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Overview

 What 1s known about AF prevalence
 Silent Atrial Fibrillation

* Screening for Atrial Fibrillation
— Primary screening in General Practice

— Secondary screening following stroke
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AF Is Associated with Serious Events in Different
Vascular Territories!

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

Stroke* 151 (4.6%)

Vascular death 177 (5.4%)

Transient ischemic attack 30 (0.9%)

Peripheral thromboembolism 26 (0.8%)

Myocardial infarction 46 (1.4%)

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

*Fatal or at least moderately disabling. !Taylor FC et al. BMJ 2001; 322: 321-326. North of England
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Lifetime risk of developing Atrial Fibrillation
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Figure 1. Cumulative risk for AF at selected index ages for men
and women, with death free of AF considered a competing
event. Lifetime risk for a given index age is cumulative risk
through age 94 years.

Lloyd-Jones DM et al. Circulation 2004; 110: 1042 - 1046 North of England [75
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Atrial Fibrillation — an emerging epidemic

Figure 1: Predictions of the increase in atrial fibrillation in the US
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The prevalence of AF will grow dramatically in the coming decades as the elderly proportion of the population increases. Projected numbers of
patients with AF by 2050 are based on current US estimates.

Camm AJ et al. PCCJ 2010: 3: 31-34 North of England [[7;%]



QOF AF Prevalence
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Prevalence of diagnosed Atrial Fibrillation
stratified by Age and Sex
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Go, A. S. et al. JAMA 2001;285:2370-2375
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Prevalence of atrial fibrillation in patients aged 65 and
over: SAFE

Table 3 | Prevalence and detection rate of new cases by age at start of study and sex. Figures are numbers (percentages)

Men Women

Group 65-74 75-84 285 65-74 75-84 285 Total
Baseline prevalence
Control 74/1216(6.1)  84/703(11.9)  25/156 (16.0)  44/1378(3.2) 106/1050(10.1) 56/420(13.3) 389/4923(7.9)
Opportunistic 70/1304 (5.4) 63/650(9.7) 24[148 (16.2) 48/1448 (3.3) 91/1005 (9.1) 44375 (11.7)  340/4930 (6.9)
Systematic 69/1318(5.2) 67/647 (10.4) 15/154 (9.7) 68/1391 (4.9) 70/1022 (6.8) 50/396 (12.6) 339/4928 (6.9)
12 month prevalence /\
Control 81/1213 (6.7) 91/699(13.0) 27/151 (17.9) 55/1377 (4.0) 122/1044(11.7) 60/418(14.4) 436/4907 (8.9)
Opportunistic 90/1303(6.9)  77/647(11.9)  28/148 (18.9)  59/1443 (41) 109/1001(10.9) 52/373(13.9)  415/491p (8.4)
Systematic 90/1312(6.9)  82/643(12.8)  23/154 (14.9)  77/1387 (5.6)  88/1012(8.7) 53/398(13.5)  413/490§ (8.4)
12 month new case detection \./
Control 7/1139(0.6) 7/6151(1.1) 2/126 (1.6) 11/1333 (0.8) 16/938 (1.7) 4/362(1.1) 47/4513 (1.0)
Opportunistic 20/1233(1.6) 14/584 (2.4) 4/124 (3.2) 11/1395 (0.8) 18/910 (2.0) 8/329(2.4) 75/4575 (1.6)
Systematic 21/1243 (1.7) 15/576 (2.6) 8/139 (5.8) 9/1319(0.7) 18/942(1.9) 3/343(0.9) 74/4562 (1.6)

Fitzmaurice, D. A et al. BMJ 2007;335:383 North of England [\Y/753
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Prevalence, incidence and lifetime risk of atrial fibrillation:
the Rotterdam study

Table 2 Prevalence with 95% Cl of AF at baseline by gender and age. The Rotterdam Study 1990-93 (n = 6808)

Age group (years)  All Men Women

n Cases  Cases/n® n Cases  Cases/n® n Cases  Cases/n®

1161 8 0.7 (0.4-1.4) 485 4 0.8 (0.3-2.1) 676 4 0.6 (0.2-1.5)

1411 24 1.7 (1.2-2.5) 620 16 2.6 (1.6-3.4) 791 8 1.0 (0.5-2.0)

1291 51 4.0 (3.0-5.2) 597 31 2.2 (3.7-7.3) 694 20 2.9 (1.9-4.4)

1130 68 6.0 (4.8-7.6) 464 32 6.9 (5.0-9.6) 666 36 5.4 (4.1-7.0)
855 77 9.0(7.3-11.1) 330 43 13.0 (9.8-17.1) 525 34 6.5 (4.7-8.9)
533 72 13.5 (10.9-16.7) 164 25 15.2 (10.5-21.5) 369 47 12.7 (9.7-16.5)
427 76 17.8 (14.5-21.7) 95 17 17.9 (11.5-26.8) 332 58 17.5 (13.8-21.9)

6808 376 5.5 (5.0-6.1) 2590 165 6.0 (5.0-7.0) 4053 206 5.1 (4.5-5.8)

“Denotes % (95% Cl).

Prevalence for patients aged 65 and older: 8.12%

Heeringa J. Eur Heart J 2006; 27: 949 - 953 North of England [[T/yi3
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Rationale behind AF screening

Common condition

Frequently asymptomatic or little symptoms

Grave consequences 1f undetected:

— Thrombo-embolic disease
— Tachycardia induced cardiomyopathy

Test 1s acceptable and non invasive

Effective treatment i1s available

North of England
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Secular Trends in Incidence of Atrial Fibrillation in Olmsted County, Minnesota,
1980 to 2000, and Implications on the Projections for Future Prevalence

TABLE 1. Baseline Characteristics of Incident AF Stratified by Calendar-Year of AF Diagnosis

Calendar-Year of AF Diagnosis

Overall  1980-1984  1985-1989  1990-1994  1995-2000
variable (n=4618)  (n=826) (n=938)  (=1209)  (n=1645) P

Age, y 731+144  729+145 728+141 730+147 734+143  0.07
<55 477 (10) 90 (11) 89 (9.5) 137 (11) 161(9.8) 028
55-64 543(12) 100 (12) 114 (12) 132 (11) 197 (12) 0.93
65-74 1118(24) 187 (23) 260 (28) 294 (24) 377 (23) 0.23
75-84 1514(33)  284(34) 289 (31) 389 (32) 552 (34) 0.86
=85 966 (21) 165 (20) 186 (20) 257 (21) 358(22)  <0.05

Men 2365 (51)  412(50) 469 (50) 629 (52) 855 (52) 0.08

BMI, kg/m? 271+62  258+53  262+55  272+63  28.0+66  <0.0001

Systolic blood pressure, mm Hg 138+21 137+22 143+21 140+20 135+19  <0.0001

Diastolic blood pressure, mm Hg 78+11 78+11 80+10 79+11 75+11  <0.0001

Total cholesterol, mg/dL 200+49 212+56 207+52 199+47 192+45  <0.0001

Triglycerides, mg/dL 135+140  150+351  126+89 133+93 138+83 0.90

Paroxysmal AF 3428(74) 590 (71) 701 (75) 891 (74) 1246 (76)  <0.01

Silent AF 1152(25)  218(26) 237 (25) 316 (26) 381 (23) 0.06

Miyasaka Y et al. Circulation 2006; 114: 119- 126 North of England 783
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CARAF*: predictors of

symptomatic AF

Young age

Paroxysmal AF

Female sex

Increased ventricular rate

Increased blood pressure

*Kerr C et al. EHJ 1996; 17: 48-51

North of England
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Table 1. Prevalence of silent atrial fibrillation in population studies

Author

Study

No of subjects

Methods

Asymptomatic AF

Rose et al™
Kulbertus et al™*

Psaty et al®

Kerr et al'®
Brand et al'®
Kopecky et al'”

Ciaroni et al'®
Camm et al'®

Molaschi et al*’
Furberg et al?!
Dietz et al*®
Frishman et al*®

Levey et al*®

British civil servants (n=18403)
Community Hypertension
Screening Programme (Liege)
The Cardiovasular Health Study
(A 3-year follow-up of 4844
subjects without AF at baseline)
CARAF: Canadian Registry of
Atrial Fibrillation

The Framingham Heart Study
(n=5209)

Population study, Minnesota
(n=3623AF)

Population Study (n =244 AF)

A group general practice, Sussex
(n=268; age 75-95 years)
In-patients hospitalized for
non-cardiovascular reasons

The Cardiovascular Health Study
(n=5201)

82 active elderly (mean age 79.5
years)

The Bronx Longitudinal Aging
Study (n=423; age 75-85 years)
The ALFA study (AF general
practice in France)

T0AF
43806 ambulatory subjects

304 new AF

674 AF

32 lone AF

97 lone AF

46 lone AF

106 ambulatory elderly
(=175 years old)

340 patients over 80 years
277 AF

34 (41%) permanent AF
17 (4%) AF

758 AF patients

Limb ECG; 5-year follow-up
ECG; x-rays; self-report

Annual ECG; self-report;
hospital record

ECG at 3 months, 1 year, then

annually

Biannual ECG; hospital record

(30-year follow-up)
Questionnaire; ECG; hospital
record (30-year follow-up)
ECG

24-hour Holter

In-hospital ECG

ECG; self-report

24-hour Holter

24-hour Holter

ECG; 24-hour Holter
(if indicated)

43%
193 (0.44%)

36 (11.8%) by annual ECG
only

21%

20 were diagnosed by
biannual ECG
27%

24%
10.5%

27.9%
5.3% AF; 30% by ECG alone
All asymptomatic

17 (82%) permanent;

3 (18%) paroxysmal

11.4% of total population;
16.2% with permanent AF;
7% with recent onset AF:
5.4% with paroxysmal AF

Benjamin et al®”

The Framingham Heart Study
(n=4731)

562 AF

ECG at biannual examination
(38-year follow-up)

228 (40%) on routine
Framingham examination

lll

Defaye et a
Page et al®®
Bhandari et al*®
Wolk et al*”

St George’s AF
Clinic

The AIDA study

ParoxysmalAF/supraventricular
tachycardia

The Flecainide Supraventricular
Tachycardia study

Paroxysmal AF treated with
propafenone or propranolol

131 AF patients

617 patients with DDD
pacemakers

8 AF, 14 tachycardia
69 paroxysmal AF

52 AF

Paroxysmal 12.8%,
persistent 71.8%,

Holter memory function
24-hour Holter; TTM
TTM

24-hour Holter

ECG; 24-hour Holter;
questionnaire

Savelieva I et al. J Int Cardiac Electrophys 2000; 4: 369-382

By 1 month 58% asymptomatic;
21% newly developed asymptomatic
62.5 events/100 days/patient

AF was present in 112 (10.6%)
of 1061 “asymptomatic” calls
27% on propafenone; 22% on
propranolol

29.8% diagnosed incidentally

North of England [\/753
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Newly Diagnosed Atrial Fibrillation and Acute Stroke
The Framingham Study

Table 1. Distribution of Sex, Age, and Stroke Subtype in 1135 Stroke Subjects Associated With AF

Prior AF ( AF on Admission|AF After Admission

No. g9 LI] JE

0, men 37 48 6l
Age range, v (median) 44-97 (75) 63-94 (82) 66-84 (72)
stroke subtype, ischemic/hemorrhagic 86/3 20/1 5/0
AF indicates atrial fibrillation.
Lin HJ et al. Stroke. 1995:26:1527-1530 North of England 759
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How effective is AF screening and
what is the most efficient way?

North of England [\Y/i&3
Card

ardiovascular Network



SAFE study design

Practices enrolled (n=50) |
Cluster mndomisation l
i : ;
Intervention practices (n=25) Control practices (n=25):
Total eligible population aged 265=23 187 Total eligible population aged 265=21 786
5 (range 90-2726/practice} (range 149-2496/practice)
i |
s Random sampled population
; cluster size (82-440)
Individual randomisation
3
E i }
£ Systematic arm: Opportunistic arm: Control arm:
E§ 4933 patients allocatedtototal | 4933 patients allocated to Cluster size: 136-200,
_populatlon systematic arm c_nppoftunlstlc screening arm average 197
Excluded by Excluded by
practices {(n=500) practices {(n=195)
Invited for electro- Notes flagged (n=A738) Patlents allocated to
cardiography (n=4433} Pulses recorded (n=3278) control arm (n=4936)
a Electrocardiography Electrocardiography
= performed (n=2357) performed (n=238)
Known cases of atrial Known cases of atrlal
fibriliation at baseline fibrillation at baseline
(n=339) {(n=340)
Case notes unavallable for Case notes unavallable for Patlents' notes unavailable
analysis (n=32) analysis (n=18) for analysis (n=34)
i New cases detected New cases detected New cases detected
(n=74, range 0-8, (n=75, range 0-8, (n=47, range 0.5,
! average 2.96/cluster) average 3.0/cluster) average 1.88/cluster)

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

North of England [V754
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Manual pulse palpation

Table 3. The test characteristics of clinical pulse assessment by the nurses in those systematically screened using different thresholds to
define an abnormal pulse rhythm. Values are percentages (n = 1099) (95% confidence intervals).

Threshold of nurse pulse assessment

Percentage with Percentage with Percentage with
any irregularity frequent or continuous continuous
n (95% Cl) n irregularity (95% CI) n irregularity (95% CI)

Sensitivity 61/67 91 (82-97) 48/67 72 (59-82) 36/67 54 (41-66)
Specificity 767/1032 972/1032 94 (93-96) 1009/1032 98 (97-99)
Positive predictive value 61/326 19 (15-23) 48/108 44 (35-54) 36/59 61 (47-73)
Negative predictive value 767/773 99 (98-100) 972/991 98 (97-99) 1009/1040 97 (96-98)
Positive likelihood ratio - 3.6 (3.14.0 - 12 (9.2-16) - 24 (15-38)
Negative likelihood ratio - 0.12 (0.06-0.26) - 0.30 (0.28-0.32) - 0.47 (0.36-0.62)

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

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

North of England [[Y/7&53
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Table 2| New cases of atrial fibrillation (AF) by trial arm identified in case notes 12 months after baseline

Newly identified

Group Patients Baseline AF Missing notes Denominator cases New casfﬂi_ettzcti on %
Control 4936 389 34 4513 47 1.04
Intervention:
Total 9866 679 50 9137 149 1.63
Opportunistic* 4933 340 18 4575 75 1.64
Systematic* 4933 339 32 4562 74 1.62

*Subsets of total intervention population.

h
Fitzmaurice, D. A et al. BMJ 2007:335:383 North of England ;13



Choice of screening mode

* Opportunistic screening
— Flu clinic

— Flagging
— Chronic disease management

North of England
Cardiovascular Network



Flagging records

Flu clinic

Chronic disease template

Advantages

Simple
High population coverage
Allows multiple pulse checks

Simple
Fast

Simple
Good population coverage

Disadvantages

Entire health care team needs
to take part

Limited population coverage
One pulse check
Increases stress of flu clinic

Not everyone uses templates
Limited opportunities for
pulse checks

North of England h':si
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AF screening in ‘flu-clinics’

Annual invitation 1n autumn

Target population:
— Patients aged 65 years +

— Patients with chronic conditions
High take up rate

Dedicated clinics with high turnover

North of England
Cardiovascular Network



AF screening using chronic disease
management templates

 Known risk factors for atrial fibrillation

* Chronic disease management systems
* Recall
* Regular review in dedicated clinic

* Use of disease management templates

* Lack of pulse check on many templates

North of England
Card

ardiovascular Network



Development of a risk score for atrial fibrillation
(Framingham Heart Study): a community-based cohort study
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Figure 1: Comparison of the risk of atrial fibrillation in 10 years by sex calculated from associated risk factors
withthe risk equation

Schnabel RB et al. Lancet 2009; 373: 739-45 North of England L;3



Obesity and the Risk of New-Onset Atrial Fibrillation

Flgure. Kaplan-Meler Curves Showing Cumulative Hazards of Developing Atrial Fibrillation
(AF) In Men and Women, by Baseline Body Mass Index Category
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Horizontal axls represents time since the baseline examination. Body mass index categories were as follows:
normal, <25.0; overweight, 25.0 to <30.0; and obese, =30.0.

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



Chronic kidney disease and prevalent atrial fibrillation:
The Chronic Renal Insufficiency Cohort (CRIC)

Table Il. Prevalence ot AF byeGFR, age, sex, and race /ethnicily

N = 3267

AF

P value

n (%)

All population 3267

602 (18.4%)

eGFR (mL/[min 1.73 m?))
1472

239
398

958
1217

367 (20.4%)
235 (16.0%)

19 (7.9%)
49 (12.3%)

162 (16.9%)
254 (21 0%)

455

116 (25.5%)

1775
1492

Race/ethnicity
Non-Hispanic white 1627
Non-Hispanic black 1640

324 (18.3%)
278 (18.6%)

273 (16.8%)
329 (20.1%)

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

North of England [\'/7&3

Cardiovascular Network



AF screening in chronic disease
management / health promotion

v'Hypertension
v'Heart failure
v'CHD

v'Stroke
v'Diabetes
v'CKD

v'Over 75 checks

v'COPD

v'Weight management
v'NHS Health Check

—

> 90% target
population
coverage

North of England
Card
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Whinfield Surgery AF screening by flagging records
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Opportunistic computer prompted screening 5/08 —5/09

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)

North of England

Cardiovascular Network



Key Facts

83.3% screened opportunistically
13% with 1rregular pulse

6.3% had ECGs

36% had AF on ECG

Number needed to screen 43
Change in prevalence 1.32 -> 1.82%
AF / 65yr + ratio: 9.1%



Pitfalls

Sell 1t to the entire team:
— Preventing strokes and saving lives

— It pays ( removal of square root formula, incentive
schemes )

— QIPP, budgets etc....
Pulse palpation — observer bias :
— 20s minimum
— Any 1rregularity -> ECG
[f they don’t come, go and find them ->

ECG:
— Equipment / operator

— Interpretation skills

North of England
Card

ardiovascular Network



How good is Primary Care in
diagnosing AF on an ECG?

North of England [\Y/i&3
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Accuracy of diagnosing atrial fibrillation on electrocardiogram by primary
care practitioners and interpretative diagnostic software

Participants (n=9866)
1

/ '

Invited for ECG (n=4933) Allocated to opportunistic screening (n=4933)
ECGs performed (n=2357, 48%) Pulses checked (n=3278)
| ECGs performed (n=238)

!
'

12 lead ECGs (n=2595)

— Quality too poor to be read (n=3)
\
Reference standard applied (n=2592)

_Not saved electronically (n=36)
No paper copy saved (n=3)

f '

Computer software interpretation (n=2556) ECGs distributed (n=2553)
& ] =
Single lead ECGs (n=847) Limb lead ECGs (n=858) 12 lead ECGs (n=848)
Distributed (n=1683) Distributed (n=16295) Distributed (n=1675)
Returned by GP (n=1457) Returned by GP (n=1484) Retumed by GP (n=1454)
Returned by PN (n=1422) Returned by PN (n=1445) Retumed by PN (n=1426)

Mant J et al. BMJ 2007: 335: 380 North of England L;3



Table 4| Summary statistics of accuracy of interpretation of
electrocardiograms by reader and type

Reader and

electrocardiogram type

Interpretative software:

Sensitivity (95%
cl)

Specificity (95% Cl)

12 lead

83.3(78.3t0 88.2)

99.1 (98.7 to 99.5)

General practitioner:

12 lead

79.8(70.5t0 87.2)

91.6(90.1t0 93.1)

Limb lead

82.5(74.8t0 88.7)

88.5(86.91t0 90.2)

Chest lead

84.8 (78.7t0 91.0)

86.4 (84.6t0 88.3)

Practice nurse:

12 lead

77.1(67.4t085.0)

85.1(83.0to 86.9)

Limb lead

72.0(63.9t0 80.1)

83.4(81.4t085.4)

Chest lead

68.7 (60.1to 76.4)

82.8(80.7 to 84.8)

General practitioner and interpretative software*:

12 lead

91.9 (86.610 97.3)

91.1(89.6t0 92.6)

For the purposes of calculations for this table, “uncertain” diagnoses are

counted as missed diagnoses for sensifivity and as not atral fibrillation
for specificity (see tables 1-3).
*Defined as positive result if either (or both) is positive.

100 @@

Sensitivity
©
o®e®
®

~
w
"
®
©

50 99

25

@ General practitioner from control practice
@ General practitioner from intervention practice

@ Interpretative software

10 20 30 40
1-specificity

Fig 2|Accuracy of diagnosis of atrial fibrillation by 42 general

practitioners

Mant J et al. BMJ 2007; 335: 380
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ECG provision in the North-East of England: a primary care based ECG survey*

Percentage of Primary Care staff confident to identify abnormality
90
80 -
70
60 -
()
2 50 1
= B In house
g @ Ex house
2 40 1
30 -
20 -
10 -
O a
Atrial Atrlal Flutter Pacemaker Q Waves ST EIevatlon Pre Long QT Bundle
Fibrillation Indications Depressmn Excitation Syndrome Branch
Block
{| |§ Abnormality

]

*awaiting publication North of England [\Y/i&3
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Secondary screening
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Stroke risk persists even in asymptomatic/paroxysmal AF

The risk of stroke with asymptomatic or paroxysmal AF is comparable to
that with permanent AF!-2

Observed rate of ischaemic strokel

14 - Intermittent AF
o 12- M Sustained AF
&
o 10 -
S
% 8-
U
(®)
% 6
S 4-
c
<< 2 -
. " |
Low Moderate High
Stroke risk category
1. Hart RG et al. J Am Coll Cardiol 2000;35:183-7; 2. Flaker GC et al. Am Heart J 2005;149:657-63 North of England
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Events/100 Days/Patient
80 %ﬁ
| .
-
60 ‘?“
%
40 -
20 p <0.01 p =0.02
Symptoms(+)Symptoms(-) Symptoms(+)Symptoms(-)
PAF | PSVT

Plots of mean rates of arrhythmia events. Sustained asymptomatic arrhythmia
events were significantly (P<.01) more frequent than symptomatic arrhythmia
events in the group of patients with paroxysmal atrial fibrillation (PAF, left).

Page RL et al. Circulation 1994; 89:224-227 North of England [Ty
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Detecting Paroxysmal Atrial Fibrillation After Ischemie Stroke and Transient
Ischemic Attack: If You Don't Look, You Won't Find

David J. Gladstone. John Blakely, Paul Dorian, Melanie Spring, iming Fang, Frank
L. Silver, Moira K. Kapral and for the EMBRACE Pilot Study Group
Stroke 2008:39:¢78-279: originally published online Apr 3, 2008:

North of England
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Table 3. Study Results

Duration of Definition of Atrial New Atrial Initiation of
Study, Year N Intervention Monitoring Fibrillation Flhrlllgffﬁ!\ﬁ{Fluﬂer Monitoring
Barthelemy et al, 2003 60 Cardiac event 4 days =30 seconds 10 days from stroke
recorder (n*=52) (70.1 hours) event
Holter monitor 24 hours Admission to
{(n=55) neurology ward
Jabaudon et al, 2004 149 Holter monitor 21 hours Not stated 8 days after
(n=139) admission
Event loop recorder 153 hours AF detected by manual 55 days after
(n=28) review admission
Hornig et al, 1996 261 Holter monitor 24 hours Not stated; evaluated by ND
(n=261) cardiologist
Rem et al, 1985 184 Continuous cardiac 48 hours Not stated; evaluated by ND
monitoring neurology resident
(n=159)
Holter monitor 24-48 hours ND
(n=>51)
Schuchert et al, 1999 82 Holter monitor 72 hours At least 1 minute 2-3 weeks after
(n=82) acute stroke

*n values indicate subjects without atrial fibrillation/fiutter on history or previously.

ND Indicates no data.

4.6% PAF yield of rhythm monitoring post stroke

Liao J et al. Stroke 2007; 38

North of England [[Y/7&§
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Discussion

This mtenswe cardlac rhythm monitoring <kbboan RlcRewR=AF or PAF in our

of AF and PAF detecllon may be a reflec
anticoagulation prescribing.

North of England [\'/7&3
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Simulation of monitoring strategies for atrial fibrillation detection

0

5 24 h
= 60 30 days 2 hday
‘E 60 days
= 50
= 24 h 1 hiday ;}Wday
§ 40 - i/ days 60 days days
= 1 hday
2 30 30 days
5
@ 20 - 24 h
[}
E. 1 day
=]
o
D 1
Holtar Temporally optimized Temporally optimized
monitonng montoring montorng
. .. . h of
Censi F et al. Computing in Cardiology 2010; 37: 1019-1022 North of England 77



Efficacy of detecting paroxysmal atrial fibrillation (AF) and of assessing AF burden using a
standard 24 h Holter ECG, two 7 day Holter ECGs, telemetric short-term ECG, and

continuous (e.g.

< 1 year

GOSN Do ) oniGreNCONNNUOUSIN Continuous (device) ECG ,pAF"

6/8760 hrs (0.06%) monitored, 365 periods
336/8760 hrs (”) monitored, two Eriods
14434/8760 hrs (#%) bonitored, 4ix perio&s

24/8760 hrs (0.2%) mc*nitored, one period

aroxysmal ersistent

Time

Daily short-term ECG ~PAF*
Two 7-day Holter ECGs ,no AF'
Six 24h Holter ECGs ,no AF*
One 24h Holter ECG JPAF*

rmanent

Kirchhof P et al. Europace 2009;11:860-885
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What if large artery stroke and
intracranial / extracranial vessels normal?

Anticoagulate 1f >30 sec AF run on
monitor?

Anticoagulate 1f <30 sec AF run on
monitor?

Just anticoagulate?
Other? (TOE?)

North of England
Cardiovascular Network



The Relationship Between Daily Atrial Tachyarrhythmia
Burden From Implantable Device Diagnostics and

_Stroke Risk
The TRENDS Study

Table 3. Hazard Ratios for Thromboembolic Events Associated
With AT/AF Burden Adjusted for Stroke Risk Factors and

Antithrombotic Therapy
Hazard Ratio
Category Variable (95% CI)* P Value
AT/AF burden Low burden vs 0.98(0.34, 2.82) 0.97
zero burden
High burden vs 2.20(0.96, 5.05) 0.06
zero burden

High and low burden are separated by the median vaiue of 30-day windows
having nonzero AT/AF burden; that is, high corresponds to a burden of =5.5
hours, low corresponds to a burden of 20 seconds to <5.5 hours.

*Estimates based on Cox model with time-varying AT/AF burden and
antithrombotic therapy.

Glotzer TV et al. Circulation 2009; 2: 474-480 North of England [{T/713
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Detection of short bursts of PAF correlates with the
number of brain lesions on CT

-
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Odds ratio

12
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6
4
2
0

3 4

Number of chronic brain infarcts on CT

Figure. Results of dummy variable regression showing that
increasing numbers of chronic brain lesions on CT are associ-
ated with the presence of brief bursts of paroxysmal atrial fibril-
lation on Holter monitor. The probability values for the odds
ratios are as follows: 1 infarct vs O infarcts, P=0.9407; 2 infarcts
vs O infarcts, P=0.0043; 3 infarcts vs 0 infarcts, P=0.0213; and
4 infarcts vs O infarcts, P=0.0142.

Alhadramy O et al. Stroke 2010; 41: 2596-2600 North of England 17213



Performance of a New Leadless Implantable Cardiac

Monitor in Detecting and Quantifying Atrial Fibrillation
Results of the XPECT Trial

Gerhard Hindricks, MD, PhD:; Evgueny Pokushalov, MD: Lubos Urban, MD:

Milos Taborsky. MD. PhD: Karl-Heinz Kuck, MD. PhD:; Dmitry Lebedev, MD, PhD:
Guido Rieger, MD: Helmut Piirerfellner, MD: on behalf of the XPECT Trial Investigators

Circ Arrhythm Electrophysiol. 2010 ;3:141-147 North of England [/
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Conclusion

Current QOF AF prevalence underestimates the true
prevalence.

Mode of primary screening is irrelevant.
Population coverage counts!

Requires little resource and training

It really works and is cost effective

Enough evidence to propose introduction of
secondary screening into routine clinical care

Relationship of AF burden and stroke risk still
unclear
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;;,l, Emﬁgﬁg e Bradford and Airedale

In collaboration with the
Atrial Fibrillation Association

Coming soon
30 Masters’ level credit module
Community Management of Atrial Fibrillation

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

contact psi@bradford.nhs.uk



Thank you

Questions?
AndreasWolff(@nhs.net
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