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Thromboembolic stroke
Atrial fibrillation results in the loss of
normal atrial contraction as well as
influencing clotting factors. This may
lead to the development of left atrial
thrombus, most commonly in the left
atrial appendage. The risk of systemic
thromboembolism and stroke is
increased five-fold, irrespective of
whether the atrial fibrillation is
paroxysmal, persistent or permanent
and 35% of atrial fibrillation patients will
have a stroke in their lifetime. Atrial
fibrillation strokes are larger, more
disabling and have a higher mortality
rate than those with other causes.

Although recorded episodes that last
seconds rather than minutes or hours
may be lower risk, they may also be an
indicator that longer episodes could
occur at other times and therefore risk
stratification should still be undertaken
and anticoagulation used if appropriate.

The risk of stroke can be estimated
using the CHADS

2
score, see box 1a,

opposite.2 Although now widely in use,
approximately 25% of patients have a
score of 1, placing them in an
intermediate category for which aspirin
is often inappropriately prescribed (see
below). To overcome this, the more
sophisticated CHA

2
DS

2
- Vasc score was

devised, see box 1b, opposite.3 These
scoring systems can be used to identify
patients who will derive a net benefit
from oral anticoagulation. The CHADS

2
scoring system can be integrated into
practice electronic patient records using
the GRASP AF toolkit to identify
patients suitable for oral anticoagulation
and facilitate audit.4

Oral anticoagulation lowers the risk 
of ischaemic stroke by 60-70%. 
The HAS-BLED scoring system has
been developed to assess the risk of
bleeding with warfarin.5 A score of 3 or
more indicates high risk and the risks

REFERRAL
Although many patients can be
successfully managed in primary care,
NICE recommends transthoracic
echocardiography in all younger
patients (i.e. < 60 years), if a
cardioversion and rhythm control
strategy is contemplated, to look for
suspected structural heart disease and
stroke risk stratification (if no other risk
factors are already present) and thus the
possible need for oral anticoagulation.1 

In addition, there are subgroups who
would benefit from seeing a cardiologist,
ideally one with an interest in arrhythmias,
see table 3, below.

CONSEQUENCES OF ATRIAL
FIBRILLATION
The consequences of atrial fibrillation
can be divided into three separate areas,
each of which should be assessed
independently.

present coincidentally through health
checks, preoperative assessments and
occasionally through screening pulse
checks or ECGs. 

If an irregular pulse is detected on
physical examination it should be
followed by a 12 lead ECG. For people
with intermittent symptoms potentially
due to atrial fibrillation, documentation
of the ECG during episodes requires
appropriate use of monitoring
equipment that will result in a high yield,
see table 2, above. This usually requires a
prolonged period of monitoring, see
figure 1, p27.

Every patient with a diagnosis of atrial
fibrillation should have a physical
examination to assess blood pressure
and look for signs of valve disease and
heart failure. It is routine to check thyroid
function. 

Table 1

Conditions associated with atrial fibrillation 
Condition/symptom

Myocardial infarction
Angina
Valvular disease 
Congestive heart failure
Hypertension
Cardiomyopathy
Palpitations
Obesity
Supraventricular rhythm disturbance

Table 2

Diagnosing and documenting atrial fibrillation
Frequency
Symptoms present all the time
Symptoms < once a month but 
last > 1-2 hours
Symptoms every few days 
or weeks and last < 1-2 hours
Daily symptoms 

Type of ECG monitor
12 lead ECG 
Attend surgery or emergency department
for ECG during next episode
Event monitor for 7-28 days

24 hour Holter monitor

Relative risk of developing 
atrial fibrillation
3.62
2.84
3.15
3.37
1.42
4.07
2.22
1.28
2.28

‘Atrial fibrillation
strokes are larger,
more disabling
and have a higher
mortality rate
than those with
other causes’

Table 3

Referral to secondary care
The following patients should be referred to a cardiologist:
•Under 40 years of age 
•Rate control difficult to achieve
•Suitable for cardioversion (symptomatic, new presentation, persistent)
•Signs of structural heart disease (e.g. heart murmur) 
•Heart failure
•Frequent symptomatic attacks of paroxysmal atrial fibrillation 
•Worrying symptoms such as syncope




