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Dos the submission specifically refer to the implementation of NICE guidance?
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Specific NICE guidance:

The reference number of the NICE guidance: CG180

Atrial fibrillation: management
Clinical guideline [CG180] Published date: June 2014 Last
updated: August 2014

Sponsorship:

Is the submission sponsored in any way by a different organisation or company
the example? If so please provide brief details of funding received and its ggurce.

No

Your submission

Aim and objectives: What were you trying to a

An Arrhythmia Clinical Nurse

and AF was chosen as an are could potentially be made. Over a six year period

various measures were gr trodgiced to enhance the care of the AF patient. The current AF
holistic care pathway refl the endations within the NICE guidelines and includes
additional conte

e attended over the years and good examples of best practice were
ally. Examples include-

ent with better uptake of DOAC.

Develop a go0d support system.

Screen for Obstructive Sleep Apnoea.




Reasons for implementing your project: What was happening before the project started and why was the change
needed? Have you carried out a baseline assessment? What opportunities for improving efficiency, saving costs or
increasing productivity did you identify? How did you involve patients/stakeholders? What is the size/catchment area
of your organisation and any relevant local population demographics? (2500 characters maximum, including
spaces)

The care of AF patients was shared between multiple cardiologists and there was variability in

management strategies. There was no point of contact once a patient was discharged and there
was variation in follow up and support literature provided. Some specific areas )
where an arrhythmia Clinical Nurse Specialist might provide care under a more
programme.

advocated. Education on all the pros and cons of each was s

awaiting anticoagulation was recognised as a scenario that s Patients turning up

to clinic with previously identified AF and not anticoagulated was a [ of concern.
NICE guidance does not focus to a great extent on orbiditi yle but these are known
to be a major factor in the management of AF. ManWgati emingly had poor knowledge and

effort in those areas.

NICE advocates a support system for AERticg B he holistic pathway was created
patients might have received some lit WO contact phone number or other
support.

There is a strong and not always ubliciseO@ink between AF and Obstructive Sleep Apnoea.

Screening for Obstructive Sleep A@g&ea was mirgnal.

Q\\



How did you implement the project: What steps did you use to put NICE guidance into practice? What problems did
you face and how did you design your approach to overcome these? (for example - access to resources, gaining buy-
in from stakeholders). If your project incurred costs please elaborate on how much and what the source of funding
was. (2500 characters maximum, including spaces)

Education sessions with outside speakers to give AF/anticoagulation talks to Emerency Portal
meetings were organised. Speakers and training courses were offered to the N@#-1
prescriber group and a recruited team of AF link nurses. Funding was secured

agulation

TTR with warfarin (1.5) and renal function using the Cockcroft
taking antiplatelet. As recommended by NICE there is access
assessment for those unsuitable for anticoagulation (1.5.19).

To tackle lifestyle factors/comorbidities, at an earl ge, all A‘eferr are copied to cardiac
rehabilitation. Relevant literature is posted ou i e offer to attend drop in education
classes with talks from consultants/nurses/phi§g ists is made (The Heart Support
' m optimised with rate and rhythm

attend cardiac rehabilitation sup
given to keep up regular exercis
programme is offered.

@ me in local gyms and encouragement
rnatively instruction on a home exercise

Bariatric surgery is discussed . 3 riate and a referral recommended to the local
speciality.
All patients get t rrhyth urse office phone number. Literature on AF, anticoagulation and

any plannedgagace s deriveq§from a variety of reliable sources are proffered. Literature from
ion and AF Association offer access to further support networks. A closed
s developed and linked the existing Cardiac Rehabilitation Facebook
ping advocated by NICE (1.2). Access has been arranged for referral to
herapy when indicated (NICE 2.1)

assessme n increased waiting list for Obstructive Sleep Apnoea testing was addressed again
with the help of the Cardiac Rehabilitation team with education in the process of assessment and
referral for Obstructive Sleep Apnoea so that it happens earlier while waiting for AF clinic.



Key findings: Did your project meet the initial aims and objectives? What were the main results? These can either be short or
longer term results (Please illustrate results quantitatively and qualitatively where you are able to). What cost savings and
increases in efficiency and productivity didyour work make? Did it prevent illness or unnecessary treatment / admissions? What
did it mean for staff (2500 characters maximum, including spaces)

It is very rare now for a patient to attend clinic without anticoagulation already having been
assessed. Everything that can be done to reduce AF related stroke is a massive benefit to the
healthcare economy and wellbeing of the individual and family. The Sentinel Stroke National Audit
Programme data continually informs on our improving stroke prevention performance and work
continues with other projects also contributing in this area.

It is well documented that dealing effectively with comorbidities/lifestyle is more ;
medical/surgical remedies in the treatment of AF. A holistic pathway for the localgpanag
AF patients with cost neutral measures involving the Multidisciplinary Te "

ergency admission or repeat A+E
Ips to answer frequent questions
t have been asked and answered
There would potentially be a cost

frequently before and can be done be
iSSi s with a well-managed and supported

saving with fewer emergency ad
patient.

Hundreds of AF patients have be
are now established on Conti
intensive measures in the fytu
cardioversion and ablati n n Obstructive Sleep Apnoea and AF was presented by
the team this ye Congress meeting in Birmingham and published in ‘E P
Europace’. Is noea ecognised in patients with atrial fibrillation?

ssessed for Obstructive Sleep Apnoea. Many
hive Airways Pressure systems and likely would need less
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Appendix 1
Cardiac Rehabilitation AF Patients Service Audit

The data is drawn from the April 2018 - March 2019 database, though we only started sending AF
tailored information packs out around June 2018

Total number of AF referrals = 334

M
Uptake following Cardiac Rehabilitation Clinic

M Exercise programme B Self-management post clinic B Home programme

- «\O

% of patients completing exercise
programme

m Completed exercise programme M Cancelled exercise programme



Patient Telephone Audit: Usefulness of
Information pack
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Patient Telephone Audit: Uptake of Heart Support
Group
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DO NOT WAIT ANTICOAG U LATE ! Appendix 2 Anticoagulation poster

Does your patient have paroxysmal or persistent atrial fibrillation or flutter?
Have they been assessed for anticoagulation?
Asprin monotherapy is not recommended for the management of AF.

These rhythms are associated with strokes of significantly higher morbidity and mortality than non-AF related
strokes.

Assess the stroke risk using the CHADSVASc scoring system (online medical guidelines).
*If CHA2DS2VASc = 1 consider anticoagulation (excluding 1 for female sex alone).
*|f CHA2DS2VASc 2 2 offer anticoagulation.

We use 'consider’ to reflect a recommendation for which the evidence of benefit is legs certa b fer' ct a strong
recommendation where there is clear evidence of benefit (NICE).

Assess the bleeding risk using the HASBLED scoring system (online medical gui

the reascv

entre (STAC) on ****** QR STAC

m on %k %k % %k %k k

Document your findings. If you do not anticoagulate, docu

If you need advice contact Staffordshire Thrombosis a ico
Registrar, pager 15458 or stroke AF team on ****** rrhyt"Qia nurse

spite receiving only 15% of the cardiac
put, the brain is the destination for most

oo clots (>80%) that embolise from the heart.
the brain -

Embolus AF in old age (>75 yrs) is a strong indication,
blocks

NOT A CONTRAINDICATION for anticoagulation.
If you send your patient away with a
direct/newer oral anticoagulant (DOAC/NOAC),
their stroke protection starts within a few hours.

blood flow [
topartof |
the brain

Internal
carotid artery

Before you commence a DOAC the patient
should have FBC, INR, LFT and U&E. The dose is
dependent on creatinine clearance (Cockcroft
and Gault equation, online calculation tools are
available). Should be monitored regularly for
renal function (STAC will do if referred) and
advised to seek immediate help for bleeding
issues.

carotid artery

Atrial fibrillation
in the left atrium

Embolus (clot)
Aorta

Thrombus (clot)

= toart If you do not assess for anticoagulation the

patient may suffer a stroke while waiting.

| ' Anticoagulate with edoxaban, rivaroxaban,
apixaban, dabigatran or warfarin-see medical
guidelines.

DO NOT WAIT ANTICOAGULATE!



Key learning points: What is your key learning? If you did it again, how would you do it differently? What pointers
would you give to help someone from another organisation facing similar challenges? What might be successful and
what should they avoid? (2000 characters maximum, including spaces)

similar services locally to access. It is important to identify and engage key peo
and enthusiastic to help.

Attending specialist conferences was particularly helpful. The
that could be implemented locally.

lon picked up

Determination is needed to push through on issues t
different avenues if one seems closed off. Publicis
working in isolation to an extent and not sharingses
best practise have been submitted on various
for the British Heart Foundation Champi

need to be a ed and just keep trying
s | know | am guilty of
nough. Case studies for areas of

Do not reinvent the wheel. Please feel Tree t NntaN

content that may be helpful.

Where did you hear about the Shared Learning Database/Awards?

Other (please specify) T‘

BHFSQ A )



