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growing demand for effective care of
patients with AF.9 Following on from the
clinical guideline CG180,10 NICE has also
recently published a quality standard
(QS93)11 where six main high priority
areas for AF management are identified
in order to reduce morbidity, mortality
and acute admissions while improving
quality of life, see table 1, below.

DIAGNOSIS
As emphasised in the recent ESC
guidelines, early diagnosis of AF is the
only way to prevent complications such
as stroke. GPs have a fundamental role 
in detecting AF and subsequently
delivering appropriate care. 

Opportunistic screening for silent AF
is cost effective and therefore
recommended in patients at risk, such
as those 65 and over with hypertension,
diabetes or a history of stroke. It can be
performed using simple pulse palpation
followed by ECG if an irregularity is
detected. The Arrhythmia Alliance
‘Know Your Pulse’ campaign promotes
routine pulse checks in GP surgeries 
and during flu clinics. Many new blood

pressure monitors e.g. WatchBP Home12

can simultaneously detect pulse
irregularity and display an AF icon. 

In patients with intermittent palpitations
suggestive of AF, prolonged ECG
monitoring, ideally with 7-28 day event
monitors, can be used to increase the
likelihood of diagnosis. The type of
monitor should be based on the frequency
of symptoms e.g. a 24-hour monitor
should only be used if symptoms occur
every day. In patients with implanted
defibrillators or pacemakers with an
atrial lead, the atrial rhythm can be
monitored continuously with an early
diagnosis of atrial high rate episodes
and/or AF. 

New technologies, such as smartphone
cases with ECG electrodes and smart
watches, are now available. Despite not
being formally evaluated against an
established arrhythmia detection
method, they seem to represent a
practical and cost-effective way for
correlation of symptoms with ECG and
early AF detection. 

A NICE Medtech innovation briefing
has recently become available on the

AliveCor Kardia technology for
detection of AF to provide objective
information on this new diagnostic tool.13
Recorders are relatively inexpensive and
allow an engaged patient to take
ownership of the investigation and
management of their condition, see
figure 1, p11.

MANAGEMENT
Once the diagnosis of AF has been
made, a comprehensive assessment and
initial management of the patient should
be undertaken at the point of first
medical contact. The patient should be
given advice on lifestyle and risk factor
management and key information to
facilitate shared decision making.
Referral to secondary care should be
undertaken if treatment fails to control
symptoms or ventricular rate, or if more
specialised management is needed, for
example in the case of difficult decisions
regarding the balance of risks and
benefits of anticoagulation. GPs and
specialists should work together 
as part of a multidisciplinary AF team. 

Assessment should include

Table 1

NICE (QS93). Quality Improvement statements on atrial fibrillation11

Statement
1 Adults with non-valvular atrial fibrillation 
and a CHA

2
DS

2
-VASc stroke risk score  ≥2 

are offered anticoagulation

2 Adults with atrial fibrillation are not 
prescribed aspirin as monotherapy 
for stroke prevention

3 Adults with atrial fibrillation who are 
prescribed anticoagulation discuss 
the options with their healthcare 
professional at least once a year

4 Adults with atrial fibrillation taking 
a vitamin K antagonist who have poor 
anticoagulation control have their 
anticoagulation reassessed

5 Adults with atrial fibrillation whose 
treatment fails to control their 
symptoms are referred for specialised 
management within 4 weeks

6 Adults with atrial fibrillation on 
long-term vitamin K antagonist therapy 
are supported to self-manage 
with a coagulometer

Authors’ comments
Even those with a score of 1 should have the risks and benefits discussed as
ESC guidelines encourage treatment in this group. Written protocols required

Valvular AF describes those with rheumatic mitral valve stenosis and metallic
heart valve replacements. All such patients should be prescribed warfarin

Aspirin does not prevent AF-related strokes. In patients with stable, chronic
coronary disease (no stent or acute coronary syndrome in past 12 months)
aspirin can be stopped if warfarin, apixaban or rivaroxaban started

Patients on NOACs need renal function monitoring. It is important to check
time in the therapeutic range for warfarin patients and compliance with those
on NOACs 

NOACs are increasingly becoming the anticoagulant of choice. They are
superior to warfarin, particularly if < 65% of INRs are within the desired
therapeutic range, with both a lower incidence of ischaemic stroke 
and intracranial haemorrhage. Other markers of poor control include: 
2 INR values > 5, 1 INR value > 8 or 2 INR values < 1.5 within the past 6 months

Primarily aimed at alleviating symptoms and avoiding tachycardia
cardiomyopathy and heart failure in susceptible individuals

Enabling patients to self-manage their coagulation using a coagulometer can
help to optimise their treatment. As well as reducing the frequency of hospital
or clinic visits, it can improve outcomes such as risk of stroke and bleeding.
May be less relevant with increasing uptake of NOACs


