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Background—As treatment options for atrial fibrillation (AF) increase, more attention is 

focused on patients’ experiences and quality of life (QoL). However, little is known about the 

factors associated with these outcomes.

Methods—The Atrial Fibrillation Effect on QualiTy-of-life (AFEQT) is a disease-specific QoL 

tool for AF, with domain and summary scores ranging from 0 (the worst QoL) to 100. Using 

multivariable linear regression, we evaluated factors associated with baseline AFEQT Summary 

and Subscale Scores in ORBIT AF, a large, community-based AF registry. Independent 

associations were reported as coefficient estimates in scores and 95% confidence intervals (CI).

Results—Overall, AFEQT was assessed in 2,007 AF outpatients from 99 sites. Median age 

(IQR) was 76 years (67-82) and 43% were female. The median AFEQT summary score was 82 

(67-94). Female sex, younger age, new onset AF, higher heart rate, obstructive sleep apnea, 

symptomatic heart failure (HF), chronic obstructive pulmonary disease and coronary artery disease 

were all independently associated with reduced QoL. Female sex [Estimate −7.03, 95% CI (−9.31, 

−4.75)] and new onset versus permanent AF [Estimate −7.44, 95% CI (−11.03, −3.84)] were 

independently associated with increased symptoms. NYHA Class III or IV HF [Estimate -14.44, 

95% CI (−19.46, −8.76)] and female sex [Estimate −7.91, 95% CI (−9.95, −5.88)] were most 

independently associated with impaired daily activities.

Conclusions—QoL in patients with AF varies widely and is associated with several patient 

factors. Understanding patient factors independently associated with worse QoL can be a 

foundation for tailoring treatment.
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Background

Atrial fibrillation (AF) significantly impairs quality of life (QoL) in many patients.1,2 This 

impairment in QoL can be comparable to that observed in heart failure (HF) and is due to 

both the symptoms of the disease and end-organ complications, such as stroke.2, 3 At 

present, the major goal of rhythm management treatment is to improve patients’ symptom 

burden and QoL. Given the fundamental importance of QoL considerations for AF patients, 

and its role in selecting AF treatment, there is an increasing emphasis on AF-related QoL 

measures and assessments.4, 5 However, despite the importance of QoL in AF, few data are 

available identifying patient-level factors associated with QoL in AF.

The Atrial Fibrillation Effect on QualiTy-of-Life (AFEQT) is a validated QoL instrument 

that assesses 4 conceptual domains in AF-related QoL.6 Although there are alternative 

symptom assessment tools for patients with AF,7-10 AFEQT is the only validated instrument 

that assesses treatment, symptoms, QoL, physical limitations and abilities. The purpose of 

this analysis is to describe patient characteristics across the range of QoL scores in patients 

with AF as well as identify clinical characteristics associated with global AF-related QoL.
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Methods

The Outcomes Registry for Better Informed Treatment of Atrial Fibrillation (ORBIT AF) is 

a large, nationwide observational cohort study with longitudinal follow-up of two years or 

more. The rationale and design of ORBIT AF has been described previously.11 In brief, 

ORBIT AF enrolled patients with AF from a variety of diverse clinical practice 

environments, including internal medicine, cardiology, and cardiac electrophysiology 

clinics. Patients with electrocardiographically confirmed AF were eligible, provided they did 

not have AF due to a transient, reversible cause such as pulmonary embolism or 

hyperthyroidism. Consecutive eligible patients were enrolled and followed every 6 months 

for at least two years, and data were submitted to the registry via Web-enabled case report 

forms using standardized definitions. All subjects provided written, informed consent. 

Institutional review boards of the Duke Clinical Research Institute and the participating 

enrollment sites approved the study.

The present analysis focuses on the patient reported outcomes substudy in ORBIT AF. 

Patient QoL data were obtained using patient-reported outcome questionnaires that were 

administered as a prospective substudy (n=2007 patients from 99 sites; 20% of total ORBIT 

AF cohort). All patients enrolled in the main cohort were approached to complete the 

questionnaire on a voluntary basis until the QoL subsample enrollment goal was reached. 

Patients were enrolled from June 2010 to August 2011. Baseline health status and patient-

reported outcomes were assessed in this population at entry into the registry.

AF-related QoL was measured at baseline, 12 months, and 24 months. AF-related QoL was 

measured using the previously validated AFEQT questionnaire (St Jude Medical, St Paul, 

MN, http://afeqt.org/).6 The AFEQT is a 20-item questionnaire assessing four domains of 

AF-related QoL, including daily activities, symptoms, treatment concerns, and treatment 

satisfaction. An overall Summary Score (AFEQT score) can be calculated from the first 

three domains (Symptoms, Daily Activities, and Treatment Concern) and was the primary 

outcome of interest in this analysis. The main objective was to identify the determinants of 

AF-related QoL as reflected by the overall AFEQT score and for each of the four domains. 

AFEQT scores range from 0-100, with 0 representing the worst possible QoL and 100 

representing the best (no impairment). AFEQT scores were also compared to physician-

assessed AF symptom severity and burden documented using the European Heart Rhythm 

Association (EHRA) symptom classification defined as: asymptomatic (EHRA 1), mild 

symptoms (EHRA 2), severe symptoms (EHRA 3), and disabling symptoms (EHRA 4).12, 13 

Finally, individual patient-reported symptoms of palpitations, syncope or fainting, dyspnea 

on exertion, exercise intolerance, lightheadedness or dizziness, dyspnea at rest, fatigue, and 

chest tightness or discomfort were also compared across quartiles of AFEQT score.

Statistical Analysis

Baseline characteristics of the 2007 patients participating in the ORBIT AF sub-study were 

described across quartiles of AFEQT scores. Patient characteristics were presented as 

frequencies and percentages for categorical variables and as median (interquartile range) for 

continuous variables. The baseline characteristics were compared across AFEQT score 

quartiles using chi-square tests for categorical variables and Kruskal-Wallis tests for 
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continuous variables. AFEQT scores were also assessed across the following key subgroups: 

age (<65, 65-80, >80), sex, and type of AF (paroxysmal, persistent, permanent and new-

onset), with AFEQT scores presented as median (IQR) and compared using the Kruskal-

Wallis non-parametric tests.

A multivariable linear regression model was built for the overall baseline AFEQT score 

using generalized estimating equations method with exchangeable working correlation 

matrix to account for within site clustering of patients. This method produces estimates 

similar to those from regular linear regression, but variances are adjusted for the correlation 

of outcomes within a site and are robust against departures from normality. The pre-

specified covariates based on clinically relevance listed in the appendix were used as 

potential candidate variables to build the model using backward selection with a stay criteria 

of 0.05. Continuous covariates were evaluated for linearity with overall AFEQT score and 

non-linearity was evaluated with piecewise splines.

All candidate variables had < 2% missingness except eGFR (9%), hematocrit (12%), left 

ventricular ejection fraction (18%), and left atrial diameter (22%). In order to account for 

missing data, multiple imputation was used. Five imputed datasets were created with values 

imputed for all variables included in the modeling. Imputed values were obtained by the 

Markov chain Monte Carlo method or regression methods. Model selection was performed 

on the first imputed dataset to obtain a set of factors in which each factor was independently 

associated, holding all other variables constant, with overall AFEQT score. For each 

imputed dataset, a model with this set of factors was fit. The results from each model were 

then combined to produce statistically valid inferences when imputed datasets are used. The 

same process was used to build models for the AFEQT subscales. Frailty, was defined by 

three or more of the following symptoms: 10 pound unintentional weight loss in the past 

year, self-reported exhaustion, weakness on grip strength, slow walking speed or low 

physical activity.

Two additional regression methods were used to build a model identifying factors associated 

with overall AFEQT score: linear regression with log transformed AFEQT score and 

pseudo-binomial regression which is used for the modeling of proportions that follow an 

unknown distribution. The results were similar across the three regression methods in terms 

of significant variables and p-values, therefore simple linear regression as described above 

was used for ease in interpretation.

Independent associations with outcomes were displayed as coefficient estimates (95% 

confidence intervals [CI]). All analyses were performed using SAS software (version 9.4, 

SAS Institute, Cary, North Carolina, USA).

This research was sponsored by Janssen Scientific Affairs, LLC, Raritan, NJ. The authors 

are solely responsible for the design and conduct of this study, all study analyses, the 

drafting and editing of the paper and its final contents
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Results

Baseline Characteristics

Median age was 76 (67-82), 43% were female, and the overall median CHA2DS2-VASC 

score was 4 (3-5). As shown in Table 2, physicians’ assessments of patient symptoms were 

documented using the EHRA functional status assessment: 34% had no symptoms (EHRA 

class I), while 48%, 16%, and 2% had mild, severe, and disabling symptoms (EHRA classes 

II –IV respectively). Overall, 10% had first-detected AF; 48% had paroxysmal, 15% had 

persistent, and 28% had permanent AF. AFEQT score was lowest among patients with new-

onset/first detected AF 76.9 (54.6-88.0), as compared with patients having paroxysmal 83.3 

(67.6-93.5), persistent 80.1 (61.1-94.0), or permanent 83.3 (68.5-93.5) AF (p<0.0001). The 

majority of patients were cared for by cardiologists (84%) followed by internal medicine/

primary care physicians (65%) and electrophysiologists (14%).

Baseline AFEQT Scores and Associated Patient Characteristics

The median baseline AFEQT score for the overall population was 81.5 (66.7-93.5). Median 

AFEQT score was 79.6 (62.0-91.7) for women compared with 83.3 (69.4-94.4) for men, 

(p<0.0001). Patients who were younger than 65 had a median AFEQT score of 78.7 

(58.3-90.7) compared with 81.5 (65.7-92.6) in ages 65-80 and 85.2 (69.6-95.4) for age >80 

(p<0.0001). Table 1 details the baseline characteristics across quartiles of AFEQT scores. 

Compared with the highest quartile, patients with the lowest quartile of AFEQT scores 

(worst AF-related QoL) were younger, more likely female, and had more comorbid diseases. 

Patients with the lowest quartile AFEQT scores also had higher heart rates and BMI than 

those with the highest quartile scores. They were more likely to report symptoms at baseline 

such as palpitations, dyspnea on exertion or rest, exercise intolerance, lightheadedness, 

fatigue or chest tightness than patients with the highest quartile of AFEQT scores (p<0.0001 

for all).

Associations between AFEQT and Prior AF Treatments

Patients with higher AFEQT scores were least likely to have prior attempts at rhythm control 

(DCCV, antiarrhythmic medications, atrial fibrillation ablation). (Table 2) More specifically, 

the use of catheter ablation was most common among patients with lower QoL (6.8% in the 

lowest quartile vs. 3.2% in the highest quartile of AFEQT; p=0.0072).

Adjusted Associations of Patient Factors with AFEQT

Several patient characteristics were independently associated, while holding all other 

variables constant, with overall AFEQT score. Older age was associated with higher scores. 

Holding other variables constant, for every 5-year increase in age the AFEQT score 

increased by 1 point [Linear Regression Estimate 1.14 (95% CI 0.62, 1.67), p<0.0001]. 

(Figure 1) Patients with a family history of AF also had higher AFEQT scores (Estimate 

2.02; 95% CI 0.22, 3.81; p=0.0274). Female sex was associated with lower scores as was 

each 10 bpm increase in heart rate. Comorbid diseases were also associated with lower 

AFEQT summary scores. Chronic obstructive pulmonary disease (COPD), obstructive sleep 
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apnea (OSA), coronary artery disease (CAD) and NYHA class II-IV HF were each 

associated with lower scores.

Additionally, patients with new-onset/first-detected AF had lower scores compared with 

those with permanent AF. This group had an AFEQT score 8 points lower than patients with 

permanent AF, while patients with paroxysmal and persistent AF did not have demonstrable 

differences in AFEQT summary scores compared with patients with permanent AF.

Adjusted Associations of Patient Factors with AFEQT Subscales

Independently associated factors were also identified for each of the three subscales that 

comprise the overall AFEQT score (symptoms, daily activities and treatment concern) as 

well as a treatment satisfaction subscale. Female sex and higher heart rate were consistently 

associated with worse scores across each subscale. (Figures 2-5). Older patients had fewer 

symptoms, less treatment concern and greater treatment satisfaction, but age was not 

associated with daily activity scores. New onset AF was associated with worse symptoms, 

less daily activity, and greater treatment concern. Treatment satisfaction increased by one 

point each year up to three years after AF diagnosis.

Comorbid diseases were associated with AFEQT subscales. Coronary artery disease was 

associated with worse scores in each of the four subscales. Obstructive sleep apnea was 

associated with increased symptoms, decreased daily activities and increased treatment 

concern. New York Heart Association Class II-IV HF was associated with decreased daily 

activities (p<0.0001 for all), as was hypertension. Frailty was also associated with decreased 

daily activity.

Discussion

In this dedicated analysis of AF-related QoL in over 2000 ambulatory patients, there are two 

important findings. First, many patient characteristics and comorbid diseases were 

independently associated with QoL in AF patients. Second, as expected, AFEQT scores 

were associated with patient-reported symptom assessments.

Association of patient factors with QoL

Our analysis demonstrated that several non-modifiable patient characteristics are associated 

with QoL in patients with AF. Women and younger patients had lower AFEQT summary 

and subscale scores, and each of these characteristics was associated with worse QoL. This 

finding is consistent with prior studies demonstrating higher EHRA scores in women14 and 

lower EHRA scores among older patients.15 This information should be considered when 

determining management strategies, as rhythm management is most indicated in patients 

who are symptomatic in AF.16, 17 Interestingly, female sex has been associated with worse 

QoL in patients with coronary heart disease,18, 19 but sex-based associations between QoL 

among patients with HF remain unclear.20-22 Unlike our study, older age is associated with 

worse QoL in heart failure.22

Our analysis also reveals that the comorbid conditions, such as CAD, COPD, OSA, or 

advanced HF, are associated with poor QoL in patients with AF. Conceptually, this makes 

Randolph et al. Page 6

Am Heart J. Author manuscript; available in PMC 2017 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



sense, as patients with these comorbidities may have less physical reserve, may have 

independent associations with QoL, and therefore become more symptomatic when they are 

in AF. Furthermore, hypertension,24 OSA25 and HF26, 27 are all risk factors for the 

development of AF. The combination of HF and AF can become a self-fulfilling prophecy, 

as poorly controlled AF is associated with tachycardia-induced cardiomyopathy28-30 as well 

as worsening of chronic HF.31 For this reason, the 2014 AHA/ACC/HRS guidelines for the 

management of patients with AF issued a Class IIa recommendation for rhythm control 

strategy in patients with AF and HF who remain symptomatic after attempting rate 

control.16 Our finding that comorbid diseases are associated with poor QoL in AF patients is 

consistent with prior literature and suggests that aggressive rate and/or rhythm control for 

AF and optimal management of comorbid diseases may be paramount in improving QoL for 

this patient population.

Also, family history of AF was associated with improved QoL. Up to 30% of AF patients 

have a family history of the disease.23 Further investigation is needed to determine whether 

the association between family history and AF QoL is due to genetic variation, psychosocial 

factors or altered expectations in patients’ whose family members also suffered from the 

disease.

Restoration of sinus rhythm

Consistent with guideline recommendations, therapies designed to restore sinus rhythm are 

most frequently utilized in patients with the worst QoL. This analysis suggests that patients 

with the worst QoL are most likely to be treated with antiarrhythmic therapy or undergo a 

procedure to restore sinus rhythm. Treatment to restore sinus rhythm is not associated with a 

mortality benefit.32-34 However, in patients with symptomatic AF, it is associated with an 

improvement in QoL.33 Our finding that patients with the highest AFEQT score were less 

likely to be treated with an antiarrhythmic, undergo cardioversion or atrial fibrillation 

catheter ablation, indicates that these therapies are appropriately reserved for patients who 

are most likely to benefit. Given that each of these interventions is associated with both 

morbidity and mortality, it is paramount that they be implemented in patients with an 

optimal risk to benefit profile.

Association of patient symptoms with AFEQT scores

Similar to findings previously published by our group, this study demonstrated that both 

EHRA scores and patient-reported symptoms were associated with AFEQT scores.35 The 

original derivation cohort had a mean AFEQT score of 62, indicating a worse overall QoL 

compared with our cohort with a mean score of 77. The finding that the AFEQT 

questionnaire is associated with both patient and physician symptom assessments indicates 

that the AFEQT questionnaire, which has been previously developed and validated among a 

population of 214 AF patients, also performed well among our population of over 2000 

patients with better QoL than the derivation cohort.6 It also empowers physicians to assess 

symptoms among their patient populations, as these assessments are likely an accurate 

reflection of patient's overall QoL and may help guide management strategies.
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Limitations

One potential limitation to this study is the possible omission of significant explanatory 

variables from our model. Despite consideration of 44 clinically relevant candidate variables, 

there may be other factors that are associated with QoL in patients with AF that were not 

included in the model, and therefore cannot be assessed in this study. The AFEQT, as with 

any disease-specific QoL instrument can be influenced by the general health status of a 

given patient. Additionally, the use of the AFEQT questionnaire is subject to recall bias, 

which may alter the way respondents with increased symptoms respond to questions relative 

to the way participants with few symptoms respond. However, the questionnaire was 

validated and our findings were consistent with other validated scoring systems, such as the 

EHRA. Although there are some limitations to this study, this is the largest known 

investigation assessing quality of life predictors among patients with AF.

Conclusions

Several patient factors, both modifiable and non-modifiable, are associated with QoL in this 

patient population. Younger patients and women with AF had worse QoL, as did patients 

with comorbid diseases such as OSA, COPD, NYHA classes II-IV HF, hypertension, and 

obstructive coronary disease. These factors may serve both as targets for intervention as well 

as indicators for patients in whom a thorough QoL assessment is warranted. Armed with the 

knowledge of patient QoL, physicians can best advise patients about the range of treatment 

options for AF and employ attempts of restoring sinus rhythm among patients who are most 

likely to benefit.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. Factors Associated with Overall AFEQT Score
The estimate represents the difference in overall AFEQT score for each binary variable 

while holding all other variables constant. For example, patients with a family history of AF 

have a two point higher AFEQT score than patients without a family history of AF, holding 

all other covariates constant.
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Figure 2. 
Factors Associated with Symptom Subscale Score
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Figure 3. 
Factors Associated with Daily Activities Subscale Score
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Figure 4. 
Factors Associated with Treatment Concern Subscale Score
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Figure 5. 
Factors Associated with Treatment Satisfaction Subscale Score
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Table 1

Baseline Characteristics Across AFEQT Summary Score Quartiles

Overall
N=2007

Quartile 10.0-65.7
N=497

(Worst QoL)

Quartile 266.7-81.5
N=507

Quartile 381.9-93.1
N=501

Quartile 493.5-100.0
N=502

(Best QoL)

P-Value

Age (years)* 76 (67-82) 73 (66-81) 74 (67-81) 75 (67-82) 78 (70-83) <0.0001

Female 866 (43.2) 251 (50.5) 222 (43.8) 212 (42.3) 181 (36.1) <0.0001

Race 0.0369

    White 1805 (89.9) 449 (90.3) 453 (89.4) 453 (90.4) 450 (89.6)

    Black 116 (5.8) 29 (5.8) 25 (4.9) 28 (5.6) 34 (6.8)

    Hispanic 53 (2.6) 7 (1.4) 21 (4.1) 9 (1.8) 16 (3.2)

    Other 28 (1.4) 10 (2.0) 8 (1.6) 9 (1.8) 1 (0.2)

Past Medical History

    Hypertension 1657 (82.6) 429 (86.3) 423 (83.4) 402 (80.2) 403 (80.3) 0.0317

    Diabetes 554 (27.6) 159 (32.0) 133 (26.2) 135 (27.0) 127 (25.3) 0.0819

    OSA 405 (20.2) 131 (26.4) 119 (23.5) 88 (17.6) 67 (13.4) <0.0001

    CAD 631 (31.4) 172 (34.6) 154 (30.4) 164 (32.7) 141 (28.1) 0.1337

    Heart Failure 548 (27.3) 168 (33.8) 151 (29.8) 119 (23.8) 110 (21.9) <0.0001

    Stroke 178 (8.9) 43 (8.7) 39 (7.7) 51 (10.2) 45 (9.0) 0.5793

Implanted Device

    ICD 98 (4.9) 27 (5.4) 27 (5.3) 20 (4.0) 24 (4.8) 0.7019

    CRT-P 15 (0.8) 4 (0.8) 5 (1.0) 3 (0.6) 3 (0.6) 0.8701

    CRT-D 63 (3.1) 15 (3.0) 16 (3.2) 17 (3.4) 15 (3.0) 0.9829

BMI (kg/m2) 28.8 (25.4, 33.7) 30.2 (26.3, 36.3) 29.0 (25.1, 34.3) 28.8 (25.3-33.1) 28.0 (25.0-32.4) <0.0001

Heart Rate (bpm) 70 (63-79) 72 (64-80) 70 (64-80) 70 (63-76) 70 (61-76) 0.0167

Systolic Blood Pressure (mmHg) 126 (118-138) 125 (114-136) 126 (118-138) 124 (116-138) 128 (118-138) 0.0788

Diastolic Blood Pressure (mmHg) 72 (67-80) 72 (66-80) 72 (66-80) 72 (67.5-80) 72 (68-80) 0.6847

Calculated CrCl (mL/min/1.73m2) 68.2 (50.0-94.9) 72.3 (52.3-104.0) 68.6 (49.2-94.9) 68.0 (49.9-93.7) 65.0 (49.3-87.0) 0.0062

LVEF (%) 56 (50-61) 55 (50-60) 55 (50-62) 58 (50-62) 60 (50-64) 0.0210

Values are presented as N (%) or median (interquartile range) unless otherwise specified.

Creatinine clearance calculated using the Cockroft-Gault formula and does not include patients on dialysis.

QoL: Quality of Life; OSA: Obstructive Sleep Apnea; CAD: Coronary Artery Disease; ICD: Implantable Cardioverter Defibrilation; CRT-P: 
Cardiac Resynchronization Therapy Pacemaker; CRT-P Cardiac Resynchronization Therapy Defibrillator; CrCl: creatinine clearance; LVEF: left-
ventricular ejection fraction
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Table 2

Atrial Fibrillation History Across AFEQT Quartiles

Overall
N=2007

Quartile 1 (Worst 
QoL)

N=497

Quartile 2
N=507

Quartile 3
N=501

Quartile 4 (Best 
QoL)

N=502

P-Value

Type of AF 0.0005

    First Detected/New Onset 197 (9.8) 71 (14.3) 46 (9.1) 50 (10.0) 30 (6.0)

    Paroxysmal 955 (47.6) 216 (43.5) 248 (48.9) 246 (49.1) 245 (48.8)

    Persistent 300 (15.0) 88 (17.7) 74 (14.6) 58 (11.6) 80 (15.9)

    Permanent 555 (27.7) 122 (24.6) 139 (27.4) 147 (29.3) 147 (29.3)

EHRA Symptom Level <0.0001

    No Symptoms 686 (34.2) 65 (13.1) 153 (30.2) 189 (37.7) 279 (55.6)

    Mild 961 (47.9) 235 (47.3) 277 (54.6) 266 (53.1) 183 (36.5)

    Severe 327 (16.3) 179 (36.0) 69 (13.6) 44 (8.8) 35 (7.0)

    Disabling 32 (1.6) 18 (3.6) 8 (1.6) 1 (0.2) 5 (1.0)

CHADS2 Risk Score 0.7263

    0 135 (6.7) 31 (6.2) 28 (5.5) 41 (8.2) 35 (7.0)

    1 436 (21.7) 101 (20.3) 121 (23.9) 106 (21.2) 108 (21.5)

    ≥ 2 1436 (71.6) 365 (73.4) 358 (70.6) 354 (70.7) 359 (71.5)

Prior Treatment with Antiarrhythmic 
Drug

833 (41.5) 236 (47.5) 207 (40.8) 202 (40.3) 188 (37.5) 0.0112

Prior Cardioversion 497 (24.8) 142 (28.6) 131 (25.8) 120 (24.0) 104 (20.7) 0.0326

    Catheter Ablation of AF 97 (4.8) 34 (6.8) 31 (6.1) 16 (3.2) 16 (3.2) 0.0072

    Atrial Flutter Ablation 60 (3.0) 17 (3.4) 13 (2.6) 10 (2.0) 20 (4.0) 0.2561

AV Node/HIS Bundle Ablation 43 (2.1) 17 (3.4) 10 (2.0) 13 (2.6) 3 (0.6) 0.0174

    Any Surgical Intervention 36 (1.8) 6 (1.2) 14 (2.8) 9 (1.8) 7 (1.4) 0.2490

Provider Specialty <0.0001

    Cardiology 1686 (84.0) 402 (80.9) 431 (85.0) 423 (84.4) 430 (85.7) 0.1670

    Internal Medicine or Primary Care 1295 (64.5) 327 (65.8) 327 (64.5) 308 (61.5) 333 (66.3) 0.3764

    Electrophysiology 274 (13.7) 78 (15.7) 68 (13.4) 58 (11.6) 70 (13.9) 0.3021

All values are presented as N(%)
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