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ATRIAL FIBRILLATION Follow Up Sheet For Primary Care Physician  

Your patient presented to the emergency department (ER) of North York General Hospital (NYGH) with 

an acute episode of atrial fibrillation. In the Covid era with limited ER resources and the risk of 

patient/physician exposure to the virus, electrical cardioversion with IV sedation is limited to those 

patients with who are hemodynamically unstable, those in heart failure, with acute coronary ischemia, 

and/or hypotension. It may also be offered to a limited number of patients who are known to require 

electrical cardioversion for symptom management.  

Patients who are hemodynamically stable despite fast heart rates will have either chemical 

cardioversion or rate control therapy. Your patient has received an education sheet, all prescriptions 

that include a DOAC/NOAC, and a referral to NYGH rapid care cardiology clinic consultation within 7 

business days.  

 

Here is some information to help you manage your patient with atrial fibrillation:  

1. At the time of discharge, the HR may still be elevated at 120-130 beats per minute (BPM) as 

long as the patient is deemed stable by the ER physician. There is NO INDICATION for such 

patients to be held and observed in ER, nor is there an indication for admission to hospital. 

Randomized trials confirm the safety/efficacy of similar protocols.  

 

2. All patients should have follow up with their primary care physician within a week to adjust the 

beta-blocker dose based on heart rate and blood pressure. The patient was provided 

educational material (see below) on how best to measure these. For heart rate control, as long 

as systolic BP > 110 mmHg, please gradually titrate up the dose of metoprolol with a target of 

60-100 BPM. 

 

3. If your patient was cardioverted, they should be on a DOAC for a minimum of 4 weeks. Based 

on their CHADS-65 score, they may require life-long anticoagulation. Please review with the 

patient if they have started taking a DOAC, and if the prescription needs to be renewed as only 

a 4 week supply has been prescribed.  

 

4. Please emphasize to the patient the importance of a DOAC to reduce the risk of stroke, the risk 

of non-compliance, and unless otherwise instructed to, not to take aspirin, plavix, or non-

steroidal anti-inflammatory drugs.  

 

5. If HR is consistently above 120 beats per minute, please advise the patient to take an extra 25-

50 mg of metoprolol and to re-evaluate their heart rate at home. If the patient is otherwise 

tolerating the symptoms, they do not need to return to the ER.  
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6. At the time of cardiology telephone consult, patient should know BP, HR, and have a list of all 

medications. Please fax data that data plus any EKGs, relevant documents or prior testing  to 

fax 416 756–6702, phone 416 756-6978.  

 

7. If further cardiac testing is required –including echocardiography or holter monitoring, the 

cardiologist will arrange. In order to optimise acute cardiac care over the short term, the 

patient will be assessed/managed in the rapid cardiac care even if they have another  

cardiologist but returned to their care once stable.  

 

8. Indications to return to ER include new onset of worsening shortness of breath, chest pains, loss 

of consciousness, or persistent heart rates great than 150 beats per minute.  

 

9. Patients  with atrial fibrillation should have an automated blood pressure cuff that records both 

blood pressure and heart rate, learn how to manually measure their heart rate, a finger 

oximeter, or a mobile phone app (see below). Some mobile apps have the added advantage of 

actually recording their electrocardiogram that can be shared with others.  

 

 


