
 Diagnosis and Management of Atrial Fibrillation in Primary Care 

 
 

 

 

 

 

 

 

 

 

      

  

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
*Active and otherwise healthy adults with no co-morbidities (age 65-70) Consider referral to Cardiologist for rhythm control 
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Minimal or no symptoms 

12 lead ECG 

AF not detected but still 

suspected                          
48 hr/7 day Event Monitor 

 

Irregular pulse  

Confirmed AF                           

Check BP. bloods: FBC, TFT, 

U&E, LFT, INR, nBNP, fasting  

lipids 

No AF 

• Mean HR >110 

• Breathless – NYHA Class III or 

IV  or significantly worsened  

• Dyspnoea  

• Chest pain 

• Acute heart failure    

Do 12 Lead ECG          

Refer to ED/MAU 

 

Clearly unwell 

Provide patient support 

Education 

leaflets/websites 

Disease understanding 

Lifestyle factors 

Self management 

Medication management 

Flu/pneumococcal 

                      Echo 

Rhythm control* 

1. Prescribe beta blocker as first line e.g. Bisoprolol 1.25-10mg daily 

2. If beta blocker contraindicated and LV function is normal, prescribe rate-limiting calcium channel blocker: Diltiazem or 

Verapamil. Only consider digoxin as monotherapy if patient is predominately sedentary 

3. All patients for anti-arrhythmia therapy should be referred to Cardiologist 

Refer to Cardiology 

Echo 

Aged < 65 years 

Routine /Ongoing Care 

Ausculate heart rate. Poor AF control i.e. 

resting ventricular rate > 110 bpm/or 

symptomatic 

Ausculate heart rate. Good AF control i.e. 

resting ventricular rate < 110bpm.  
Monitor Patient  

Patient 

Consider: Increasing dose of beta 

blocker/calcium channel blocker or addition of 

digoxin or refer to Cardiologist 

Invite patient for rate & rhythm review every 

6 months 

Rate control 

Initial Rate Control 

Risk Assessment for Anticoagulation Therapy                            

CHA2DS2-VASc Score (see overleaf) HAS BLED (see overleaf) 

Ongoing Rate & Rhythm Control 

Aged > 65 years 



  Risk Assessment for Anticoagulation Therapy 

 

 

 

 

 

 

CHA2DS2VASc Score 

C Congestive heart failure/LV dysfunction 1 

H Hypertension 1 

A2 Age ≥75 years 2 

D Diabetes mellitus 1 

S2 Prior stroke or TIA or thromboembolism 2 

V Vascular disease
a 

1 

A Age 65-74 1 

Sc Sex category (i.e. female) 1 

 Maximum score 9 
a
Prior Myocardial infarction or peripheral arterial disease   

                                                                                                                                                                     

Approach to Thromboprophylaxis in Atrial Fibrillation 

Risk category CHA2DS2-

VASc 

Score 

 

Recommended antithrombotic therapy
 

One ‘major risk’ factor or 

≥2 ‘clinically relevant 

non-major’ risk factors 

≥2 OAC 

One ‘clinically relevant 

non-major’ risk factor 

1 Either OAC or aspirin 75-325mg daily.  

Preferred: OAC rather than aspirin 

No risk factors 0 Either aspirin 75-325mg daily or no antithrombotic therapy. 

Preferred: no antithrombotic therapy rather than aspirin 

1. CHA2DS2-VASc = cardiac failure, hypertension, age ≥75 (doubled), diabetes, stroke (doubled) – vascular 

disease, age 65-74 and sex category (female); INR= international normalized ratio; OAC = oral anticoagulation, 

such as vitamin K antagonist (VKA) adjusted to an intensity range of INR 2.0-3.0 (target 2.5)                                                                                                             

2. Female gender only applies as an additional factor to patients > 65 years                                                                                                                                     

3. In patients with renal failure or prosthetic heart valves, warfarin should be used and not NOACs 

 

HAS-BLED Bleeding Risk Score 

H Congestive heart failure/LV dysfunction 1 

A Abnormal renal and liver function 1 or 2 

S Stroke 1 

B Bleeding 1 

L Labile INRs
a 

1 

E Elderly (age ≥65 years)
 

1 

D Drugs or alcohol (1 point each) 1 or 2 

 Maximum score 9 
a
International normalised ratios                                                                                                                                                                                                                  

1. If warfarin therapy is being considered for a patient risk factors for bleeding include a history of unstable 

INR’s, liver or kidney disease, alcohol excess, bleeding, or hypertension – it is important for blood pressure to 

be controlled with a target mean systolic measurement of <130mmHg.                                                                                                                                                  

2. HASBLED was derived primarily from warfarin data rather than NOACs 

 

Patient  


