Cardiovascular Care – Summary Notes
For men 45 years and over and women 55 years and over, determine the 5 year C-V risk using the NHF tables.  Assess people at higher risk 10 years earlier. The aim is to reduce 5 year risk below 15%.
· Lifestyle changes get the greatest gains: quit smoking, healthy diet, exercise, weight reduction and moderation of alcohol consumption.

· BP lowering with a thiazide is an effective and safe initial treatment. Diabetic patients should be treated with an ACE-inhibitor or an ARB.   Aim for BP <130/80.
· Lipid lowering treatments are under-prescribed. Employ diet and add a statin to get LDL < 2.5mmol/L. A fibrate is rational treatment for hypertriglyceridaemia.

· Diabetic patients need strict glycaemic control, a statin to contain the risk of accelerated macrovascular disease, and an ACE-inhibitor for renovascular protection.

· Combined HRT is contraindicated in patients with increased C-V risk.

Stable Angina: in addition to symptom relief with short and long-acting nitrates, patients with stable angina (predictable, effort-related angina) benefit from low dose aspirin, a statin and beta-blockade. These drugs, together with an ACE-inhibitor, are also indicated for secondary prevention after myocardial infarction. If Aspirin is not tolerated, prescribe Clopidogrel. Remember that 20% of myocardial infarctions in diabetic patients are silent.
Unstable Angina or acute coronary syndrome is a medical emergency. Admit and treat as incipient AMI. Use oxygen to maintain normal SaO2, give soluble aspirin and SL glyceryl trinitrate (consider nitrate infusion if patient is not hypotensive). Use small iv doses of morphine as necessary, a beta-blocker (Metoprolol or Carvedilol) and LMWH (Enoxaparin). In addition to aspirin, some protocols use Clopidogrel and glycoprotein llb/llla receptor binders to prevent platelet aggregation. 
If beta-blockade is contra-indicated, consider a CCB (Diltiazem is favoured). Remember that beta-blockers and calcium antagonists can cause hypotension, bradycardia and AV block. Consider thrombolysis for emergent ST elevation myocardial infarct (STEMI) shown by ST elevation in at least two contiguous leads, or new LBBB. Early coronary angiography is recommended with a view to PTCA or CABG.

Heart Failure: Frusemide is first-line diuretic therapy and Metolazone is a useful addition for refractory failure. Employ ACE-inhibition to suppress renin-angiotensin activity. Use Spironolactone to block aldosterone. Keep an eye on serum potassium and creatinine. Use Metoprolol or Carvedilol to get selective alpha and non-selective beta blockade, but start low and go slow. Don’t use if there is more than first degree.
A-V block. Monitor weight gain related to worsening failure. Expanded notes follow.
Atrial Fibrillation: use at least aspirin and use Warfarin for those at higher risk for thrombo-embolic stroke. Control VR with a beta-blocker (Metoprolol) or a calcium channel blocker (Diltiazem is favoured). Digoxin slows A-V conduction and resting VR and it improves contractility, but remember that it has a narrow therapeutic index and safe use requires good renal function. For rapid ventricular response associated with decompensation, synchronised DC cardioversion is an immediate need. For medical cardioversion use Amiodarone. Expanded notes follow.
Completed Ischaemic Stroke:  where possible refer to a stroke unit (there is good evidence for better outcomes) and apply appropriate rehabilitation. Use Aspirin against platelet aggregation and further carotid emboli or thromotic cerebrovacsular occlusion. Clopidogrel may be more effective than Aspirin. After the acute phase, obtain cautious reduction of BP towards a sitting pressure of 140/90 (older people don’t tolerate brisk reductions and are at risk of falls). Assume atherosclerosis and use a statin. When a transient ischaemic episiode or small stroke event suggests carotid disease, refer for duplex ultrasound imaging in case endarterectomy is indicated. The absence of a carotid bruit is not decisive.
Additional Cautionary Notes:

· Expect creatinine to rise with ACE-inhibition; accept up to 30% rise or 0.15mmol/L (use BPAC calculator for CCr and GFR).
· Remember that clearance of ACE-inhibitors depends on renal function. 

· Rarely, hypertension is associated with bilateral renal artery stenosis. If so, then dropping the BP will cause acute tubular necrosis. Doppler U/S can be used to check renal arterial flow.
· Expect a rise in serum potassium after starting an ACE-inhibitor or Spironolactone.  Hyperkalaemia > 6.5mmol/L needs urgent treatment with 10mls of 10% calcium gluconate given intravenously over 2mins.
· Beta-blockade with Metoprolol or Carvedilol is now indicated for IHD complicated by heart failure. Watch the HR; remember that slowing A-V conduction can result in complete heart block. 
· Be cautious if HF is predominantly diastolic with poor ventricular filling (best shown by echocardiography). These patients depend on higher ventricular filling pressures and circulatory collapse can follow volume depletion or vasodilation. Rate control can improve ventricular filling.
· Beware of AV nodal blockers in pre-excited AF (WPW syndrome).

· In AF, transoesophageal echo helps to exclude atrial thrombus and support the choice of Aspirin over Warfarin. If thrombus is demonstrated or suspected, then Warfarin is indicated to prevent thromboembolic stroke.
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