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1. Aim
Atrial fibrillation and Atrial Flutter in the Emergency Department ™" e e o e i
To ensure that all patients with atrial fibrillation or flutter
are anticoagulated appropriately when electrically O by i e v
cardioverted. wmmTle
T l Rate control (aim <110bpm)
2. Background Vs ot s e
+ Add in oral digoxin if ongoing high
. . . . Admit If unsuccessful DCCV, ventricular rates
o Atrial fibrillation and flutter are common | rate >110 or symptomatie |
pr_esenta_tions_to_ th_e Eme_rgency Department (ED) A e o Wi w3 / f rate <110 and symptomatically wel
with atrial fibrillation being the most common symplomatic "'“'“"'l““"'““
sustained cardiac arrhythmia. Both atrial fibrillation P e R R e e P e
and flutter account for significant healthcare bk W edghia pafionts anticangeiation s E3SEMNTIAL snd eiguilcanity redices aicws thi
expenditure, In particular, Iincreased costs from e Discharge If no other reason for admission with the following:
hospital admission. ity ; 1. mr;u@gm@AGUMWMMesmpmmemmmemepona:m:m
* Direct current (DC) cardioversion of these S AP S T chachd s e iy 0
arrhythmias aims to restore sinus rhythm and often & WK peweariulon s GF Y Wi 0 AF cherc

allows avoidance of admission.
e However, risk of thromboembolic disease can lead to
significant morbidity and mortality including stroke,

which is highest around the time of cardioversion. 4. Results & Going Forward
e This risk can be mitigated by following new
guidelines recommending anticoagulation during and * 92 patients were identified over a 2 year period
after cardioversion for all patients with risk factors for  Initial baseline data demonstrated a sub-optimal level of
stroke regardless of time of onset. patient management with only 75% of cardioversion
patients receiving appropriate peri-procedural
anticoagulation. Over the study period, this rose steadily to
3. Method qf o

 Follow-up upon discharge remained steady Iincreasing
slightly from 75% to 78% post-intervention.

« As can be demonstrated by the run chart below, there
seems to be an upward trend following our interventions

« Data was collected retrospectively over a 1 year
period for all patients cardioverted for atrial fibrillation

o Tt (4 ) which is encouragin
 We then prospectively recorded this data on a regular Lraging. . .
basis.  Future opportunities to promote Iimprovement include

additional educational sessions with the ED staff through
“message of the week” and “theme of the fortnight” where
we will present our project in an interactive setting.

e At several stages we Implemented interventions
iIncluding group and Individual-focused teaching
Interventions, widespread systems change with an
updated Trust protocol, as well as awareness-raising
strategies including email bulletins.
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Cycle 2A: Developed protocal, presented
baseline data and protocol at cardiac audit
meeting
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Cycle 1B: Raising awareness- 1 to 1 teaching, ED SpR involvement
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Cycle 1A: Contacted staff/Email bulletins o U
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