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James

75 year old man, recently retired

Well controlled hypertension

Attends GP practice for hypertension reviews and 
flu jabs only in recent years

Mentioned getting intermittent palpitations in 
passing to HCA in June 2020. ECG arranged but 
patient did not attend.

In April 2021, James was admitted to hospital 
with a stroke, and was found on admission to 
have atrial fibrillation
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To cover today:

1. Why AF?

2. Rate control

3. Stroke + Bleeding Risk

4. Anti-platelets and AF

4. Renal Function
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In Southwark, anticoagulation could prevent:

•25 people from having a stroke

•£1.2m in health and social care costs

Per Year

Atrial Fibrillation is:
• More common with increasing age (up to 

10% prevalence in the over 85s  JAMA 2001; 285:2370)
• Stroke risk is 5-fold higher in people with AF 

(NICE 2014 AF Guideline, section 8.1)
• Treating AF with anticoagulation is 

prognostically important (22 deaths 
prevented per 1000 people treated / 37 
strokes prevented by 1000 people treated 
NICE)

Why focus on AF in
Southwark? 

Treatment of people with AF with anticoagulants significantly 
reduces risk of stroke.

• Under-treated: 10% of patients in Southwark eligible for 
anticoagulation are not prescribed any

• Under-diagnosed: Estimated approx. 1600 patientsin
Southwark with AF who are not diagnosed

Image from: Health innovation network 
dashboard, based on SSNAP data 2015/16
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If James had visited your surgery, after a diagnosis of AF was confirmed, 
and with no symptoms, what would your target heart rate be?:

1) 80bpm
2) 90bpm
3) 100bpm
4) 110bpm
5) 120bpm

Rate control in AF
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Confirmation and Assessment of AF diagnosis

Opportunistic Manual Pulse Checks  

Opportunistic manual pulse checks in those over 65 years, those with long-term conditions (e.g., hypertension, diabetes, CKD, PAD, stroke or COPD) 
and anyone with symptoms suggestive of AF (e.g., breathlessness, palpitations, chest discomfort, syncope or dizziness, stroke or TIA)
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Perform a 12-lead ECG for anyone found 
to have an irregular pulse within 2 working days and 
arrange follow up appointment to 
assess results. Once AF diagnosis confirmed code 
correctly

If paroxysmal AF suspected, do a 24 / 48 hour or 7-day 
ambulatory ECG depending on frequency of symptoms 
(paroxysmal AF can be diagnosed if episodes of AF on 
ambulatory recorder are continuous for >30 seconds)

Check for pre-disposing factors
and complications

Arrange blood tests :  
U&Es, FBC, HbA1c, TFTs, LFTs.  

Check BNP ONLY if you suspect heart failure

Consider and investigate underlying respiratory and 
metabolic causes

Consider echocardiogram if there is suspicion of 
underlying heart failure (raised BNP), structural 
heart disease and / or valvular heart disease or if 
patient being considered for cardioversion

Consider urgent referral to emergency 
department or seeking advice via Consultant 
Connect Atrial Fibrillation Acute Medicine Line if 
patient unwell
e.g., haemodynamic instability, 
HR > 120bpm at rest,  or severe AF-related 
symptoms (chest pain, severe breathlessness, 
light-headedness or syncope or acute heart failure) 

Patients should be considered for 
immediate cardioversion if there is a clear history 
of AF onset within 48 hours

Rate control is suitable for the majority of patients

Secondary care and possibly rhythm controlRate Control in primary care

Consider prompt referral to cardiology for rhythm control (cardioversion) where:

• PAF (episodes last >30 seconds <7 days) AND is symptomatic

• Patient is unable to tolerate necessary rate control medication

• Concern about associated cardiac disease e.g. LV dysfunction, valve disease, 
bradycardia on 24 hr ECG

• Patient or doctor wish to discuss rhythm control options including DC 
cardioversion, ablation or drug therapy.

• Patient has elevated CHA2DS2VASc but not suitable for anticoagulation (e.g., 
high bleeding risk)
Discuss with cardiology if required: Use eRS advice & guidance or Consultant 
Connect

Start rate limiting treatment if fast AF (>110bpm) or symptomatic AF
Use a beta-blocker such as bisoprolol 2.5mg (or rate limiting calcium channel 
blocker)  – start at low dose and titrate up (e.g., to bisoprolol 5mg) if rate 
>110bpm at rest or symptomatic

Aim for a ventricular rate of less than 110 bpm at rest if asymptomatic or 90bpm if 
symptomatic

If rate >110bpm on maximum tolerated dose of monotherapy or patient remains 
symptomatic despite rate control <90bpm refer promptly to AF service

Also address modifiable risk factors for AF including: raised BMI, optimisation of 
blood pressure control,  sleep apnoea or alcohol consumption as appropriate

Assess stroke and bleeding risk to guide treatment

OR

UNPUBLISHED UPDATE

New

New
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The primary outcome was a composite of death from cardiovascular causes, 
hospitalization for heart failure, and stroke, systemic embolism, bleeding, and 

life-threatening arrhythmic events. The duration of follow-up was at least 2 
years, with a maximum of 3 years.

N Engl J Med 2010; 362:1363-1373 DOI: 10.1056/NEJMoa1001337

No statistically significant 
difference in outcomes 

between strict and lenient 
(resting HR <110bpm) rate 

control
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Assessing Stroke and Bleeding Risk

Assess Stroke Risk: use CHA2DS2VASc Assess Bleeding Risk: use HASBLED

Risk Factor Score

Congestive Heart failure 1

Hypertension 1

Age ≥ 75 years 2

Age 65-74 years 1

Diabetes Mellitus 1

Stroke/TIA 1

Vascular Disease 1

Female 1

Score Adjusted Stroke Risk 
per year (%)

0 0%

1 1.3%

2 2.2%

3 3.2%

4 4.0%

5 6.7%

6 9.8%

7 9.6%

8 6.7%

9 15.2%

Risk Factor Score

Uncontrolled systolic BP >160mmHg 1

Abnormal Liver Function 1

Abnormal renal function 
Creatinine>200µmol/L

1

Prior Stroke / TIA 1

Bleeding Tendency 1

Labile INRs 1

Elderly >65 years 1

Drugs increasing bleeding risk 1

Alcohol 1

Score Bleeds per 100 
patient years

0 1.13%

1 1.02%

2 2.2%

3 3.2%

4 4.0%

5 6.7%

NICE advise monitoring and support for risk factors for bleeding including 
uncontrolled hypertension, poor INR control, concurrent medications including 

SSRIs and NSAIDS, alcohol consumption and reversible causes of anaemia

Also, optimize control of cardiovascular risk including blood pressure and consider 
statin use where appropriate based on QRisk. Consider referral to weight 
management services. Address sleep apnoea or alcohol consumption as 

appropriate

Address modifiable risk factors

New
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Renal Function and DOACs

Do not use eGFR

Lab calculated (MDRD) eGFR should not be used to 
guide dosing decisions of DOACs

CrCl

Creatinine clearance must be estimated using the 
Cockcroft-Gault equation calculator (available on MD 
Calc or refer to the South London creatinine clearance 
information sheet).

CrCl can be calculated using the inbuilt EMIS calculator (but ensure inputs are up to date)
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EMIS AF Advisor

Screenshot from EMIS Now user guide: 
https://bit.ly/3vfXYii

https://bit.ly/3vfXYii
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DOACs Dosing Guide

Full SEL APC guidance at https://rebrand.ly/doacmonitoringSEL
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Antiplatelets and AF

Not effective for stroke risk

No evidence of benefit for antiplatelet monotherapy 
(risks outweigh benefits)

But may be needed alongside warfarin/DOAC

e.g. with ischaemic heart disease will need 
antiplatelets alongside warfarin/DOAC – useful 
infographic from BMJ → http://bit.ly/BMJantipc
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Data
• <3% weight loss ➔ 26% from persistent to paroxysmal or no AF
• 3-9% weight loss ➔ 49% from persistent to paroxysmal or no AF
• ≥10% weight loss ➔ 88% from persistent to paroxysmal or no AF

Reverse-AF study (2018)

Practice?

Weight loss in AF

Patients with BMI ≥27kg/m2
Increased weight loss (≥10%) associated with greater likelihood of 

AF resolution or switch to paroxysmal AF from persistent AF 

Weight loss beneficial for all patients with obesity and CV disease 
and this is also true in AF

Additional reason to consider referring to weight management 
services
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Making the right thing to do
the easy thing to do.

May 2021  (review May 2023, or earlier if indicated)


