Atrial Fibrillation – Brief notes on Diagnosis and Treatment



· Atrial Fibrillation (AF) occurs in 5-10% of people over 65 years and may be intermittent or permanent.  In younger people, without structural heart disease, idiopathic AF is referred to as lone AF. 
· AF can follow from hypertension, ischaemic heart disease, mitral stenosis, COPD, infections (especially pneumonia), alcohol abuse or thyrotoxicosis. 

· AF is sustained by electrical re-entry in the atria. Conduction is slowed at the A-V node so only a proportion of impulses conduct to the ventricles.
· AF can be asymptomatic but patients may present with palpitations or poor exercise tolerance. If cardiac reserve is limited, onset of AF may result in acute LVF.
· In AF the ventricular response is irregularly irregular with rate ~80-180 / min.
· Treat apparent causes - hypertension, infection, alcohol abuse, thyrotoxicosis.
· Strategies for emergent treatment of AF include ventricular rate control and synchronized cardioversion. 
· If there is AF-related decompensation, immediate cardioversion is indicated.

· Less urgently, echocardiography is used to look for atrial thrombus and anticoagulant therapy is required for 3 weeks before cardioversion and for 4 weeks after cardioversion to reduce risk of thromboembolic stroke. 
· Ventricular rate is controlled using drugs that block A-V conduction; these include Metoprolol, Diltiazem or Digoxin (Digoxin will not control exercise related rate increase). 
· Although Digoxin has a narrow therapeutic index, the positive inotropic benefit is useful for patients with AF associated LVF.

· Amiodarone, a class III agent, can be used to convert AF to sinus rhythm. Alternatively, class Ic agents such as Propafenone and Flecainide may be used on specialist advice – they have negative inotropic effects and can cause LVF.   Prior anticoagulation is required. 
· The decision to attempt conversion to sinus rhythm or use medication for long-term rate control depends on individual risk-benefit assessment. AFFIRM showed rate control plus Warfarin achieved best overall outcome.
· All patients benefit from stroke risk reduction with long-term anticoagulation and anticoagulation is definitely indicated in patients with atrial thrombus or structural heart disease and in older hypertensive and diabetic patients.

· Patients with AF who are not anticoagulated should be maintained on Aspirin.

· In general, patients with newly diagnosed AF need formal investigation including echocardiography and most deserve at least one attempt at cardioversion.
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