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Lloyd-Jones DM et al. Circulation 2004; 110: 1042 - 1046 



*Fatal or at least moderately disabling.   1Taylor FC et al. BMJ 2001; 322: 321–326.  

Data from meta-analysis of randomized controlled trials in patients with AF1 

AF Is Associated with Serious Events in Different 

Vascular Territories1 

Event  No. of patients (%) 
(n=3,298) 
 

Stroke* 
Vascular death 

151 (4.6%) 
177 (5.4%) 

Transient ischemic attack 
Peripheral thromboembolism 
Myocardial infarction  

30 (0.9%) 
26 (0.8%) 
46 (1.4%) 

  

 

 



Rationale behind AF screening 

• Common condition 

• Frequently asymptomatic or little symptoms 

• Grave consequences if undetected: 

– Thrombo-embolic disease 

– Tachycardia induced cardiomyopathy 

• Effective treatment is available 

• Test is acceptable and non invasive 



Secular Trends in Incidence of Atrial Fibrillation in Olmsted County, Minnesota, 

1980 to 2000, and Implications on the Projections for Future Prevalence 

 

Miyasaka Y et al. Circulation 2006; 114: 119- 126 



Long-term risk of recurrent atrial fibrillation as 

documented by an implantable monitoring device: 

Implications for optimal patient care 



Lin HJ et al. Stroke. 1995;26:1527-1530 

Newly Diagnosed Atrial Fibrillation and Acute Stroke  

The Framingham Study  

 



Go, A. S. et al. JAMA 2001;285:2370-2375. 

Projected Number of Adults With Atrial Fibrillation in the US Between 1995 and 2050 
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Go, A. S. et al. JAMA 2001;285:2370-2375 

Prevalence of diagnosed Atrial Fibrillation  

stratified by Age and Sex 
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What’s the true prevalence at present? 



Projected number of persons with AF in the United States between 2000 and 2050, 

assuming no further increase in age-adjusted AF incidence (solid curve) and assuming a 

continued increase in incidence rate as evident in 1980 to 2000 (dotted curve). 

Secular Trends in Incidence of Atrial Fibrillation in Olmsted County, 

Minnesota, 1980 to 2000. 

Miyasaka Y et al. Circulation 2006; 114: 119- 126 

 



Heeringa J. Eur Heart J 2006; 27: 949 - 953 

After 6.9 years mean follow up: prevalence 8.3% 

Prevalence, incidence and lifetime risk of atrial fibrillation: 

the Rotterdam study 



Fitzmaurice, D. A et al. BMJ 2007;335:383 

Screening versus routine practice in detection of atrial 

fibrillation in patients aged 65 or over: SAFE 

 
 



Fitzmaurice, D. A et al. BMJ 2007;335:383 

Distribution of practices and participants through stages of study 



Morgan S, Mant D. BJGP 2002; 52: 373 -380 

Manual pulse palpation 

Sudlow M et al. BMJ 1998;317:327-328:   93% + sensitivity 



Fitzmaurice, D. A et al. BMJ 2007;335:383 

Screening versus routine practice in detection of atrial 

fibrillation in patients aged 65 or over: SAFE 



• Systematic screening 

• Opportunistic screening 

– Flu clinic 

– Flagging 

– Chronic disease management 

Choice of screening mode 



Advantages Disadvantages 

Flagging records Simple 

High population coverage 

Allows multiple pulse checks 

Entire health care team needs 

to take part 

Flu clinic Simple 

Fast 

Limited population coverage 

One pulse check 

Increases stress of flu clinic 

Chronic disease template Simple 

Good population coverage 

Not everyone uses templates 

Limited opportunities for 

pulse checks 



• Annual invitation in autumn  

• Target population:  

– Patients aged 65 years + 

– Patients with chronic conditions 

• High take up rate 

• Dedicated clinics with high turnover 

AF screening in ‘flu-clinics’ 





shane.gordon@nhs.net 24 

Undiagnosed AF 

QoF Prevalences 

• AF 

– National 1.2% 

– North East Essex 1.6% average (up to 4.8% in 

some practices) 

• Stroke 

– National 1.6% 

– North East Essex 1.7% (up to 4% in some 

practices) 









AF screening by ‘flagging’ 

patient records 



Whinfield Surgery AF screening programme 



16% 

Whinfield Surgery:  patients aged 65 and over = 16% 

 

Whinfield Surgery   AF prevalence 2008 = 1.32% 

National AF  

Prevalence in 2008:  

1.3% 



1883 patients aged 65 years and older 

1569 patients: pulse palpation 

207 patients found with irregular pulse 

130 patients with irregular pulse and no known AF 

99 patients had ECGs 

36  patients diagnosed with  previously unknown AF ( +19 ) 

Opportunistic computer prompted screening  5/08 – 5/09 



• 83.3% screened opportunistically 

• 13% with irregular pulse 

• 6.3% had ECGs 

• 36% had AF on ECG 

• Number needed to screen 43 

• Change in prevalence 1.32 -> 1.82% 

• Prevalence of 65ys and older: 10.9% 

 

Key Facts 



• Known risk factors for atrial fibrillation 

• Chronic disease management systems 

• Recall 

• Regular review in dedicated clinic 

• Use of disease management templates 

• NHS Health Check 

• Good population coverage 

• Lack of pulse check on many templates 

 

AF screening using chronic 

disease management templates 

 



Schnabel RB et al. Lancet 2009; 373: 739–45 

Development of a risk score for atrial fibrillation 

(Framingham Heart Study): a community-based cohort study 



Chronic kidney disease and prevalent atrial fibrillation: 

The Chronic Renal Insufficiency Cohort (CRIC) 

Soliman EZ et al. Am Heart J 2010; 159: 1102-1107 



Wang TJ et al. JAMA 2004; 292: 2471-2477 

Obesity and the Risk of New-Onset Atrial Fibrillation 



AF screening in chronic disease 

management / health promotion 

COPD / Asthma 

Weight management 

NHS Health Check 

 

Hypertension 

Heart failure 

CHD 

Stroke 

Diabetes 

CKD 

Over 75 checks 

 

> 90% target  

population 

coverage 





Percentage Of Patients In Practices With AF
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Prevalence: 1.75 

Prevalence of 65 yr +: 8.13 

 

Interim report: National Priority Project 



• Current QOF AF prevalence is a gross 

underestimation. 

• Mode of screening is irrelevant.  

Coverage counts! 

• Requires little resources 

• Requires virtually no training 

• It really works 

• It is cost effective 

 

Conclusion 



Thank you. 

Questions: AndreasWolff@nhs.net 


