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Background
Atrial fibrillation (Afib) is an arrhythmia that can lead to blood
clots, stroke, heart failure and other heart-related complications.
Currently, between 2.7-6.1 million Americans are living with Afib,
with the prevalence expected to rise to 12.1 million in 2030 and
17.9 million in 2060.
Stroke Demographics:
• Strokes have an incidence of 795,000 cases per year in the
United States
• Cerebrovascular disease prevalence was 42.4 million people in
2015
• Direct and indirect cost of stroke in 2018 was $40.1 billion
• WV Ranks 45th in death rates for CVD, CHD, and stroke

Discussion

An intervention was planned to provide education and
awareness to the healthcare providers of the clinic. The
intervention included:
 Oral presentation including current clinic compliance rate
with 2014 national guidelines, sample group
demographics, and education on 2019 national guidelines
 Clinicians were provided a pocket card and signage was
placed in provider dictation areas summarizing 2019
AHA/ACC recommendations
 Patient education fliers were placed throughout the clinic
 EHR macro for easy computation of CHA2DS2VASc scores
within patient charts was developed

Results

Objectives
 Assess the compliance rate of anticoagulation use for patients
with atrial fibrillation according to national standards
 Identify barriers preventing clinical education and evidencebased medical practices
 Assess the potential value of a quality improvement intervention
aimed at increasing compliance rate with national standards

Methods
We reviewed 184 charts from October 1, 2018 until May 15, 2019
(pre-intervention period) and 32 charts from June 11, 2019 until
September 1, 2019 using any diagnosis code that contained “atrial
fibrillation.” A total of 34 charts were excluded due to the following:
deceased patient or deactivated status.

Pre-Intervention:
 A total of 184 patient charts were reviewed, with 33 excluded due to
deactivated status or deceased patient
 Of the charts reviewed, 92/151 (60.9%) met guideline goals for
treatment
 25/151 (16.6%) were provided no antiplatelet or anticoagulant,
while 34/151 (22.5%) were provided an inappropriate medication
Post-Intervention:
 a total of 32 charts were reviewed with 1 exclusion due to patient
death
 27/31 (87.1%) met IA or IIB guidelines
 2/31 (6.45%) were counseled not to take anticoagulation by
cardiology despite having met IA guidelines
 2/31 (6.45%) did not meet guidelines based on inappropriate
clopidogrel use
 The calculated compliance rate included patients not on
medications with a clearly documented contraindication
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Average Age – 74.2
Sex: Males – 79; Females – 73
CHA2DS2VASc average score – 3.5
CHA2DS2VASc mode – 3

Post-intervention analysis revealed a statistically significant
improvement in guideline compliance between pre- and postintervention groups. We found providers to be receptive to the
information presented and willing to adopt to the guideline
change. Limitations to this study included:
 Limited attendance at the oral presentation
 Shorter post-intervention period with fewer charts
reviewed
 Provider and clinic administration turnover

Future Directions
 Develop an intervention program to educate providers of
their individual compliance rate
 Provide the clinic with various resources for enhancing
patient education and compliance rate
 Assess provider compliance with guidelines following an
extended post-intervention period

Conclusion
Further work at the community level is required to ensure patients
with atrial fibrillation are receiving risk calculations and are being
medically managed in a manner congruent with current national
guidelines.
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Pre-intervention charts were assessed for compliance with the 2014
AHA/ACC guidelines on atrial fibrillation:
 Antiplatelet agents if CHA2DS2VASc score of 1
 Anticoagulation if CHA2DS2VASc score ≥ 2
Post-intervention charts were assessed for compliance with the
2019 AHA/ACC IA or IIB recommendations on atrial fibrillation
 Anticoagulation if CHA2DS2VASc score of ≥ 1 (IIB) or ≥2
(IA) in males
 Anticoagulation if CHA2DS2VASc score of ≥ 2 (IIB) or ≥ 3
(IA) in females

Statistical Analysis: X2 = 7.7825
p = 0.0053
Odds Ratio = 4.3288,
95% C.I. [1.4413, 13.0015]

WV ranks 45th in the United States for stroke deaths. Stroke
prevention is necessary to improve the health of our state and
clinic population. CHA2DS2VASc scores correlate directly with
stroke risk per year for patients with atrial fibrillation.
Furthermore, patients with atrial fibrillation require annual
recalculation of their score to better provide appropriate
stroke prophylaxis. In addition to risk calculation, providers are
responsible for staying up-to-date on current guidelines.

Average Age – 77.7
Sex: Males – 76; Females – 80
CHA2DS2VASc average score – 3.6
CHA2DS2VASc mode – 3
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