland has been making in meeting the heart disease clinical standards.

The timescales and key dates for these actions will be communicated to the NHS boards
following publication of the heart disease clinical standards.
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3 Clinical standards for heart disease

Core standards for heart disease
Standard 1 Provision of information to patients

Standard 2 Communication and multidisciplinary management of patients with heart
disease

Standard 3 Education and training for staff

Primary prevention of cardiovascular disease
Standard 4 Primary prevention of cardiovascular disease

Management of the patient with chest pain in the non-emergency care setting
Standard 5 Assessment of chest pain in the non-emergency care setting

Standard 6 Assessment and management of confirmed coronary heart disease in the
non-emergency care setting

Management of the patient with chest pain in the emergency care setting
Standard 7 Assessment and diagnosis of suspected acute coronary syndrome

Standard 8 Initial management and treatment of suspected or confirmed acute
coronary syndrome

Standard 9 Ongoing management and treatment of acute coronary syndrome

Cardiac rehabilitation
Standard 10  Cardiac rehabilitation

Management of the patient with arrhythmias

Standard 11  Assessment, diagnosis and treatment of arrhythmias
Standard 12 Management of atrial fibrillation

Standard 13  Management of ventricular arrhythmias

Management of the patient with heart failure

Standard 14  Diagnosis of heart failure

Standard 15  Medication for heart failure

Standard 16 ~ Multidisciplinary service delivery for heart failure
Standard 17 Implantable devices for heart failure
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Supportive and palliative care for patients with heart disease
Standard 18  Supportive and palliative care for patients with heart disease
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Standard 1: Provision of information to patients

Standard statement 1

Individuals with established heart disease and those at risk of developing cardiovascular
disease, and their family/carers, are provided with information relevant to their needs.

Rationale

Clear, comprehensive and accessible information is essential for the delivery of healthcare
by NHS boards, and can assist patients with the self-management of their condition.

References: 15, 16, 17

Essential criterion

1.1 The NHS board ensures the provision of up-to-date information at relevant
stages of the patient’s journey. The information is in an understandable format
suitable to the needs of the patient and family/carer. The information explains:
- cardiovascular risk
- diagnosis
- test and interpretation of test results
- procedures and their side effects
- treatments (including drugs) and their side effects
- psychosocial support
- self-management and lifestyle issues, and
- further information available from voluntary organisations and other

groups.

Specifically, information is available for:

- cardiovascular risk factors

- high blood pressure

- angina

- heart attack

- cardiac rehabilitation

- cardiac arrhythmias

- heart failure

- cardiomyopathy

- pacemaker and defibrillator implantation
- coronary artery bypass surgery

- coronary angiography

- percutaneous coronary intervention, and
- radiofrequency catheter ablation.

11
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Standard 2: Communication and multidisciplinary management of
patients with heart disease

Standard statement 2

Clear arrangements are in place for communication between different healthcare
providers and the patient.

Rationale

Effective communication systems that meet the specific needs of individuals are essential
to ensure prompt diagnosis, referral, investigations and management of patients.

Patients with suspected or confirmed heart disease need to be reassured that all healthcare
professionals involved in their care communicate well with each other and with them.

References: 1, 5, 6, 16, 18, 19, 20

Essential criteria

2.1 There are locally agreed protocols in place between primary, secondary and
tertiary care to ensure patients with suspected or confirmed heart disease receive
timely referral (urgent and non-urgent), diagnosis and treatment of their
condition.

2.2 Thereis a documented care plan agreed with the patient and available to the
multidisciplinary team.

2.3 The care plan includes information about the patient’s diagnosis, treatment and
management of their condition.

2.4 There is a mechanism in place to ensure patients and, with consent, their

family/carer receive:

- asummary of the care plan

- detailed instructions of what to do if their symptoms worsen

- information explaining their condition, medication, therapy and risk factor
management

- education about their condition, medication, therapy and risk factor
management

- details of follow-up arrangements, and

- acontact for further information and advice.

2.5  There is a mechanism in place to ensure planned discharge for patients admitted
to hospital.

2.6 Animmediate discharge letter is given to the patient at time of discharge.

2.7 Animmediate discharge letter is sent electronically to the general practitioner at
time of discharge.

12
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2.8 Electronic referral arrangements between primary, secondary and tertiary care
are used.

13
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Standard 3: Education and training for staff

Standard statement 3

The NHS board delivers education and training to staff involved in the management of
patients with established heart disease and those at risk of developing cardiovascular
disease.

Rationale

Education and training for staff involved in the management of patients with established
heart disease, and those at risk of developing cardiovascular disease, are central to the drive
to improve quality of advice, treatment and care, thereby reducing morbidity and mortality.

Knowledge and skills are essential to assist staff to deliver the highest possible quality of
care.

Reference: 21

Essential criteria

3.1 The NHS board assesses the education and training needs of staff involved in
the management of patients with established heart disease and those at risk of
developing cardiovascular disease.

3.2  The NHS board has a heart disease action plan for education and training which

includes:

- identified resources to deliver the action plan

- aspecific induction process for new staff, including mentoring
arrangements

- regular heart disease updates of evidence-based practice as part of
continuing professional development for existing staff, and

- monitoring of uptake of induction and continuing professional
development programmes.

3.3 The NHS board has a designated educational lead for heart disease overseeing
education and training.

3.4 The NHS board has a system in place for the internal quality assurance of heart
disease education and training.

14



Clinical standards for heart disease

Standard 4: Primary prevention of cardiovascular disease

Standard statement 4

Individuals without confirmed cardiovascular disease in high priority groups are
identified and offered assessment, advice and treatment to reduce their risk of a
cardiovascular event.

Rationale

Cardiovascular disease is a major cause of morbidity and mortality in Scotland. Identifying
individuals without confirmed cardiovascular disease (coronary heart disease, angina,
stroke/transient ischemic attack, peripheral arterial disease) in high priority groups and
offering them assessment, advice and treatment can reduce their risk of a cardiovascular
event.

Individuals with diabetes and familial hypercholesterolemia are already considered to be at

high risk and do not require formal risk assessment. Also, cardiovascular disease risk scores

may not be appropriate as a way of assessing risk in individuals who are at increased

cardiovascular disease risk because of underlying medical conditions or treatment. This

includes those:

- with active autoimmune disorders such as systemic lupus erythematosus and
rheumatoid arthritis

- with chronic kidney disease (eGFR less than 60)

- on treatment for human immunodeficiency virus, and

- on antipsychotic medication.

Patients with these underlying medical conditions or treatment need their high risk to be
actively addressed (criterion 4.5).

References: 5, 8, 22, 23, 24, 25, 26, 27, 28, 29

Essential criteria

4.1 Blood pressure is documented for individuals aged 40 and over, every 5 years.
4.2 Smoking status is documented for individuals aged 15 and over, every 2 years.

4.3 There is a mechanism in place for the identification of individuals without
confirmed cardiovascular disease in the following high priority groups:

- living in deprived circumstances, beginning with the most deprived

- confirmed hypertension

- regular smokers

- first degree relatives with a history of premature cardiovascular disease
- serious and enduring mental health problems

- learning disability

- obesity (body mass index greater than 30kg/m?), and

- ethnic minorities (South Asian, black and Afro-Caribbean).

15
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Standard 5: Assessment of chest pain in the non-emergency care
setting

Standard statement 5

Individuals presenting with chest pain and/or symptoms suggestive of underlying
coronary heart disease are assessed and referred for confirmation of diagnosis and
appropriate further investigation.

Rationale

Prompt assessment, confirmation of diagnosis and treatment improves symptoms,
outcomes and reduces anxiety for the patient.

References: 9, 10, 30, 31, 32

Essential criteria

5.1 Patients with chest pain, or symptoms suggestive of underlying heart disease,
presenting to primary care have an initial clinical assessment, examination and a
past medical and family history taken.

5.2 Initial investigations include haemoglobin, lipid profile, blood glucose, renal,
liver and thyroid function tests.

5.3  An electrocardiogram is performed and the results are recorded and reported by
staff with relevant training.

54 Where symptoms are suggestive of underlying heart disease, drug therapy
(glyceryl trinitrate spray, beta blocker and aspirin) is commenced prior to further
assessment except where contraindicated. The reason for contraindication is
documented.

5.5  Patients with new onset symptoms of chest pain, suggestive of underlying

coronary heart disease, are seen by a chest pain assessment service within 5
working days of referral from primary care.

17
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Standard 6: Assessment and management of confirmed coronary
heart disease in the non-emergency care setting

Standard statement 6

Patients with a confirmed diagnosis of coronary heart disease have further assessment
and ongoing management of their condition.

Rationale

The management of symptoms is essential in improving the quality of life of the patient
with coronary heart disease.

Drug therapy and interventions, or in more severe cases, invasive investigations, can be
used to manage symptoms and improve outcomes.

Lifestyle changes are an essential component of risk factor management in patients with
coronary heart disease.

References: 9, 10, 30

Essential criteria

6.1 Patients with confirmed coronary heart disease receive optimal drug therapy in
line with current national guidelines except where contraindicated. The reason
for contraindication is documented.

6.2 Patients with confirmed coronary heart disease are offered information and
advice about lifestyle changes and ongoing management.

6.3 Patients with confirmed coronary heart disease, who experience a worsening of
angina symptoms, despite optimal therapy, are referred to cardiology services.

6.4 Patients with confirmed coronary heart disease are reviewed within 3 months of
diagnosis to ensure therapy is optimised and risk factors are addressed.

6.5  Patients with confirmed coronary heart disease are reviewed annually, including
iImmunisation status.

18
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Standard 7: Assessment and diagnosis of individuals suspected of
having acute coronary syndrome

Standard statement 7

Individuals suspected of having acute coronary syndrome are seen and assessed
urgently by emergency care services.

Rationale
Rapid assessment and accurate diagnosis lead to prompt treatment and better outcomes.

References: 9, 10, 30

Essential criteria

7.1 Individuals suspected of having acute coronary syndrome are seen and assessed
by staff with relevant training, within the current national targets for ambulance
response times.

7.2 Individuals suspected of having acute coronary syndrome are assessed by staff
with relevant training who have access to essential drugs and equipment to
initiate management as required. This includes cardiopulmonary resuscitation
and:

- defibrillation equipment
- aspirin

- clopidogrel

- heparin, and

- thrombolysis.

7.3 Individuals suspected of having acute coronary syndrome presenting, in the pre-
hospital setting, have an electrocardiogram recorded and reported by staff with
relevant training, within 30 minutes of the call for help.

7.4 Individuals suspected of having acute coronary syndrome presenting in a
hospital setting, have an electrocardiogram recorded and reported by staff with
relevant training, within 10 minutes of presentation.

7.5 Individuals suspected of having acute coronary syndrome receive 300mg aspirin
at presentation except where contraindicated. The reason for contraindication is
documented.

7.6 Individuals suspected of having acute coronary syndrome, with no ST elevation
identified by electrocardiogram, are transported immediately to a hospital for
further assessment, including a repeat electrocardiogram on arrival, where staff
with relevant training are available to manage acute chest pain.

7.7 Individuals suspected of having acute coronary syndrome receive troponin
testing on admission and, if negative, 12 hours after onset of symptoms.

19
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Standard 8: Initial management and treatment of confirmed acute
coronary syndrome

Standard statement 8

Patients with confirmed acute coronary syndrome have effective assessment,
management and treatment of their condition.

Rationale

The effective management of patients with confirmed acute coronary syndrome requires
timely assessment, diagnosis and treatment to manage symptoms and improve outcomes.

References: 9, 10, 33

Essential criteria

8.1 Patients with confirmed acute coronary syndrome receive 300mg aspirin at
presentation except where contraindicated. The reason for contraindication is
documented.

8.2 Patients diagnosed with ST-elevation acute coronary syndrome receive optimal
reperfusion therapy except where contraindicated. The reason for
contraindication is documented.

8.3 The ‘call to balloon’ time is 120 minutes or less for patients with ST-elevation
acute coronary syndrome treated with primary percutaneous coronary
intervention.

8.4  The ‘call to needle’ time is 60 minutes or less for patients with ST-elevation
acute coronary syndrome treated with thrombolysis.

8.5  The ‘diagnostic electrocardiogram to balloon’ time is 90 minutes or less for
patients with ST-elevation acute coronary syndrome treated with primary
percutaneous coronary intervention.

8.6  The ‘diagnostic electrocardiogram to needle’ time is 30 minutes or less for
patients with ST-elevation acute coronary syndrome treated with thrombolysis.

8.7 Patients with confirmed acute coronary syndrome are managed by a cardiac
specialist team using a multidisciplinary approach.

8.8 Formal risk scoring for recurrent events is performed within 24 hours of
admission using GRACE risk score.

8.9 Patients at medium and high risk of recurrent events have coronary angiography
within 72 hours of risk scoring.

8.10  Patients at medium and high risk of recurrent events, who do not proceed to
coronary angiography, have reasons for this documented.

20
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Standard 9: Ongoing management and treatment of acute coronary
syndrome

Standard statement 9

Patients with confirmed acute coronary syndrome are offered secondary prevention
measures.

Rationale

Pharmacological interventions and lifestyle changes can reduce symptoms and improve
outcomes.

References: 9, 10

Essential criteria

9.1 Patients with myocardial infarction have an assessment of left ventricular
function within 6 weeks of their admission.

9.2 Patients with confirmed acute coronary syndrome are treated with anticoagulant
therapy (low-molecular-weight heparin or fondaparinux) according to current
national guidelines except where contraindicated. The reason for
contraindication is documented.

9.3 Patients with confirmed acute coronary syndrome receive the following
treatment except where contraindicated. The reason for contraindication is
documented:

- aspirin

- clopidogrel or equivalent

- beta blocker

- statin therapy, and

- angiotensin converting enzyme inhibitor.

9.4 Patients with myocardial infarction complicated by left ventricular dysfunction
(ejection fraction 40% or less), in the presence of either clinical signs of heart
failure or diabetes mellitus, are commenced aldosterone antagonist therapy
except where contraindicated. The reason for contraindication is documented.

9.5 Patients with confirmed acute coronary syndrome are referred to their local
cardiac rehabilitation team prior to discharge.

21
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Standard 10: Cardiac rehabilitation

Standard statement 10

Patients with specified heart disease have access to a menu-based cardiac rehabilitation
programme.

Rationale

Cardiac rehabilitation can significantly reduce morbidity and mortality and improve
health-related quality of life.

References: 13, 34, 35, 36

Essential criteria

10.1  Patients with the following are identified for assessment by the cardiac
rehabilitation service:
- acute coronary syndrome
- coronary by-pass surgery (elective and urgent)
- percutaneous coronary intervention (elective and urgent)
- patients attending chest pain assessment services with new onset or
worsening angina
- heart valve surgery
- heart transplant
- implantable cardioverter defibrillator, and
- chronic stable heart failure.

10.2  Patients identified are assessed by the cardiac rehabilitation team for a
menu-based programme as specified in current national guidelines.

10.3  Assessed patients are offered a menu-based programme according to their
needs.

22
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Standard 11: Assessment, diagnosis and treatment of arrhythmias

Standard statement 11

Patients with arrhythmias (suspected, proven or those at high risk from arrhythmias)
receive timely assessment, diagnosis, treatment and referral.

Rationale

Cardiac arrhythmias are a common cause of morbidity and mortality. They occur in
patients with or without heart disease. Some patients may be at high risk of sudden death.
Prompt assessment, accurate diagnosis and appropriate treatment can improve morbidity
and mortality caused by arrhythmias.

References: 12, 37, 38, 39, 40, 41, 42

Essential criteria

11.1  The NHS board has a structured care pathway for patients with arrhythmias
(suspected, proven or those at high risk from arrhythmias).

11.2  Patients presenting with arrhythmias (suspected, proven or those at high risk
from arrhythmias) have an electrocardiogram which is recorded and reported by
staff with relevant training.

11.3  Patients on amiodarone are informed about and monitored for adverse effects,
including increasing breathlessness, and have liver and thyroid function tests
every 6 months.

11.4  Patients presenting with supraventricular tachycardia are assessed by a
cardiologist.

11.5  Patients at risk of, or diagnosed with, hereditary arrhythmias syndromes are
referred to the Familial Arrhythmias Network of Scotland.

23
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Standard 12: Management of atrial fibrillation

Standard statement 12

Patients with atrial fibrillation or atrial flutter are diagnosed, assessed and treated
according to individual need.

Rationale

Atrial fibrillation is the most common arrhythmia. It may be associated with symptoms, but
may also be asymptomatic. It is associated with increased morbidity and mortality and is a
major cause of stroke. Prompt diagnosis and treatment of atrial fibrillation can improve the
quality of life and health of patients, by improving cardiac function and reducing the risk of
stroke.

References: 12, 40, 41, 42, 43, 44

Essential criteria

12.1  Patients with atrial fibrillation and or atrial flutter (paroxysmal, persistent or
permanent) undergo a stroke risk assessment using a recognised risk assessment
tool (eg National Institute of Health and Clinical Excellence 36 stroke risk
stratification algorithm or CHADS?2).

12.2  Patients with atrial fibrillation and or atrial flutter are prescribed anti-thrombotic
drugs except where contraindicated. The reason for contraindication is
documented.

12.3  Patients with atrial fibrillation and or atrial flutter, with moderate to high risk of
stroke, are prescribed anticoagulant, except where contraindicated. The reason
for contraindication is documented.

12.4  Patients with newly diagnosed, or with new onset atrial fibrillation and or atrial
flutter, are investigated for underlying causes (eg hypertension, structural heart
disease, thyrotoxicosis).

12.5 Patients with atrial fibrillation, who are symptomatic despite optimal tolerated
medical therapy, are assessed by a cardiologist.

12.6  Patients whose main arrhythmia is atrial flutter are referred to a cardiologist for
consideration of catheter ablation therapy.

24
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Standard 13: Management of ventricular arrhythmias

Standard statement 13

Patients who have survived cardiac arrest, or have had life-threatening ventricular
arrhythmias, or are at high risk of sudden death, are assessed and considered for
(J N EIRGETET)A

Rationale

Patients surviving life-threatening arrhythmias, or identified as at high risk, have improved
survival following cardioverter defibrillator implantation, except within 1 month of an
acute myocardial infarction.

References: 12, 39, 41, 45, 46, 47, 48, 49

Essential criteria

13.1  Patients who are survivors of cardiac arrest (ventricular tachycardia or
ventricular fibrillation), life-threatening ventricular arrhythmias or are at high risk
of sudden cardiac death, are seen by a cardiologist for assessment and treatment
of underlying heart disease (eg drug therapy, revascularisation).

13.2  Patients surviving one of the following ventricular arrhythmias, in the absence of
acute ischaemia or treatable cause, are assessed for implantable cardioverter
defibrillator:

- cardiac arrest due to ventricular tachycardia or ventricular fibrillation

- ventricular tachycardia with syncope

- ventricular tachycardia with haemodynamic compromise, and

- ventricular tachycardia without syncope if left ventricle ejection fraction is
35% or less (not including those with New York Heart Association class IV
symptoms).

For patients with left ventricular systolic dysfunction, being considered for
implantable cardioverter defibrillator for primary prevention of sudden cardiac
death, refer to criterion 17.2.

13.3  Patients, identified as requiring implantable cardioverter defibrillator for
secondary prevention, have this implanted within 10 working days of that
decision and prior to discharge.

13.4  Patients, who have had a cardioverter defibrillator implanted, receive regular
device follow-up by staff with relevant training, at least every 6 months.

13.5 Patients who are survivors of cardiac arrest, or have had life-threatening
ventricular arrhythmias, or are at high risk of sudden death (including those with
implantable cardioverter defibrillator experiencing device-related symptoms), are
screened for anxiety and depression using a recognised tool (eg the Hospital
Anxiety and Depression Scale).
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13.6  Patients, who survive cardiac arrest, have specific cognitive screening using a
recognised tool (eg Addenbrooke’s Cognitive Examination).

13.7  Patients who have significant problems with depression, anxiety and/or memory

loss, are referred to staff with relevant training for further assessment and
treatment.
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Standard 14: Diagnosis of heart failure

Standard statement 14

Patients with suspected heart failure are referred for confirmation of diagnosis and its
cause, based on symptoms, signs and investigations.

Rationale

A prompt diagnosis based on reliable and available investigations with expert interpretation
ensures prompt treatment. This is important since the death rate in new heart failure
patients is 6% in the first month, 11% in the first 3 months and 14% in the first 6 months.

References: 11, 50, 51, 52, 53, 54, 56

Essential criteria

14.1  Patients presenting in primary care with suspected heart failure have an
electrocardiogram or brain natriuretic peptide test carried out and reported by
staff with relevant training within 3 working days.

14.2  Patients presenting in primary care with suspected heart failure and an abnormal
electrocardiogram or brain natriuretic peptide test, have an echocardiogram
carried out within 10 working days from secondary care receiving the referral
from primary care.

14.3  Patients with heart failure symptoms and an echocardiogram abnormality are
assessed by a doctor with specific expertise in heart failure.

14.4  Patients admitted to hospital with suspected heart failure have an
electrocardiogram carried out as part of initial assessment.

14.5  Patients admitted to hospital for the first time with suspected heart failure,
whose electrocardiogram is abnormal, have an echocardiogram performed
within 2 working days of admission.

14.6  Patients admitted to hospital with a primary diagnosis of heart failure are

assessed by a doctor with specific expertise in heart failure during their
admission.
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Standard 15: Medication for heart failure

Standard statement 15

Patients with heart failure are commenced on medication to reduce symptoms and
improve prognosis, unless contraindicated.

Rationale

Pharmacological therapy significantly improves prognosis and symptom control in patients
with heart failure due to left ventricular systolic dysfunction.

References: 11, 53

Essential criteria

15.1  Patients with heart failure receive diuretics at a dose that controls fluid retention
and/or symptoms except where contraindicated. The reason for contraindication
is documented.

15.2  Patients with left ventricular systolic dysfunction receive the optimal dose of
angiotensin converting enzyme inhibitor or the maximum tolerated except where
contraindicated. The reason for contraindication is documented.

15.3  Patients with left ventricular systolic dysfunction intolerant of an angiotensin
converting enzyme inhibitor, because of a cough, receive an angiotensin receptor
blocker at the optimal tolerated dose except where contraindicated. The reason
for contraindication is documented.

15.4  Patients with left ventricular systolic dysfunction receive the optimal dose of
beta blocker, or the maximum tolerated except where contraindicated. The
reason for contraindication is documented.

15.5  Patients with left ventricular systolic dysfunction and persistent New York Heart
Association class 111 heart failure and who have been New York Heart
Association class IV in the last 6 months receive spironolactone except where
contraindicated. The reason for contraindication is documented.

15.6  Patients with confirmed heart failure due to left ventricular systolic dysfunction
have an annual review including immunisation review and a medication
contraindication review.

15.7  Patients with advanced heart failure despite optimal tolerated medication,

without significant co-morbidities, are referred to the Scottish Advanced Heart
Failure Service.
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Standard 16: Multidisciplinary service delivery for heart failure

Standard statement 16

Patients with heart failure have access to a multidisciplinary team.

Rationale

Access to a multidisciplinary team of healthcare specialists in heart failure, including a
doctor with specific expertise in heart failure, nurses and pharmacists can produce better
outcomes than non-specialist services.

Reference: 11

Essential criteria

16.1  Management of heart failure patients is carried out by a multidisciplinary team
with access to specialist support according to identified needs.

16.2  Patients with heart failure and, with consent, their family/carer, are offered a
package of information to support their self-management.

16.3  Patients with heart failure due to left ventricular systolic dysfunction who have

previously been hospitalised have access to a heart failure multidisciplinary team
that includes a specialist heart failure nurse.
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Standard 17: Implantable devices for heart failure

Standard statement 17

Patients with left ventricular systolic dysfunction, who may benefit from cardiac
resynchronisation therapy and/or implantable cardioverter defibrillator, are assessed for
these therapies.

Rationale

Selected patients with left ventricular systolic dysfunction receive symptomatic and
mortality benefits from cardiac resynchronisation therapy and a mortality benefit from an
implantable cardioverter defibrillator.

References: 11, 51

Essential criteria

17.1  Patients meeting the following criteria are assessed for cardiac resynchronisation
therapy:

QRS 120ms or greater

New York Heart Association I1-1V

left ventricle ejection fraction 35% or less, and

receiving optimal therapy.

The assessment is documented.

17.2  Patients meeting the following criteria, 1 month or more after acute myocardial
infarction or with non-ischaemic cardiomyopathy, are assessed for implantable
cardioverter defibrillator:

- New York Heart Association I-I11

- receiving optimal therapy

- expected survival 1 year or greater, and

- left ventricle ejection fraction 35% or less.

The assessment is documented.
For patients who have survived cardiac arrest (ventricular tachycardia or
ventricular fibrillation) or haemodynamically unstable ventricular tachycardia,
refer to criterion 13.2.

17.3  Patients who fulfil the criteria for both cardiac resynchronisation therapy and

implantable cardioverter defibrillator are assessed for combined
cardiac resynchronisation/defibrillator therapy.
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Standard 18: Supportive and palliative care for patients with heart
disease

Standard statement 18

Patients with heart disease who remain symptomatic despite optimal treatment have
access to supportive and palliative care according to their needs.

Rationale

Patients with heart disease, particularly heart failure, who remain symptomatic despite
optimal treatment have physical, psychological, social and spiritual needs that may benefit
from supportive and palliative care leading to improved quality of life.

References: 11, 57, 58

Essential criteria

18.1  Patients in need of supportive and palliative care are identified using recognised
triggers, for example the Gold Standard Framework-Prognostic Indicator
Guidance.

18.2  Patients identified as per 18.1, are assessed using recognised tools, for example
the Edmonton Symptom Assessment Scale.

18.3  Anindividual care plan is documented for these patients covering
multidimensional aspects, such as implantable cardioverter defibrillator
deactivation, and as defined in Living and Dying Well.

18.4  The documented care plan is communicated to out-of-hours and other relevant
services.

18.5  The individual care plan is reviewed at least every 3 months.
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4 Appendices
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Appendix 2 NHS Quality Improvement Scotland standards development
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Appendix 4 Evidence base

Appendix 5 Glossary
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