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Case Study: Atrial Fibrillation
PATIENT INFORMATION: 30 year old American male
HISTORY OF PRESENT ILLNESS: Patient is a 30-year-old male with no significant medical history presents to the clinic complaining of heart palpitations that occur on and off. The patient denies chest pain or SOB; the patient denies feeling heart palpitation at this time. The patient states heart palpitations occur randomly. The patient states he has been under a lot of stress due to the patient going through a recent divorce after discovering his wife of 15 years cheated on him. The patient denies any suicidal thoughts or ideation. The patient states he has a cardiology appt right after this appt. EKG completed at the clinic, shows AFIB rate of 80, will have results faxed to cardio and patient follow up with cardio. 

ALLERGIES: No known drug or food allergies
PAST MEDICAL HISTORY: No past medical history
SURGICAL HISTORY: No past surgical history
FAMILY HISTORY: Mother has hypertension
SOCIAL HISTORY: 30-year-old male who is fairly active states he goes to runs every night for about a mile. The patient is occupied as a plumber. The patient went through a recent divorce with a spouse of 15 years; the patient states he went through a lot of stress but is doing better now. 
REVIEW OF SYSTEMS:
Constitutional: (-) for fever, weakness, n/v. 
Skin: No rash, itching, pruritis, nail, or hair changes
Head: Denies any headaches, dizziness, lightheadedness, or vertigo
Eyes: The patient denies blurred vision, double vision, or tearing. 
Ears: Patient denies bilateral pain in ears, denies hearing loss, or ringing in the ears
Nose/Sinuses: No sinus tenderness, patent
Mouth/Throat: Denies any sore throat, hoarseness, or dysphagia. Tongue pink, good dentition, no gingival hyperplasia
Cardiovascular: Denies any chest pain, no current palpitations 
Respiratory: No respiratory distress, denies SOB
Gastrointestinal: denies n/v and denies weight loss
Neurological: He denies any seizures, fainting, no slurred speech
Hematological: Pt denies any hematemesis 
Psychiatric: The patient denies anxiety and depression. Mood and affect are appropriate
Musculoskeletal: Denies any body weakness and pain; no change in energy level
Endocrine: Negative for thirst, cold, or heat intolerance. No dysuria, nocturia, or frequency of micturition.
Allergies: denies allergies  
PHYSICAL EXAMINATION
General: Patient is awake, alert, and oriented x4.
Vital signs: 112/67, 80, 16, 98.1*f orally, 100% on room air, BMI- 28
Skin: Skin feels warm to the touch. Normal in appearance and texture. Nails pink without clubbing
Head: Normocephalic, no lesions, no mass, no tenderness, even hair distribution. 
Eyes: Pupils are equally round, reactive to light and accommodation, Conjunctiva pink, sclera white/clear. Red reflex presents bilaterally, normal vessels without hemorrhage on fundoscopic examination.
Ears: Outer ear without lesions, skin intact, the same color as the face, tympanic canals normal, eardrum flat, translucent and pearly grey.
Nose/sinuses: Midline nasal septum, nostrils patent bilaterally, no nasal discharge, no tenderness over frontal and maxillary sinuses.
Mouth/throat: Pharyngeal walls are pink; tonsils are +2 in size. Tongue & lips normal in color, moist, no lesions, no periodontal disease noted, no submandibular or supraclavicular lymphadenopathy, a trachea in the midline.
Neck: Neck is Supple, no JVD, carotid artery upstroke is normal bilaterally without bruits.
Heart: Irregular heart sounds, s3 present upon auscultation, no murmurs, no gallops, or rubs, no abnormal pulsation.
Thorax and back: Symmetrical lung expansion, spine no deformity or tenderness. 
Lungs: Tachypneic. Symmetric expansion on inspection, the respiratory effort even and unlabored without the use of accessory muscles, on palpation tactile fremitus equal bilaterally, normal resonant on percussion, clear breath sounds, no wheezes, crackles, rhonchi or rhales noted.
Abdomen: Abdomen is non- distended, soft, no tenderness on palpation, no hepatojugular reflux, normoactive bowel sounds in all four quadrants.
Extremities: Moves all, no discoloration or cyanosis, no clubbing or edema, good pulses with a regular rhythm.
Neurological: Patient is alert and oriented to questioning, cranial nerves II -XII intact, motor, strength, and sensory examination of the upper and lower extremities is normal, symmetrical and normal reflexes bilaterally in both extremities, gait normal. Everyday speech and memory; motor coordination intact.
Primary Diagnosis: Patients having atrial fibrillation may show mild or no symptoms, myocardial infarction, heart failure, stroke, or also hemodynamics collapse. A systemic review concluded that the pulse is 94% sensitive and 72% for the diagnosis
The pathophysiology of AFIB
Micro-reentry and enhanced automaticity in one or more atrial circuits is the most common triggers for atrial fibrillation. The key electrocardiography discoveries are a forfeiture of p waved and replacing by fibrillatory waves unreliable activation of the ventricles occasioning in an irregular, narrow QRS complex and rapid heart rate unless other transmission abnormalities coexist. Sympathetic and parasympathetic activation can provoke or worsen atrial fibrillation by shortening the atrial refractory period, which increases susceptibility to re-entry and enhanced automaticity
DIFFERENTIAL DIAGNOSIS
Atrial fibrillation diagnosis is based on the physical discoveries confirmed with a rhythm strip or an ECG.
Atrial flutter refers to a cardiac arrhythmia described by atrial rates of 240-400 beats/min, typically with some level of atrioventricular (AV) node transmission block. For the most part, complications of rate (e.g., syncope and congestive heart failure [CHF]) result in morbidity and mortality (Duncker et al., 2017). Some of its symptoms are; Mild dyspnea, Palpitations and Fatigue. It can be ruled out by control of ventricular rate, achieved with drugs that block the AV node.
Atrial tachycardia is supraventricular tachycardia (SVT) that does not require accessory pathways, the atrioventricular (AV) junction or ventricular tissue for its initiation and maintenance. Its symptoms are paroxysmal occurrence, dizziness and repetitive tachycardia. Antiarrhythmic drugs can be used to prevent recurrences and may be required; a beta-blocker or a calcium channel blocker also may be required in combination therapy.
PLAN
Diagnostics
To diagnose AFib, your electrophysiologist performs a physical exam. Electrocardiogram (EKG) is used to measure your heart rate, check your blood pressure, and asks about your family history. Your doctor may recommend additional laboratory tests, imaging tests, and noninvasive monitoring.
 Various tests can be used to diagnose and manage Afib. It includes an electrocardiogram. According to Lau et al. (2020), an EKG is performed by placing small, wrist, painless electrodes on your chest and ankles. This test is performed in the case of an exercise stress test while you are at rest.
History taking
Physical examination
Dabigatran
Rivaroxaban
Procainamid
Amidarone
Beta-blockers

TREATMENT
Treatment is based on decisions made regarding when to convert to normal sinus rhythm vs. This can be in either case, when to treat with rate control or how to best reduce stroke risk. For most patients, rate control is submitted to rhythm control. Ablation therapy is used to destroy abnormal foci accountable for atrial fibrillation. Anticoagulation mitigates for risk of stroke while heightening the risk of bleeding. The CHADS2 and the CHA2DS2-VASc scoring systems assess stroke risk, with a score of 2 or greater indicating a need for anticoagulation. The HAS-BLED score estimates the risk of bleeding. Wetmore et al. (2021) explain that “scores of 3 or greater stipulate high risk”. Warfarin, dabigatran, factor Xa inhibitors (e.g., rivaroxaban, apixaban, edoxaban), and aspirin are options for stroke prevention. Choice of therapy should be idiosyncratic based on risks and potential benefits, cost, and patient preference.
MANAGEMENT
FOLLOW UP CARE/REFERRAL: Patient educated on STAT cardiology visit. Educated patient on follow up of primary care physician in one month
EDUCATION: Educated patient on signs and symptoms of stroke, educated patient to call 911 or go to ER if the patient feels lightheaded. 
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