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AF Is a common disorder

« AF is the most common heart arrhythmia, with a prevalence of approximately
1.2% in primary care in the UK!

« Estimated numbers affected by AF:
— England: 600,000?
— Europe: 4.5 million?
— USA: 5.1 million3

* Nearly one in four people at age 55 years will go on to develop AF (24% of
men and 22% of women)#

1. NHS Improvement. June 2009. Available at http://www.improvement.nhs.uk/heart/Portals/0/
documents2009/AF_Commissioning_Guide_v2.pdf; accessed April 2010; 2. ACC/AHA/ESC guidelines: Fuster V et al. Circulation 2006;114:e257¢C

354 and Eur Heart J 2006;27:1979¢2030; 3. Miyasaka Y et al. Circulation 2006;114:119¢25; 4. Heeringa J et al. Eur Heart J 2006;27:949¢53
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One year mortality of selected diseases
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Cardioembolic vs non-cardioembolic strokes in atrial fibrillation: frequency
and effect of antithrombitc agents in the Stroke Prevention in Atrial
Fibrillation Studies
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GRASP data- prevalence of AF

Total 143,570 1.73

Total list size: 8,298,844

Over 1100 practice up loads
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Stroke risk persists even in asymptomatic/paroxysmal AF

W The risk of stroke with asymptomatic or paroxysmal AF is comparable to
that with permanent AF12
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Antlthromibotlc Therapy to Prevent Stroke in Patients Who Have

Nonvalvular AF
A Study, Year (Reference) Relatlve Risk Reductlon
{95% Cl)
Adjusted-dose warfarin compared
with placebo or control
AFASAK |, 1989 (2); 1990 (3) f * |
SPAF I, 1991 (5) [ = |
BAATAF 1990 (4) ]
CAFA, 1991 (&) } o~
SPINAF, 1992 (7) —e——
EAFT, 1993 (8) ——
All trlals (n = &) o1
171717 17T 17T T 17T 17T T 17T 17T 17T 17 1T T T T1T°1
100% 50%, ] 509
Favors Warfarin Favors Placebo
or Control
Comparison RRR
OAC vs control 64%
APT vs control 22%

Aspirin vs placebo: o cppn

—1 Q0%
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Hartet al Ann Intern Med. 2007;146:885b7.

B Study, Year (Reference)
(85% Cl)

Antiplatelet agents compared w
placebo or control

Relatlve Risk Reductlon

AFASAK 1. 1989 (2): 1990 (3)

SPAF |, 1991 (5)
EAFT, 1993 (8)

ESPS I, 1957 (13)
LASAF, 1997 (17}
Dally

Altemate day
UK-TIA, 15999 (18}

300 mg -:i.allll,;‘.r

JAST, 2006 (26) I

SAFT, 2003 (23) F——
ESPS I, 1997 (13) f - |
Dipyridamole [ o
Combinatlon I . |
All antiplatelet trals (n = 8)
m%wé"'ao%""o"'bsm«i""

LI NI A OA L9 (CIii-B tah3§9%) “eductioNdh d;uttrak“é%““"amo
13% (Cl, -18% to 36%) reduction in disabling strokes and a 29% (Cl, —6% to 53%) reduction in
messssmmmsm wnondisabli




NHSImprovement NHS Improvement 75

CANCER | DIAGNOSTICS LUNG |51

Aspirin effect vs group assignment (anticoagulation eligibility) in the SPAF-I study

J StrokeCerebrovasBis1993; 3: 181188

Aspirin eligible
AF patients
| ]
Anticoagulation Anticoagulation
Eligible Ineligible*
Group | Group I
| ] | ]
Aspirin Placebo Aspirin Placebo
Warfarin (n=206) (n=211) (n=346) (n=357)
1 event 18 events 25 events 28 events
N 4
Group | Group Il
=1 Risk reduction Risk reduction =
| 94% [P<0.001], | 8% [P=0.75] |
*based on safety SPAF | analysis
considerations or refusal Risk reduction 42%
of anticoagulation P=0.02




Warfarin vs aspirin for stroke prevention in an elderly
community population with AF: the Birmingham Atrial

Fibrillation Treatment of the Aged Study, BAFTA
Mant et al Lancet 2007; 370: 48303
_ 100 | =
§ e,
T Le—
S 75
- Walfaitin
= M Aspiii Yearly risk: 1.8 vs. 3.8%;
.‘% S0 RR = 0.48, 95% Cl, 0.28 ¢ 0.80; P=0.003
& : .
g 25 Abssluteyyeanlyisisketedviotion =
;g 2%, BBYCCH,. Der3.2
&
0
0 1 2 3 4 S 6
_ Years simeertantiomization
Number at risk
Waifanin 488 450 383 169 77 19
Aspiiim 485 447 378 146 72 14
—_ | L [ - HEER TsS==S o el
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A randomised controlled trial of warfarin versus aspirin
for stroke prevention in octogenarians with atrial
fibrillation (WASPO)

Rash et aAge Ageing2007 Mar;36(2):1516

Warfarin (n = 36) Aspirin (n = 39) P

Combined outcome 0 (25%) 17 (44%0) 0.114
Adverse events 2 (6%) 13 (33%) 0.002
Death 1 2

Stroke

TIA 1

Other embolic

Serious bleeding 3

Intol /side effects 7

2 INR.4.5 1

Voluntary withdrawal 7 4

W5 238 Bted warfarin was significantly better tolerated with fewer adverse
SgSyida OUKIFYy |FaLANRY onn Y3 Ay GKAA

s I 4 =N e R X =
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Antlthrombotlc treatment and risk of stroke and death In
patients with AF at intermediate risk [CHADS, score=1]

Event free Gorin et al Thromb Haemostat 2010;103(4):833-40.

1 1 vﬁa i anticoagulation
| - — | = alone (n=514)

0,8 - T — — B anticoagulation
= -+ antiplatelet agent
] T q : - (n=92)
0.6 11— I

L antiplatelet agent
) [ alone (n=216)

0,4 1 -
No anticoagulation

1 p<0.001 among the 4 groups - === pnor antiplatelet agent
vs no anticoagulation nor antiplatelet agent : (control, n=190)

0,2 7 anticoagulation alone, RR (95% Cl) : 0.357 (0.231-0.552), p<0.0001

| antiplatelet agent alone, RR (95% Cl) : 0.802 (0.506-1.271), p=0.34
anticoagulation + antiplatelet agent , RR (95% CI) : 0.439 (0.205-0.940), p=0.03

0 500 1000 1500 2000 2500 3000 days
Combined endpoint (death or stroke) in patients with a CHADS, =1 according to their antithrombotic

treatment. A total of 1,012 patients, 949 + 777 days FU, 124 events.
| | T D - I



B Major Bleedin
: & Hazard ratio with apixaban, 1.13

NHS'mprOVement 1.0+ 0,020 (95% Cl, 0.74-1.75)
CANCER | DIAGNOSTICS LUNG |STROK! 0.8 0.015 Apixaban
}=
4 Aspirin
o 0.010-
0.6
p P=0.57
AVERROES 2
= 0.005
Connolly et al N Engl J Med. 2011;364(9):806-17. _E 0.4+
g 0.000 | : : : |
0.2 0o 3 6 0 12 18
0.0 | I | # |
0 3 f 9 12 18
A stroke or Systemic Embolism Hazard ratio with apixaban, 0.45 Months
1.0 0.05- (95% Cl, 0.32-0.62)
. 004 Aspirin At 2 years, the rates of
- | permanent discontinuations
3 " 17.9% ith
8 6 | p-oo0r were 17.9% per year wi
® 0049 Apixaban apixaban vs 20.5% per year
S 04 0.01+ with aspirin
= . : .
o 0.00 | | | | | (hazard ratio with apixaban,
0.27 o e 9 18 0.88; 95% ClI, 0.78 to 0.99;
P = 0.03).
o.o—————y——# : |
0 3 6 9 12 18
Months Apixabanis not licensed for use in the
No. at Risk prevention of stroke in AF

Apixaban 2808 2758 2566 2125 1522 O



NHS mprovement NHS Improvement [\'J/5

Clopidogrel +aspirin vs OAC for AF in the AF Clopidogrel Trial with Irbesartan
for prevention of Vascular Events (ACTIVE W)

Lancet 2006; 367: 190371 12
010 — 0:05 —

Stroke, non-CNS SE, Ml or vascular death. Stroke
RR-1.44 (118-176), p-0-0003 RR-172(124-2.37) p-0-001
0.08 — 0.04 —
:
o 006 g 0034
: 8
E Clopidogrel +aspirin o Clopidogrel+aspirin
3 -
E 0.04 — E .02
3 3
Oral anticoagulation therapy
002 — 001 — Oral anticoagulation therapy
0 T T T | 0 T T T |
] 05 1.0 15 0 0.5 10 15
Years Years
MNumber at risk Number at risk
Clopidogrel 3335 3152 2389 927 Clopidogrel 3335 3168 2419 941
+aspirin +aspirin
Oral 3371 3221 2458 924 Oral 3371 3232 2466 930
anticoagulation anticoagulation
therapy therapy
Haemorrhage risk A+C (% per year) OAC A+C vs OAC RR (95%CI) p
Severe 1.70 1.57 1.09(0.78-1.52) 0.62
Fatal 0.17 0.26 0.62 (0.25-1.66) 0.36

Minor 13.58 11.45 1.23(1.09-1.39) 0.0009
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Effect of Clopidogrel Added to Aspirin in Patients with Atrial Fibrillation:
ACTIVE-A
N Engl J Med 2009.
B stroke
1.0+ 0.15—
0.2 0.10+
Cumulative
. . g 0.05 Aspirin anly
incidence of stroke. 3 o6l 05 Clopidogrel plus aspirin
RR aspirin plus 5 . 0007 T T ! !
. . . E '
=
clopidogrel, vs aspirin 3 oo
alone, 0.72 (95% Cl, .
0.62to0 0.83; P<0.001 Aspirin only
e ———
Clopidogrel plus aspirin
E'C' T T T T
0 1 2 3 4
Years
MNo. at Risk
Clopidogrel plus aspirin 3772 3491 3229 2570 1203
Aspirin only 37a2 3458 3155 2517 1136
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Effect of Clopidogrel Added to Aspirin in Patients with AF: ACTIVE-A

Relative Risk
Bleeding Clopidogrel plus Aspirin Aspirin (95% ClI) P Value
no. no.
of events %/yr of events %/yr
Major bleeding 251 2.0 162 13 1.57 (1.29-1.92) <0.001
Severe 190 1.5 122 1.0 1.57 (1.25-1.98) <0.001
Fatal 42 0.3 27 0.2 1.56 (0.96-2.53) 0.07
Minor bleeding 408 3.5 175 14 2.42 (2.03-2.89) <0.001
Any bleeding 1014 9.7 651 5.7 1.68 (1.52-1.85) <0.001
REASONS FOR ENROLMENT * Inability to comply with
Relative risk factor for bleeding* 23% INR monitoring, falling or

head trauma, BP >160/100,

.. : : previous serious bleeding on
Physician assessment that patient is 50% VKA, severe alcohol abuse

inappropriate for VKA <2 years, peptic ulcer,

thrombocytopenia, need for

i hronic NSAID, et
Patient Preference Only 26% chronic ete



Consensus Document © Schattauer 2010

Management of Antithrombotic Therapy in Atrial Fibrillation
Patients Presenting with Acute Coronary Syndrome and/or Undergoing
Percutaneous Coronary Intervention/ Stenting

A Consensus Document of the European Society of Cardiology Working Group on
Thrombosis, endorsed by the European Heart Rhythm Association [EHRA] and the European
Association of Percutaneous Cardiovascular Interventions [EAPCI]

Gregory Y. H. Lip"*; Kurt Huber?**; Felicita Andreotti®***; Harald Arnesen****; K. Juhani Airaksinen®***;

Thomas Cuisset®** *: Paulus Kirchhof”***; Francisco Marin®* **

! University of Birmingham Centre for Cardiovascular Sciences, City Hospital, Birmingham, UK; * 3™ Department of Medicine, Cardiclogy and Emergency Medicine, Wilhelminen-
hospital, Vienna, Austria; *Department of Cardiovascular Medicine, “A. Gemelli” University Hospital, Rome, Italy; * Department of Cardiology, Oslo University Hospital, Ullewal,
Oslo, Norway; * Department of Medicine, Turku University Hospital, Turku, Finland; ® Department of Cardiology, CHU Timone, Marseille, France; 7 Department of Cardiclogy and
Angiology, Universitdtsklinikum Minster, Minster, Germany; ® Department of Cardiology, Hospital Universitaric Virgen de la Arixaca, Ctra Madrid-Cartagena s/n, Murcia, Spain

Document Reviewers:
A. Rubboli, A. ). Camm, H. Heidbuchel, E. Hoffmann, N. Reifart, F. Ribichini, F. Verheugt

A Consensus Document of the ESC Working Group on Thrombosis

endorsed by ...

the European Heart Rhythm Association [EHRA], and

the European Association of Percutaneous Cardiovascular Interventions [EAPCI]

Thromb Haemost 2010; 103: 131 28
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Don’t add aspirin for associated stable vascular disease in a
patient with atrial fibrillation receiving anticoagulation

Gregory Y H Lip

The clinical problem

Atrial fibrillationis the commonest cardiac arrhythmia,
with increasing prevalence and incidence.' Adjusted
dose oral anticoagulation (such as with warfarin] is the
maost effective treatment for stroke prevention in high
risk patients with atrial fibrillation.®

However, common practice is to add aspirin (or

~ KEY POINTS

clinical trials* of warfarin versus ximelagatran (an oral
direct thrombin inhibitor] in moderate to high risk
patients with atrial fibrillation compared aspirin users
with non-users. This analysis found no additive effect of
taking aspirin (with either of the anticoagulation
treatments| in preventing stroke or reducing vascular

events (including death or myocardial infarction).
H B I e e T e T 2ol

Adding aspirin to warfarin does not seem to prevent stroke
and vascular events in patients with atrial fibrillation and

stable vascular disease

Bleeding risks are much higher in patients prescribed both

warfarin and aspirin

We should stop prescribing aspirin plus warfarin to prevent
stroke and vascular events in stable patients with atrial
fibrillation who are receiving anticoagulation treatment
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BAFTA - primary endpoints

* Primary endpoints

— Fatal or non-fatal disabling —

stroke

— Other intracranial
haemorrhage

— Arterial embolism

8

~J
wh
A

- Aspirin
= Warfarin

25 4

Participants without primary event (%)
&

* Warfarin 1.8 % / year
Aspirin 3.8 % / year ot ; ; ; ; ; 16.
Relative risk 0.48 Yearssnce randomisaton
(95 % C10.28 ¢ 0.8)
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Reasons for Enrolment in
ACTIVE A

Relative risk factor for bleeding* 23%
Physician assessment that patient is

: . 50%
Inappropriate for VKA

Patient Preference Only 26%

* Inability to comply with INR monitoring, predisposition to falling or head trauma,
persistent BP > 160/100, previous serious bleeding on VKA, severe alcohol abuse
< 2 years, peptic ulcer disease, thrombocytopenia, need for chronic NSAID
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AVERROES: Stroke or SEE

5600 patients, 36 countries, 522 centres
. ASA 81-324 mg/d

31 95%Cl=0.33-0.64
p<0.001

x -
(%]
2
$ 3
E o
= Apixaban 2.5-5 mg bd
>
© i

(@)

o

(@)

d 1 1 1 1 1 1 1

0 3 6 9 12 18 21

No. at Risk Months
ASA 2791 2720 2541 2124 1541 626 329
Apix 2809 2761 2567 2127 1523 617 353
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AVERROES - Major Bleeding

RR=1.14 Apixaban II

95%Cl= 0.74-1.75

P=0.56

ASA

Cumulative Risk
0.005 0.010 0.015 0.020

o
o " T T T T T
0 3 6 9 12 18
No. at Risk Months
ASA 2791 2744 2572 2152 1570 642
Apix 2809 2763 2567 2123 1521 622
N[ ] [\ CERIGEAVAEEE ©§©FE 2 EEOOEllllllE 0 EHHEEBa— .
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Effect of Increased Warfarin Use on Warfarin-Related

Cerebral Hemorrhage
A Longitudinal Population-Based Study m utiects onwartarn et of

5,007 Subjects on warfarin with ICH (number of

es subjects per 1000 users) ¢

enns WAICH mortality rate per 1000 users within
28 days

1207 NNH 525
. : Absolute Risk Difference 0.19%

3,004
2,00~

1,00

| 1 1 1 1 D! T ) & 1 3 4 I 1 1 M 1 ) h l 1 A
1993 1994 1995 1995 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008
Year
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Effect of Increased Warfarin Use on Warfarin-Related

Cerebral Hemorrhage
A Longitudinal Population-Based Study

W, Without warfarin

100+ o
With warfarin

804 1|
— I
X 1
e 1
S I
IE “
=
A

-~
*

& 407 e P
S
S
E

20=
&

0 -

L} L} L |
0 100 200 300 400

Survival time/days




NHSIm provement NHS Improvement NHS

CANCER | DIAGNOSTICS | HEART | LUNG |STROKE
BudsindmnﬂireHeatd’nmm m
NS T

Buckinghamshire
Contraindications to The Initiation of Oral Anticoagulants & Anti-platelet Agents
in Patients with Atrial Fibrillation in Primary Care

As a patient’s relative stroke & bleeding risk can change, it is essential that all AF patients are reviewed at LEAST
annually for a re-assessment of their stroke versus bleeding risk & the anti-thrombotic treatment option of chaice.

Contraindications listed below apply to BOTH anfi-platelst agents (e.g. aspirin, clopidogral,
dipyridamola) & ALL oral anticoagulants {e.g. warfarin, phenindione, dabigatran, rivaroxaban) except whara
indicatad.

Absolute Contraindications

Known large oesophageal varices.
Significant thrombocylopenia (platelet count < 50 x 109”_} - refer o haemalologist.
Within 72 hours of major surgery with risk of severs bleeding - dofer & reassess risk postoperalivaly.

Previously documented hypersansitivity to either the drug or excipients — consider cardiology apinion.
Acute clinically significant blead - defer & re-assess sfroke varsus blesding risk within 3 months.

Decompensated liver disease or deranged baseline cloting screen (INR=1.5} — refer lo Gastroenterclogy
MHepaiology. Contraindication applies to oral anticoagulants only

Pregnancy or within 48 hours post partum - seek urgenf haemalological advice. Confraindication applies to
oral anficoagulants only.

Savere renal impairment (GFR < 30 mlimin'1.73 m2 ar an diaysis). Contraindication appilies fo dabigatran only.

Relative Contraindications

Previous history intracranial haemorrhage - as some AF palients especially those considered at higher sfroke
risk {Le. CHADSZ score 23| may benefil from anti-thrombolic therapy, seek the opinion of a stroke specialisl.

Recant major extracranial bleed within the last & months where the cause has not been idenfified or treated —
decision for oral anti-thrombotic therapy should be deferred.

Recent documented peptic ulcer (PU) within last 3 months— diecision for oral anfi-thrombotic therapy showld be
deferred unlil freatment for PU completed. In all cases with hislory PU give PPI cover whilst on anli-thrombofic.

Recant history recurrent iatrogenic falls in patient at higher bleeding risk.
A patlant at higher bleading risk 1s aggessed by having 3 or more of the fallowling risk factors:-
- &ge =65 years
- prewvious history bleed or predisposition o blseding (e.g. diverticulitis)
= uwncontrofed hypertsansion
= severs renal impairment (iL.e. serum creatining = 200umall, GFR < 30 mUmin'1_73 m2 or on dialysis)
= acule hepatic impatrment (e.g. bifrubin = 2xULN + LFTS = 3x ULNL chronie ifver disesse je g.cimhosis)
—  low platetet count < B0 x 10°L or & thrambocytopena or amaemia of undisgnosed cause
= on concomitant arugs assoclsted with an ncragsed bleading risk &.g. S5Ale. oral steralds. NSAIDs, methofraxats
or other immung-suppressant genis.

N.B. A risk of falls is not a contraindication fo Initlating oral anticoagulation. (2.0 a patient with an annual stroke sk
of 5% (CHADSZ score 2-3) wouwld need to fall 295 thmes for fall risk to cutwelgh stroke reduction benefi of warfann).

Dementia or marked cognitive impairmant with poor medicines compliance & no access to carer support.

Chronic alcohol abuse — especially if associated with binge drinking.

| M8, Poor complignee with any oral anticoogulont agent will reduce benefits But moy increase risks associated with use. |
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CHADS,

Congestive heart failure/left 1
ventricular systolic dysfunction

Hypertension
Age O75
Diabetes
Sroke / TIA

N kB B
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Stroke risk assessment with CHADS,

Adjusted stroke risk

HHHHHHH
0 1 2 3 4 5 §)

CHADSi score
s 1 Gage BR et al. JAM/R001;285:2864G70.

20
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NRAF adjusted stroke rate
per 100 patient years, without aspirin?
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0 53 1.9
1 36 2.8
2 25 4.0
3 17 5.9
4 12 8.5
> 8 12.5
6 5 18.2
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Valldatlon of rlsk stratification schemes for predicting stroke
and thromboembolism in patients with atrial fibrillation

= (HADS, score=0 === Diabetes mellitus
=== Heart failure - = Age 27 5 years
=== Hypertension
"o's? 100
SE
23 %
=E
;§ 80
SE
eo s
SE 70 —
B =
= l
& 60

0 2 4 6 8 10
Years of follow-up

Fig 2| Kaplan-Meier estimate of probability of remaining free
of thromboembolism with CHADS, score 0 and 1. Only
patients with CHADS; scores 0 and 1 were included, and
patients were censored at death for causes other than
thromboembolism
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Comparison of Risk Stratification Schemes to Predict Thromboembolism
In People With Nonvalvular Atrial Fibrillation

STROKE

1
0.8 -

Proportion of ATRIA Cohort Categorized by 5 Risk
Table 3 Stratification Schemes Used to Predict Atrial > 06 -

Fibrillation-Related Thromboembolism and >

Discriminatory Ability of Risk Schemes (c-Statistics) ‘a‘

5
Risk for Thromboembolism (%) c-Statistic 7 0.4 - —e— AFI
R —&— SPAF
Low Intermediate High All Patients — CHADS?2
AFI 13.1 24-7 62-3 0.56 0.61 0'2 d - . - Frami ngham
SPAF 27.7 28.5 438 0.60 0.65 —@&—Tth ACCP
CHADsz 188 61.2 201 0.58 o7 | | | 2 e No Information
Framingham 3714 46.6 16.4 0.62 0.69 O£ r T T T
7th ACCP 117 7.9 80.4 0.56 0.60 0 0.2 04 0.6 0.8 1
. 1-Specificity
*Subgroup of 5,588 patients not on warfarin at baseline and with continuous follow-up off of
warfarin for at least 12 months.
Abbreviations as in Table 1. H
Figure 3 ROC Curves for 5 Risk Stratification Schemes

Used to Predict AF-Related Thromboembolism

The 45° dotted line represents the line of no information. ROC =
receiver-operating characteristic; other abbreviations as in Figure 1.
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Proportion of ATRIA Cohort Categorized by 5 Risk
Stratification Schemes Used to Predict Atrial
Fibrillation-Related Thromboembolism and
Discriminatory Ability of Risk Schemes (c-Statistics)

Table 3

Risk for Thromboembolism (%) c-Statistic

Low Gtermedlate\ High All Patients Subgroup*
AFl1 131 24.7 62.3 0.56 0.61
SPAF 27.7 28.5 438 0.60 0.65
CHADS, 18.8 61.2 201 0.58 0.67
Framingham 374 46.6 16.4 0.62 0.69
7th ACCP 11.7 . 7.9 ) 80.4 0.56 0.60

*Subgroup of 5,588 patients not on warfarin at baseline and with continuous follow-up off of
warfarin for at least 12 months.
Abbreviations as in Table 1.
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High Risk: Moderate Risk: Low Risk:

Previous ischaemic stroke/TIA + Age =65 with no high- * Age <63 with no
or thromboembhbolic event risk factors moderate or high

i risk factors
Age = 75 with hypertension, * Age <75 with

diabetes or vascular disease* hypertension, diabetes

. . or vascular disease”
Clinical evidence of valve

disease, heart failure, or
impaired left ventricular
function on echocardiography™*

Consider Consider
anticoagulation anticoagulation
or aspirin

Aspirin 75 to 300

to warfarin? contraindications

Contraindications mg/day if no

i Reassess risk
I\r:lﬁ;riagg ﬁ'ﬁrﬁ; stratification whenever

2.0t0 3.0) individual risk factors
: : are reviewed
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CHA,DS,VASC

Congestive heart failure/left 1
ventricular systolic dysfunction

Hypertension
Age O75
Diabetes

Sroke / TIA
Vascular disease
Age 65 0674

Sex (female)

o e ) S N S
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CHADS,VASC

Validated : The Euro Heart Survey on Atrial Fibrillation

0 9.2 0%

1 15.1 0.7%
2 17 1.9%
3 18.7 4.7%
4 19.2 1.9%
5 8.7 3.2%
6 5.3 3.6%
7 2.3 10.1%
8 0.8 14.2%
9 0.01 100%
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A comparison of event rates by CHADS, and CHA,DS,VASc
risk assessment schema in patients with non-valvular atrial

fibrillation
3
25 r 0 3 o 8
1 RI L3 tt:
g = 5 5 2
EE 25 |- - -
T
c P w
58 15 - N
E—
EX
sE N
£3 10 | - o
Eg ~ &
53 0 w6
€2 5 - ~
s |G |3 |F
a 1_: ol |:| CHADS,
0 | | | | | B cHa,ps, vasc
o 1 2 3 4 5 6 7 8 9
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Reclassification
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Comparison of patient distribution according to risk
categories of selected AF risk stratification schema

™ AFl 1994
™ SPAF 1995
® Framingham 2003

CHA2DS2VASc 2009

"W

l * ACCP 2004
, | | I » NICE 2006
‘ | ® CHADS2 2001
. '

Low risk Moderate risk High risk

High risk: CHADS, X H %DS/VASdX H
Moderate risk: CHADS, and CHA,DS,VASc=1 , . . ..
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C statistics based on Cox regression models in a
large real world cohort with long-term follow up
based on categorisation of patients into risk groups

I A 2

Confidence intervals did not overlap between CHADS, and CHA,DS,VASc
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Setting the threshold for
anticoagulaition.
How low should we go?

* Gage 2004 /[ 1V 5{ H XOoO
* Fuster 2006 [ 1V 5{ H XH
* QOF 20127 [ 1V 5{ H XM

Not to mention ESC 2010 CHA,DS,+ ! { O X M
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What influences the cut off level for
anticoagulation?

* Level of absolute stroke risk
* Individual differences in bleeding risk
* Weighting of bleeding events

* Choice of anticoagulant
* Affordability
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Stroke risk changes over time and there are
significant variations between populations

CHADS2 score | CHADS2 20011 ATRIA 20092
Stroke rate pa% | SSE pa %

! Gage B et al. JAMA2001; 285 (22): 2864¢2870

Croncorcd)\ AN . INITorns 1000001 0. 1.0 7 -0
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Stroke risk changes over time and there are
significant variations between populations

CHADS2 score  CHADS?2 2001

Stroke rate pa % CHA,DS,VASc | Euro HS 2009! | Olesen 20112

SSE pa % SSE pa %

2.8

5.9
8.5

1Camm Al et al. EHJZOlO' do0i:10.1093/eurheartj/ehq278
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ACTIVE W Study ¢ Risk of stroke In
relation to time In therapeutic range

TR = 65% TTH == 85%

4y | RR=1.22(0.751.97) o | RR =2.25 (1.45-3.49)
p=0.42 p=0.0003

Event Rate (%)
[ fu] La1]

NEJM 2008;118:2029
| T
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Guidance on Risk Assessment and
Stroke Prevention for Atrial
Fibrillation: GRASP-AF

Tools to support data collection and analysis
for GRASP AF

Acknowledgement:

*Keith Tyndall, Leeds AF clinic

«James Barrett, Primis+

*West-Yorkshire Cardiovascular Network

= i
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CHART GRASRAF: Dashboard

Audit of Atrial Fibrillation and CHADS2 Scores

Classic View
Practice: Atrial Fibrillation rate per 1000 Risk Profile for Thrombo-embolism
i patients &
Reference Date for Audit 27/03/2009 e s
&30-49 & 2
- . c
Total Practice Population 10118 Es0-64 £ b
Total Percent 6579 E P
Mo. with Atrial Fibrillation 137 1.35 80+ -
Percent of over 65s with AF 8.24 ' '
0.0 50.0 1000 1500 0 1 =1
NB: Handling of Warfarin Exclusions e e e

Risk factors Breakdown of Warfarin and Antiplatelets use by CHADS score

Strokeorm_

2
Over 75 | 5‘ B Warfarin
- o~ E Both
Diabetes | | a }
- 3 O Antiplatelet
Hypertension | S & None
Heart Failure |
Warfarin use in High
Risk Patients Strokes Expected Annually g
60 in the 34 high risk untreated E ADVICE
@
g g REFERENCES
g 20 1 . 9 S PODCAST
& 0 9 A 113' k of Stzok in% &
t T 0, nnual Ris roke in
On Warfarin Not On Warfarin (95% Cl 1.4 t0 2.5) <
Results from the national registry of atrial fibrillation
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NHS Improvement m

GRASP data- warfarin time trend by
CHADS2 score

CHADS2 =0 3,444 3,515 38.18 37.24
CHADS2 =1 5,732 5,878 47.85 47.58
CHADS2 > 1 11,692 12,156 52.75 54.75
Total 20,868 21,549 49.00 49.94
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Audlt of Atrial Fibrillation and CHA2DS2-VASc Scores

Classic View
AF rate per 1000 patients Risk profile for thrombo-embolism

Select Risk Score |chazszvase | 0-20 ]
Practice: $ 30-49 $ 4
50-64 z &0 -
Total Practice Population 11286 g 6574 g 40
Total Percent & o Sf s
No. with Atnal Fibrillation 221 1.96 L5 0 -

Percent of >= B5 yrs with AF 9.26 00 1000 2000 o 1

NB: Handling of anticoagulant exclusions y Pationts With AF per 1060 TSN ANc atore

Breakdown of anticoagulant & antiplatelet use by CHA2DS2.VASc score

Risk factors in patients with AF ®
-]
HF or LYD b3
o g [ -
AgereTS E @ Both
o & N o
Stroke of TIA Q
Vasc disease | | 5 1 52 - @None
AgetB7d [ ] - - )
Sex=Faovly . - i 0% 20% 40% 60% 80% 100%
0% 20% 40% 60% 60% Percentage
Anticoagulant use in high risk patients Review or score in last year
100 Strokes expected annually 100 -
8 a0 in the 84 high risk untreated o 80 ADVICE
2
a 80 ﬂ 80 REFERENCES
i 3 8 § 107 PODCAST
“ 20 - : ‘ 20 ‘
0+ T 04— [
CHADS2 AF review
On anticoagulart  Not on anticoagulant r SPRIMISs 2011

This dashhoard was developed by PRIMIS+ for use with CHART
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Warfarin better Placebo better
AFASAK : -
SPAF —— :
BAATAF 4@ :
CAFA : .
SPINAF  F—4@ !
EAFT I—ﬁ—il

1
_ ! RRR 64%" ARR 2.7%
All trials —— (95% Cl: 49C74%)

100 50 0 ¢SO (0
RRR (%)" [ Compared to a 19% RRR, ]

0.7% ARR for aspirin

Random effects model;
Error bars = 95% CI;
* p>0.2 for homogeneity;
A Relative risk reduction (RRR) for all strokes (ischaemic and haemorrhagic)




How does Pradaxa® compare to warfarin?

Time to first stroke / SSE

0.05 - _— : RR 0.90
Warfarin D3igatran [Dabigatan. ByCCICHeREELy
ng ih9 p<0.001 (NI) RRR
o 004 | Total 15006022 | 1836015 | 13456076 | P70-30(Sup) 35%
O Events ARR
® 0.60%
= v
= 0.03
N
©
e
(b}
2 0.02- RR 0.65
© (95% Cl: 0.52-0.81)
g p<0.001 (NI)
<0.001
Lj) 0.01 - p<0.001 (Sup)
0.0 A
| | | | | |
0] 0.5 1.0 1.5 2.0 2.5
NCES

ARR, absolute risk reduction; RR, relative risk; CI, confidence interval; NI, non-inferior; Sup, superior

Connolly SJ et al. N Engl J Med 2009;361:1139-1151 DBG2919 | September 2011



Primary Efficacy Outcome
Stroke and non-CNS Embolism

Rivaroxaban = Warfarin _
5- Warfarin

Event
Rate 1.71 2.16

Rivaroxaban

HR (95% CI): 0.79 (0.66, 0.96)

P-value Non-Inferiority: <0.001

Cumulative event rate (%)
®

\ \ \ \ \ \ \ \
0 120 240 360 480 600 720 840 960
; Days from Randomization
No. at risk:
Rivaroxaban 6958 6211 5786 5468 4406 3407 2472 1496 634
Warfarin 7004 6327 5911 5542 4461 3478 2539 1538 655

Event Rates are per 100 patient-years

Based on Protocol Compliant on Treatment Population R CKeT A;C '



Primary Outcome ARISTOTLE
Stroke (ischemic or hemorrhagic) or systemic embolism o .

Warfarin

P (non-inferiority)<0.001

21% RRR

Apixaban

Percent with Event
N

Apixaban 212 patients, 1.27% per year
Warfarin 265 patients, 1.60% per year
HR 0.79 (95% ClI, 0.661 0.95); P (superiority)=0.011

0 T T T 1
0 6 12 18 24 30
No. at Risk Months
Apixaban 9120 8726 8440 6051 3464 1754
Warfarin 9081 8620 8301 5972 3405 1768

UCR

“ Duke Clinical Research Institute UPPSALA CLINICAL

RESEARCH CEMTER
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arfarin and its therapeutic window

20 Therapeutic
ischaemic 1 | o9C | Requires dose adjustment
soke : and regular monitoring

15 | |
| |
| |
| |

o : : Intracranial bleed
. — |
g 10 o
(72] | |
© 1 1
© 1 1
@) I I
| |
5 1 1
| |
| |
< 1 |
| |
| |

1 L ‘
1 1
0

1 2 3 4 5 6 7 8
International normalized ratio (INR)
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“Timeintherapeutic range (TTR) matters

Cumulative survival

1.0

0.9

0.8

0.7

0.6

NHS Improvement m

Warfarin group

m— 71¢100%
61¢70%
51¢60%

me 41¢50%
31¢40%
<30%

=== NoOn warfarin

500 1000 1500
Survival to stroke (days)

2000
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Most strokes occurred in patients who were
under-anticoagulated

Association of stroke events with intensity of anticoagulation for patients

with AF treated with warfarin in major randomized trials

Target range
E 1 for study

o INR at which stroke
event occurred

ACC/AHA/ESC
recommended
INR (2.0¢3.0)

INR

AFASAK CAFA SPAF BAATAF  SPINAF

ACC = American College of Cardiology; AHA = American Heart Association; ESC = European Society of Cardiology; = INR =
international normalized ratio
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Balancing risk vs. Harm

Do all major haemorrhages matter?
*Major haemorrhage
. ' ‘HbRNRB LJ 2F x H 3
R e CNJ Y AT dzAAZ2Y 2°

= S,

ISTH 2005

*Symptomatic bleeding
in critical organ

*Fatal haemorrhage
Life- | eIntracranial haemorrhage
threatenin *HoRNRB LJ 2F X p3IKRI

g bleeds «¢NF yatdzarzy 27T X
, *Inotropic agent support
*Surgery
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An Approach to Risk Assessment
HASBLED

H Hypertension 1
A Abnormal Renal and Liver lor2
Function (1 point each)
S Stroke 1
B Bleeding 1
L Liable INR 1
E Elderly (age over 65 yrs) 1
D Drugs and/or Alcohol (1 1or2
point each)
Maximum 9
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An Approach to Risk Assessment
Atria Risk Score

Anaemia

3
Severe Renal Failure 3
Age over 75 yrs 2

1

Prior Bleeding

Hypertension 1

Maximum 9




N H S I n,.] Stroke Prevention and Afrial Fibrillation m
p Atrial fibrillation (AF) is associated with a five-fold increass in stroke risk and a one in three life time risk of 'ement

stroke. The cardio-embolic strokes caused by AF are associated with more fatalities than other ischasmic

CANCER l DIAGNOSTIC! strokes. and are generally more disabling at presentation leading to increased hospital stay, poorer ongoing
quality of life and increased discharge to long term care.

Oral anticoagulation is known to be the anly effective intervention to reduce the risk of AF related stroke and has
also bean shown to reduce the damage caused if a stroke occurs. The only role for anti-platelet medication is in
those at low risk.

In patients at higher risk of stroke in AF, aspirin is not effective in stroke prevention but carries the same risks as
oral anticoagulants.

s Risk Stratification wi ) CHADS

The CHADSWVAS: schema is the approved risk scheama from the Eurcpean Soci
at showing people at low risk (score of zero indicts an annual adjusted risk of
remamkbear and has a mild anomaly around its point score for gender. We p

Ciorz -Cardiac Disease {1 point LV3D andlor! point Vascula
H -Hypertension

ardiclogy. It is excellant
r is harder to
to see the score.

Pz -Age (1 point 5 to T4; 2 points if TS or over)
D -Diabetas
5z -Stroke or TIA (2 points)

In 2 women over the age of 65yrs an addifional 1 point should be = fTect their increased risk

Interpretation

Score of 0, nothing or aspirin
Score of 1, aspirin or Oral Anticoagulant
Score of 2 or more, oral anticoagulant

blood clofting. In genaral it is thought that dinicians
tend to over estimate the risks ag i i ' ion. Population study data from Finland has shown a
e although there has been a doubling of the level of

ne ATRIA schema.

{hemcglabin =13 gidl in men and =12 gidl in women}
{8 GFR =30 mifmin or diskysis-tapanisant)

{Any pravious signiicant bleading)
{Praviousty astablished hypatansions, 8 paraistant paint)

o N R
Low {0-3) 0.76% o 0%
1 1.3%
Intermediate {4} 2.62% 2 2.3%
3 1.3%
4 4.0%
High (5-10} 5.76% Siod 6.7-15.2%

‘We do not see the strokes and suffering we prevent only the inconvenience of treatment we prescribe

Dr Duncan Petty-Prescribing Support Services
DOr Matthew Fay-GP Wesicliffe Medical Centre
Mr Greg Fell-Public Health Consultant
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Risk and Benefit

Blced risk 5 haamerrhiage rate Vage | R
Low {0-3) 0.76% 0 0%
1 1.3%
Intermadiats (4) 2620 2 2.2%
3 3.2%
4 4 0%
High (5-10) 5.TE% 5o 8 B.7-15.2%

We do not see the strokes and suffering we prevent only the inconvenience of treatment we prescribe

Dr Duncan Petty-Prescribing Support Services
Dr Matthew Fay-GF Weasiclhiffe Medical Centra
Mr Greg Fell-Public Health Consultant
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Stroke is a frequent complication of AF

Stroke is the leading complication of AF
Patients with AF have a five-fold higher stroke risk than those without AF!

AF doubles the risk of stroke when adjusted for other risk factors?

€ &€ € €&

Without preventive treatment, each year approximately 1 in 20 patients
(5%) with AF will have a stroke3

—2KSY (NYyaASyd AaOKIFSYAO IGdalrola |y
the rate of brain ischaemia associated with non-valvular AF exceeds 7% per
year?

w Itis estimated that 15% of all strokes are caused by AF° and that 12,500
strokes per year in England are directly attributable to AF®

1. NICE clinical guideline 36.June 2006. Available at http://www.nice.org.uk/guidance/CG36/?c=91497; accessed April 2010; 2. ACC/AHA/ESC guidelines: Fuster V

et al. Circulation 2006;114:€257¢354 & Eur Heart ) 2006;27:1979¢2030; 3. Atrial Fibrillation Investigators. Arch Intern Med 1994;154:1449¢57; 4. Carlson M.
Medscape Cardiology. 2004;8; available at http://cme.medscape.com; accessed Feb 2010; 5. Lip GYH, Lim HS. Lancet Neurol 2007;6:981-93; 6. NHS Improvement.

IUne 20099AVailable at http://w eart/Por cumen f; accessedApril 2010 NEENEEET



http://www.nice.org.uk/guidance/CG36/?c=91497
http://cme.medscape.com/
http://www.improvement.nhs.uk/heart/Portals/0/documents2009/AF_Commissioning_Guide_v2.pdf
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Stroke is a serious complication of AF

w Stroke in AF is associated with a heavy burden of morbidity and mortality
W AF stroke is usually more severe than stroke due to other causes?!
w Compared with other stroke patients, those with AF are more likely to:
— Have cortical deficit (e.g. aphasia), severe limb
weakness and diminished alertness, and be
bedridden on admission?

— Have longer in-hospital stay with a lower rate of
discharge to their own home3

w The mortality rate for patients with AF is double that in people with normal
heart rhythm#

1. Savelieva | et al. Ann Med 2007;39:3711 91; 2. Dulli DA et al. Neuroepidemiology 2003;22:118i 23; 3. NICE clinical

guideline 36.June 2006. Available at http://www.nice.org.uk/quidance/CG36/?¢=91497 ; accessed April 2010,
N4 . Benjamin'EJ et al. Circul 1 é ﬂi EEEE——Ta



http://www.nice.org.uk/guidance/CG36/?c=91497
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AF and assoclated stroke incur substantial
healthcare costs?

W AF accounts for more than 1% of healthcare expenditure
in the UK

w Total costs for treating the 12,500 strokes in England that
are attributable to AF is £148 million in the first year

W The cost per stroke due to AF is estimated to be £11,900 in
the first year after a stroke occurs

1. NHS Improvement. Commissioning for Stroke Prevention in Primary Care:

The Role of Atrial Fibrillation. June 2009.

Available at http://www.improvement.nhs.uk/heart/Portals/0/
mmmdocuments?009/AF_Copmmissinminmmimiglc V2 pdipaesessed Apnil20l0nmumuemmmmmn = S
R e e e e Y



http://www.improvement.nhs.uk/heart/Portals/0/documents2009/AF_Commissioning_Guide_v2.pdf
http://www.improvement.nhs.uk/heart/Portals/0/documents2009/AF_Commissioning_Guide_v2.pdf
http://www.improvement.nhs.uk/heart/Portals/0/documents2009/AF_Commissioning_Guide_v2.pdf
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AF also incurs a significant personal burden

w In addition to costs to society, quality of life is worse in patients with AF
versus other cardiac conditions such as post Ml patients

100 - SF-36 quality-of-life scores W AF
(n=152)
50 B Post-mi
0 (n=69)
s 60
a [l Healthy
O subjects
™m 40
w (n=47)
wm

20

\\‘9
S
Ml = myocardia?infarction; SF = Short Form

I Dorian'P'et al. ] Am ColliGardiGhi200e;86: 303¢9 '
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AF has serious consequences

W AF is associated with a number of serious and potentially life-threatening
complications including stroke,>? heart failure? and death?3

Cardiovascular hospitalizations or death?

1.0 -
v 0.8 -
E >
s = Women without AF
C o
% ® 0.6
© 2 Men without AF
Q o
v
3, .2 047
T2 Men with AF
| >
v »n
< 02 -
Women with AF
0.0 T T T T T T T T T 1

0 2 4 6 8 10 12 14 16 18 20
Follow-up (yrs)

1. Wolf PA et al. Stroke 1991;22:983¢8; 2. Stewart S et al. Am J Med 2002;113:359¢64;
a— |- Circulationsi998:98:94 6052
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Stroke is more likely to be fatal in patients
P=0.048 with AF

30 7
25 -

20 7

W AF
(n=103)
15 -
B Non-AF
10 - (n=398)

Proportion of patients (%)

None Mild Moderate Severe Fatal
Stroke severity
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Stroke severity increases the length of

120 - l
0 hospital stay

— 100 - Length of hospital stay for survivors

% according to stroke severity

=

> 80(

S8

wn

£ 60 7

o

"

2

« 40 -

@)

<

Y

c 20 7

()

-

O 1 1 1 1 1 1 1 1 1 1 1
0 5 10 15 20 25 30 35 40 45 50 55
More severe Initial stroke severity* Less severe

1197 acute stroke patients participating in the Copenhagen Stroke Study; *Scandinavian Neurological Stroke Score on

admission
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Increased risk of death after stroke in
patients with AF persists for up to 8 years

50 A B Patients with AF
Mortality

B Patients without AF

N w H
o o o
] ]

Annual mortality rate (%)

-
o
]

Years post-stroke

Population-based study of 3530 patients with ischaemic stroke
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AF is associated with poorer functional
performance in survivors of ischaemic stroke

80 A

Severe impairment of functional performance*

B Patients with AF
(n=30)

70 A

60

B Patients without AF
50 (n=120)

40

30

Proportion of patients (%)

20

10

Acute phase 3 months 6 months 12 months
Time after ischaemic stroke

>40-year follow-up of 5070 participants in the Framingham study; * Barthel Index
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Costs of stroke associated with atrial fibrillation
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Acute ospl alization accounts for the bulk
of AF stroke-related costs

Direct cost components up to 1-year post stroke (% of total direct costs)*

Acute hospitalization

Transport Re-admission

Aids/home modifications

Medication
Inpatient rehabilitation
Visits to a healthcare professional

Nursing care Outpatient rehabilitation

*Data analysed as part of the Berlin Acute Stroke Study
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NHS Improvement - Heart
Anticoagulation for
Atrial Fibrillation

A simple overview to support
the commissioning of quality
services

Heart and Stroke Improvement
Commissioning for Stroke
Prevention in Primary Care -
The Role of Atrial Fibrillation

g
2
g
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atrialfibrillationassociation

Atrial Fibrillation Association AF Toolkit
Providing information, support and access to established, new or
innovative treatments for Atnal Fibnllation

Information Toolkit Visit the Website

Access the AFA Toolkit, with many The AFA website has many
useful documents articles and is updated on a
reqular basis

Open the Toolkit » www.atrialfibrillion.org.uk
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GRASP-AF Query and risk stratification tool is FREE and available
for use with all GP clinical systems in England

GRASP-AF provides a set of MIQUEST queries to identify, for your practice, patients with a
diagnosis of AF who are not on warfarin,

It calculates their risk of stroke using the validated CHADS2 scoring system and highlights
patients with a CHADS2 score of 2 or more who are not on warfarin and would benefit from a
review to assess the issue of anticoagulation.

To find out more about this new tool and to sign up to run the search simply go
to www.improvement.nhs.uk/graspaf

Local help is available from Community Arrhythmia Nurse Specialists (East Kent),
PRIMIS Facilitators (Medway), Primary Care Information Managers (West Kent)

20000000 O0O®

Patient Decision Aids (PDA) can be extremely :z::::::::

useful when talking to patients about risks =

versus benefits of different treatments and : : : : = : : : : :

medications. :.z..ggg..

This NPCi PDA poses the question cg@g:%g@gg

“Atrial Fibrillation ~ is warfarin or s $% * 2 o9 .:___ e

aspirin better?” .__/... L L L 1 1

Download it from: i 2000000008

http:/fwrww.npci.org, uk/therapeutics/cardiol ::: :: ==:=° o o4 pemre st e

atrial/resources/pda af.pdf PPOPEDODD .. ——
333331311

Contraindications to Warfarin* P> : FY I e

0.00.:.O.:_ T o g P e

= Pregnancy 90600060000

= Hypersensitivity to warfarin %

«  Within 2 days of surgery Possible Side Effects

*  Bacterial endocarditis * Bleedingbrulsing Alopecia

* Severe renal or hepatic disease = Hypersensitivity Diarrthoea

= Peplic Uker = Rash Purple toes

*  Severe hypertension
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Important information for patients
Informing patients with AF about the benefits and risks of
taking warfarin will be helped with the right resources.
INR = International Normafised Ralio. It s a methad of expressing how long it takes bicod to clot

= Warfarin should be taken at roughly the same lime each day (preferably
6pm).

* Do not confuse the dose in mg with the number of tablets that you take.
» Itis important to tell the dentist that you are taking warfarin,

» Before buying any medicines including alternative remedies tell the
pharmacist that you are taking warfarin.

= Do not take aspirin unless advised to by your GP.

= Any major changes in your diet may affect how your body responds o your
anticoagulant medication.

* Cranberry juice can affect your INR and should be avoided altogether.

« |f your diet changes greatly over a seven-day pericd, you should have an
INR test.

= |tis dangerous fo ‘binge drink” whilst taking anticoagulants.

» Do patients know why they are taking warfarin, their
target INR and the importance of attending for INR tests?

» Do patients know what to do if they miss a dose?

This information is taken from the Yellow Oral anticoagulant therapy bookiet
which should be given to a patient when they are started on warfarin
http:/f'www.npsa.nhs.uk/nris/alens-and-directives/alerts/anticcagulant

Patient preference, compliance and facilities for INR monitoring should
always be taken into account as well as stroke and bleeding risk®,

The following organisations offer advice, support and information for
patients with AF:

* The Atrial Fibrillation Association (AFA) www atrialfibrillaton.org.uk
* The Stroke Association wvav.stroke.org.uk

=  The Arrhythmia Alliance www heartrhythm. org.uk

Information for medical professionals:

* The AFA have a Toolkit endorsed by the DH, PCCS and HRUK. Double-
sided information sheets on all aspects of AF diagnosis and management
written for medical professionals as well as patients can be downloaded
from www atrialfibrilation.org.uk  Go to AFA Toolkit,

Review Date: Jan 2011

Moddied from an orginal document developed by Surrey Hoart and Stroke Network

[NHS) Kent Cardiovascutar Network 2010
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What about QOF
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Existing AF QOF Allocation

AFO01
The practice can produce a register of patients with AF

AF02 The % of patients with AF diagnosed with ECG or specialist 10
confirmed diagnosis

The % of patients with AF who are currently treated with 13

AFO3 anti-coagulation drug therapy or an anti-platelet therapy

— s | [— - N = - EEee—————ad
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Preventing More Strokes

3.17 The best way of improving the
value for money of stroke care is by
preventing strokes from occurring

3.18 GPs play an important role in
managing key risk factors associate
FD: n"; ”Hll ll‘; I WIN \q Stroke care é 5 l:I K é'. lj N\E Cl S X é 7\ y
- NELIZNIUZ2Z DtaQ YI VY
blood pressure and atrial fibrillation
within the Framework remains
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3.19 Atrial fibrillation (AF) is a
R maj or ri sk facto

AUDITOR GENERAL

HE 252
SESSION 2005-2010

ITERIVARY 2010

However, the current indicators for
managing atrial fibrillation in the
Qualityand Outcomes Framework
:”” o reward practices for treating

appropriate patients with any anti-
coagulation drug or anti-platelet
therapy rather than specifically
with warfarin.
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3.20 NICE guidance recommends tf
the most effective treatment, for
patients with atrial fibrillation post
stroke, is with warfarin. However,
only 24 per cent of stroke patients
with the condition were discharged
from hospital on warfarin in 2008,
and only a further 9 per cent of
patients were planned to receive it |
future.
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Thank you for your attention

Question

matthew.fay@bradford.nhs.uk
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Community Management of Atrial Fibrillation

For further information and to register your interest
for a place on the course

contact psi@bradford.nhs.uk




