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Atrial Fibrillation: an Emerging Epidemic
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TRIAL FIBRILLATION (AF) is the most common
cardiac arrhythmia in the United States (US)
and is one of our most challenging health
conditions. AF affects between 0.4% and 1% of
the general population and prevalence increases
dramatically as the population ages.1-4 It is
estimated that 1% of adults <60 years of age
and up to 12% of adults between the ages of
75-84 have AF. In 2030, there will be about 72.1
million persons over the age 65, representing
19% of the US population.5

The American Heart Association estimated that in 2010 there were ≈2.7 million to
6.1 million cases of AF. The incidence of AF
is expected to increase by between ≈5.6 and
12 million by 2050.6
AF is strongly associated with age, gender,
race and the presence of cardiovascular disease. In the Medicare population, numerous
chronic conditions are associated with the
incidence of AF. These include hypertension,
obesity, diabetes, chronic kidney disease,
hyperlipidemia, heart failure, valvular heart
disease, chronic obstructive pulmonary
disease, and Type 2 Diabetes.1,2,4
Atrial Fibrillation carries a high economic
and personal burden to individuals and to
society. AF increases the risk of ischemic
stroke by five-fold.4,7 Persons with AF,
especially older individuals are at higher risk
for hospitalizations, thromboembolic events,
heart failure, dementia and higher mortality
than those in sinus rhythm.4
Strokes caused by AF are generally more
severe, more disabling, and more-frequently
fatal than strokes in persons with normal
sinus rhythm.4,8 A systematic review of
the economic cost of atrial fibrillation by
Wolowacz and colleagues revealed that direct cost ranged from $2,000 to $14,200 per
patient year in the United States. Inpatient
care was estimated at 40-50% of the annual

direct cost of care with total hospitalization
cost estimated at $6.65 Billion. The cost for
AF is projected to rise substantially with the
increasing older population.9
Preventing the development of atrial fibrillation is a major challenge. Although many
“predisposing factors” are associated with
new onset atrial fibrillation, it is estimated
that between 3-11% will develop AF without
identifiable predisposing factors.10 Advancing
age is the most reliable predictor for the development of AF. Research efforts focusing on
preventing AF are clearly needed.
In 2004, Harwell et al. evaluated perceived
risk for stroke and knowledge of stroke risk
factors in adults over the age of 45 years.
They found that < 40% perceived themselves
to be at risk with < 50% of those with greater
than 3 stroke risk factors perceiving themselves to be at risk.11 Zerwic et al., in 2007,
evaluated how individuals interpreted symptoms for stroke and how this may be related
to the delay in seeking treatment. They found
that only 60.5% could accurately identify at
least one stroke risk factor and only 55.3 %
were able to identify one stroke symptom.12
An important lesson from their study was
that inability to recognize non-motor stroke
symptoms and not accessing 911 emergency
care resulted in a delay to seeking treatment
of > 2 hours. This delay represents a greater
1

risk of not receiving life and brain saving
therapies and interventions. Language barriers also play a role in lack of knowledge
regarding stroke symptoms.5,13
NURSES AND ADVANCED PRACTICE
NURSES – A CALL TO ACTION
AF is a common clinical problem with
significant morbidity and mortality. Health
care providers are being asked to define new
ways to positively impact the health outcomes from AF. Get With The GuidelinesAFIB (GWTG AFIB) is a national hospitalbased AF quality improvement program. It is
designed to increase adherence to evidencebased guidelines for AF and is published by
the American Heart Association/American
College of Cardiology. This important hospital based quality improvement program will
focus on health care provider initiation of
guideline recommended optimal therapies.
Patient education and patient support is the
foundation GWTG AFIB. Nursing will play
a critical role in this important healthcare
initiative.14
The AHA/ACC and the Heart Rhythm
Society, and in collaboration with the
Society of Thoracic Surgeons, jointly
published the most comprehensive evidence
based guideline to date on AF, superseding
the 2006 document.14 This 2014 Guideline
is based on science from published studies as
well as other related guidelines and statements many from national and international
professional societies. The authors stated in
their introduction: “Because lack of patient
understanding and adherence may adversely
affect outcomes, clinicians should make
every effort to engage the patient’s active
participation in prescribed medical regimens
and lifestyles. In addition, patients should be
informed of the risks, benefits, and alternatives to a particular treatment and should be
involved in shared decision making whenever feasible.”15 This is another call to action
for nursing as our roles include the initiation
of recommended therapies supported by
comprehensive patient centered education.
Given the enormous impact of AF on
individuals and on society, the World Heart

Federation (WHF) created the Global AF
Action (GAFA) campaign. This international campaign is designed improve the
diagnosis and immediate care of patients
with AF. This campaign includes educational materials for the public and for
primary care providers and can be accessed
at: http://www.world-heart-federation.org/
what-we-do/awareness/atrial-fibrillation/
tools-materials/toolkit-for-members.
October 29, 2013 was World Stroke Day.
The “Sign Against Stroke in Atrial Fibrillation”
supported the Global AF Action campaign. By the 29th of October, more than
500,000 individuals had signed onto the
campaign calling for improved education
to raise awareness of the signs of AF, earlier
diagnosis of AF, and improved access to
appropriate AF care. International efforts
that will increase awareness of AF calls for
increased efforts by nurses to initiate guideline based treatments and provide education
for patients and their families regarding the
prevention and management of AF. Given
the identification and treatment complexities
associated with AF, education is a critical
component of patient care.
In support of the need for educational materials, the Preventive Cardiovascular Nurses
Association developed a patient booklet for
health care providers to use when counseling their patients with atrial fibrillation. This
booklet is literacy appropriate and includes
information about what AF is, why it is a
problem, usual tests to expect with AF, types
of AF, and what patients with AF can do to
continue living a full life. Copies of the AF
booklet, The Beat Goes On, are available free
of charge at PCNA.net.
Hendriks and colleagues evaluated a nurse
based, guideline adherent, chronic care
program (ICCP). They followed 111 patients
assigned to the ICCP group compared to
an historical control group and concluded
that “a nurse-driven, guideline based ICCP
program for AF patients was feasible.” Their
results showed that the average number of
patients who were treated based on guideline
recommendations was 96% in the ICCP
group compared to 70% in the control group
(p<0.001). Hendriks and colleagues followed
their initial evaluation with a larger study of
712 patients with AF who were randomly as-

signed to nurse-led care (ICCP) versus usual
care. They found a significant reduction in
hospitalizations and cardiovascular mortality
in the nurse-led program versus usual care.
In addition, they found that guideline adherence was also significantly better within the
nurse-led ICCP program.16,17 These results
support the critical role of nursing in the
management of AF. It is our job to work
with our medical colleagues to incorporate
guideline-based evaluation and care for all
persons at risk for and with AF.
The goal of this special issue of the Journal
of Cardiovascular Nursing is to provide you
with a detailed summary of “Evidence-Based
Care for the Patient with Atrial Fibrillation: A
Call to Action for Nurses and Advanced Practice
Nurses.” n
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