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A simplified view of the AF Pathway 

1. Pre-Diagnosis 

Population 
screening 

Risk stratification 

Case finding 

Cross correlation with 
other registered  
conditions 

Contact & patient 
invitation 

Detect (Detect) 

2. Diagnosis 

Assessment 

Electrocardiograms 

Echocardiograms 

Pulse checks 

Correct 

Catheter 

Rhythm control 
DC Cardioversion , Class 
1c (flecainide) or III 
antiarrhythmic drugs 
(amiodarone or sotalol) 

Electrical / chemical 
cardioversion 
i.e. pacemaker 

Surgical  
ablation 

Virtual clinics / 
Secondary care 
support 

Left Atrial 
Appendage 
(LAA) 

4. Treatment 

Drugs / 
technology 

Rate  control (beta 
blockers  
(Atenolol,bisoprolol) or 
rate limiting CCB 
(Diltiazem, verapamil) 

Protect 

3. Therapy 

Behavioural 
change 

Direct oral 
anticoagulant (DOAC’s) 
i.e. Rivaroxaban, 
Dabigatran, Apixaban, 
Edoxaban 

“Don’t wait Anti-
coagulate” i.e 
Warfarin 

Perfect 

5. Living with AF 

Monitoring 

INR devices 

Patient  
activation 

Wearable heart monitor 

Telehealth remote 
monitoring 

INR  
testing 

Medication 
compliance 



3 

Source: Stroke association: https://www.stroke.org.uk/professionals/af-page/af-page-
%E2%80%93-ccgs-d 
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SSNAP 2014/15: Strokes and known AF 

Anticoagulated Aspirin only No treatment

Why? - London picture 
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Source: NCVIN 13-14 and QOF 14-15 

-> 67,000 undiagnosed AF patients in London 
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Prevalence data for practices in the CCG 
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Barnet – 760  



Anticoagulation rates – untreated patients 
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Source: QOF 14-15 
AF 004 no exceptions 
QOF Actual 

Variation in anticoagulation rates for practices in the CCG 



Anticoagulation rates 
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Source: QOF 14-15 
AF 004 no exceptions 

Could do better? 

Best practice 
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• Based on the NICE AF costing tool (2014) with the 
same modelling assumptions 
 

• 84.21% of AF population have CHADSVASC 
≥ 2 

• Baseline demographic data from QOF 2014/15 
• Current and future treatment estimates from NICE 

AF costing report 2014 
• 3 NOACS (not edoxaban) used in equal proportion 
• Cost of stroke £12,228 (NICE); major bleed cost 

£1,173 (NICE) 
• Cost of long-term nursing care £6,880 does not 

include all social care costs 
• Drug costs from MIMS 2015 
• Does not include other economic benefits 
• Does not include increase in AF incidence year-on-

year 
• Does not include additional patients 

identified through screening 

Modelling assumptions 

Health and budget impact modelling – London  
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Benefits 
 

• Prevent over 2000 strokes over 5 years 
• ~ 400 - 500 lives saved over 5 years 
• Net savings seen at year 3, and accumulative 

net savings to health economy of ~ £3.5 million 
over 5 years. 



• Based on the NICE AF costing tool (2014) with the 
same modelling assumptions 
 

• 84.21% of AF population have CHADSVASC 
≥ 2 

• Baseline demographic data from QOF 2014/15 
• Current and future treatment estimates from NICE 

AF costing report 2014 
• 3 NOACS (not edoxaban) used in equal proportion 
• Cost of stroke £12,228 (NICE); major bleed cost 

£1,173 (NICE) 
• Cost of long-term nursing care £6,880 does not 

include all social care costs 
• Drug costs from MIMS 2015 
• Does not include other economic benefits 
• Does not include increase in AF incidence year-on-

year 
• Does not include additional patients 

identified through screening 

Modelling assumptions 

Health and budget impact modelling – CCG  
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• New knowledge being generated through the experience of people 
working to improve care for people with AF 
• Much of this knowledge goes untapped 

• Leads for this work often feel isolated,  

• Access to colleagues across boundaries of institutions and professions 
in London 
• Supporting people with a passion for improving practice (in AF) 

•  Building relationships between peers,  
• Share learning from (and with) one another 
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Communities of Practice – why? 



• collective experience and intelligence of the community, turning 
‘promising practice’ into ‘shared best practice’. 

 

• sustainable improvement 

• encouraging us to reflect on our own practice in light of the practice 
of colleagues.  

• consider approaches that may work, and identify what will not work, 
in improving the care of patients living with AF across London. 
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Communities of Practice – benefits? 



Communities of Practice - experience 

• On each theme  
• Detect, Protect and Perfect 

 

• Tailored to individual CCGs 
• Croydon - re-commission anticoagulation service 
• Barnet – primary care initiation 
• Bromley – implementing early detection 

 

• Support around Quality Improvements 

• Separate vs. altogether and themed breakouts 
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Communities of Practice - toolkits 


