                               Atrial Fibrillation
AF is the most common arrhythmia in clinical practice - 5% of over 75s have AF. The prevalence doubles with each advancing decade from the age of 50 years.
AF doubles mortality rate. It increases the risk of stroke six fold and in AF with rheumatic heart disease the risk of stroke is increased 18 fold.

Classification of AF
 Paroxysmal = spontaneous resolution within 7 days.


 Persistent = > 7 days & indefinite unless cardioverted.


 Permanent = > 7 days and sinus rhythm unachievable. 
Practice rules about coding AF
Do not code AF unless confirmed by ECG or a hospital specialist (in a letter) - Use our formulary codes to ensure they are recognised for QOF purposes.
Assessment 
Alcohol, smoking history and CVS examination 

FBC, Cr&Es, fasting BS, fasting lipid profile, TSH, ECG incl rhythm strip, consider echocardiogram (? Valvular heart disease ? LVD).
Acute onset AF warrants cardiology referral or admission.

Opportunistically discovered AF requires investigation. If no valvular heart disease use  CHADS2 score (found in SysOne clinical tools) and refer for consideration of warfarin treatment if no CI and CHADS2 score >2 otherwise consider aspirin 75 mg daily in combination with rate control agents if appropriate.
CHAD2 scoring – calculate the total score

1. CCF.    


Scores 1 CHAD point 
2. HT (systolic >160).  

Scores 1 CHAD point
3. Age >75 years.    

Scores 1 CHAD point
4. Diabetes.    


Scores 1 CHAD point 
5. Prior cerebral ischemia.  
Scores 2 CHAD points

Valvular heart disease (Not used in CHAD scoring as  should be considered for warfarin due to  high risk of embolic CVA).

When to refer (GPWSI in cardiology, PCT Arrhythmia Care Coordinator, Cardiologist)

Acute onset (cardiology referral or admission)
Heart murmur
Frequent attacks of paroxsysmal AF
AF with broad complexes
Heart failure or syncope
AF resistant to normal rate control drugs
Suitable for rhythm control using cardioversion

Treatment options
Rate control with anticoagulation - 

Haemodynamic impairment in AF results principally from an uncontrolled ventricular rate, which may cause, or exacerbate, heart failure. The ventricular rate should be controlled to less than 90 per minute at rest and less than (200 – their age)/minute on exertion (6 minute walk test). Digoxin alone commonly fails to control ventricular rate on exercise therefore 1st line treatment is a low dose beta-blocker (e.g. bisoprolol or atenolol) and 2nd line treatment is calcium channel blocker (e.g. diltiazem). The doses are gradually up titrated until ventricular rate is controlled.

These rate controlling drugs are combined with aspirin (75mg a day) or warfarin (target INR = 2.5 ).

Rhythm control - cardioversion and/or amiodorone or flecainide or propafenone

Conversion to sinus rhythm abolishing the need for anticoagulation or anti-arrhythmic medication. Unfortunately 75% revert back into AF within 5 years and they have a higher hospital admission rate and experience more drug side effects than rate control. Also cardio version after 48hours of AF onset has a 5 to 7% risk of thromboembolism without anticoagulation and 1-2% with anticoagulation!

Rate vs Rhythm control in persistent AF – which to use?

Rhythm control – Pts with CCF in new AF, Pts who remain symptomatic despite adequate rate control, Pts with AF secondary to a remediable condition or Pts presenting for the first time with lone AF.

Rate control – Pts >65, Pts with CHD or Pts unsuitable for cardioversion

NB Pts unsuitable for cardioversion = anticoagulation CI, AF >12 months, ongoing but reversible cause or structural heart disease that precludes long term maintenance of sinus rhythm. 

QOF points associated with AF 

· Having an AF register



                   

· Confirmation of diagnosis by ECG or hospital specialist.    

· Appropriate medication (aspirin or warfarin).                       
Likely changes in the near future
New European guidelines recommend key changes (BMJ 7 May 2011 342:989)

1. The threshold for oral anticoagulants will be reduced.

2. CHAD2 will be replaced with Cha2DS2Vasc where additional points are given for women, presence of vascular disease and being aged 75 years or more.

3. A score of 0 = no Rx, a score of 1 = aspirin and score >1 = oral anticoagulation.

4. Dabigatran (110mg for intermediate risk of stroke and 150 mg a day for patients at high risk) which does not need therapeutic monitoring may replace warfarin as the oral anticoagulant of choice ( for new patients: those currently stable on px no change ? ) 
CHA2DS2VASc stroke risk assessment tool

	Risk factor
	Score

	Congestive heart failure
	1

	Hypertension
	1

	Age => 75 years
	2

	Diabetes
	1

	Stroke or TIA
	2

	Vascular disease #
	1

	Age => 65 years
	1

	female
	1


# including peripheral or coronary vascular disease or aortic plaque
NICE CG 36
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