Patient Information Sheet

ATRIAL FIBRILLATION (AF)
Atrial fibrillation means that your heart beats with an abnormal irregular rhythm.

Untreated, this is usually a fast rhythm.

Because the heart rhythm is irregular, the volume and pressure of each heart beat are also irregular – if you feel your pulse you may be able to notice that it varies in strength from beat to beat.
The atria are the upper two of the four chambers of the heart. The lower chambers are the ventricles. The atria receive blood from the veins of your body. Usually a ‘pacemaker’ in the muscular wall of the atria triggers the contraction of your heart muscle that occurs with each heart beat. This usual ‘pacemaker’ is responsible for the regular rhythm of normal heart beats. In AF this ‘pacemaker’ fails and impulses are triggered from a number of other sites within the atria. The result is more or less random contractions of the atrial muscle – these random contractions are known as fibrillation. Only some of these electrical impulses reach the nerve conduction pathway into the ventricles, so that ventricular contraction is irregular both in rhythm and volume (the longer the interval between beats the larger the volume of blood that will be pumped). When the ventricles contract, blood is pumped into the arteries that supply your body.
Atrial fibrillation may be ‘paroxysmal’ ‘persistent’ or ‘permanent’.
Paroxysmal AF means that the fast irregular rhythm spontaneously reverts to normal.

Persistent AF means that the rhythm does not revert to normal spontaneously but will do so with medical treatment (usually cardioversion – see later).

Permanent AF means that the rhythm will not revert to normal either spontaneously or with treatment. Most people with AF have permanent AF.

AF is common; it is increasingly common with age. 

At age 50-60 0.5% (1 in 200) have AF; at age 80-90 10% (1 in 10) have AF.

AF usually presents with palpitations (awareness of a rapid heart beat), breathlessness, angina, dizziness or incidentally on medical examination or on an ECG (Electrocardiogram).
Apart from these symptoms, the main problem about AF is that it substantially increases your risk of having a stroke.

Treatment:

Rate Control

If your heart is beating too fast (as in most cases of AF), treatment with a beta-blocker (bisoprolol, atenolol and any other drug ending in –olol) or digoxin, will slow it down. Slowing the heart rate makes the heart more efficient and usually removes any symptoms you may have but the rhythm remains irregular and the risk of stroke is unchanged.

Rhythm Control

The attempt to revert the heart to normal rhythm is called ‘cardioversion’. It may done by electric shock treatment or by the use of drugs. It is not tried in most cases partly because rate control usually relieves symptoms and partly because it is often unsuccessful.

Anticoagulation

The main purpose of establishing a risk assessment clinic for people with AF is to consider offering anticoagulation with warfarin. Treatment with warfarin is the most effective means of reducing the risk of stroke in people with AF.

We can assess your risk of stroke into three broad categories: High, Medium and Low

High Risk: 
6-12% chance of having a stroke in the next year

Medium Risk: 3-5% chance of having a stroke in the next year

Low Risk:
1-2% chance of having a stroke in the next year

If you have received an invitation to the risk assessment clinic it is because we consider you to be at high or medium risk. 

In order for you to make a fully informed decision to accept or reject an offer of  warfarin treatment we need to carry out a risk/benefit analysis, weighing up the likelihood that you will benefit from the treatment against the possibility that it will do you harm. 
We present these assessments in terms of:

Numbers Needed to Treat (NNT) – how many people like you do we need to treat for one of you who was destined to have a stroke to have that stoke prevented by the treatment.

Numbers Needed to Harm (NNH) – how many people like you do we need to treat for one of you to have a significant adverse event.
In general, the higher your risk of having a stroke the more likely you are to benefit from warfarin.
For example, if you have already had a stroke or a TIA (Transient Ischaemic Attack) your untreated risk of having a stroke in the next year is 12%. With aspirin treatment this is reduced to 10% (NNT 2:100 = 50). With warfarin treatment it is reduced to 5% (NNT 7:100 = 14).

At the other end of the scale people aged under 65 who have no other risk factors have an untreated risk of having a stroke in the next year of 1.2%. With aspirin this reduces to 1% (NNT 0.2:100 = 500). With warfarin treatment it is reduced to 0.5% (NNT 0.7:100 = 143).
Because warfarin works by reducing the ability of the blood to clot (often erroneously referred to as ‘thinning the blood’) the main potential harm from warfarin treatment is major haemorrhage – which may be fatal. There are some conditions which increase the risk of haemorrhage and which make people unsuitable for warfarin treatment. Once these people are excluded the annual risk of major haemorrhage is around 1% (NNH = 100). 
So people with AF at very high risk of stroke clearly have much greater chance of benefitting from warfarin treatment that of coming to harm from it (NNT =14, NNH = 100) and will be strongly recommended to accept warfarin treatment.

People with AF at low risk of stroke may have more chance of coming to harm than of benefitting from warfarin treatment, so they have not been invited to attend the risk assessment clinic (NNT = 143, NNH =100)

For most people who have been invited to attend the risk assessment clinic the risk of stroke will be moderate to high and the risk-benefit analysis will lie somewhere between these two extremes – but will favour treatment with warfarin.

In coming to a decision about warfarin treatment you may also like to consider the relative implications of having a stroke versus having a haemorrhage:
· Major haemorrhage is generally defined as a haemorrhage requiring a 2 unit blood transfusion. People on warfarin may experience minor haemorrhage and bruising much more frequently than the 1% per annum quoted for major haemorrhage. This can be a nuisance but is seldom very harmful
· Although major haemorrhage is occasionally fatal, in the vast majority of cases it does respond to transfusion (and adjustment of the warfarin dose) without leaving any long-term effect. Stroke, on the other hand, is more often fatal and often does leave profound disability. So you may wish to weigh the risk of stroke as being a more important risk than the risk of haemorrhage.

Warfarin treatment requires regular blood-testing. If your blood results are very stable this will be every 12 weeks – if they are less stable blood-testing will be more frequent.
A number of other drugs interact with warfarin and may need to be avoided eg Ibuprofen increases the risk of haemorrhage with warfarin.

Please come to the risk-assessment clinic having considered the above information and bring any questions you wish to ask.
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Further information can be found at: http://www.patient.co.uk/showdoc/23068682/
