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Occurrence of asymptomatic atrial fibrillation in non-ambula-
tory patients: a retrospective study in primary care setting
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Background. Atrial fibrillation (AF) is a common cardiac rhythm disease identified in clinical practice. AF patients often suf-
fer heart-pounding, dyspnea, chest pain, and fatigue, while others with AF have no symptoms, showing the so-called silent or asymp-
tomatic AF. General Practitioners (GPs), through home visits, may meet unrecognized pathologies, such as asymptomatic AF, in at-risk
populations like non-ambulatory patients. The purpose of the study is to identify the occurrence of asymptomatic AF in a population of
frail non-ambulatory patients in the primary care setting and to promote a good clinical practice regimen.

Material and methods. A retrospective observational study, which enrolled patients in the primary care setting of the city of Naples,
was conducted. The patients were all non-ambulatory and were visited at home by their GPs. They performed a clinical examination
at the patients’ homes, including clinical and pharmacologic anamnesis, objective examination, echo-color Doppler of the supra-aortic
vessels, electrocardiogram, 24-Hour Holter monitoring, and abdominal ultrasound.

Results. The study enrolled 100 non-ambulatory patients, aged 80 to 94 years, including 61 women and 39 men. In 35 patients (21
women and 14 men), the GPs identified asymptomatic AF.

Conclusions. Asymptomatic atrial fibrillation was identified in 35% of the study population. This should be considered in at-risk popula-
tions, such as the non-ambulatory patients. GPs, by conducting home visits with basic instrumental examinations, can help to identify
asymptomatic AF and start the right diagnostic and therapeutic course in these patients.

Key words: atrial fibrillation, general practitioners, primary health care.

Poti G, Sparano F, Cataldo G, Scotti S, Izzo P, Calamaro S, Sparano L, Sellitto C. Occurrence of asymptomatic atrial fibrillation in non-
ambulatory patients: a retrospective study in primary care setting. Fam Med Prim Care Rev 2024; 26(2): 228-230, doi: https://doi.

org/10.5114/fmpcr.2024.139034.

Background

Atrial fibrillation (AF) is a common cardiac rhythm disease
identified in clinical practice. In Europe, 1-3% of the popula-
tion suffers from AF and has an increased risk of stroke. The
median age of AF patients is 75 years; an increasing prevalence
with age is observed: 2.3% over 40 years old and about 6% over
65 years old. Various factors affect this increase in AF, among
which, above all, are the aging of the population and associated
diseases, such as heart failure, hypertension, and valvular heart
disease. AF patients often suffer heart-pounding, dyspnea,
chest pain, and fatigue, while others with AF have no symptoms,
showing the so-called silent or asymptomatic AF. It is important
to emphasize that asymptomatic supraventricular arrhythmias
occur in 58% of patients, requiring a permanent pacemaker
[1]. AF is much more difficult to diagnose and monitor over
time. The hemodynamic mechanisms that contribute to the
clinical manifestations of AF include loss of atrial contraction

and atrioventricular (AV) synchrony, heart rate (HR) irregularity,
and rapid ventricular response in AF, which can eventually lead
to decreased cardiac output. Prolonged rapid HRs may result in
tachycardia-induced cardiomyopathy and significant left ven-
tricle systolic dysfunction [2]. A prospective study enrolled 282
outpatients affected by persistent AF, 68% were symptomatic,
while 32% had no symptoms without differences in HRs or left
ventricular (LV) dysfunction between the two groups of patients
[3]. Clinical symptoms and hemodynamic mechanisms cannot
predict the appearance of asymptomatic AF, especially since it
has been demonstrated that even symptomatic patients experi-
enced episodes of asymptomatic AF. There are several popula-
tions in which asymptomatic AF can be found. General practitio-
ners (GPs) assume a key and irreplaceable role in the definition
and correct diagnosis of frailty. Primary care physicians, through
home visits, may often discover unrecognized pathologies, as
many non-ambulatory patients tend not to have clinical check-
ups, even the most common checkups.
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Objectives

The purpose of the study is to identify the occurrence of as-
ymptomatic AF in a population of frail non-ambulatory patients
in the primary care setting and to promote a good clinical practice
regimen aimed at the identification of misrecognized diseases in
at-risk populations along with their close clinical monitoring.

Material and methods

A retrospective observational study, which enrolled patients
in the primary care setting of the city of Naples, was conducted.
The patients were all non-ambulatory and were visited at home
by their GPs. Non-ambulatory patients were defined as sub-
jects who, due to walking difficulties, were unable to leave their
home and reach the general practitioner’s ambulatory. GPs per-
formed a clinical examination at the patients’ homes, including
clinical and pharmacologic anamnesis, objective examination,
echo-color Doppler of the supra-aortic vessels, electrocardio-
gram, 24-Hour Holter monitoring, and abdominal ultrasound.
All the clinical and instrumental tests carried out and the related
diagnostic instrumentation were provided by the GPs, who had
acquired them in their studies. The data was collected by GPs
in individual patient records from August 2022 to August 2023.
All patients gave their informed consent for the use of personal
data and for its publication. Dementia patients were not men-
tally capable, and their informed consent was given by their tu-
tors, who were also their caregivers.

Ethical approval. Not applicable to a non-pharmacological
retrospective study. All patients gave their informed consent.

Results

Out of a population of approximately 4,000 patients report-
ing to GPs, the study enrolled 100 non-ambulatory patients,
aged 80 to 94 years, including 61 women and 39 men, in the
primary care setting. Among the non-ambulatory patients, 7
were confined to wheelchairs, 17 were bedridden, and the oth-
ers had a range limited to a few steps. In 35 patients (21 women
and 14 men), the GPs identified asymptomatic AF. 11 of these
patients had hypertension only and were on therapy with only
one antihypertensive (ACE inhibitor or Angiotensin-II-receptor
antagonists), while 8 had hypertension and dementia and were
on memantine therapy. 16 patients had non-insulin-dependent
type Il diabetes mellitus, hypertensive heart disease, mixed dys-
lipidemia, chronic obstructive pulmonary disease, asthma, or
Parkinson’s disease. Atrial fibrillation was not detected in the
remaining 65 patients. These patients had the following clinical
features: 5 patients were in apparent good clinical condition, 11
patients had dementia only and were on memantine therapy,
17 had hypertension only and were on antihypertensive therapy
only (ACE inhibitor or Angiotensin-ll-receptor antagonists). 32
patients had non-insulin-dependent type Il diabetes mellitus,
hypertensive heart disease, mixed dyslipidemia, chronic ob-
structive pulmonary disease, asthma, or Parkinson’s disease.

Discussion

Thanks to home visits by GPs, who performed basic clinical
and instrumental examinations, such as ECG and 24-Hour Holt-
er monitoring, asymptomatic atrial fibrillation was identified in
35% of the study population. These patients, at risk of systemic
thromboembolism, are now on anticoagulant therapy and
have regular clinical check-ups. Notably, it was not always easy
to identify the presence of AF, as the resting ECG sometimes
showed sinus rhythm, and only thanks to 24-hour Holter moni-
toring it was possible to identify the presence of non-persistent/
paroxysmal AF (in any case present for most of the day). GPs,

thanks to the use of these basic diagnostic instruments, can
reach even at-risk segments of the population who are unlikely
to resort to first- and second-level diagnostic investigations.
These results highlight the crucial role of general medicine in
its widespread presence throughout the territory, reaching
even fragile segments of the population, and the importance of
introducing basic instrumental examinations, such as ECG and
ultrasound, into the good practice of the family doctor. Frequent
asymptomatic AF may expose a patient to atrial remodeling or
a tachycardia-induced cardiomyopathy, heart failure (CHF), and
potentially life-threatening arrhythmias, up to the risk of stroke.
A prospective study enrolled 282 persistent AF outpatients,
identifying 32% with no symptoms and which revealed valvular
heart disease as the only independent predictor of symptoms
[4]. A French study by Lévy et al. showed 11.4% asymptomatic
AF patients in a population of 758 AF patients monitored by 206
GPs. Among the 86 asymptomatic patients, 73% were affected
by permanent AF and 11% by paroxysmal AF. While permanent
AF patients were older and more often asymptomatic, patients
with paroxysmal AF (PAF) experienced heart-pounding, syncope,
and light-headedness more often [5]. A study from the Canada
Registry of Atrial Fibrillation also identified a significant preva-
lence of asymptomatic AF subjects (21%) in a population of 674
patients [6]. Similarly to our study, Camm et al. identified the
incidence of 10.5% asymptomatic AF among 106 elderly patients
(> 75 years old) through the use of 24-hour ambulatory moni-
tor [7]. Psaty et al. reported 11.8% of asymptomatic patients
among 304 new AF cases in 4,844 65-year-old subjects screened
with annual ECGs [8]. Another study, enrolling patients with id-
iopathic AF, identified 24% asymptomatic subjects, of which 12
developed cardiovascular disease or hypertension during follow-
up [9]. Among 277 65-year-old patients, Furberg et al. found 30%
asymptomatic AF through the use of a baseline ECG [10]. In the
Framingham Heart Study, Benjamin et al. reported 40% asymp-
tomatic AF cases among 562 AF patients, detected by biannual
ECGs [11]. Patients with sinus node dysfunction or AV conduc-
tion abnormalities are another population at high risk for AF,
with an incidence of 4-6% per year [12]. It is very important to
carry out 24-hour Holter monitoring in patients with AF. In fact,
in the study by Defaye et al., which enrolled patients with symp-
tomatic AF (AV block in 269 patients, sinus node dysfunction in
248 patients, both pathologies in 100 patients), asymptomatic
supraventricular arrhythmia, lasting 1 minute to 24 hours, was
detected by 24-hour Holter monitor in 58% of the patients [1].

Conclusions

Asymptomatic AF is common and has significant clinical im-
plications. Failure to acknowledge the frequency of asymptomat-
ic AF could lead to harmful consequences, including thromboem-
bolic stroke and LV systolic dysfunction. Asymptomatic AF should
be considered in fragile populations, such as non-ambulatory
patients. GPs, by conducting home visits with basic instrumental
examinations, can help to identify asymptomatic AF and start the
right diagnostic and therapeutic course in these patients. Fur-
thermore, there are currently sensors and wearable devices to
monitor health through smartphones and smartwatches. Some
applications connected to these devices are able to detect if the
rhythm is irregular and warn of possible atrial fibrillation, rep-
resenting the future of home diagnostics, especially in subjects
with multiple risk factors for this arrhythmia.

How does this paper make a difference in general practice?

e  General practitioners are also able to reach popula-
tions at risk, such as non-ambulatory patients.

e  The clinical practice of general practitioners can be
greatly improved by the use of first level diagnostic
procedures such as ultrasound, electrocardiography,
and 24-hour Holter monitoring.

e  The occurrence of asymptomatic atrial fibrillation is
high and unrecognized in non-ambulatory patients.
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