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Abstract  5 

Background: Nurse-led outpatient clinics for acute and chronic disorders are increasingly 6 

growing but data on nurse-led fast-track clinic for rhythm and/or conduction disorders (FT-7 

RCD) are lacking. 8 

Aims: With a nurse-led fast-track clinic for rhythm and/or conduction disorders we aimed to 9 

enhance accurate diagnostic course with high patient satisfaction.  10 

Methods: With the initiation of a nurse-led FT-RCD we evaluated timely diagnosis for 11 

patients with complaints of palpitation, syncope, presyncope and fatigue who were given 12 

rapid access to diagnostics. In all patients, a range of non-invasive cardiac investigations was 13 

performed including ECG, trans-thoracic echocardiography (TTE), laboratory analysis, 14 

exercise tolerance testing (ETT), ambulatory ECG monitoring and chest X-ray. General 15 

practitioner (GP) initiates the process by faxing a referring letter requesting fast track 16 

diagnostics for patients suspected of rhythm and/or conduction disorders. A questionnaire, 17 

appointments and schedule of various investigations are sent by the doctor's assistant (DA) to 18 

the patient. The nurse practitioners (NP) take medical history, perform physical examination 19 

and conduct an ETT. All results are reviewed by a cardiologist and final diagnosis is 20 

established.   21 

Results: A total of 483 patients were investigated. Of those, 283 patients (58.6%) were 22 

reassured and discharged. The mean lead time (5.5 weeks) of FT-RCD to diagnosis was 23 

shorter compared with regular care (8 weeks), 31% reduction of time. Ten patients (10/483 = 24 

0,20%) were analyzed by tilt table test for assessment of postural orthostatic tachycardia 25 

syndrome, eight patients (8/483 = 0,16%) were forwarded for analysis of obstructive sleep 26 



apnea syndrome and six patients (6/483 = 0,12%) were referred for electrophysiological 27 

studies. Survey was sent to participants after they attended the nurse-led clinic. A total of 233 28 

attendees responded (48.2%). The nurse-led clinic was graded as good-excellent by 88% of 29 

respondents.  30 

Conclusions: The majority of referred patients to fast-track diagnostic facility are reassured 31 

and referred back to the primary care sector. Access to a nurse-led fast-track diagnostic 32 

facility considerably reduces diagnostic intervals with good to excellent satisfactory 33 

experience evaluated by patients. 34 

 35 
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Introduction: 38 

Nurse-led out-patient clinics are widely applied in acute [1,2] and chronic [3,4] disorders and 39 

are getting more popular in patient care owing to current financial cutoffs. There is growing 40 

substantial international evidence that nurse-led clinics provide a comprehensive level of 41 

service of patient teaching and education, quality of life and follow-up of different acute 42 

conditions and chronic disease entities [1,2,3,4]. 43 

In our department in 75% of outpatient cardiac patients, through the regular care pathway, the 44 

lead time to diagnosis was 8 weeks. Three planned hospital visits are required. In early 2014, 45 

we started a nurse-led FT-RCD. The team included cardiologists, two experienced 46 

cardiology-trained nurse practitioners and doctors assistants. The main objective is to provide 47 

high quality, fast and reliable diagnostics to patients with possible rhythm and/or conduction 48 

disorders in one session and according to current guidelines [5,6]. Of course, increasing 49 

patient satisfaction is considered highly important. From 2014 to 2016 an extension occurred 50 



from two to three day part sessions per week. In total, 483 patients were analyzed at the FT-51 

RCD. 52 

Nurse-led outpatient clinics for acute and chronic disorders are increasingly growing.  53 

Not only nurse-led outpatient [7] clinics are booming but also in-hospital [1] nurse-led 54 

practices are increasingly evolving. In a nurse-led fast-track outpatient clinic, the patient 55 

receives all necessary examinations on a part of the day basis, a diagnosis is made and a 56 

treatment plan is issued. The nurse practitioner has an important position throughout the 57 

entire course of FT-RCD. Expertise, ownership, development, organization and collaboration 58 

with other disciplines are important and necessary features for the NP operating at fast track 59 

clinic [5,6,7].   60 

In the late nineties of last century, patient satisfaction in a nurse-led clinic has been tested in 61 

patients with rheumatoid arthritis either at a physician specialist-led clinic or a nurse-led 62 

clinic, reporting significant increase in overall satisfaction at the nurse-led clinic [8]. In 63 

another study by Koksvik et al. [9] they demonstrated in 68 patients with inflammatory 64 

arthritides monitored either by physician-led or nurse-led clinic, assessed by Leeds 65 

Satisfaction Questionnaire, that overall satisfaction in the nurse-led clinic is prevalent without 66 

deterioration of clinical status [9]. Considering patient satisfaction with nurse-led clinic in an 67 

outpatient clinic for oncology care, patient satisfaction was stable over time. More than 90% 68 

rated the nurse practitioner as good, the waiting time as acceptable and the length of 69 

appointment as sufficient [10]. Recently, in a systematic review of 3965 participants, Randall 70 

et al., emphasized a positive (subjective and objective) patient satisfaction of nurse-led clinics 71 

in comparison with physician-led clinics [11]. The impact of atrial fibrillation effect on 72 

quality of life is studied in a comparison of nurse-led care versus standard care practice and 73 

the enrollment has already started on August 2016 that will be completed by Spring 2018 74 

[12]. deThurah et al., found in a meta-analysis (723 participants) that after one year follow-up 75 



no difference existed of disease activity between nurse-led and physician-led clinic in patients 76 

with rheumatoid arthritis (RA). A suggestion is made to promote the future implementation 77 

of nurse-led clinics for follow-up of RA patients under the supervision of rheumatologist 78 

[13]. In our experience, the FT-CRD had a good rating with NP scoring 87.5%, cardiologist 79 

scoring 79.3%, waiting time assessed as 88% and length of duration rating of 93.6%. 80 

Currently, due to lack of publications regarding patient satisfaction of participants analyzed 81 

for rhythm and/or conduction disorders, we sought to present our experiences.  82 

To evaluate adequacy of both nurse-led outpatient clinic for assessment of rhythm and/or 83 

conduction disorders and participant satisfaction in the context of fast-track diagnostics. 84 

Results are discussed and assessment of participant satisfactions are presented.   85 

Methods 86 

Since November 2014, our hospital has a nurse-led fast-track outpatient clinic, (Figure 1). 87 

Figure 1: Processing and routing of FT-RCD.88 
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Patients with the following complaints were referred to the FT-RCD: presyncope and 91 

syncope, dizziness, palpitation complaints, extrasystoly, irregular heartbeat, not yet proven 92 

atrial fibrillation, screening request for familial electrical heart disease (Table 1).  93 

Table 1: Reason for referrals to the fast track outpatient clinic for rhythm and conduction 94 

disorders. 95 

Referrals n = 483 (%) 

Palpitation 336 (69.6) 

Syncope   64 (13.3) 

Presyncope/dizziness/fall 50 (10.4) 

Screening 14 (2.9) 

Bradycardia 4 (0.8) 

Dyspnea 4 (0.8) 

Rapid heart rate 4 (0.8) 

Presumed abnormal ECG Exclusion of bigeminies (1x) and long QT 

interval (2x) 

3 (0.6) 

Irregular heart rate 2 (0.4) 

Fatigue 2 (0.4) 

Total  483 

Processing and routing of FT-RCD outpatient clinic 96 

The nurse-led fast-track process begins with a referral letter sent by fax from the General Practitioner. 97 

The cardiologist determines the referral letter for correct indication. In principle, patients with FT-98 

RCD will only be eligible if they are new referrals. Triage of referrals is done by the cardiologist. 99 

After the first triage, the referrals are checked by a nurse practitioner. The doctor's assistant calls the 100 

patient providing information about the investigations and time schedule. After informing the patient, 101 

the patient will always be given the opportunity to choose a regular appointment. Accordingly, the 102 

doctor's assistants will schedule the arrangements. In the pre-visit phase, a 24 or 48 hours, depending 103 



on availability,  Holter registration will take place together with laboratory determinations (Hb, 104 

leukocytes, platelets, renal function and thyroid function). Also, the patient is sent a questionnaire  105 

(Figure 2) which can be completed in writing and also digitally (via DigiD). The questionnaire raises 106 

questions about patients' complaints, such as the nature of the complaint, the frequency and the 107 

situations or conditions in which it occurs.  108 

Figure 2: Questionnaire 109 

Please fill in this questionnaire and send us back in enclosed envelope 110 

Questionnaire for the outpatients' cardiac arrhythmia * - circle the correct answer 111 

Date: ........................ Name: ..................................................................... .. M / F Date of birth: Age: ...... .year. Weight: ...... kg Length: 112 
....cm 113 

Description of complaints: 114 

How often do you suffer from palpitations (number of episodes per day / week / month / year?): 115 

Nature of the palpitation: 116 

How long does such an episode last: (min. -------- hours -------- days ---------) 117 

Do you often have to urinate during or after an attack of palpitations? Yes No* 118 

Are you dizzy during the complaints? Yes No* 119 

Do you feel that you are about to faint? Yes No* 120 

Do you experience chest pain ?: yes / no * 121 

Are you generally short of breath or faster tired? Yes No* 122 

Do you retain fluid? Yes No* 123 

Do you drink alcohol ?:, ... ..glasses / day. Do you smoke ?:, ...... sig. / Day 124 

Do you suffer from sleep disorders (excessive snoring or nocturnal respiratory arrest according to your partner) ?: yes / no * If so, are you 125 
being treated for this? --------------------- 126 

Do you sport? how many times a week: -------------- What do you do for sport? ----------------- 127 

Can you cycle on an exercise bike? Yes No* 128 

Is there cardiovascular disease in the family (father, mother, brothers and sisters)? Yes No* 129 

Who? At what age did this occur? What? 

   

Do you have diabetes? Yes / no / I do not know * 130 

Do you have an elevated cholesterol level? Yes / no / I do not know * 131 

Do you have elevated blood pressure? Yes / no / I do not know *  132 

Social: married / widow / widower / living alone *. Children? Number….. 133 

Occupation: ................................................. .............................. / retired yes / no * 134 



Allergy:      Previous history: 135 

Condition   Year  Treatment 

   

Medication: 136 

Drug How many mg How often per day 

   

 137 

Staff of the FT-RCD outpatient clinic 138 

The team consisted of cardiologists, experienced cardiology-trained nurse practitioners and 139 

doctor's assistants. The cardiologists have primary responsibility for the clinic. The clinic is 140 

managed by NP (Master Advanced Nurse Practitioner) with the assistance of qualified 141 

doctor's assistants.  142 

The fast-track takes place during a day care program, with all care concentrating around the 143 

patient and optimal preparation for the examinations. On the day of the visit, the data is 144 

verified. In a fast-track, a group of four patients will launch with a plenary introduction 145 

session by the NP's explaining the content of the research program. The doctor's assistant will 146 

ensure coordination of the examinations, chest X-ray, exercise tolerance testing and 147 

echocardiography. Doctor's assistants perform an ECG and measure blood pressure. The NP 148 

consult including medical history and special anamnesis in combination with assessment of 149 

the questionnaire. Subsequently physical examination and exercise tolerance testing are 150 

performed in all patients. Transthoracic echocardiography is performed by an analyst and 151 

assessed by the cardiologist. Once all investigations have been carried out, evaluation of the 152 

results by both the NP and the cardiologist takes place. Subsequently, an individual 153 

consultation will be done for each patient conducted by cardiologist and NP, and an evolved 154 

treatment plan and follow-up are proposed. The doctor's assistant who is also present at the 155 

interview immediately reporting the findings and the treatment proposal that is being 156 

processed in a letter to the GP. All patients will be sent a copy of this letter home with a 157 



survey (Figure 3) regarding their experiences and degree of satisfaction. In this survey, the 158 

participants are requested to give feedback on their findings and their experiences throughout 159 

the entire trajectory of the fast track, such as time, privacy and experience during the 160 

investigations and consultations. 161 

Figure 3: Survey Evaluation form for Fast Track outpatient Rhythm and conduction disturbances (FT-RCD) 162 

Dear participant 163 

You recently visited our ZGT Fast Track outpatient clinic Rhythm Disorders. We attach great importance to your opinion about the care 164 
provided to you, so we ask you to fill in this evaluation form. Among other things, we want to continue to improve the care provided to our 165 
patients. Circle the answer for each question that is the best according to your experience. You can also add some comments at the bottom of 166 
this form. Send the completed form in the attached reply envelope to ZGT. A stamp is not required. 167 

Thank you for your time and cooperation 168 

Circle your choice: 169 

1. I found the information provided in advance before the visit: 170 

Excellent  Good  Sufficient  Moderate  Bad 

 171 

2. The time between registration by a GP / specialist and my admission to the FTP-RS amounted to: (complete) ______ weeks. 172 

3. The length of this waiting time, I found it: 173 

Too long  Too short  Neutral 

 174 

4. The time and the reception on the FT-RCD was in my experience: 175 

Excellent  Good  Sufficient  Moderate  Bad 

 176 

5. I found the accommodation of the FT RCD: 177 

Excellent  Good  Sufficient  Moderate  Bad 

 178 

6. The extent to which my privacy was taken into account, I experienced as: 179 

Excellent  Good  Sufficient  Moderate  Bad 

 180 

7. The interview and the way in which the physical examination was carried out, I experienced as: 181 

8.  182 

Excellent  Good  Sufficient  Moderate  Bad 

 183 



9. Undergoing the echocardiographic examination, I experienced as:  184 

Excellent  Good  Sufficient  Moderate  Bad 

 185 

10. I experienced the bicycle exercise testing as: 186 

Excellent  Good  Sufficient  Moderate  Bad 

11. The way in which the cardiologist informed me about my results, is: 187 

Excellent  Good  Sufficient  Moderate  Bad 

 188 

12. I went home with a reassured feeling: 189 

Yes No Neutral 

 190 

13. I experienced the total duration of my visit to the Fast Track outpatient clinic: 191 

Too long Too short Neutral 

 192 

14. I would rate my visit to the Fast Track outpatient clinic with the following score (1 is the worst assessment, 10 is the best rating): 193 

 194 

1 2 3 4 5 6 7 8 9 10 

 195 

Comments or suggestions 196 

Please fill in any comments or suggestions below to improve our care: 197 

Contact 198 

May we possibly contact you on the basis of this evaluation form you have completed? If you want to offer us this option, enter your name 199 
and date of birth below. Of course you are not obliged to do this. 200 

Name:  ……………………….  date of birth: …………………………… 201 

Help others with your choice! 202 

To support other people in making their choice for a doctor, you can enter an assessment on Zorgkaart Nederland. 203 

It goes like this: 204 

1. Go to www.zorgkaartnederland.nl 205 

2. Enter the name of your doctor and his / her specialty in the search bar 206 

3. Select your doctor from the list 207 

4. Click on the "Value" butts 208 

Furthermore, it goes easily. 209 



We thank you for the effort to take. 210 

 211 

Results 212 

From 3 November 2014 until 31 December 2016, we have seen a total of 483 patients. 213 

Regarding the year 2015, we experienced an increase of over 33%. More women (61.6%) 214 

were seen than men. The mean age was 54 years (range 17-93 yrs). Patients with palpitation 215 

complaints were most frequently referred to the FT-RCD (69.5%) (Table 1). 216 

Lead time and visits to the FT-RCD clinic 217 

The referral fax was processed within 1.6 days. In the regular outpatient clinic, the lead time 218 

to diagnosis was 8 weeks. The lead time to diagnosis in the FT-RCD was 5.5 weeks. This is a 219 

reduction of 31%. With the application of one-Sample Statistics, the mean of the duration is 220 

5.5 weeks significantly deviates from the lead time of 8 weeks. The mean difference is -2.5 221 

with a confidence interval of the difference from -2.7 to -2.2. The corresponding P value is 222 

<0.001. It is worth mentioning that the venous puncture for laboratory testing, the planning 223 

and the application of the ambulatory Holter monitoring have been processed in this time. 224 

The FT-RCD requires only two hospital visits. 225 

Electrocardiography  226 

Three patients were referred for alleged ECG abnormalities. Upon repeating ECG we found 227 

no remarkable disorders.  228 

Exercise tolerance testing (Table 2). 229 

ETT was normal in 78.4% of patients. In 12.2% the test was equivocal. In 9.4% of cases, the 230 

abnormal findings were of ischemic changes or rhythm disorders.  231 

Echocardiography 232 

This was normal in 78.5% of cases. In some cases, follow-up was necessary for clear 233 

relationship with hypertension.  234 

Chest X-ray 235 



It was normal in 78.5% of the cases. In few cases, characteristics of chronic obstructive 236 

pulmonary disease were detected. In five other cases, the pulmonary physician was consulted, 237 

but after analysis, the patients were reassured.   238 

Laboratory investigations 239 

Laboratory tests were abnormal in nine patients who were referred to another specialty for 240 

further analysis. Two patients (n=2) were referred to the Ear-nose-throat (ENT) outpatient 241 

clinic, one (n=one) to the gastrointestinal tract-physician, the other six patients (n=six) to the 242 

internal medicine and endocrinology outpatient clinic (4x dyslipidaemia, 1x low hemoglobin 243 

level and 1x thyroid disorder). In all other cases of laboratory discrepancies, the GP was 244 

advised for further analysis and treatment.  245 

Back referral to the primary care sector or referral to other diagnostic facilities 246 

Eventually, 283 patients (59%) could be reassured and referred back to their GP (Table 3). It 247 

is remarkable to mention that in the year 2016, 29.5% of patients were referred back to the 248 

GP for control or regulation of hypertension.  249 

(Table 2): 250 

 Normal (%) Abnormal (%) Equivocal (%) 

Exercise tolerance testing 78.4 12.2 9.4 

Echocardiogram 78.5 21.5 - 

X-thorax 78.5 21.5 - 

Ambulatory Holter monitoring 99.9 0.1 - 

 251 

Table 3: Outcomes of fast track outpatient clinic for rhythm and conduction disorders. 252 

 n = 483  % 

Reassurance/ referral back to general practitioner  283  59 

Newly initiated medication 78  16 



Revision/follow-up 61 13 

Implantable loop recorder 11 0.23 

Cardiobeeper 4  0.08 

Referral to electrophysiology unit 6 0.12 

Hypertension 6 0.12 

Coronary angiography 3  0.06 

Pacemaker implantation 2 0.04 

Cardiomyopathy 1 0.02 

Genetic counseling 1 0.02 

Head-up-tilt for assessment of postural orthostatic tachycardia 

syndrome  

10 0.20 

Obstructive sleep apnea syndrome  8 0.16 

Referral to other specialty  

Ear-nose-throat clinic  

Internal Medicine/gastro-intestinal tract  

 

2 

7 

0.19 

Obstructive sleep apnea syndrome (OSAS) 253 

Eight patients (8/483 = 0,16%) were referred for exclusion or detection of obstructive sleep 254 

apnea syndrome. In four patients, diagnosis of OSAS could be established and could be 255 

excluded in two other patients. Two patients quit from further analysis of OSAS.  256 

Ambulatory ECG recording and referral to Electrophysiological studies (EPS) 257 

Six patients (6/483 = 0,12%) were referred for electrophysiological studies, because of 258 

supraventricular tachycardia (n=one, Wolff-Parkinson-White syndrome (WPW)), n=four, 259 

Atrio-Ventricular Nodal Re-entry Tachycardia (AVNRT) and n=one, Atrio-Ventricular Re-260 

entry Tachycardia (AVRT) for which n=four, radio frequency (RF) ablation occurred. In two 261 

patients watchful waiting policy was followed. 262 



Postural orthostatic tachycardia syndrome (PoTS) 263 

Ten patients (10/483 = 0,20%) were directed to tilt table test for assessment of postural 264 

orthostatic tachycardia syndrome. 265 

Survey of participants satisfaction and assessment of quality of the FT-RCD (Figure 4) 266 

A survey for participant satisfaction was sent to all participants. Of the 483 patients, 233 have 267 

returned the survey (48.2%). Regarding the quality of the FT-RCD, 61.8% of respondents 268 

showed that FT-RCD was good. Approximately one-quarter (26.2%) of respondents gave this 269 

an excellent grade. 10.7% of respondents found this to be sufficient or satisfactory. The total 270 

duration of the FT-RCD was 3.5 to 4 hours. This was considered neutral by 88% of 271 

respondents. 5.6% of respondents thought it was good enough and 6.4% experienced this as 272 

too long. With regard to the final interview, 95% of respondents were satisfied. The speed, 273 

examinations and diagnosis on one part of the day are experienced as very positive. The 274 

majority of respondents (98.2%) graded the entire FT-RCD trajectory for 8.1 scale. In this 275 

case, 98.2% of respondents gave a minimum of 6 or more. The speed, examinations and 276 

diagnosis on one part of the day are experienced as very positive. The contact with the NP 277 

was experienced as excellent (87.5%) and for the cardiologist this was 79.3% (Figure 4). 278 

Figure 4: Participants experience of FT-RCD.  279 

 280 

NP= nurse practitioner, ETT= exercise tolerance testing. 281 
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Participants satisfaction with nurse-led outpatient clinics was rated as excellent by the 282 

majority of patients (87.5%). Around 93.6% found the total duration of the fast-track (3.5 to 4 283 

hours) as acceptable. Approximately 61.8% rated the information given at the nurse-led 284 

clinics as sufficient.  285 

Discussion 286 

The main outcomes of our findings are that the majority (59%) of referred patients to our 287 

nurse-led fast-track diagnostic facility of rhythm and conduction disorders are reassured and 288 

referred back to the primary care sector. Access to a nurse-led outpatient clinic significantly 289 

reduces (31%) diagnostic intervals with good to excellent satisfactory experience (88%) 290 

evaluated by the majority of (88%) participants.  291 

Literature review of nurse-led clinics 292 

Acute coronary syndrome (ACS), post-infarction and post cardiac surgery 293 

With regard to the in-hospital setting, clinical nurse specialists programs for stable post-294 

infarction patients have been proven to be feasible and beneficial resulting in better outcomes 295 

than conventional care performed by cardiology residents regarding recurrent myocardial 296 

infarction and decreased significantly the length of hospital stay [1]. The same is held true for 297 

nurse specialists conducted programs for post-operative patients recovering from cardiac 298 

surgery or transferred from the coronary care after uncomplicated acute coronary syndrome 299 

to the general cardiology ward [2]. 300 

Atrial fibrillation (AF) 301 

With respect to nurse-led clinics in atrial fibrillation, as early as 1998, Quinn described the 302 

safety of nurse-led elective direct current electric cardioversion (DC-ECV) of patients with 303 

AF admitted as day cases to a short-stay ward. The reported success rate was 54% (40/74) 304 

[14]. In 2004, Currie et al., reported on nurse-led DC-ECV without direct physician 305 

supervision but facilitated by an anaesthesiologist in a stand-alone day surgery unit with a 306 



success rate of 92% (131/143) of restoring sinus rhythm [15]. Shelton et al., reported their 307 

experience of nurse-led elective DC-ECV in 436 patients with persistent AF in a dedicated 308 

hospital day-unit conducted by trained specialist nurses accompanied with an 309 

anaesthesiologist reaching a success rate of 83.7% and adverse events of a less than 0.5%, 310 

predominantly transient bradycardia which resolved within 72 hours. Discharge of 99.6% of 311 

all patients was achieved the same day. They reported no mortality [16]. In the United 312 

kingdom, outpatient nurse-led elective DC-ECV for symptomatic persistent AF is associated 313 

with cost reduction of 61% [7]. The impact of AF effect on quality of life will be studied in a 314 

comparison of nurse-led care versus standard care practice conducted by Smigorowsky et al.; 315 

the enrollment has already begun August 2016 and will be completed by Spring 2018 [12]. 316 

Stable bronchiectasis: In the early years of the current century, Sharples et al., compared in 317 

a randomized manner 80 patients between nurse-led or respiratory physician-led clinics. The 318 

reported data showed a better health related quality of life and slightly more hospitalization in 319 

the nurse-led clinic, both were statistically not significant [17]. 320 

Hypertension 321 

Regarding nurse-led hypertension clinic, such nurse-led clinic in general practice has proven 322 

efficacious reporting reduction of systolic blood pressure in 46% of enrolled subjects [4].     323 

Oncology care 324 

Addressing the oncology care, nurse-led clinic for rehabilitation of cancer female patients 325 

with gastrointestinal side effects after pelvic radiotherapy proved to be efficacious by 326 

improving patients quality of life, enhancing psychosocial well being and giving continuity 327 

for the long-term cancer care [18]. In a comparison of nurse-led follow-up of patients with 328 

lung cancer versus conventional medical follow-up; patient acceptability of the nurse-led 329 

follow-up service was high (75%) with significant better scores of satisfaction subscales. 330 



Moreover, overall satisfaction of general practitioners was comparable in both follow-up 331 

groups [19]. 332 

Rheumatoid arthritis (RA) 333 

Concerning RA, interview of patients with RA visiting nurse-led clinic revealed the need for 334 

a holistic approach to patient care [3]. Furthermore, Dougados et al., demonstrated in a 335 

prospective multicentre randomized controlled clinical trial (RCT) that nurse-led program is 336 

beneficiary on comorbidity management and patient self-assessment of RA disease activity 337 

[20]. Recently, in another RCT conducted by Larsson et al., compared nurse-led clinic versus 338 

physician-led clinic found that patients with low disease activity or in remission can be 339 

monitored with a reduced resource use and at a lower annual cost by a nurse-led service 340 

without difference in clinical outcomes [21].  341 

Chronic kidney disease (CKD) 342 

Assessment of patient satisfaction in a multicentre evaluation of nurse-led clinics of CKD, 343 

Coleman et al., reported that the majority of the patients (84%) were highly satisfied with the 344 

quality of service provided by the nurse and suggested further optimization of communication 345 

strategies for better improvement of care [22].  346 

Diabetes mellitus  347 

A multi-centre randomized controlled trial of a nurse-led intervention of life style 348 

modification program compared with standard care to reduce cardio-metabolic disorders and 349 

decrease future risk of cardiovascular disease and diabetes in subjects with metabolic 350 

syndrome was conducted in 2015 with an extended 5 year follow-up. This trial will provide 351 

evidence for contemporary data and information regarding the potential benefit and role of 352 

remote nurse-led clinics in primary prevention [23]. 353 

Future perspective  354 



In our institution, plans will be made to reduce the total duration of the FT-RCD to two 355 

hours. This will require logistical adaptation. If the ambulatory ECG recording and blood 356 

analysis could take place in general practitioner practice, the lead time would be reduced 357 

considerably. 358 

Limitations 359 

One possible limitation of this study is the small sample size. Furthermore, no analysis has 360 

been made for cost effectiveness of the current fast-track rhythm and conduction disorders 361 

nurse-led clinic in this secondary care setting.  362 

Conclusions 363 

Nurse-led fast-track clinic significantly reduced the lead time by 31% (P <0.001).  364 

The number of planned hospital visits could be reduced to two visits.  365 

Nearly 60% of patients on the FT-RCD could be reassessed and discharged immediately after 366 

completeness of the investigations.  367 

A total of 93% of respondents were satisfied with the duration of the fast track clinic and 368 

95% were satisfied with the final interview.  369 

Finally, the overall satisfaction and rating of the nurse-led FT-RCD by the respondents was 370 

8.1 on a scale from one to ten.  371 

Recommendation: Further studies for analysis of cost effectiveness, satisfaction of specialist 372 

physician related to release of the work load may be needed. 373 

Consent Disclaimer: 374 

As per international standard or university standard, patients’ consent has been collected and 375 

preserved by the authors. 376 

 377 
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 Figure legends: 486 

Figure 1: Processing and routing of Fast Track outpatient Rhythm and conduction 487 

disturbances. 488 

Figure 2: Questionnaire for Fast Track outpatient Rhythm and conduction disturbances. 489 

Figure 3: Survey. Evaluation form for Fast Track outpatient Rhythm and conduction 490 

disturbances. 491 

Figure 4: Participants experience of Fast Track outpatient Rhythm and conduction 492 

disturbance. 493 


