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Beneficial Effect of Stroke Unit for Detection of Atrial Fibrillation

Joo-Hyun Seo, MD, Hye-Yeon Choi, MD, Hyun Ji Cho, MD and Ji Hoe Heo, MD, PhD

Department of Neurology, Yonsei University College of Medicine, Seoul, Korea

Background: Detection of atrial fibrillation (AF), either permanent or paroxysmal, is important in stroke patients because its
presence requires life-long anticoagulation for prevention of recurrent stroke. The aim of this study was to investigate the effect
of continuous electrocardiography (ECG) monitoring in the stroke unit (SU) for the detection of AF. Methods: Subjects enrolled
for this study were the patients who had admitted due to acute ischemic stroke before and after operation of the SU. All patients
were monitored by continuous ECG during their stay in the SU. The frequency of AF, which were documented at admission and
detected during their hospitalization, was compared in them. Results: Total 937 patients had admitted to the general ward
(GW) before the SU opened and 1605 patients to the GW or SU after the SU opened. Among patients admitted after the SU opened,
1074 patients (66.9%) were stayed in the SU during their hospitalization (mean 4.4 days) . AF was found in 144 patients (15.4%)

among those admitted before the SU opened and in 281 (17.5%) among those admitted after the SU. The frequency of AF do-
cumented at admission was not different between the groups (14.4% in the before SU, 15.1% in the after SU, <0.05). The
frequency of newly detected AF (3.8%) among patients who admitted to the SU was significantly higher than those admitted to
the GW before (1.1%) or after the SU opened (0.6%) (P<0.001). Conclusion: The detection rate of AF in acute ischemic stroke
patients has been increased significantly by continuous ECG monitoring in the SU. (Korean Journal of Stroke 2007;9:37-41)

KEY WORDS: Stroke - Atrial fibrillation - Stroke unit -

Electrocardiography monitoring.

AAIE 404 o) dellA 2.3%, 5/‘1] 01”01]1\1 5. 9%94

@ﬂ ﬂﬁ(normal sinus
rhythm) @] oz ]z‘sﬂ B Ak $kake] w7
A by e Sul A =a duk A AlE $xto)

P 170) 30k S AT} DA WP

Address for correspondence: Ji Hoe Heo, MD

Department of Neurology, Yonsei University Medical College, 250 Seong-
sanno, Seodaemun-gu, Seoul 120-752, Korea

Tel: +82-2-2228-1605, Fax: +82-2-393-0705

E-mail: jnheo@yumc.yonsei.ac.kr

A0B0171).

(©) 2007 Korean Stroke Society

G o F7F FA] ot 50% oldelM e WA i
o] WA HH, Azt 12%0l4 Apdsiek! AiAEel 4S5
-5 A7} 88 Ak R WA Qla} W o] xfof| ko
U5 aapalo|t), whepa] 734 exfol A Aals-g 2
3].34‘:‘ o] e FQ s} 56

xIE@(Stroke umt) o 7 A=z ago
= LHOVLE}. A HEF

9450 2549l BUEP 5

]E/x]o /\1%—11:_3_ A

71 o1 Q524 AR FE e Bl Aol7)
QU A7 HEF AR eI A% BUER 1
S, BUEE mge] £7] B 9 AT ARl Wt

g % vk WelA wele o] gl
9 TUERS B3l W34 Sy wsk 557 Aol
AR ol B 271 WA 5 Q= gRe) ok

] ] ko1

el Qek? Telut, WA

ISSN 1229-4101 37



Detection of AF in Stroke Unit
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TABLE 1. General characteristics of patients

Before SU After SU P

(n=936) (n=1605)  value
Sex, men (%) 577 (61.6) 995 (62.0) NS
Age, mean years, range 64 (19-91) 64 (11-93) NS
Hypertension (%) 628 (67.1) 1194 (74.4)  <0.001
Diabetes mellitus (%) 295 (31.5) 508 (31.7) NS

Coronary heart disease (%) 88 ( 9.4) 150 ( 9.3) NS

Valvular heart disease (%) 45 ( 4.8) 66 ( 4.1) NS

Smoking (%) 304 (32.5) 716 (44.6) <0.001
Holter monitoring (%) 11( 1.2) 38 (24 0.021
NIHSS score, mean (range) 5.6 (0—39) 4.9 (0—40) 0.006

Number in parentheses are percentages. SU: stroke unit, NIHSS:
National Institutes of Health Stroke Scale



TABLE 2. General characteristics of patients with atrial fibrillation

Before SU After SU P value

(n=144) (n=281)
Sex, men (%) 70 (48.6) 167 (59.4) 0.035
Age, mean years, range 66 (25—89) 69 (34—93) 0.022
Hypertension (%) 86 (59.7) 191 (68.0) 0.097
Diabetes mellitus (%) 31 (21.5) 70 (24.9) 0.439
Smoking (%) 33 (22.9) 102 (36.3) 0.004
Coronary heart disease (%) 37 (25.7) 39 (13.9) 0.005
Valvular heart disease (%) 43 (29.9) 65 (23.1) 0.143
History of AF (%) 94 (65.3) 180 (64.1) 0.804
Holter monitoring (%) 3(21) 12 (1 4.3) 0.199

Number in parentheses are percentages. AF: atrial fibrillation,
SU: stroke unit, NIHSS: National Institutes of Health Stroke Scale

TABLE 3. The frequency of atrial fibrillation in patients who admit-
ted before of after operation of the stroke unit

After SU (n=1,605)

Before SU
(n=936) sU GW
(n=1,074) (n=531)
AF at admission 135 177 66
No AF at admission
AF after admission 9 35 3
No AF 792 862 462
SU: stroke unit, GW: general ward, AF: atrial fibrillation
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FIGURE 1. Comparison of the frequency of atrial fibrillation before
and after the stroke unit opened. AF: atrial fibrillation, GW: gene-
ral ward, SU: stroke unit.
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