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Rate and rhythm control
The decisions regarding rate and rhythm
control depend on symptoms and
clinical context. Rhythm control should
be considered in new onset AF, when
there is a reversible cause for AF, when
heart failure is present and thought to be
due to AF, and in young patients or
others in whom a rhythm control
strategy appears more suitable. 

In other patients (typically the elderly
and truly asymptomatic), rate control is
an appropriate first-line strategy, with no
survival disadvantage compared with
rhythm control and some potential
advantages, such as lower risk of
adverse drug effects.5,6

Options for rate control include a
standard beta-blocker (e.g. bisoprolol), 
a rate-limiting calcium channel blocker
(diltiazem or verapamil), and digoxin. 
A lenient target heart rate of less than or
equal to 110 bpm at rest can be accepted
if this is sufficient to control symptoms.5,6

Atrioventricular node ablation and
pacing can be considered in patients
with permanent AF with difficult to
control high ventricular rates and
symptoms or left ventricular
dysfunction.

Rhythm control should be considered
for patients with AF in whom a rate
control strategy has not adequately
controlled symptoms, and it is
reasonable to refer such patients for a
specialist opinion and transthoracic
echocardiography. 

Medical options for rhythm control
include flecainide, sotalol, amiodarone,
and dronedarone. A ‘pill-in-the-pocket’
strategy, i.e. where the antiarrhythmic
medication is taken at the beginning of
an AF episode, can be used in patients
with paroxysmal AF and is ideally suited
to those who have infrequent attacks
which would normally last for at least a
few hours. It requires a single, 300 mg
oral dose of flecainide.

In patients with persistent AF that has
lasted longer than 48 hours, electrical
cardioversion is usually the option of
choice for rhythm control. Amiodarone
therapy may be commenced prior to
cardioversion to increase the probability
of successful restoration of sinus rhythm
and may also be continued after
cardioversion to reduce the risk of AF
recurrence, although usually for a limited
period of a few months to avoid long-
term side effects.

Left atrial catheter ablation
(pulmonary vein isolation) is indicated
for patients with symptomatic
paroxysmal or persistent AF in whom
drug treatment is unsuccessful,
unsuitable, or not tolerated, and may

Table 3

ORBIT bleeding score

Risk factors

Age ≥ 75 years

Reduced haemoglobin
(< 13 mg/dl in men;
< 12 mg/dl in women) or

Reduced haematocrit
(<40% men; < 36% women) or

History of anaemia

Bleeding history

Reduced kidney function
(eGFR < 60 ml/min/1.73 m2)

Treatment with antiplatelet agents

Risk stratification

Low

Medium

High

HAS-BLED score but the latest
guidelines favour the ORBIT bleeding
score, which has a higher accuracy in
predicting absolute bleeding risk (see
table 3, below, right). NICE emphasises
that an accurate knowledge of bleeding
risk supports shared decision-making
and has long-term clinical benefits, e.g.
increasing patient confidence and
willingness to accept treatment when
the ORBIT risk is low and prompting
discussion regarding modifiable risk
reduction when patients have a high
ORBIT score. Although ORBIT is
deemed the best tool, other bleeding
risk tools may still be used.

Apixaban,12 dabigatran,13 edoxaban,14
and rivaroxaban15 have all been tested
for stroke prevention in AF in
randomised trials. Relevant clinical
factors to consider when choosing an
agent include bleeding risk, presence
and degree of renal impairment,
availability of reversal agents and
monitoring, and preference for a once or
twice daily dosing regimen.11 

It should be noted that in the clinical
trials, where no direct oral anticoagulant
(DOAC) reversal agents were available,
mortality from bleeding was higher in
the warfarin arms (where vitamin K was
readily available) than the DOAC
arms.12,14,15

A vitamin K antagonist (VKA) e.g.
warfarin, should only be offered to
patients with a new diagnosis of AF if a
DOAC is contraindicated, not tolerated,
or unsuitable. In patients with AF who
are already taking a VKA and are stable,
the option to switch to a DOAC should
be discussed at their next routine
appointment, taking into account their
time in therapeutic INR range.

For most patients with AF, the benefit
of anticoagulation outweighs the
bleeding risk. Anticoagulation should
not be withheld solely because of
advanced age or risk of falls, and aspirin
and other antiplatelet drugs are not
effective for stroke prevention in
patients with AF.6

If anticoagulation is contraindicated or
not tolerated, left atrial appendage
occlusion is an option that is now
approved and funded by NHS England
at a number of specialist centres. This
involves deployment of a self-expanding
occlusion device using a minimally
invasive percutaneous technique. 

Only a brief period (6-12 weeks) of
dual antiplatelet therapy is needed post
procedure, after which aspirin is
continued for another 4 months, then
stopped. It offers lifelong protection
equivalent to oral anticoagulants, but
without the increased bleeding risk.

Table 1

CHA
2
DS

2
-VASc score and risk criteria

Risk factors

Congestive heart failure 
(left ventricular dysfunction)
Hypertension
Age ≥ 75 years
Diabetes mellitus
Stroke /TIA/thromboembolism
Vascular disease (previous MI, 
PAD, aortic plaque) 
Age 65 to 74 years
Sex  (female)

TIA = transient ischaemic attack  MI = myocardial Infarction
PAD = peripheral artery disease 

Score

1

1
2
1
2
1

1
1

Table 2

CHA
2
DS

2
-VASc score and anticoagulation

CHA
2
DS

2
-VASc score

≥ 2
1 (men)
1 (women)
0

*except when indicated in the context of rhythm control therapy (direct
current cardioversion or catheter ablation)

Anticoagulation

Should be offered
Should be considered

Should not be offered*
Should not be offered*

Score

1

2

2

1

1

ORBIT score

0-2

3

≥ 4


