
Pa#ent	
  presents	
  
with	
  irregular	
  

pulse	
  

Haemodynamic	
  
compromise	
  or	
  
chest	
  pain?	
  

Arrange	
  
Emergency	
  
admission	
  	
  	
  

Clear	
  onset	
  
within	
  last	
  72	
  

hours	
  

Discuss	
  with	
  on	
  
call	
  cardiology	
  

	
  

Take	
  history	
  and	
  examina#on	
  
Bloods	
  and	
  ECG	
  
(See	
  note	
  1)	
  

Stroke	
  risk	
  
assessment	
  
(See	
  note	
  2)	
  

Is	
  the	
  pa#ent	
  
symptoma#c	
  of	
  

AF?	
  

Is	
  the	
  res#ng	
  
apical	
  heart	
  rate	
  

>100bpm	
  

Refer	
  for	
  considera#on	
  of	
  rhythm	
  
management.	
  

NB-­‐Consider	
  abla#on	
  therapy	
  specialist	
  

Op#mize	
  Apical	
  
Heart	
  Rate	
  
(See	
  note	
  3)	
  

Pa#ent	
  
1)  Asymptoma#c	
  
2)  Stroke	
  risk	
  assessed	
  (not	
  on	
  ASA)	
  
3)  Heart	
  rate<100bpm	
  
4)  PATHWAY	
  COMPLETE	
  

Is	
  the	
  pa#ent	
  
now	
  

asymptoma#c?	
  

Is	
  the	
  res#ng	
  
apical	
  heart	
  rate	
  

<100bpm	
  

No	
  

Yes	
  

Yes	
  

Yes	
  

Yes	
  

Yes	
  

No	
  

AF	
  Pathway	
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General	
  Points	
  
Prevalence	
  
•  Atrial	
  fibrilla#on	
  is	
  the	
  commonest	
  sustained	
  arrhythmia	
  with	
  600,000	
  cases	
  known	
  of	
  in	
  England	
  giving	
  a	
  prevalence	
  of	
  1.2%	
  however	
  many	
  consider	
  

this	
  to	
  be	
  an	
  under	
  es#ma#on.	
  When	
  considering	
  the	
  prevalence	
  of	
  Atrial	
  Fibrilla#on	
  age	
  needs	
  to	
  be	
  considered	
  as	
  the	
  condi#on	
  becomes	
  
commoner	
  with	
  age.	
  The	
  SAFE	
  study,	
  looking	
  at	
  methods	
  of	
  screening	
  for	
  Atrial	
  Fibrilla#on	
  the	
  prevalence	
  of	
  Atrial	
  Fibrilla#on	
  was	
  found	
  to	
  be	
  over	
  
8%	
  in	
  the	
  over	
  65yr	
  popula#on.	
  

	
  	
  
•  The	
  incidence	
  of	
  atrial	
  fibrilla#on	
  is	
  increasing;	
  this	
  is	
  partly	
  due	
  to	
  the	
  aging	
  popula#on	
  but	
  also	
  due	
  to	
  the	
  success	
  of	
  interven#ons	
  in	
  heart	
  disease	
  

where	
  people	
  are	
  living	
  longer	
  with	
  damaged	
  hearts.	
  Other	
  ae#ological	
  factors	
  are	
  also	
  known	
  to	
  be	
  significant	
  such	
  as	
  obesity.	
  
	
  	
  
Case	
  Iden7fica7on	
  
•  Work	
  has	
  been	
  done	
  at	
  trying	
  to	
  increase	
  case	
  iden#fica#on,	
  looking	
  at	
  pulse	
  assessment	
  in	
  seasonal	
  flu	
  vaccina#on	
  clinics,	
  incidental	
  pulse	
  checks	
  in	
  

normal	
  primary	
  care	
  contacts	
  or	
  even	
  performing	
  6	
  lead	
  (limb	
  lead	
  only)	
  ECGs.	
  The	
  common	
  factor	
  for	
  success	
  was	
  about	
  the	
  level	
  of	
  popula#on	
  
coverage;	
  as	
  long	
  as	
  a	
  large	
  popula#on	
  is	
  screened	
  significant	
  amounts	
  of	
  atrial	
  fibrilla#on	
  can	
  be	
  found.	
  

	
  	
  
•  If	
  high-­‐risk	
  groups	
  are	
  reviewed	
  however	
  more	
  significant	
  cases	
  can	
  be	
  found.	
  Audit	
  work	
  around	
  pa#ents	
  with	
  ischeamic	
  strokes	
  who	
  are	
  not	
  found	
  

to	
  have	
  atrial	
  fibrilla#on	
  at	
  the	
  #me	
  of	
  presenta#on,	
  where	
  a	
  7	
  day	
  event	
  monitor	
  is	
  fiZed	
  is	
  sugges#ve	
  that	
  1	
  in	
  5	
  are	
  found	
  to	
  have	
  Paroxysmal	
  
Atrial	
  Fibrilla#on	
  

	
  	
  
Ae7ology	
  
Atrial	
  fibrilla#on	
  is	
  associated	
  with	
  a	
  range	
  of	
  causes	
  ranging	
  local	
  cardiac	
  issues	
  to	
  systemic	
  cardiovascular	
  disease	
  and	
  metabolic	
  disturbance	
  and	
  these	
  
should	
  be	
  sought.	
  Acute	
  comorbidi#es	
  such	
  as	
  pneumonic	
  illness	
  and	
  sepsis	
  should	
  be	
  considered	
  with	
  acute	
  presenta#on.	
  
	
  Common	
  causes	
  include:	
  
•  Ischaemic	
  Heart	
  Disease	
  
•  Heart	
  Failure	
  
•  Hypertension	
  
•  Valvular	
  Heart	
  Disease	
  
•  Cardiomyopathies	
  
•  Atrial	
  Septal	
  Defects	
  
•  Acute	
  Infec#on	
  
•  Thyrotoxicosis	
  
•  Carcinoma	
  of	
  the	
  Bronchus	
  
•  Endurance	
  Athletes	
  
•  Electrolyte	
  Imbalance	
  
There	
  are	
  other	
  associated	
  condi#ons	
  that	
  do	
  not	
  directly	
  cause	
  the	
  arrhythmia	
  but	
  are	
  commonly	
  seen,	
  such	
  as	
  tall	
  stature,	
  long	
  PR	
  interval,	
  metabolic	
  
syndromes.	
  The	
  atrial	
  triggers	
  for	
  Atrial	
  Fibrilla#on	
  may	
  be	
  caused	
  or	
  just	
  aggravated	
  by	
  these	
  factors,	
  however	
  the	
  mechanism	
  is	
  not	
  well	
  understood.	
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Note	
  1-­‐Examina7on	
  &	
  Inves7ga7on	
  
History	
  
•  When	
  taking	
  the	
  history	
  from	
  a	
  person	
  with	
  atrial	
  fibrilla#on	
  try	
  to	
  iden#fy	
  symptoms	
  that	
  may	
  suggest	
  the	
  #me	
  of	
  onset,	
  this	
  is	
  important,	
  as	
  there	
  

is	
  an	
  opportunity	
  for	
  early	
  cardioversion	
  if	
  presen#ng	
  in	
  the	
  first	
  48hours.	
  Many	
  people	
  with	
  atrial	
  fibrilla#on	
  are	
  asymptoma#c	
  of	
  the	
  arrhythmia.	
  
	
  	
  
•  The	
  history	
  should	
  also	
  seek	
  symptoms	
  sugges#ve	
  of	
  a	
  possible	
  underlying	
  ae#ology	
  as	
  outlined	
  above.	
  The	
  history	
  should	
  also	
  look	
  for	
  other	
  

cardiovascular	
  illness	
  such	
  as	
  diabetes,	
  ischaemic	
  heart	
  disease	
  or	
  symptoms	
  and	
  signs	
  of	
  Transient	
  Ischeamic	
  AZack.	
  These	
  will	
  aid	
  in	
  stroke	
  risk	
  
assessment	
  and	
  the	
  decision	
  to	
  use	
  an#-­‐coagulants.	
  People	
  with	
  atrial	
  fibrilla#on	
  have	
  a	
  reduced	
  life	
  expectancy	
  so	
  a	
  full	
  cardiovascular	
  risk	
  
assessment	
  should	
  be	
  undertaken.	
  	
  

Examina7on	
  
•  If	
  the	
  pa#ent	
  is	
  symptoma#c	
  at	
  presenta#on	
  they	
  should	
  be	
  assessed	
  rapidly	
  for	
  heamodynamic	
  compromise.	
  If	
  acute	
  admission	
  is	
  required.	
  When	
  

assessing	
  the	
  cardiac	
  rate	
  assessment	
  at	
  the	
  cardiac	
  apex	
  is	
  required.	
  Signs	
  of	
  heart	
  failure	
  syndrome	
  or	
  murmurs	
  may	
  point	
  to	
  underlying	
  structural	
  
heart	
  disease.	
  Pulmonary	
  examina#on	
  is	
  required	
  to	
  exclude	
  sinister	
  pathology	
  

	
  Inves7ga7ons-­‐Bloods	
  and	
  basics	
  
•  Blood	
  tests	
  should	
  be	
  performed;	
  these	
  should	
  include	
  Full	
  Blood	
  Count	
  to	
  exclude	
  anaemia,	
  Electrolytes,	
  Liver	
  Func#on	
  Test,	
  Glucose	
  assessment,	
  

Thyroid	
  Func#on	
  Tests	
  and	
  in	
  the	
  over	
  35	
  year	
  olds,	
  who	
  have	
  not	
  had	
  a	
  recent	
  cardiovascular	
  risk	
  assessment,	
  cholesterol	
  and	
  lipid	
  assessment.	
  In	
  
all	
  pa#ents	
  who	
  are	
  current	
  or	
  previous	
  smokers	
  a	
  Chest	
  Xray	
  may	
  also	
  be	
  requested	
  to	
  exclude	
  a	
  bronchial	
  carcinoma	
  as	
  the	
  underlying	
  cause.	
  

Inves7ga7on-­‐ECG	
  
•  The	
  12	
  lead	
  ECG	
  is	
  mandatory	
  in	
  atrial	
  fibrilla#on	
  to	
  confirm	
  that	
  the	
  irregular	
  pulse	
  is	
  due	
  to	
  atrial	
  fibrilla#on	
  rather	
  than	
  just	
  frequent	
  ectopy	
  or	
  

other	
  dysrhythmia.	
  	
  
•  The	
  absence	
  of	
  P	
  waves	
  and	
  an	
  irregular	
  rhythm	
  signify	
  atrial	
  fibrilla#on.	
  However	
  the	
  saw-­‐tooth	
  appearance	
  of	
  the	
  baseline	
  may	
  suggest	
  atrial	
  

fluZer	
  with	
  variable	
  atrioventricular	
  block.	
  In	
  many	
  instances	
  Atrial	
  FluZer	
  can	
  be	
  considered	
  like	
  atrial	
  fibrilla#on.	
  
•  If	
  there	
  is	
  uncertainty	
  about	
  the	
  nature	
  of	
  an	
  ECG	
  then	
  a	
  review	
  of	
  the	
  trace	
  should	
  be	
  arranged	
  	
  
Inves7ga7ons-­‐Echocardiography	
  
•  An	
  echocardiogram	
  should	
  be	
  performed	
  on	
  all	
  new	
  cases	
  of	
  atrial	
  fibrilla#on	
  to	
  ensure	
  that	
  the	
  clinical	
  examina#on	
  and	
  inspec#on	
  of	
  the	
  ECG	
  has	
  

not	
  overlooked	
  underlying	
  structural	
  heart	
  disease.	
  If	
  a	
  pa#ent	
  has	
  a	
  rapid	
  ventricular	
  rate	
  it	
  is	
  advisable	
  to	
  use	
  rate-­‐limi#ng	
  medica#on	
  prior	
  to	
  the	
  
test	
  to	
  ensure	
  the	
  physiologist	
  can	
  obtain	
  adequate	
  images	
  

Inves7ga7ons-­‐Ambulatory	
  Rhythm	
  Monitoring	
  	
  
•  This	
  may	
  be	
  of	
  value	
  if	
  the	
  clinician	
  suspected	
  atrial	
  fibrilla#on	
  and	
  the	
  subsequent	
  ECG	
  reveals	
  sinus	
  rhythm.	
  
•  This	
  may	
  be	
  of	
  value	
  in	
  symptoma#c	
  AF	
  to	
  beZer	
  understand	
  the	
  nature	
  of	
  the	
  rate	
  control.	
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Note	
  2-­‐Stroke	
  Risk	
  Assessment	
  



Note	
  3-­‐Rate	
  Control	
  Management	
  

 

 

 

No 

Ventricular rate in excess of 100bpm at rest 

Atrial Fibrillation confirmed 
Stroke Risk assessed and appropriately treated 

 

Once a resting and 
mean ventricular rate 
of less than 80bpm 
has been achieved 

then an 
echocardiogram 

should be arranged to 
assess the cardiac 

anatomy. 
 

If significant valvular 
problems are identified 

then a referral to a 
general cardiologist is 

recommended 
 

If left ventricular 
systolic dysfunction is 

identified then 
diuretics may assist in 

symptom 
management 

 
 If left ventricular 

systolic dysfunction is 
identified then 

appropriate secondary 
preventive medication 

should be initiated  
 

The findings of the 
echocardiogram may 

alter the previous 
stroke risk 

assessment and a 
reassessment of the 
patients stroke risk is 

recommended 

Beta-Blockers Contra-indicated or declined 

Initiate Bisoprolol 2.5mg 
OD 

Initiate Adizem XL 120mg 
OD 

Medication Tolerated 
by patient 

Medication Tolerated 
by patient 

Ventricular rate less than 
100bpm at rest 

Ventricular rate less than 
100bpm at rest 

Ventricular rate less than 
100bpm at rest 

Increase Bisoprolol to 
10mg. 

Add Adizem Xl up to 
240mg 

Add Digoxin up to 
250Mcg  

To achieve rate control of 

 
Is the patient possibly symptomatic from their AF 

Increase Adizem Xl up to 
240mg 

Add Digoxin up to 
250Mcg 

To achieve rate control of 
<100bpm 

 

Incraese Digoxin up to 
250Mcg 

To achieve rate control of 
<100bpm 

  

Ventricular rate less than 100bpm at rest achieved? 

Arrange 24hr ECG to assess mean heart rate. Has a mean heart rate of 80bpm or less been attained? 

Reassure and continue 
medication 

Return to general practitioner 
care to monitor medication 

and annual stroke risk 
assessment 

 
 
 

Arrange for a review from 
an EP specialist to 
discuss alternative 
treatments options 

Yes 

Yes 

Yes Yes 

Yes Yes Yes 

Yes 

No 

No No No 

Yes 

No 

Initiate Digoxin 125Mcg 
OD 

Medication Tolerated 
by patient 

Yes 

No 

 

 

 

No 

Ventricular rate in excess of 100bpm at rest 

Atrial Fibrillation confirmed 
Stroke Risk assessed and appropriately treated 

 

Once a resting and 
mean ventricular rate 
of less than 80bpm 
has been achieved 

then an 
echocardiogram 

should be arranged to 
assess the cardiac 

anatomy. 
 

If significant valvular 
problems are identified 

then a referral to a 
general cardiologist is 

recommended 
 

If left ventricular 
systolic dysfunction is 

identified then 
diuretics may assist in 

symptom 
management 

 
 If left ventricular 

systolic dysfunction is 
identified then 

appropriate secondary 
preventive medication 

should be initiated  
 

The findings of the 
echocardiogram may 

alter the previous 
stroke risk 

assessment and a 
reassessment of the 
patients stroke risk is 

recommended 

Beta-Blockers Contra-indicated or declined 

Initiate Bisoprolol 2.5mg 
OD 

Initiate Adizem XL 120mg 
OD 

Medication Tolerated 
by patient 

Medication Tolerated 
by patient 

Ventricular rate less than 
100bpm at rest 

Ventricular rate less than 
100bpm at rest 

Ventricular rate less than 
100bpm at rest 

Increase Bisoprolol to 
10mg. 

Add Adizem Xl up to 
240mg 

Add Digoxin up to 
250Mcg  

To achieve rate control of 

 
Is the patient possibly symptomatic from their AF 

Increase Adizem Xl up to 
240mg 

Add Digoxin up to 
250Mcg 

To achieve rate control of 
<100bpm 

 

Incraese Digoxin up to 
250Mcg 

To achieve rate control of 
<100bpm 

  

Ventricular rate less than 100bpm at rest achieved? 

Arrange 24hr ECG to assess mean heart rate. Has a mean heart rate of 80bpm or less been attained? 

Reassure and continue 
medication 

Return to general practitioner 
care to monitor medication 

and annual stroke risk 
assessment 

 
 
 

Arrange for a review from 
an EP specialist to 
discuss alternative 
treatments options 

Yes 

Yes 

Yes Yes 

Yes Yes Yes 

Yes 

No 

No No No 

Yes 

No 

Initiate Digoxin 125Mcg 
OD 

Medication Tolerated 
by patient 

Yes 

No 

No	
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