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Epidemiology...
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AIms of treatment




Primary Care caseload

The prevalence of AF Is estimated at 1.3% of the
general population and increases sharply with age

The average GP:

* Will have 20-25 cases on their personal list

* Can expect to diagnose at least 3 new cases
per annum



Role of Primary Care in AF management

> Opportunistic screening

» Stroke Risk assessment

» Reducing Stroke Risk

» Determining an appropriate treatment strategy;
Rate v Rhythm control

> Patient Education & Information



How do we screen for AF?

« Opportunistic manual pulse palpation

 an ECG in all patients in whom AF is suspected

 In patients with possible paroxysmal AF consider either an ambulatory
ECG monitor or event recorder

SAFE (Screening for AF in the Elderly) study

e 50 UK Primary Care centres
14 800 patients
e active screening for AF patients detects more cases than usual practice

& the preferred method is opportunistic pulse palpation
with follow-up ECG

D.Fitzmaurice, F.Hobbs et al. (BMJ 2007;335:383-6)



How do we screen for AF?
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Stroke P_revention
1N
Atrial Fibrillation



How are AF patients at risk of stroke currently

being managed?

Preadmission medications in patients
who were admitted with
(high-risk cohort, n=597)

Sub- therapeutic

warfarin, 29% \

v

\ Dual
S~ antiplatelet
/ therapy, 2%
Therapeutic ~_

warfarin, 10% Single antiplatelet
agent, 29%

Gladstone DJ et al. Stroke 2009;40:235—-240. DBG2919 | September 2011



NHS Improvement m

Heart Improvement
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Assessing Stroke risk

How do | risk-assess AF patients simply?

Stroke risk assessment with CHADS,

CHADS; criteria Score
Congestive heart 1
failure

Hypertension L
Age >T5yrs 1
Diabetes mellitus 1
Stroke / transient >
ischaemic attack
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Refining Stroke Risk assessment
using CHADS-VASc scoring

CHA,DS,VASc criteria Score
Congestive heart failure/ 1
left ventricular dysfunction

Hypertension 1
Age =75 yrs 2
Diabetes mellitus 1
Stroke / transient ischaemic attack / TE 2
Vascular disease L
(prior myocardial infarction, peripheral artery

disease or aortic plaque)

Age 65-74 yrs 1
Sex category 1
(i.e. female gender)




Refining Stroke Risk assessment
using CHADS-VASc scoring

Adjusted stroke rate according
to CHA,DS,-VASc score

CHA,DS,-VASc score Patients (n =7329) Adjusted stroke rate (%ly)

ropean Heart Journal (2010) 31, 2369-2429




Warfarin or aspirin...?




| s there a place for

What to use for whom?...

Guidance from European Society for Cardiology
in 2010 saw the demotion of aspirin

Risk category CHA;DS,-VASc | Recommended

score antithrombotic therapy
One ‘major’ risk
factor or =2
‘clinically relevant =2 Oral anticoagulant (OAC)
non-major' rnisk
factors
One ‘clinically Either OAC or aspirin 75325
relevant non-major’ 1 mag daily. Preferred: OAC rather
risk factor than aspirin

Either aspirin 75325 mqg daily
0 or no antithrombotic therapy.
Preferred: no antithrombotic

therapy ratherthan aspirin

T Probabrmy n

Mo risk factors




AF & the Quality Outcomes Framework (QOF)

eto be refined to ensure t

the diagnosis and treatment of AF
(Public Accounts Committee 2010)

* 7 of patients risk-assessed

* 7% of at-risk patients receiving
anticoagulation not
antiplatelet therapy




Awareness & Education

GRASP — AF 4.%2

An automated tool to identify patients at high
1i1sk of stroke in AF and not on adequate
thromboprophylaxis, using existing GP data

Delivered by PRIMIS+ and available
via your Cardiac Network.




Awareness & Education
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Models of care
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Southampton GPSI Community AF service

CONFIRMED OR SUSPECTED ATRIAL FIBRILLATION

PRIMARY
CARE

Management advice;
- rate control
- thromboprophylaxis

INTERMEDIATE
\ SERVICE

AF NURSE
SPECIALIST

ASSESSMENT
GPSI CLINIC
vV N | \
SUPPORT

CARDIOVERSION OUT PATIENTS SECONDARY
CLINIC EP CLINIC CARE

The Southampton Model
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Southampton GPSI Community AF service

Intermediate level of care

Improve access & support for primary care clinicians
Community echocardiography & monitor service
Secondary care mentorship & support

Aim reduce hospital admissions

Improve patient care, education & support



GPSI Community clinic activity;
August 2005 — December 2010

Main Referral Indications Main Diagnosis

Suspected Heart Failure* 1413
Murmur 901

Valve Disease 753
Atrial Fibrillation/Flutter 504 |

Heart Failure/LVSD 259

Hypertension 202

Palpitations 828
AF/Flutter 349

& Dizzine 188 : '
Syncope & Dizziness Ischaemic Heart Disease 186

* Including dyspnoea and ankle oedema as primary referral

Main Qutcomes

Total Seen (Aug 05717 Dec 10)

Discharged to GP 3762 4619
Referred to Cardiology 400
GPSI Follow Up 377




NHS Improvement

Heart Improvement

Atrial Fibrillation
In Primary Care

National Priority Project




Stroke Prevention in Primary Care:
addressing Atrial Fibrillation

Areas for Improvement:

Diagnosis in Primary care can be difficult because diagnosis requires confirmation with a 12
lead ECG. Automatic reporting software is not very effective at diagnosing A/F. Fast or siow
rates with an irregular rhythm can be hard to detect and diagnose. In many cases we have
provided the accurate diagnosis of A/F for GPs.

In addition it will be necessary to incorporate new targets as proposed by the Department of
Health for 2010 to 2011. Four main areas will need to be addressed:

nd agreeing delivery plans at SHA/P i
proposed that a nurse led clinic will visit GP practices and promote A/F education gt

public events and teaching sessions.

Education and training + develop and deliver bespoke programme to PCTs. it is
proposed that the service will continue to provide GP and Specialist service education

sessions

Delivery of
opportunities to test for A
Ambulance servuces fi

Provision of optimal treatment including roll out oimproved
anticoagulation clinics, better secondary care (post TTAand stroke), intermediate care
and advice on new drug therapies. The service will continue to provide newsletters
and send information to GPs about new service, treatments and risk tools.




Patient support & advice 1s essential...

ensuring a timely & accurate dlagnosis
helpful & relevant information
aim to alleviate debilitating symptoms

ensure equitable & timely access to
appropriate investigation & treatment
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Al
A\rrhythmia Allance
The Heart Rhythm Charity

www.heartrhythmcharity,orguk



Patient support

A Information booklets

Q)Fact Sheets Airml Fibrillation

Checklist

w Website www.atrialfibrillation.org.uk

wEmail:info@atriakibrillation.org.uk

w24/7 Helpline: 01789 451 837



http://www.atrialfibrillation.org.uk/
mailto:info@atrial-fibrillation.org.uk
mailto:info@atrial-fibrillation.org.uk
mailto:info@atrial-fibrillation.org.uk

‘Goe it to me straight, doc,
how long will my car have to
spend in the hospital car park?

Thank-you....



