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heart failure. Fortunately, this left
ventricular dysfunction is reversible
once the rate is brought under control
and ideally sinus rhythm is restored.

MANAGEMENT
Stroke prevention
Aspirin is no longer a recommended
option for thromboembolic stroke
prevention in atrial fibrillation. It is now
recognised that it does not prevent left
atrial thrombus formation and is not
without risk. In the BAFTA trial the
incidence of serious bleeding with
aspirin was identical to that with
warfarin in the over 80s, yet it did not
offer nearly as much protection against
stroke.7 Patients aged < 60 years with
lone AF have a stroke rate estimated to
be 1.3% over 15 years which is not
reduced with aspirin. 

The choice now is between oral
anticoagulation and nothing. 
Oral anticoagulation is the
recommendation for all patients with a
CHADS

2
score or CHA

2
DS

2
-Vasc score

of 1 or more. Patients with scores of 0 do
not require any therapy. If patients with
stable coronary artery disease start
warfarin for atrial fibrillation they can
stop aspirin as there is no benefit from
the combination (warfarin protects
against vascular events too) but 
there is an increased bleeding risk. 
The combination of aspirin and

may then begin to outweigh the
benefits. It should be noted that falls are
not a risk factor in the HAS-BLED
scoring system. Although often used as
a reason to withhold anticoagulants, it
has been calculated that it takes nearly
300 falls per annum before the benefits
of warfarin outweigh the risks.6

Symptoms
Although 25-30% of patients are truly
asymptomatic, for many the irregular,
often rapid pulse may result in palpitations,
exertional breathlessness, dizziness and
chest pain. For others the loss of atrial
contractility may cause symptoms of
fatigue, breathlessness and reduced
exercise capacity. The symptoms from
atrial fibrillation can often be difficult to
distinguish from the side effects of the
drugs used in treatment. 

Understanding the contribution of
ventricular rate and atrial contractility
helps determine the most appropriate
treatment strategy (see below).

Tachycardia cardiomyopathy
Approximately 5% of individuals will
have persistent atrial fibrillation with a
rapid ventricular rate but very few
symptoms. If the ventricles race away
faster than 100 bpm for days or weeks
on end a tachycardia cardiomyopathy
can develop and patients eventually
present with signs and symptoms of

clopidogrel increases the bleeding risk
significantly but is not as effective as oral
anticoagulation and should not be seen
as an alternative. 

Warfarin is the established oral
anticoagulant. It does require regular
INR monitoring, however in stable
patients this may be as infrequent as
once every two months. Point of care
finger-prick testing avoids the need for
venepuncture and some patients
purchase machines and self-manage
their warfarin dose. 

New oral anticoagulants have now
been developed in an attempt to
overcome the many challenges of
warfarin use including labile INRs, the
need for frequent blood tests, multiple
interactions with other drugs and a high
rate of patient non-compliance and
treatment cessation. 

Two drugs, dabigatran and rivaroxaban
(see table 4, p30)have recently been
approved by NICE for the prevention of
stroke in atrial fibrillation for patients
with a CHADS

2
score of 1 or more.8,9 A

third agent, apixaban, is under review.
The potential advantages include
predictable and stable anticoagulant
effects avoiding the need for regular
blood test monitoring and fewer
interactions with other medications. 

Challenges remain however – neither
dabigatran nor rivaroxaban have
antidotes; there are side effects (such as
dyspepsia with dabigatran) that lead to
discontinuation in 5-11% per annum; the
safety in the very elderly is not known as
they represent only a minority of trial
participants; and their excretion is
affected by renal function.

For those with a CHADS
2
score  ≥ 1 

the option of percutaneous left atrial
appendage occlusion has been shown
in the PROTECT-AF trial to be as
effective as warfarin at reducing,
stroke.10 This minimally invasive

Box 1a

CHADS2 score2

Congestive heart failure
Hypertension
Age 75 years or more
Diabetes
Prior Stroke or TIA

Points
1
1
1
1
2

0
1
2
3
4
5
6

Adjusted annual stroke rate (95% CI)
1.9% (1.2 to 3.0)
2.8% (2.0 to 3.8)
4.0% (3.1 to 5.1)
5.9% (4.6 to 7.3)
8.5% (6.3 to 11.1)
12.5% (8.2 to 17.5)
18.2% (10.5 to 27.4)

Box 1b

CHA2DS2-Vasc score3

Congestive heart failure
Hypertension
Age  ≥ 65 ( ≥ 75) years
Diabetes
Prior Stroke or TIA
Vascular disease
Female sex

Points
1
1
1 (2)
1
2
1
1

0
1
2
3
4
5
6
7
8
9

Adjusted annual stroke rate
0%
1.3%
2.2%
3.2%
4.0%
6.7%
9.8%
9.6%
6.7%
15.2%
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‘Aspirin is no
longer a
recommended
option for
thromboembolic
stroke prevention
in atrial fibrillation’




