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s NSF - Chapter 8 (March 2005)

s [hree quality requirements and 20
markers of good practice for
implementation.

s Support further improvement in
services for arrhythmias.



Quality requirements

QUALITY REQUIREMENT 1 PATIENT SUPPORT

People with arrhythmias receive timely and high quality support and
information,

based on an assessment of their needs.
QUALITY REQUIRMENT 2 DIAGNOSIS AND TREATMENT

People presenting with arrhythmias, in both emergency and elective settings,

receive timely assessment by an appropriate clinician to ensure accurate
diagnosis

and effective treatment and rehabilitation.

QUALITY REQUIREMENT 3: SUDDEN CARDIAC DEATH

Whec? suc::den cardiac death occurs, NHS services have systems in place to
identify

family members at risk and provide personally tailored, sensitive and expert
support, diagnosis, treatment, information and advice to close relatives.



Markers of good practice
Patient Support (NSF CH 8)

s People with arrhythmias receive a formal assessment of
their support needs and those at significantly increased
risk of anxiety, depression or a poor quality of life

receive appropriate care.

s People with long-term conditions receive support in
managing their illness from a named arrhythmia care
co-ordinator.

s Good quality, timely information about arrhythmia
conditions is given by appropriately trained staff.



Care Pathways

Primary and Secondary Care

Syncope/TLOC

AF

Palpitations

Out of hospital SCD
Patients at risk of SCD
Pacemaker implant
ICD implant

VT

PATIENT SUPPORT



Traffic light pathway for Primary

Care
NHS

South London
Cardiac and Stroke Network

TRAFFIC LIGHT SYSTEM - draft 3
For the referral of patients with suspected cardiac arrhythmia,

cardiac syncope or family history of sudden death (under 35 yrs)

History, examination, ECG (see box 1)

Acutely unwell with palpitations
{see box 1)

22732 heart block

Exercise induced syncope
Syncope with injury

Angina with syncope

Syncope with known structural
heart disease (see box 2)

Atrial fibrillation (see box 3)

Recurrent palpitations
Recurrent pre-syncope/syncope
Symptomatic bradycardia

Family history of sudden death or
inherited cardiac condition
(see box 4)

. 'Transuent palpitations

= Clear evidence of vasovagal
symptoms (see box 5) without
L.O.C/syncope
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| = MNormal ECG
= No evidence of
structural disease

Urgent direct referral to
Accident & Emergency

Urgent direct referral to a
consultant specialising in
arrhythmia or arrhythmia
nurse specialist

South London Cardiac and
Stroke Network Atrial
Fibrillation Pathway for
Primary Care

Referral to arrhythmia
clinic/arrhythmia nurse
specialist

Referral to ICC clinic/
cardiac genetics nurse

-Reasmm .
{seebaxsj

-Comunrmyﬂimlanmse
specialist if referral required




SW London AF pathway for
Primary Care

Emergency admission ¥
Acutely urwell,
rapid ventricular rate,
early cardioversion
indicated

Arrange anticosgulation bazad on If support needed
stroke rick asseszment refer to

Sereyere anticoagulation dinic
Stroke prevention

Refer: - Parcacys=mal AF
- Symptomatic persistent AF
- Young patients and lone AF
- Mixed arrhythmizs
- AF with structural abnormality §

Asymptomatic or
acceptzable symptoms
Treat 2s permanent AF

Ianage rate control® in
Primary Care

achieved
Annual follow up® by CHD nurse /

ECE, manuzl BP, drug review
No —refer to
electrophysiologist *

Sinus rhythm / rate control

Thersipy tolerated and stable

To be used in conjunction with:
SLCSN Arrhythmia Lights

Patients aged 65 and older should hawe 3 manual pulss
palpation at least annually and amy inregularity should be
followed up with = 12 kead ECG

Consider emergency hospital admission for patients with
hazmadynamic instability, heart failure, chest pain,
breathlessness at rest, light-headedness or syncope, stroke
TIA, rates in excess of 150bpm and wide ORS complexes.
Patients considered for immediate cardioversion (clear history
of AF oniset within 48hirs)

Physical examination including mamuzl BP evaluation, 12- lead
ECG if not already carried out, FBC, U & Es, TFTs and LFTs, CHR
if appropriate

Consider echocandiogram for patients with suspected
structural heart dizeaze (murmar, abnormal ECG etc.] and
wccasionzlly for refinement of stroke rigk 3ssesoment

Structural heart dis=ase such 25 valve disesse, hesrt failune,
ardiomyopathy

Target heart rate at rest « Blbpm, <110 during moderate
exertion [110 at rest for sedentary individuals). First line
treatmenit: betz-blockers [bisoprolol] or rate limiting calcium
channel blockers [diltizzem or verapamil)

Provision of primary AF services vary across the network and
may be provided by specilist nurses, GPwS| or within
ardiology departments

Needs to include review of stroke prevention and the:
appropriateness of the rates/thythm strategy

For consideration of pulmonary vein isolation. pacemaker
AV node ablation or surgery



BHE Arrhythmia nurses

s 32 Arrhythmia nurses appointed
2006

s 10 additional in 2007

= Funded for 3 years

= Now 68 BHF + locally funded
(unknown numbers)



Patient support

Provide a contact from early diagnhosis
through to end of treatment(novice to
expert)

Need 1:1

Confirmation of arrhythmia — copy of ECG
to patient (Quality marker)

Reassurance

Provide helpline
Information and leaflets
FU

Prognosis



Patient support

Patient questions?

What is an arrhythmia

Is it life threatening

Treatment and alternatives

What does the medication do

Side effects and drug interactions
_ife style

_ong term risks/benefits/monitoring
_ikelihood of recurrence

Prognosis




Patient support

= Full details of any procedure

s EXperience shows patients benefit
from 1:1




Who provides it?

s Multidisciplinary arrhythmia teams
include

= Doctors

s Arrhythmia nurses

s Physiologists

s Genetics nurses

= Appropriately trained and resourced



Information available

s Leaflets AA/BHF/CRY/SADS/local
= Helplines — local/national

s Websites —Arrhythmia Alliance

= AFA association

s DVD’'s (eg BHF ICD)



Arrnythmia clinics

s Combined consultant,arrhythmia
nurse, physiologist,genetic
counsellers

s GP/DGH referral/Community links
s Primary/Secondary Care pathways
s [ertiary expert group



AF clinics

Nurse led
GP referral

Assessment for appropriate
treatment

Ablation

DCCV nurse led

Medical only — anti-coagulation
_ong term outcomes




Supporting the AF patient

s Assessment of the need for anti-
coagulant therapy (e.g. warfarin)

= Monitoring of medication effects and
adjustment of doses

= Preparation for DCCV
s Support for the patient and family
s Information re ablation procedures



ICD/CRT Service

Physiologist/nurse led

All patients seen pre-procedure for full
counselling/information, together with partner if
possible.

Pre-implant information pack includes AA
booklet + exercise leaflet, BHF DVD, local info.
leaflets, dummy ICD

All patients seen post procedure for further re-
inforcement and emergency instructions.

Patients given helpline number
1 month FU and link to home monitoring
Magnet provided if patient appropriate



Long term Issues ICD/CRT

s Dealing with shocks

s [nappropriate/appropriate shocks

s Patient/partner re-assurance

s Support group

= Emergency problemsd

s Surgical intervention

s End of life issues device de-activation



De-a-c £t 1-v:atiah -on

= BHF

s AA/local consent form

= Local policies

= Beware of being too prescriptive.
= Availability of resources

= [raining for DGH’s



PATENT NAME
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Procedure for Deactivation

« Priorio ds-advafion there should be dscussion
wih he meded/mring feam hceng offer
the posient %o dacids the appropnide $me. A
ceadwvaton orm may nesd 1o bs complead in
some canes by the physicon oad patiend

« A cordioc physiologist Nurse wil then vt he
pabiend ard use o progranmer fo commnicde
with and deocfuoe e KD,

+ Ths is o simple non-invosive peocedure ond
fok=s ocly o few minde

Deodivaing ths defibrilaizr- who o confad

AlME

Q  To rmise owareness of Casdhac Arrhyhrics

Q T imgrove diogosis of Cardiac Arhythmics

Q T improve treaimeet of Carboc Arhythmics

Q T improve quobly of Heor pecple bring wih
Cordioc Anfytheios

Plose oy feee o ey gadelines o médecs
oufc dveps diiam et oondition vk fer awe socke

PO Box 3697 Stratford upon Aven
Warwidshee CV37 BYL
Tel: 01789 450787
emal: nfo@arhybmiodiance.org.uk
www.arrhythmiaolionce.cog vk

AIA
\

Arthythmia Alliance
The Heart Rhythm Charity

Promoting better undarsianding, diognosks,
yeatment and qualty of life for Individuals
wih cardiac arrhyshemias

agrassd Chosey Mo - 10743 $0085

Implantable Cardioverter

Defibrillators (1CDs)
in Dying Patients

What Is an ICD?
ICDs o= implaniobla devces thdl ore fied n the
53ms woy 05 pocemakars and sad b iedt e
fareciering hen hyfn disturbances - veroder
hoveordo and venbriostar ferdlofen. The 1D
conriosfy morvon the hear e and it 4 senses
on2 of hase fwo chrosmal hythers, it dsfven an
slactronl impudee or sheck to i the heort badk
1o nomal. An ICD con thasfoss peevert sudden
nando: decth.
Issues at the End of Life
Puterhy wilt ICDs oben sufler foe progresive
cando: o other co-mordd condiors.  Near
fiz end of Iz, mory of these pofiens may not
wort cordo-pedmorary resusciofion ICPRL (PR
may v bnger be medmly opprzpddie. The co-
managsnast of “do nat resuscilz” oden ond
melorioble dafiteiiciors con be confising ©
piants ord heotheare professonoks.
Dying pofents are of rsk of recsaving inapprogriods
ond uplscsan eledrc shaclks from e KD if
fhay develop vesiriculor fodhporda or Brilaten
n thair emird phase of ilress.  Hacbhowe
protessonals shoukd anticpolz sfudions i which
fhe defbrllcdor is 20 konger desired by o padent
or m bonger appropriafe, and armasga for e ICD
o be deocivded. ¥ on 1D s nof decdivoled
prior 30 death, there & a nsk cer the death hat
movemen of fhe bedy moy simulois the 100 ©
diver further sladinco! impukes/shack, which may
be isaporopnmisly ta by foméy/professicnck
Indications for Deactivation
v Corfied 1se of on {00 is inconsighand
wih pahent gook
v Wikdowal of ark-orhytheic medeafions,
' Inminzet daoh (octvobon nappropnals
in e dying phoss)
v 'Whil o ocfae DAR (Do Net Rawsaioks)
order & in forcz,

When should Deactivating the
1D be discussed?

Discussicn obout dsndwaring e ICD shoud foke
ghoos a5 sorly 0 approprins % enoble proadive
o/ monogeeeet b ovoid urnacesiory disbess
Ahough daacivofion s ot o compionied procsss,
i maey cnly be postle of cacioin fmes, bemuse
of the specd progrommer raquied, hetors
crly ploming & rqured. Orce CPR s no kenger
medcaly oppropaals, e hacking fncion of
th defibrllotor shoudd Be daocivcied  Ideally
aitena for daadtivoing o dsfibriloor showld be
dicassed Wit o pchiant andor thar ned of kin
when =auscision issues ore aploned or when =
pabient’s conddion is weaening asd deacivation
may be oppmpade,

The dhacessios shoukd iok= ploce whis the pofient
is sif abls  bs ivolved is fhe decsion making
grocess. Fihis 5 not possible dhscussion shoukd foke
phoca wih the red-otdam. itis imparont fo fry ond
avoid "ot minuie” dacisions os thare may be no
e geicble 012 of hours % provide this ssvica.
Whers appropocte e ICD Physicion shodkd be
consuflad prior % o decsion baing mode.

When dscussing he expeciions of haming off the
10D, e fallowng shoubd be mads cear: -

The dzvics wil re longer provss [Feeavng fermy
n e avend of o Verkioky Todyarhyhreia.
Toming of the davice wil NOT couse decth
Toming off the device well nal ba parfil, nar
wik s fodurz fo hencion cose poin

Thers wi be o plen of care Yo avers hesthare
professonal aviohddy % oddrass naw qesston
or conzEes

The 10D vl consirnss 30 prowids bradyeorda idow
heart frylhe] suppert hculd e pofent need i
A deockvaton mquast Jorm vl need o be
comprelad,

i there ore coefidts, consubiion wih he pollaine
care feam may be requred

Pofent Nome.

TEQUESTFOR BERCTIVATION OF
INPLANATRELE CIDIOVERTOR DEFIBRILLATOR

DedeTime of roguast ..oceoe i cainicsinae
Addess patient 5 amendy boied of ...

| nderstond fbe reasons for deachaing my ICD
andthat e dedision fo deodivale an be reviewad
if nacessary. | agree 4o the daocvaticn of my ICD.

Sgnabre of pafent/nict-tn

D3 ond fime device deodivated ..o

Any fregimen's tho =nan OGWE L.

Sgnabure of haskh core professiona’ deodficing
fhe davice

ANY OTHER CONNENTS




How far have we come?

s Have we achieved the NSF quality
markers

s Almost

s Still some patchy areas of support
and referral

= Not all patient getting ECG’s

= Not all patients getting full
information

We're getting there



