1. Starting the conversation
A cardiac event can be an overwhelming and frightening experience for an individual and their family. You can help make it easier by starting a conversation about their condition and recovery.
TIPS FOR TALKING WITH YOUR PATIENTS ABOUT CARDIAC RECOVERY AND THEIR LONG-TERM HEART HEALTH:
Check the notes: Check your patient's clinical notes and familiarise yourself with what has happened to the patient and what procedure they have had.
Avoid jargon: Use language that is appropriate for your patient. Avoid technical jargon that can be confusing for patients.
Don't assume: Don't assume that patients understand what has happened to them or that someone else has explained everything to them. During stressful times, messages can be missed or forgotten so it is always better to repeat information to ensure it's retained.
Opportunity: Provide patients with opportunities to ask questions - if necessary, ask the patient directly if they have any questions or concerns.
Get it right: If you are not sure of an answer or result, tell the patient you will find out and then follow this up with an appropriate colleague. Make sure you return to the patient with the information.
Clarity: Ensure patients understand that cardiac procedures are a treatment and not a cure for heart disease.
Long term changes: Advise the patient of any lifestyle changes they may need to address in order to manage their heart disease. 
Empathise with your patient
Talk to them about how they feel about their diagnosis and treatment - remember this can be a scary experience for them and they may be feeling very vulnerable. There may also be many competing priorities in their life causing them concern. This video can help you understand the importance of empathy in health care interactions.

OPPORTUNITIES TO DISCUSS DIAGNOSIS AND PROCEDURES WITH PATIENTS INCLUDE:
· When doing patient observations: provide information as relevant to the patient, e.g. the importance of managing high blood pressure, monitoring irregular heart rhythms, maintaining a healthy weight.
· When checking a patient's wound/dressing: ask the patient if they understand what procedure they have had and if they know what the result means. If they are unclear, explain in simple terms and answer any questions.
· When escorting patients to and from procedures: ask them if they know what is happening to them. For many, this is can be a daunting time so your explanation and reassurance can help allay their anxiety.
· When taking blood or doing and ECG: explain what you are doing, why you are doing it, what results the medical team are looking for,  and what the results mean.

2. ANATOMY & PHYSIOLOGY
THE UNDERLYING CAUSE OF CORONARY ARTERY DISEASE IS A SLOW BUILD UP OF FATTY DEPOSITS ON THE INNER WALL OF BLOOD VESSELS THAT SUPPLY THE HEART MUSCLE WITH BLOOD.
These fatty deposits gradually clog the arteries and reduce the flow of blood to the heart muscle. This process, called atherosclerosis, begins when people are young, can be well advanced by middle age, and is influenced by the effects of risk factors.
Cardiac valve problems can be the result of many things, e.g. infection, congenital abnormality, myocardial infarction, long-term hypertension.
Nurses need a good grounding in cardiac anatomy and physiology in order to be able to explain cardiac conditions, investigations and procedures to their patients.
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3. ACUTE CORONARY SYNDROMES
ACUTE CORONARY SYNDROME (ACS) REFERS TO ANY CONDITION ATTRIBUTED TO OBSTRUCTION OF THE CORONARY ARTERIES AND CAN RANGE FROM ANGINA THROUGH TO MYOCARDIAL INFARCTION.
ACS generally has three categories:
1. ST elevation MI (STEMI)
2. Non ST elevation MI (NSTEMI)
3. NSTEACS (non ST elevation acute coronary syndromes such as unstable angina)
Clinical presentation (symptoms), ECGs and blood tests (cardiac biomarkers, i.e. Troponin) are used to determine an ACS diagnosis and how the patient should be managed.
Troponin is a contractile protein that is not normally found in serum; it is released only when myocardial necrosis occurs. The current ACS treatment algorithm(link below) is based on high-sensitivity (HS) troponin testing however HS troponin testing is not routinely used throughout Australia. If HS troponin testing is unavailable, assessment should be based on conventional assay tests at four-hour and eight-hour time points.
The ECG is the most important tool in the initial evaluation and triage of patients in whom an acute coronary syndrome (ACS), such as myocardial infarction, is suspected.
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Coronary arteries and structures
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4. ARRHYTHMIAS & DEVICES
ARRHYTHMIAS CAN OCCUR AS A RESULT OF A MULTITUDE OF FACTORS.
For example: coronary or rheumatic heart disease, hypertension, electrolyte disturbance, thyrotoxicosis, HF, cardiomyopathy, valve disease, pulmonary disease, MI, congenital heart disease, and after cardiac surgery.
Treatment can involve a number of strategies, all of which are dependent on factors such as patient clinical status, comorbidities and risk factors.
They include:
· rate control
· rhythm control / reversion to sinus rhythm
· symptom management
· risk / complication management
.
The insertion of a cardiac device to manage cardiac arrhythmia has implications for the patient and health care providers.
Factors to consider include:
· psychological impact
· wound care and physical limitations post implantation
· driving restrictions
· electromagnetic interference
· exercise modification
· undergoing future surgery or procedures
· shock, and,
· discussion of options for ICD deactivation end of life/palliation.
.
It is important that patients with cardiac devices carry information about the device and company contact details – this information should be provided to them prior to discharge.
Many excellent resources are available from device companies and include patient information about how to live with a permanent pacemaker, implantable cardioverter defibrillator and cardiac resynchronisation therapy. 
· 
https://www.heartfoundation.org.au/Conditions/heart-arrhythmia
https://www.heartfoundation.org.au/Conditions/atrial-fibrillation
https://myheartmylife-elearning.com.au/moodle/mod/url/view.php?id=421&redirect=1
https://myheartmylife-elearning.com.au/moodle/mod/url/view.php?id=423&redirect=1
https://myheartmylife-elearning.com.au/moodle/mod/url/view.php?id=270&redirect=1
https://myheartmylife-elearning.com.au/moodle/mod/url/view.php?id=271&redirect=1
https://myheartmylife-elearning.com.au/moodle/mod/url/view.php?id=272&redirect=1
https://myheartmylife-elearning.com.au/moodle/mod/url/view.php?id=273&redirect=1

5. BP & HYPERTENSION
MULTIPLE FACTORS CAN CONTRIBUTE TO THE DEVELOPMENT OF HIGH BLOOD PRESSURE AND LONG-TERM HYPERTENSION CAN HAVE A SERIOUS IMPACT ON THE BODY WITHOUT DISPLAYING ANY SYMPTOMS UNTIL DAMAGE IS DONE.
Blood pressure (BP) is determined by the amount of blood pumped by the heart each minute (cardiac output) and the amount of resistance it has to pump against (the degree of arterial dilation or constriction, i.e. systemic vascular resistance).
Morbidity and mortality associated with elevated BP is predominantly a consequence of damage to end-organs such as blood vessels, the heart, brain, kidneys and eyes. High blood pressure - or hypertension (HT) - can cause blood vessel walls in the brain or eye to weaken, bleed or burst; can increase workload and therefore oxygen demand of the heart; can lead to narrowing and thickening of renal blood vessels, thereby limiting function.
If blood pressure is monitored regularly then it can be managed and negative outcomes can be avoided. Diagnosis of HT is not made from a single measurement however; measurements must be repeated over time and taken with good technique.
Non-pharmacologic management strategies for HT include:
· weight control - aim for waist circumference < 94 cm in males and < 80 cm in females, body mass index (BMI) < 25 kg/m2
· regular physical activity – at least 30 minutes of moderate-intensity physical activity on most, if not all, days of the week
· dietary salt restriction - promote low/reduced salt foods as part of a healthy eating pattern
· smoking cessation – consider nicotine replacement therapy for patients who smoke more than 10 cigarettes per day
· limiting alcohol intake.
Medications recommended for consideration as first-line treatment in uncomplicated HT include:
· ACE inhibitor or angiotensin II receptor antagonist, or
· calcium channel blocker, or
· thiazide diuretic (only considered for those ≥ 65 years).
As with any therapy, medications need to be tailored to suit each person's individual condition, comorbidities and response.
https://myheartmylife-elearning.com.au/moodle/mod/url/view.php?id=275&redirect=1
https://www.heartfoundation.org.au/Conditions/Hypertension
https://myheartmylife-elearning.com.au/moodle/mod/url/view.php?id=287&redirect=1

6. Revascularisation: thrombolytics, PCI & CABG
IN GENERAL, PERCUTANEOUS CORONARY INTERVENTION (PCI) IS THE TREATMENT OF CHOICE FOR EMERGENCY REVASCULARISATON, PROVIDING IT CAN BE PERFORMED PROMPTLY BY A QUALIFIED INTERVENTIONAL CARDIOLOGIST IN AN APPROPRIATE FACILITY.
Fibrinolysis should be considered early if PCI is not readily available.
In cases of major delay to hospitalisation (> 30 minutes) consider pre-hospital fibrinolysis.
7. CARDIAC VALVE SURGERY
THERE ARE TWO MAIN TYPES OF CARDIAC VALVE SURGERY: VALVE REPAIR AND VALVE REPLACEMENT.
Where a valve cannot be repaired, it may be replaced with either a biological tissue valve or a mechanical valve - each with their own pro's and con's for use.
A damaged valve results in the heart being unable to pump blood efficiently: clinical symptoms include dyspnoea, angina, lethargy and oedema.
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