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Foreword

The Westcliffe Cardiology Service, based at the Westcliffe Medical Practice in Shipley has been esta
services in a local primary care setting and has been led by Dr Matthew Fay and Dr Andreas Wol
consultant cardiologist provided Dr Steven Lindsay and his colleagues at Bradford Hospitals Teac

ed for several years. It provides cardiology
GPwSI in cardiology since its formation, with
undation Trust.

In 2010 the Westcliffe Cardiology welcomed Dr Patty Lloret as a futher GPwSI to the team.
by the Ilkley Moor Medical Practice. To assist practices in the decisions in clinical care t
clinicians in test interpretation, patient management and advice on appropriate referra

locality branch service in Ilkley supported
ice started through SystmOne to assist

Having promoted presented and discussed the management of atrial fibrillation

nationally for'sometime now we have struggled to
find a simple way to outline the general principals of intervention in AF. In this g

e to present the SAFE management of AF:

. Symptom management. This is often achieved by rate control
« Antithrombotic Therapy. AF increases the risk of stroke, anticoa
« Factors that may have caused the AF but also may be increasi

. Ending the arrhythmia may be the only way to relieve a patient > r ess in this area relies on good patient selection

The Guidance on the Management of Atrial Fibrillation in Primary Care 8 written by Matt Fay and Andreas Wolff to give a view on how to

Dr Matthew Fay & Dr Andreas Wolff
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Introduction

Atrial fibrillation is the commonest sustained arrhythmia, which can be symptomatic but is
symptoms the changes that occur within the heart and circulation in response to the atrial
significantly. This increased risk in stroke can be mitigated with the use of oral anticoagulants fol

ecessarily so. Even if not causing physical
lation increases the individual’s stroke risk
appropriate risk stratification.

The management of atrial fibrillation can be undertaken in a primary care setting
intervention with rhythm management, stroke risk assessment and appropriate managem
the patient with atrial fibrillation can reduce morbidity and mortality and has also been

eptions that will be outlined. Appropriate
diovascular problems commonly seen in

to be a cost € ive intervention.

Definitions

Paroxysmal Atrial Fibrillation: This is an episode of atrial fibrillation
that reverts to sinus rhythm either spontaneously within 7 days. The
duration of atrial fibrillation that is significant is defined in the
European Cardiac Society guidance as 30 seconds

First diagnosed episode of atrial fibrillation

Persistent Atrial Fibrillation: This is an episode of atrial fibrillation
lasting over 7 days and less than a year. A person in persistent atrial
fibrillation has, by definition, a chance of returning to sinus rhythm.

v

Paroxysmal

Long Term Persitent Atrial Fibrillation: This is an g

L p| Persistent
fibrillation lasting over 1 year where there still a ch

sinus rhythm. \ AN
L p| Long -standing
Permanent Atrial Fibrillation: This is the situatio > Persistent v
is in atrial fibrillation with no prospect of a return to |—> Permanent AF

person can move from a state of sinus
fibrillation without passing through the

Lone Atrial Fibrillation: This i
with atrial fibrillation, where no i iovascular problems
can be identified.

Stroke Risk: The pathophysiology of a
causing changes in the general constituen
to the cerebral circulation explains the increa
with age and co-morbidity and various risk sch
will be discussed below.

risk of stroke in people with atrial fibrillation. The risk of the atrial fibrillation is further enhanced
ma have been developed to assist in deciding the nature of intervention to reduce this risk and these

Guidance on the Management of Atrial Fibrillation in Primary care
Dr Matthew Fay & Dr Andreas Wolff



General Points

Prevalence
Atrial fibrillation is the commonest sustained arrhythmia with 600,000 cases known of in Engl
consider this to be an under estimation. When considering the prevalence of Atrial Fibrillation a
commoner with age. The SAFE study, looking at methods of screening for Atrial Fibrillation th
8% in the over 65yr population.

iving a prevalence of 1.2% however many
eds to be considered as the condition becomes
ce of Atrial Fibrillation was found to be over

cess of interventions in heart disease
h as obesity.

alsoduetot
own to be significa

The incidence of atrial fibrillation is increasing; this is partly due to the aging populatio
where people are living longer with damaged hearts. Other aetiological factors are als

Case Identification

Work has been done at trying to increase case identification, looking at pulse ass
normal primary care contacts or even performing 6 lead (limb lead only) ECGs. T
coverage; as long as a large population is screened significant amounts of atrial fibrilla

sonal flu vaccination clinics, incidental pulse checks in
on factor for success was about the level of population

If high-risk groups are reviewed however more significant cases can
to have atrial fibrillation at the time of presentation, where a 7 day
Atrial Fibrillation

Aetiology
Atrial fibrillation is associated with a range of causes rangj
these should be sort. Common causes include:

¢ Ischaemic Heart Disease

e Heart Failure

* Hypertension

¢ Valvular Heart Disease

e Cardiomyopathies

e Atrial Septal Defects

¢ Acute Infection

e Thyrotoxicosis

¢ Carcinoma of the Bronchu

¢ Endurance Athletes

¢ Electrolyte Imbalance
There are other associated condition
metabolic syndromes. The atrial trigger
understood.

ectly cause the arrhythmia but are commonly seen, such as tall stature, long PR interval,
Ilation may be caused or just aggravated by these factors, however the mechanism is not well
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Examination & Investigation

History
When taking the history from a person with atrial fibrillation try to identify symptoms that may su
is an opportunity for early cardioversion (see Management) if presenting in the first 24hour
asymptomatic of the arrhythmia.

the time of onset, this is important, as there
wever many people with atrial fibrillation are

The history should also seek symptoms suggestive of a possible underlying aetiology a i . The history should also look for other
cardiovascular illness such as diabetes, ischaemic heart disease or symptoms and sign
assessment and the decision to use anti-coagulants. People with atrial fibrillation ctancy so a full cardiovascular risk
assessment should be undertaken. Although statin medication may not affect the p i ion it may help reduce the overall
vascular risk the patient is carrying.

Examination
If the patient is symptomatic at presentation they should be assessed rapidly for hea amic compromise. If marked this may warrant discussion
with the secondary cardiology team or assistance from the paramedics. When assessin cardiac rate assessment at the cardiac apex is required

Investigations-Bloods and basics
Blood tests should be performed; these should include Full Blood Coun ;
Thyroid Function Tests and in the over 35 year olds, who have not had a ardiovascular risk assessment, cholesterol and lipid assessment. In
all patients who are current or previous smokers a Chest Hested to exclude a bronchial carcinoma as the underlying cause.

Investigation-ECG

The 12 lead ECG is mandatory in atrial fibrillation
other dysrhythmia.
The absence of P waves and an irregular rhythm
flutter with variable atrioventricular block. In many insta

pulse is due to atrial fibrillation rather than just frequent ectopy or

owever the saw-tooth appearance of the baseline may suggest atrial
Atrial Flutter can be considered like atrial fibrillation.

If there is uncertainty about the nature of: hen a re of the trace should be arranged

Investigations-Echocardiograph

erformed on all new cases of atrial fibrillation to ensure that the clinical examination and
ctural heart disease. If a patient has a rapid ventricular rate it is advisable to use rate-
ogist can obtain adequate images

Most experts would suggest that echocardiogram is

This may be of value if the clinician suspecte al fibrillation and the subsequent ECG reveals sinus rhythm. It has been shown that in people with

a high risk (the group scored as moderate to high risk with the CHADS, Score can be seen at high risk of AF) of suffering from AF a period of 72hr to

7 day monitoring will find a significant number of cases and it may be advisable to extend the period of monitoring requested to ensure the
dysrhythmia is caught.
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Symptom Management:-Rate Management

Introduction
Many people with atrial fibrillation will be found incidentally when attending for other health issu
However approximately 1 in 2 to 1 in 3 will present with symptoms which may be attributabl
palpitations, breathlessness or chest pain, however could be as vague as lethargy.

ey will be asymptomatic of the dysrhythmia.
ial fibrillation. These symptoms could include

The AFFIRM study demonstrated that there appears to be little difference in prognosi anagement attitude is adopted over a

rhythm control management. This has lead to the much-commented Rate over Rhyth

agement strate

Management
Since the publication of the RACE-II there has been a move away from aggress to improve prognosis however patients with resting
heart rates of greater than 110bpm were excluded from the study. Patients, eve tomatic, with a resting tachycardia should be actively

managed with rate controlling agents.

People with symptoms possibly attributable to atrial fibrillation should Riti rolling agents such as beta-blockers or rate limiting
calcium channel blockers to archive either a resolution of their symp f 70bpm. If they remain symptomatic at this stage
then consideration for a rhythm control strategy should be considered.

People who are asymptomatic with a bradycardia in atrial fibrillation g der go“a medication review to ensure that no rate controlling
medications are being prescribed. The thyroid function should ed in the initial assessment but if this was over looked, or was over a
year previous this should be reassessed. Following this ‘
they are truly asymptomatic and euthyroid no interveg

People who are symptomatic with a bradycardia brillati hould” under go a medication review to ensure that no rate controlling
medications are being prescribed. The thyroid functio sessed in the initial assessment but if this was over looked, or was over a
year previous this should be reassessed. If they are el d and on no rate controlling medication then they should be referred to be considered
for a pacemaker.

See Appendix 1 for suggestions on rg
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Antithrombotic Therapy:-Stroke and Risk Stratification

Introduction
In people with atrial fibrillation there is approximately a five-fold increase in stroke, and one in six
fibrillation. The strokes associated with atrial fibrillation are more disabling and often more leath
in 2 will require long term residential care (compared with 1 in 2 going home if AF is not prese
event.

ischeamic strokes can be attributed to atrial
people suffering a stroke in Atrial fibrillation 1
er 65% die within the first year following the

As commented above the cause of the stroke in atrial fibrillation is embolisation of thr
atrial systole causing blood stasis, endocardial dysfunction and changes to the co
Virchow’s triad and explains why anti-coagulants provide such excellent protection.

s from the
ents of the bloo

The thrombus forms due to failure of
is clearly reproduces the factors of

Several schema exist to assist in assessing stroke risk in atrial fibrillation, howev on the simplest of these which is the CHADS, Score

Risk Stratification

The CHADS, Score gives a point for Congestive Cardiac Failure,
Hypertension, Age of 75yrs or over and Diabetes and 2 points for

previous history of Stroke or TIA CHADS, |5C°r332f
Numbers 1
Adjusted Needed To _ _ -
CHADS,Score Risk Grading Annual Stroke Treat to Consider other risk factors™
Rate prevent 1 Age >75 years
event
‘ o
y
>2 other risk factors*
|
" ek
v
and should be considered for oral e with a score ' ¥
of 1 would be considered at mode and could be - OAC (or aspirin)
considered for anti-coagulation or na erventiogf(or aspirin). To - -
assist in this decision taking other risk f : as age over 65, Nothing (or aspirin)

vascular disease (ischeamic heart disease
disease) or female gender may be of value.

peripheral vascular
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Bleeding Risk

show that over half the people who could
rstood however the clinician is regarded as a

The benefits of anticoagulation in atrial fibrillation are well-established however repeated studies and
benefit from this form of therapy actually receive the intervention. The reasons for this are not well
significant factor.

The concern regarding bleeding on therapy is acceptable but often the perceived risk is over e

eeding Risk schema have been developed
but generally mirror the stroke risk schema so that to be a high risk of stroke would indicat i

ts should be taken in to account.
| measure for anti-platelet agents

ize on anticoa
s risk is also true in

A sensible consideration of a patient’s frailty, previous bleeding problems and ability to
However it should be remembered that if there is a fear of bleeding on anticoagulant

Intervention

igh risk of stroke and in people treated with oral
e reduced, the BAFTA study (Birmingham AF Trial in
it was significantly more effective than aspirin with

Oral anticoagualtion is well established to reduce stroke rates in people with a moder
anticoagulants. The severity of the stroke in anticoagulated patients has also been sho
the Aged) showed that the intervention is warfarin is a useful therapy in
similar, if not less complications.

New oral anticoagulants are now coming to the market, inhibiting Thro Factor Xa (Rivoroxiban and Apixaban) and these are
being shown to be effective in atrial fibrillation. They do not require the warfarin so seem more convenient for the patient and
allows a safe use in dossett boxes and managed medicine systems. None gSe’are currently licensed for this use.

Aspirin or Aspirin/Clopidogrel combinations can be consig S isk in atrial fibrillation however these have never been shown to be as
effective as oral anticoagulants. There is evidence to y benefit may confer reduces significantly in the higher risk patients compared
with oral anti-coagulants




Factors are significant in the Management ofPeople with AF

Introduction
In people who are found to have atrial fibrillation some consideration should be made of their co-
identified.

idities, which may or may not already be

Investigations

Aetilology of Atrial Fibrillation
When reviewing a person who has presented with atrial fibrillation initial thoughts s esponse to a metabolic stimulus or
other assault on the body. The initial investigations should include seeking for an
Disruption to the electrolyte balance is also significant not only as a possible cause
arrhythmic medication.

In patients who are current or previous smokers a chest Xray should be

An echocardiogram would be regarded as a gold standard in the assessme i ifi ses of atrial fibrillation. This will assess for the
presence of a cardiomyopathy, valvular disease, ventricular dysfunction hrombus. If echocardiography is not freely available or
restricted the investigation remains an essential part of the assessment O semtation or in those with abnormalities of the QRS, ST or T
wave segments of the resting ECG

People should be directly questioned about exertional discomfort or dyspnoea in trying to identify those at risk of ischeamic
heart disease.

Cardiovascular Risk Assessment
People with atrial fibrillation can also have other evide iovascular disease or be at risk of cardiovascular disease. In the blood test
assessment, if not known to be diabetic a fasting and Hbajc should be assessed and if the blood sugar is greater then 6 or the Hba;c is
greater than 5.6% then a glucose tolerap ed to assess glucose metabolism and confirm or refute a diagnosis of diabetes.
sessment performed using a validated risk assessment tool such as JBS2, Qrisk2
e of over 20% then Simvastatin 40mg should be commenced with annual

advice. If Simvastatin causes muscular pains then Pravastatin 40mg can be prescribed as
an alternative that may not cause i . ications such as Fibrates and Ezetimibe do not have an evidence base for primary prevention

all patients who are current or previous sm0o hest Xray may also be requested to exclude a bronchial carcinoma as the underlying cause.

Appendix 2 is an algorithm for the simple assessment of lipids in primary care

Guidance on the Management of Atrial Fibrillation in Primary care
Dr Matthew Fay & Dr Andreas Wolff



End the Arrhythmia

Introduction
Through this document so far we have discussed the primary care management of atrial fibrillation wi
the patient through rate control, the need for Anticoagulation to reduce the stroke risk and the Fa
existing and may affect the person’s health and prognosis. Through all these areas we have acc
a paroxysmal or persistent rhythm.

view to reducing the Symptoms endured by
hat may have provoked the AF or may be co-
the person may remain in atrial fibrillation as

There is a group of people where we should consider returning them to sinus rhythm, we
involvement of intermediate, secondary or tertiary level cardiac care.

riefly discuss ere as this generally requires the

Who should be considered for Rhythm Management?
People who are symptomatic despite adequate rate control should be considered for
nature of the atrial dysrhythmia determining the ventricular rhythm and rate (AV node

agement or for intervention to prevent the erratic
n and pacemaker insertion).

People where the atrial fibrillation had a clear, reversible, provoking feat uch as thyroto is, sepsis, cardiac surgery, alcohol binge (Friday night
syndrome) or other metabolic assault should be considered for rhythm ent when th ative factor has been treated or withdrawn. There
should be some consideration to the younger patient with no co-morbidit : rmal heart where the life time risk of the arrhythmia
may be detrimental and advice should be sort.

Who should not be considered for Rhythm Management?
People who are known to have concurrent congestive cardi
cardioversion. People who are unable to take anti-coag
sinus rhythm

heart disease are unlikely to be maintained in sinus rhythm post
ery high risk for cardioversion or an intervention to return them to

People who are unable to take anti-arrhythmics may
pulmonary vein isolation.

fioversion but may be a candidate for alternative techniques such as

Anti-arrhythmics and Primary Care
People who have returned to sinus rhytt
monitoring in primary care. This ma

eturn to sinus rhythm may require long term anti-arrhythmic. This requires

quire ECG assessinent andblood tests as outlined below:

e should have
the first 6

Flecainide, Disopyramide and Propa
Dronedarone requires LFTs each mon
Amiodarone requires 6 monthly TFTs, 1

outine annual ECG to assess the cQT.
ths of taking it, then at 9 months, 12 months and then annually
d an annual ECG to assess the cQT.

If any of these parameters become protractet urbed then advice should be sought from the specialist who commenced it.
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Summary and Other Considerations

Atrial fibrillation is a common cardiac dysrhythmia which can be symptomatic or asymptomatic. Wheth
individuals risk of stroke. There is clearly an under identification of atrial fibrillation in the population
to find these additional cases. Approximately 1 in 3 people presenting with atrial fibrillation will be

mptomatic or not is it increases the
the clinicians of primary care are well placed
through opportunistic case finding.

The majority of people with atrial fibrillation can be dealt with in primary care by if the mana
management of atrial fibrillation has been conceived to try and assist with this.

ered in a logical maner and the SAFE

If people remain symptomatic despite rate control then assessment with a cardiologis
intervention to stop the atrial rhythm disrupting the ventricular rhythm to such a d

omes imperative to er a return to sinus rhythm or

A person never asks to be a patient and people can feel frightened and alone with at
Support is available for people through the Atrial Fibrillation Association that has many
together as part of the AFA tool kit available from www.atrialfibrillation.org.uk

on which can restrict their life style and general health.
t and professional advice sheets. These are available

Web Links Of Assistance

www.heartrhythmcharity.org.uk Arrhythmia Alliance, an , her groups dealing with arrhythmia
www.atrialfibrillation.org.uk The international charity patients and clinicians in the area of atrial fibrillation
www.stroke.org.uk The nationa as information and support for people who have suffered a stroke

www.spafacademy.org.uk Resour essionals
www.improvement.nhs.uk NHS with resourees for service development and assistance
www.dvla.gov.uk/medical/ataglance.aspx edical ad on driving
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Appendix 1-Rate Control In Atrial Fibrillation

13

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 a
discussion with EP
specialist is
suggested.

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
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Appendix 2-A Simple View on Lipid Management in Primary Care

Simvastatin One off LFT, no
bri 10 year CVD 40 mg or cholesterol check,
rimary risk >20% Pravastatin not tolerated?-
Prevention .
40 mg stop and give
lifestyle advice
Atorvostatin
Post MI/
80mg >
S ; ACS/stent 6 month
econdary . .
Prevention Simvastatin 40mg
Chronic
care of CVD

!

Familial Hyperlipidaemia
Definite diagnosis
Total cholesterol >7.5 and
LDL>4.9 and
Tendon xanthomas or these signs in 15t or 2" degree relative

Possible diagnosis
Total cholesterol >7.5 and
LDL>4.9 and
FH of Ml under 50 or FH of TC>7.5 (adult) 6.7 (child)

At 8 weeks if TC>5 or
LDL>3- then switch to
Atorvostatin 40mg
Annual lipid and liver
assessment

Treatment re(ljfutchésL([j)T_ebs n;(;c‘y If this does not
should Initially then chan Z:-to ? reduce LDL by 50%
endeavorto [~®  Simvastain . g > then add Ezetimibe
Atorvastatin 40mg
reduce LDL by 40mg di (NICE
50% and increase to recommendation)
80mg if needed
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