
Non-rheumatic atrial fibrillation protocol

Aim

To ensure that those patients with atrial fibrillation (AF) are assessed as to their symptoms and their suitability for anticoagulation so as to reduce their risk of developing transient ischaemic episodes and stroke.

Target population

Those patients with atrial fibrillation confirmed by an ECG reading.

Investigations

Routine cardiovascular risk assessment bloods and TFTs

Echocardiography:

– if a baseline echocardiogram is important for long-term management (such as in younger patients)

– if you are considering a rhythm-control strategy that includes electrical or pharmacological cardioversion

– if you suspect underlying structural or functional heart disease (failure or murmur) that would influence management, such as choice of antiarrhythmic drug

– where needed to help with stratifying stroke risk for antithrombotic therapy, but only where clinical evidence is needed of left ventricular (LV) dysfunction or valve disease.

Controlling rate or rhythm

In patients with permanent AF, who need treatment for rate-control beta-blockers or rate-limiting calcium antagonists should be the preferred initial monotherapy in all patients.  Digoxin should only be considered as monotherapy in predominantly sedentary patients.

Try rhythm-control first for patients with persistent AF:

·  who are symptomatic

·  who are younger

·  presenting for the first time with lone AF secondary to a treated or corrected
 precipitant 

·  with congestive heart failure.

Try rate-control first for patients with persistent AF:

·  over 65

·  with coronary artery disease

·  with contraindications to antiarrhythmic  drugs

·  unsuitable for cardioversion.

The exact management plan should follow the flow charts in the NICE guideline
Protocol for anticoagulation

There is debate as to which patients with AF benefit from anticoagulation.  The difficulty lies in identifying those sub-groups of patients with AF in which the potential benefits of anticoagulation exceed the potential risks.  We have based our assessments on work by Iqbal et al in the BMJ 2005.

Group 1
Age < 60

Consider aspirin

Group 2a

Age 60 - 75

Without hypertension




or congestive heart failure




or thromboembolism



Consider aspirin

Group 2b

Age 60 - 75

With hypertension




or congestive heart failure




or thromboembolism




Consider warfarin

Group 3

Age > 75

Consider warfarin

Patients at particularly high risk at any age may need warfarin.
Contraindications to warfarin include:

     peptic ulcer

     severe hypertension

     bacterial endocarditis

· recent history of alcohol excess

· dementia (MSQ should be 9-10/10), unless living with a competent carer

· significant deafness or visual impairment, unless living with a competent carer

· ? no phone

Follow up

These patients should be followed up annually to check they are symptom free and that their assessment re anticoagulation is unchanged.
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