ROYAL COLLEGE OF GENERAL PRACTITIONERS CURRICULUM STATEMENT 15.1

Cardiovascular Problems

One in a series of curriculum statements produced by
the Royal College of General Practitioners:

1 Being a General Practitioner

2 The General Practice Consultation

3 Personal and Professional Responsibilities \*
31 Clinical Governance Q
3.2  Patient Safety o
3.3  Clinical Ethics and Values-Based Practice @

34  Promoting Equality and Valuing Diversity 0
3.5  Evidence-Based Practice
3.6  Research and Academic Activity
3.7  Teaching, Mentoring and Clinical Supe @1
4 Management s\e
41 Management in Primary Care @
42  Information Management and nology
Healthy People: promoting health and preventing disease
Genetics in Primary Care
Care of Acutely Ill People
Care of Children and Young People
Care of Older Adults
10 Gender-Specific H Issues
101 Women’s Healt
10.2 Men’s Health
11 Sexual He
12 Care ofle with Cancer & Palliative Care
13 Caré@? ople with Mental Health Problems
14 f People with Learning Disabilities

O 0 g SN U

nical Management
15.1 Cardiovascular Problems

Y4
c* 15.2 Digestive Problems

15.3 Drug and Alcohol Problems
15.4 ENT and Facial Problems
155 Eye Problems

15.6 Metabolic Problems

15.7 Neurological Problems

15.8 Respiratory Problems

159 Rheumatology and Conditions of the Musculoskeletal System
(including Trauma)

15.10 Skin Problems

Royal College of General Practitioners
14 Princes Gate | Hyde Park | London | SW7 1PU
Phone: 020 7581 3232 | Fax: 020 7225 3047

RCGP Curriculum Statement 15.1 Cardiovascular Problems v1.1, Feb09



RCGP Curriculum Statement 15.1 Cardiovascular Problems v1.1, Feb09

2



CONTENTS

AckNOWIedGEmMENLtS ..o
KeY MESSAZES ...ttt
INErOAUCHON ..o
Rationale for this curriculum StatemMent...........cocoueueueiiininirierceiinnreccrr et
UK health PIriOrities.......c.cciriririiueuiirinirieictciinntetei ettt ettt ettt ettt ettt bttt nes
Learning OULCOINES | ........ccocuiuiiiiiiiieiiiicinieieee ettt bbb

Primary care management ..........ccooiviiiiiiiiiiii s
The knowledge base............ccoiiiiiiiiiiiiii s \*

Person-Centred CATE..........ceceeieiiiiiceieieiecteeteete ettt ettt ettt et se et e teebe s e s esbeereensennas Q .........

AttUAINAL @SPECES «...voveeieeicieieie e g@ ..............................................

SCIENIEIC ASPECES ...ttt s Bttt
Psychomotor SKillS ..o, &@ ......................................................

Further Reading ........cooceeveueuniueiniuerniieineieeneiecreecieeeneeeneeaens & .................................................................
Examples of relevant texts and resources................ s\o ....................................................................
WED T@SOUICES ... e
Interesting papers/ ...............................................................................

Promoting Learning about Cardiovascular Problems ..o
Work-based learning - in primary careQ .........................................................................................
Work-based learning - in secondar @ ...............................................................................................
Non-work-based learning ...
Learning with other healthca@ofessionals ........................................................................................

REfETENCES | ... it

RCGP Curriculum Statement 15.1 Cardiovascular Problems v1.1, Feb09



RCGP Curriculum Statement 15.1 Cardiovascular Problems v1.1, Feb09

4



ACKNOWLEDGEMENTS

This curriculum statement is based on the cardiovascular research expertise of members of the
Department of Primary Care and General Practice at the University of Birmingham.

It has drawn on various national guidelines and policies, current research evidence and the
clinical experience of practising general practitioners.

The Royal College of General Practitioners would like to express its thanks to these individuals.

Authors: Dr Richard McManus & Dr Adam Fraser ?\
1

Contributors: Professor Richard Hobbs, Dr William Murdoch, Dr Davi ey, Dr
Martin Wilkinson, Dr Mark Porcheret, Dr Anthony. Treasure, Dr
Bitty Muller, Dr Mike Deighan, Professor Hywelc':‘;zwhas, Professor

Steve Field, Dr Guy Houghton, Professor all, Dr Amar
Rughani, Dr Mairi Scott, Dr Mike Fisher, ary McCarthy, Dr

Martin Wilkinson, Dr Alex Watson &
Editors: Dr Adam Fraser & Professor Steve FQ@
Guardian: Dr Richard McManus
Created: December 2004 &@
Date of this update: February 2009 &
Version number: 1.1
Previous versions: 1.0 issued January 2006, corrected and re-issued February 2007

Q3

Key messages

e Cardiovascular problem: e%r)l important cause of morbidity and mortality.

e Management of the ri @tors for cardiovascular problems is an essential part of health
promotion activityi ary care.

e All general pr
emergenci

ioners should be competent in the management of cardiovascular
ary care.

e Accurate

o
&

osis of symptoms that may potentially be due to cardiovascular causes is a
nce for general practice.
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INTRODUCTION

Cardiovascular problems includes coronary heart disease (angina, acute coronary syndromes,
cardiac arrest), heart failure, arrhythmias, other heart disease (valve disease, cardiomyopathy,
congenital), peripheral vascular disease (arterial and venous), cerebrovascular disease (stroke
and transient ischaemic attack [TIA]) and thromboembolic disease.

This statement relates to the management of these problems and the risk factors leading to
them.

Rationale for this curriculum statement

Cardiovascular problems are important because they are common, causing h1gh®s of
morbidity and mortality, resulting in considerable costs to society:

e Coronary heart disease (CHD) is the greatest burden in terms of mortalit rldw1de1

e 50% of 45-year-olds will die subsequently from coronary heart disease€1%0 UK2

e Stroke is the commonest form of acquired disability?

e Estimated direct health costs of cardiovascular problems a@ge £15 billion (2003
costs)

o Prlmary and secondary prevention aimed at reducin factors (blood pressure,
cholesterol, smoking, aspirin, better diabetic control s to clinically and statistically
significant reductions in morbidity and mortality *

¢ Consulting rates for cardiovascular disease are increasing with an ageing population and
account for at least 931 per 10,000 person yea% sk 54

¢ Current evidence is that management of/ar iovascular disease and its risk factors is
often suboptimal.®>

UK health priorities *

National Service Framework for C 0 ry Heart Disease (CHD)
This sets out twelve standards germg the detection and management of risk factors for CHD

and established CHD. Sep standards cover the emergency treatment of CHD and
rehabilitation of people wi

National Service R&rk for Older People

The NSF for Ol eople sets out a single standard for stroke that covers the appropriate
detection and Qement of people at risk of and suffering from stroke as well as rehabilitation
and seconwgvention

G a@édical Services 2 contract

2003 GMS contract includes 18-seven relevent clinical domains in the Quality and
Outcomes Framework. Of these four three—cover CHD, stroke, atrial fibrillation and left
ventricular dysfunction, with a further we-three domains involving the key cardiovascular risk
factors of diabetes, CKD and hypertension. Additional relevant euteemes-domains are regular
monitoring of smoking status and blood pressure in the practice population.

Relevant NICE Guidelines

NICE g¢uidance is available for the management of stroke, post myocardial infarction, atrial
fibrillation, diabetes, hypertension, lipid lowering, anti platelet therapy and heart failure.
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LEARNING OUTCOMES

The following learning objectives describe the knowledge, skills and attitudes that a general
practitioner (GP) requires when managing patients with cardiovascular problems. This
curriculum statement should be read in conjunction with the other RCGP curriculum statements
in the series. The full range of generic competences is described in the core RCGP curriculum
statement 1, Being a General Practitioner.

Primary care management

* Manage primary contact with patients who have a cardiovascular problem.

e Coordinate care with other primary care health professionals, cardiologists @other
appropriate specialists, leading to effective and appropriate acute and ch disease
management including prevention, rehabilitation and palliative care fo@ose with end

stage cardiac failure

* Make timely appropriate referrals on behalf of patients to specialis&?ces, especially to
rapid-access chest pain, stroke/TIA and heart failure clinics

* Promote cardiovascular wellbeing by applying health pron@& nd disease prevention

strategies appropriately s\
® Describe strategies for early detection of Cardiovascuw oblems that may already be
present but have not yet produced symptoms.

The knowledge base

/

Symptoms:
Key issues in the diagnosis of cardiovasc roblems will be the eliciting of the appropriate
signs and symptoms, and subsequent i ation and/ or referral of people presenting with:

¢ Chest pain (cardiac causes, e.g. aemic heart disease, pericarditis and aortic dissection,
versus non-cardiac causes, @ chest wall/musculoskeletal, psychological, respiratory,
gastrointestinal)

e Breathlessness (heark@\re, respiratory problems, thromboembolism, anaemia, obesity,
malignancy)

e Ankle swellin rt failure, thromboembolism, venous stasis, varicose veins, deep vein
thrombosis ( T), leg ulcers, lymphoedema, anaemia, obesity, malignancy,
hypoprot nemia)

o Syn%fs or signs thought to be due to peripheral vascular disease (arterial and venous)
e Pa 10ns and silent arrhythmias
o s and symptoms of cerebrovascular disease

OKColla se.
A Coliap

Common and/or important conditions:
e Coronary heart disease (angina, acute coronary syndromes, cardiac arrest)
e Heart failure

e Arrhythmias (ectopic beats, atrial fibrillation and flutter, narrow and broad complex
tachycardias, brady-arrhythmias)

e Other heart disease (valve disease, cardiomyopathy, congenital)
¢ Peripheral vascular disease (arterial and venous)
e Cerebrovascular disease (stroke and TIA)

RCGP Curriculum Statement 15.1 Cardiovascular Problems v1.1, Feb09




Thromboembolic disease.

Investigations:

Blood pressure measurement

Electrocardiogram (12-lead ECG)

24-hour ambulatory blood pressure measurement

Venous dopplers and ankle brachial pressure index (ABPI) measurement

Knowledge of secondary care investigations and treatment including echocardiography,
24-hour arrhythmia monitoring, venography, CT/MRI, carotid doppler examination,
invasive procedures such as angioplasty, coronary artery bypass grafting.

Treatment:

Emergency care:

Treatment of people at risk from cardiovascular problems including specific ma@ment
of raised blood pressure and lipids

tems of care,
ar problems,
ilure

Chronic disease management including specific disease management,
multidisciplinary teamwork for people with established cardio
rehabilitation and also palliative care for those with end stage cardi

Communication with patients and their families and interpr nal communication
both within the primary health care trust (PHCT) and betwé% rimary and secondary

care. g\
@

Acute treatment of people presenting with &ﬁovascular problems or symptoms
thought to be due to cardiovascular problem 6

Prevention: /
This will involve the following risk factors:

Blood pressure OQA

Lipids
Smoking 0
Other modifiable risk @s (including alcohol, exercise, obesity and diet)

Fixed factors: age, , sex and family history

Co-morbidities cially diabetes (see also the Metabolic Problems curriculum statement)

tors - risk calculation and communicating risk.

Combinin%

je
Person-centred care

A

@t\n’[{fy the patient’s health beliefs regarding cardiovascular problems and either
reinforce, modify or challenge these beliefs as appropriate.

Recognise that non-concordance is common for many preventative cardiovascular
medicines and respect the patient’s autonomy when negotiating management.
Communicate the patient’s risk of cardiovascular problems clearly and effectively in a
non-biased manner.

Utilise disease registers and data-recording templates effectively for opportunistic and
planned monitoring of cardiovascular problems to ensure continuity of care between
different healthcare providers.
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Specific problem-solving skills

e Intervene urgently when patients present with a cardiovascular emergency, e.g.
myocardial infarction, stroke and critical ischaemia.

¢ Demonstrate an understanding of the importance of risk factors in the diagnosis and
management of cardiovascular problems.

¢ Demonstrate a reasoned approach to the diagnosis of cardiovascular symptoms (e.g.
chest pain - see above) using history, examination, incremental investigations and
referral.

A comprehensive approach

e Prioritise interventions for multiple risk factors and symptoms of ca@ascular
problems according to their severity and prognostic risk.

e Advise patients appropriately regarding lifestyle interventions ing to their
cardiovascular risk and level of disability. Q

Community orientation

¢ Describe the rationale for restricting certain investiéx and treatments in the
management of cardiovascular problems, e.g. oper@ ss echocardiography, statin
prescribing. &
* Advise patients appropriately regarding drivi ccording to their cardiovascular risk
and DVLA guidelines.
A holistic approach /7

e Appreciate the importance of t ﬁal and psychological impact of cardiovascular
problems on the patient.

e Appreciate the importance e social and psychological impact of cardiovascular
problems on the patient’éz; , friends, dependants and employers.

* Recognise the impact vascular problems have on disability and fitness to work.
® Recognise the cult’(‘@-liﬁcance that people attach to the heart as a seat of emotions.

Contextual as

¢ Describe Qﬂ'ent population trends in the prevalence of risk factors and cardiovascular

dise&%ﬂ} the community.
* Describe the key government policy documents that influence healthcare provision for
iovascular problems.

&&Describe how geographical distance influences the treatment of cardiovascular
emergencies.

Attitudinal aspects

e Ensure that personal opinions regarding risk factors for cardiovascular problems (e.g.
smoking, obesity, exercise, alcohol, age, race) do not influence management decisions.
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Scientific aspects

¢ Describe and be able to implement the key national guidelines that influence healthcare
provision for cardiovascular problems.

e Describe the key research findings that influence management of cardiovascular
problems (e.g. heart protection study).

Psychomotor skills

¢ (linical skills including cardiovascular examination and blood pressure measurement.
¢ Calculation of cardiovascular risk. \
¢ Performing an ECG and basic interpretation. Q

e Resuscitation for children and adults.
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FURTHER READING

Examples of relevant texts and resources

e Beevers G, Lip GHY, O’Brien E. ABC of Hypertension (5th edn) London: BM] Books, 2006

® British Medical Association and Royal Pharmaceutical Society of Great Britain. The British
National Formulary London: BM] Books, updated annually

® British Medical Association, Royal Pharmaceutical Society of Great Britain, Royal College
of Paediatrics and Child Health. The Neonatal and Paediatric Pharmacists Group BNE. for
Children London: BMA, 2005

e Chambers R, Wakely G, Igbal Z. Cardiovascular Disease Matters Oxford: Radcli edical
Press, 2001

e Hampton JR. The ECG Made Easy (6th edn) London: Churchill Livingston@%

e Igbal Z, Chambers R, Woodmansey P. Implementing the National @e Framework for
Coronary Heart Disease in Primary Care Oxford: Radcliffe Medical Press, 2001

e Jones R, Britten N, Culpepper L, et al. (eds). Oxford Textbq@Prl’mary Medical Care
Oxford: Oxford University Press, 2004

¢ Julian DG, Cowen JC, McLenachan J. Cardiology (7th ede’ Saunders, 1998

e Lip GHY, Davies R, Davies MK. ABC of Heart Failure dn) London: BMJ Books, 2006

e Waine C. Coronary Heart Disease London: RCGP, 1996

e  Warrell D, Cox TM, Firth JD, Benz E] (eds) &' extbook of Medicine (4th edn) Oxford:

Oxford University Press, 2004

Web resources l
British Cardiac Society Q

www.bcs.com/ Oo

Chronic Disease Managem @aper from RCGP
www.rcgp.org.uk/PDF/ Cor@r

National @fary for Health
www.library.nhs.

NICE
wwm@)rg.uk (for copies of Guidelines)

Personal experiences of illness and health (multimedia)

onic_disease_nhs.pdf

www.dipex.org/

Primary Care Cardiovascular Society
www.pccs.org.uk/
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Interesting papers

Risk factors for CHD

Baker S, Priest P, Jackson R. Using thresholds based on risk of cardiovascular disease to
target treatment for hypertension: modelling events averted and number treated BM]
2000; 320(7236): 680-5. Erratum in: BMJ 2000; 320(7247): 1436

Beckett NS, Peters R, Fletcher AE, et al. Treatment of hypertension in patients 80 years of
age or older. N Engl.] Med 2008;358:1887-1898.

Blood Pressure Lowering Treatment Trialists' Collaboration, Turnbull F, Neal B, Pfeffer
M, Kostis J, Algert C, Woodward M, Chalmers ], Zanchetti A, MacMahon S. Bk)od
pressure-dependent and independent effects of agents that inhibit the renin-an
system. | Hypertens. 2007 May;25(5):951-8. Erratum in: | Hypertens. 2007 Jul;25(

Cappuccio FP, Oakeshott P, Strazzullo P, Kerry SM. Application of Fra m risk
estimates to ethnic minorities in United Kingdom and implications for primary
prevention of heart disease in general practice: cross sectional pop based study
BM]J 2002; 325(7375): 1271. Erratum in: BM]J 2003; 327(7420): 919 E;

Lewis DK, Robinson ], Wilkinson E. Factors involved in decidi
treatment: qualitative study of clinicians” and lay people’s att(

to start preventive
BM]J 2003; 327(7419):

841
Lonn EM and Yusuf S. Evidence based cardiology: e@-ng approaches in preventing
cardiovascular disease BM] 1999; 318(7194): 1337-41 g

Robless P, Mikhailidis DP, Stansby G. Systemat view of antiplatelet therapy for the

prevention of myocardial infarction, stroke @: lar death in patients with peripheral
vascular disease Br | Surg 2001; 88(6) 787-80

Angina

Wilson S, Johnston A, Robson ], er N, Collier D, Feder G, et al. Comparison of
methods to identify 1r1d1v1dua creased risk of coronary disease from the general
population BMJ 2003; 326: 1

Crea F and Lanza gma pectoris and normal coronary arteries: cardiac syndrome X
Heart 2004; 90(

Liischer TE ent of stable angina BM] 2000; 321: 62-3
O'Toole rech ED. Chronic stable angina: treatment options BM] 2003; 326: 1185-8

Rihal €S;/Raco DL, Gersh BJ, Yusuf S. Indications for coronary artery bypass surgery and
pe ous coronary intervention in chronic stable angina: review of the evidence and

dological considerations Circulation 2003; 108(20): 2439-45

rtery disease and peripheral arterial disease JAMA 2004; 292(15): 1867-74

&&a n H and Anand SS. Oral antiplatelet therapy in cerebrovascular disease, coronary

CHD - specialised topics

Bass C and Mayou R. Chest pain (ABC of Psychological Medicine) BM] 2002; 325(7364):
588-91

Beckman JA, Creager MA, Libby P. Diabetes and atherosclerosis: epidemiology,
pathophysiology, and management JAMA 2002; 287(19): 2570-81

Chaturvedi N. Ethnic differences in cardiovascular disease Heart 2003; 89(6): 681-6
Nabel EG. Cardiovascular disease (Genomic Medicine) N Engl | Med 2003; 349(1): 60-72
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CHD - economics of treatment

e Marshall T and Rouse A. Resource implications and health benefits of primary
prevention strategies for cardiovascular disease in people aged 30 to 74: mathematical
modelling study BM]J 2002; 325(7357): 197. Erratum in: BM] 2002; 325(7367): 756

¢ Ofman JJ, Badamgarav E, Henning JM, Knight K, Gano AD ]Jr, Levan RK, ef al. Does
disease management improve clinical and economic outcomes in patients with chronic
diseases? A systematic review Am | Med 2004; 117(3): 182-92

Acute coronary syndrome

e Maynard SJ, Scott GO, Riddell JW, Adgey AAJ. Regular review: management of acute
coronary syndromes BMJ 2000; 321: 220-3

e Roe MT, Ohman EM, Pollack CV Jr, Peterson ED, Brindis RG, Harrington t.al.
Changing the model of care for patients with acute coronary syndromes Am 2003;

146(4): 605-12

Heart failure O
® Aurigemma GP and Gaasch WH. Clinical practice. Diastolic hwlure N Engl | Med
2004; 351(11): 1097-105
® Dei Cas L, Metra M, Nodari S, Dei Cas A, Gheorghiade \ention and management

of chronic heart failure in patients at risk Am | Cardiol 20 A): 10-17F

e McAlister FA, Stewart S, Ferrua S, McMurray ]JJ. disciplinary strategies for the
management of heart failure patients at high risk-for admission: a systematic review of
randomized trials | Am Coll Cardiol 2004; 44(4g 9

¢ Rodeheffer RJ. Measuring plasma B-type nat
2004? ] Am Coll Cardiol 2004; 44(4): 740-9 /

ic peptide in heart failure: good to go in

Heart disease statistics
¢ The best source of these can be mgoaded as both PDF and Excel spreadsheet from the
British Heart Foundation 'Ht‘) ts” website: www.heartstats.org/homepage.asp.

e McAlister FA, O’ r AM, Wells G, Grover SA, Laupacis A. When should
hypertension b ? The different perspectives of Canadian family physicians and
patients C. %; 163(4): 403-8

The patient’s perspective @
a g;

e Pattenden.J, Watt I, Lewin RJP, Stanford N. Decision making processes in people with
sympto acute myocardial infarction: qualitative study BMJ 2002; 324: 1006

Cardiac ze@)liitation

rt N and Marwick TH. Exercise training for patients with heart failure: a systematic
eview of factors that improve mortality and morbidity Am | Med 2004; 116(10): 693-706
e Taylor RS, Brown A, Ebrahim S, Jolliffe J, Noorani H, Rees K, et al. Exercise-based
rehabilitation for patients with coronary heart disease: systematic review and meta-
analysis of randomized controlled trials Am | Med 2004; 116(10): 682-92

Self-management

e Warsi A, Wang PS, LaValley MP, Avorn ], Solomon DH. Self-management education
programs in chronic disease: a systematic review and methodological critique of the
literature Arch Intern Med 2004; 164(15): 1641-9

e DParati G, Stergiou GS, Asmar R, et al. European Society of Hypertension guidelines for
blood pressure monitoring at home: a summary report of the Second International
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Consensus Conference on Home Blood Pressure Monitoring. | Hypertens. 2008;26:1505-
1526.

Stroke

e Mant |, McManus R], Hare R. Applicability to primary care of national clinical guidelines
on blood pressure lowering for people with stroke: cross sectional study. BM] 2006;
332:635-7.

e Prospective Studies Collaboration, Lewington S, Whitlock G, Clarke R, Sherliker P,
Emberson J, Halsey ], Qizilbash N, Peto R, Collins R. Blood cholesterol and vascular
mortality by age, sex, and blood pressure: a meta-analysis of individual data from 61

prospective studies with 55,000 vascular deaths. Lancet. 2007 Dec 1;370(9602):1829-39.
L
after

e Johnston SC, Rothwell PM, Neguyen-Huynh MN, Giles MF, Elkins |JS, Bern:
Sidney S. Validation and refinement of scores to predict very early stroke i
transient ischaemic attack. Lancet. 2007 Jan 27,369(9558):283-92.

e Rothwell PM, Giles MF, Chandratheva A, Marquardt L, Geraghty edgrave JN,
Lovelock CE, Binney LE, Bull LM, Cuthbertson FC, Welch SJ, Bosch S, Alexander FC,
Silver LE, Gutnikov SA, Mehta Z. Effect of urgent treatment of $¥ ischaemic attack

and minor stroke on early recurrent stroke (EXPRESS study): pective population-
based sequential comparison. Lancet. 2007 Oct 20;370(9596):&&— .

Venous thromboembolism &0

¢ Tovey C and Wyatt S. Diagnosis, investigation, &nanagement of deep vein thrombosis
BM]J 2003; 326(7400): 1180-4 6

e  McManus R]J, Fitzmaurice DA, HebbsEDR.. Thromboembolism in Clinical Evidence London:
BM]J Publications, 20042008 /

Peripheral vascular disease

¢ Burns P, Gough S, Bradbury ® anagement of peripheral arterial disease in primary
care BM]J 2003; 326(7389): 58

Q}(@e
&
<&
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PROMOTING LEARNING ABOUT
CARDIOVASCULAR PROBLEMS

Work-based learning - in primary care

Primary care is a good place to learn how to manage cardiovascular problems because of the
wealth of clinical material presenting. Patients will present various symptoms, at varying stages
of the natural history. Critical, professional discourse with a trainer will aid the specialty
registrars (GP) in developing heuristics to aid problem-solving. Supervised pract%ill
engender confidence.

In particular, the specialty registrar (GP) should be able to learn about risk factor @ gement
and gain experience in the management of cardiovascular problems as they present (acute and
chronic) including emergencies. Primary care is also the best place to learn ab ronic disease
management (angina, post-myocardial infarction (MI), heart failure, stro pheral vascular

disease). &6

Work-based learning — in secondary care §%Q
Some GP training programmes will contain placements of Vax@ ength with cardiologists. The

acute setting is the place to learn about the acute management of acute coronary syndrome
(ACS), M1, stroke and aortic aneurysms. The specialty rg&trar will also learn about the invasive
management of cardiovascular problems: ang%ai}v, coronary artery bypass grafts,
transplantation, other forms of vascular surgery (carotid endarterectomy, vascular bypass).
Outpatient or clinic settings are ideal places foﬁeeing concentrated groups of patients with
cardiovascular problems. They provide opportunities to learn about secondary care investigation
of cardiovascular problems (exercise tes ,mionucleotide scans, MRI/CT, carotid dopplers,
angiography and echocardiography). Q

Vocational training programmes ghould offer the opportunity to attend cardiovascular clinics
when working in other hospital QQst should also consider attending specialist clinics during
their general practice-based pl nts

Many postgradua eries provide courses on cardiovascular problems. Other providers
include universiti@} d the Royal College of General Practitioners.
/

Learninq*ﬁ other healthcare professionals

Ch: O@Sease management in primary care is a multidisciplinary activity. It is important for
t&P
I

ialty registrar to attend nurse-led cardiovascular disease annual review assessments in
practice and gain an understanding of the follow-up of hypertensive patients in the practice’s
clinics that are often led and delivered by a practice nurse. It is also important to understand the
role of district nurses in the assessment and management of leg ulcers or ankle oedema by
attending their clinics or home visits. Opportunity should also be taken to observe cardiovascular
rehabilitation programmes led by physiotherapists.
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