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element of ST segment depression and
this alone does not signify significant
ischaemia. Moreover, it may cause a
small elevation in cardiac troponins, even
in people with no coronary atheroma.
However, if ongoing angina is suspected
then referral for repeated ischaemia
evaluation may be required.2,3

Antithrombotic therapy
Thromboembolic risk should be
assessed in all patients using the
CHA

2
DS

2
VASc score (see table 2,

opposite). Bleeding risk should also be
assessed with particular emphasis on
detecting and correcting modifiable 
risk factors (see table 2, opposite). 

All patients with CAD will have a
CHA

2
DS

2
VASc score of at least 1 and oral

anticoagulation should therefore be
considered.2Although both vitamin K
antagonists (VKA) and direct oral
anticoagulants (DOAC) are effective in
stroke risk reduction, evidence suggests
superior efficacy of DOACs particularly
through lower risk of haemorrhagic
stroke. Bleeding risk is also lower with
DOACs and should therefore be
considered first line.2,7
Importantly, patients with CAD are

also prescribed antiplatelet agents.
Combination therapy with
anticoagulation significantly increases
bleeding risk, particularly in the case of

triple therapy with dual antiplatelet
agents and oral anticoagulation where
risk is increased by 79-134%.8,9
In patients with stable CAD without

an ACS or percutaneous coronary
intervention (PCI) in the preceding 
12 months then oral anticoagulation
alone should be used. In the context of
ACS or recent (preceding 12 months)
PCI then decisions on combination
therapy should be undertaken in
collaboration with the interventional
cardiology team. A period of one to six
months of triple therapy may be
indicated, influenced by the specific
stents used, coronary anatomy and
patient specific bleeding risk. Dual

Table 1

Assessment of patients with suspected arrhythmias

ACS = acute coronary syndrome; BBB = bundle branch block; BMI = body mass index; BP = blood pressure; JVP = jugular venous pressure; 
LA = left atrium; LV = left ventricle; LVH = left ventricular hypertrophy; PCI = percutaneous coronary intervention

Examination

General
•Height, weight/BMI
•Oxygen saturations

Cardiovascular
•Pulse palpation
•BP
•JVP
•Murmurs
•Pulmonary congestion/
pleural effusions
•Peripheral oedema

Respiratory
•Chest hyperexpansion
•Expiratory wheeze

Thyroid
•Tremor
•Thyroid goitre

Test/investigation

Blood tests:
•Full blood count
•Renal function/electrolytes
•Liver function
•Thyroid function

12-lead ECG

Ambulatory monitoring
•Continuous ECG monitoring 
•External event recorders
Including Zio patch and Kardia
AliveCor device
• Implantable loop recorders

Transthoracic echocardiography

Investigations

Indications/important
considerations of tests

• Identify anaemia
•Guide drug dosing
• Inform bleeding risk
• Identify reversible causes

•Confirm diagnosis and assess
ventricular rate
• Identify signs of ischaemia
• Identify conduction disease
• Identify signs of structural heart
disease (e.g. BBB)

• Important to detect AF
paroxysms
•Assess rate control
• Identify and assess burden of
PVCs or NSVT
•Continuous monitoring of limited
duration

•Assess LV systolic function
• Identify valve disease
•LVH as sign of hypertension
•LA size

History

Symptoms
•Palpitations
•Dyspnoea
•Chest pain
•Peripheral oedema
•Presyncope/syncope
•Exercise tolerance

Important comorbidities/
past medical history
•Hypertension
•Heart failure
•Valve disease
•Angina/ACS/PCI
•Thyroid dysfunction
•Obesity
•Diabetes mellitus
•Obstructive sleep apnoea
•Chronic airways disease
•Chronic kidney disease

Medications
•Anticoagulants
•Antiplatelets
•NSAIDs
•Heart failure drugs
•Antihypertensives

Social history
•Alcohol
•Smoking
•Exercise
•Occupation and 
driving


