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However, there are patient groups
for whom a rhythm control strategy is
appropriate, preferable and has a high
success rate. The NICE guideline
recommends a rhythm control
strategy is used first for:
• Patients with paroxysmal AF
• Young patients (≤65 years) with
persistent AF
• Patients who present for the first
time with lone AF
• Patients with AF secondary
to a treated precipitant
• Patients with cardiac failure.

A rate control strategy should be
used for:
• All patients with permanent AF
• Patients with persistent AF who
are >65 years old or have coronary
artery disease
• Patients for whom anti-arrhythmic
drugs are contraindicated, or who are
unsuitable for cardioversion.

Patients who remain particularly
symptomatic despite adequate rate
control should be considered for
rhythm control, and patients in whom
rhythm control fails should be rate
controlled.
Anticoagulation
The assessment of stroke risk and the
administration of appropriate
antithrombotic treatment is arguably
the most important aspect of AF
management in terms of reducing
morbidity and mortality. The risk of
stroke is not standard for all patients
with AF and varies according to 
the presence of additional risk 
factors, such as age and
cardiovascular disease.

For young patients with no risk
factors for stroke other than AF, the
annual risk of stroke is less than 1%.
However, for those with multiple risk
factors the annual risk can exceed 8%.2

Warfarin and aspirin have both been
shown to reduce the incidence of
stroke in AF patients compared with
placebo. Warfarin is more effective
when compared with aspirin and
reduces the risk of stroke by 35%,
although it does confer a small, 
non-statistically significant increased
risk of intracranial haemorrhage.2

Currently, NICE recommends the
use of warfarin in patients at high risk
of stroke, and aspirin 75-300mg for
patients at low risk (see figure 2,p34).
For patients at moderate risk of stroke
the physician should determine the
best treatment on an individual patient
basis; this is a difficult area, and should
usually involve a discussion with the
patient. The NICE guideline states that
‘Owing to lack of sufficient clear-cut

evidence, treatment may be decided
on an individual basis, and the
physician must balance the risks and
benefits of warfarin versus aspirin.
As stroke risk factors are cumulative,
warfarin may, for example, be used in
the presence of two or more moderate
stroke risk factors. Referral and
echocardiography may help in cases
of uncertainty.’4

Clearly a patient’s risk profile will
change with time, and all patients
should be reassessed on a regular
basis.

Antithrombotic treatment is not
limited to patients with permanent
or persistent AF. Patients with
paroxysmal AF are at a similar risk
and should be assessed using the
same algorithm.

CONCLUSION
Atrial fibrillation is an increasingly
common problem. Many patients will
be diagnosed in primary care, either as
a result of opportunistic findings or
symptomatic presentations. A large
proportion of these patients can be
investigated and managed using a rate
control strategy without the need for
specialist referral. A rhythm control
treatment strategy is optimal for some
patients and they should be referred
to a cardiology specialist.

The assessment of stroke risk and
the prompt initiation of appropriate
antithrombotic treatment is a crucial
component of AF management
and one that is often overlooked. 

REFERENCES
1 Fuster V, Ryden LE, Cannom DS et al. ACC/AHA/ESC
2006 Guidelines for the management of patients with
atrial fibrillation: a report of the American College of
Cardiology/American Heart Association Task Force on
Practice Guidelines and the European Society of
Cardiology Committee for Practice Guidelines (Writing
Committee to revise the 2001 guidelines for the
management of patients with atrial fibrillation):
developed in collaboration with the European Heart
Rhythm Association and the Heart Rhythm Society.
Circulation 2006; 114:e257-e354.
2 Lip GY, Boos CJ. Antithrombotic treatment in atrial
fibrillation. Heart 2006; 92:155-161.
3 Murphy NF, Simpson CR, Jhund PS, et al. A national
survey of the prevalence, incidence, primary care
burden and treatment of atrial fibrillation in Scotland.
Heart 2007; 93:606-612.
4 National Institute for Health and Clinical Excellence
(NICE). NICE clinical guideline 36: Atrial fibrillation.
London: NICE 2006 Available at www.nice.org.uk
5 Hobbs FD, Fitzmaurice DA, Mant J et al. A randomised
controlled trial and cost-effectiveness study of
systematic screening (targeted and total population
screening) versus routine practice for the detection of
atrial fibrillation in people aged 65 and over. The SAFE
study. Health Technol Assess 2005; 9:iii-iv, ix-x, 1-74.
6 Camm AJ, Savelieva I. Some patients with paroxysmal
atrial fibrillation should carry flecainide or propafenone
to self treat. BMJ 2007;334:637
7 Van Gelder IC, Hagens VE, Bosker HA et al. A
comparison of rate control and rhythm control in
patients with recurrent persistent atrial fibrillation. 
N Engl J Med 2002; 347:1834-40.

key points
SELECTED BY
Dr Peter Saul
GP, Wrexham

NICE recommends the use of warfarin in AF patients at
high risk of stroke, and aspirin 75-300mg for low risk.

The assessment of patients with AF requires a full
history and clinical examination in order to identify
additional comorbidities and assess stroke risk.

All patients who have an irregular pulse or symptoms
suggestive of AF should have an ECG.

AF is the most common chronic cardiac arrhythmia. It is
characterised by rapid and chaotic activation of the atria
and accounts for 10-15% of all ischaemic strokes.
Prevalence is higher among men and increases
dramatically with age.

Digoxin is not recommended as monotherapy, except 
in elderly or very sedentary patients, as it is not good
at controlling ventricular rate during exercise.

Management of AF revolves around the choice of
treatments to control the ventricular rate or to achieve
and maintain sinus rhythm – rate versus rhythm control.

AF is more likely to occur in patients with other common
cardiovascular diseases, such as ischaemic heart disease,
valvular heart disease, heart failure, diabetes and
hypertension. Other risk factors for developing 
AF include congenital heart disease, hyperthyroidism,
alcohol excess and sepsis. AF can develop without an
overt underlying cause (‘lone AF’).

Echocardiography is recommended in selected patients
to guide treatment decisions. These include patients for
whom a rhythm control strategy is being considered and
patients for whom there is a high clinical suspicion of
structural heart disease that may influence management.

Beta-blockers or rate-limiting calcium channel
antagonists, such as diltiazem and verapamil, are the 
first-line choice of drugs as part of a rate control strategy.

A rate control strategy would appear to be easier to
achieve, but a rhythm control strategy is used first for
those patients with paroxysmal AF, or those with
persistent AF who are young(≤ 65 years), or present
for the first time with lone AF or AF secondary to
a treated precipitant or those with cardiac failure.

Table 1 

Patients requiring referral to a specialist
• Patients with haemodynamically unstable AF
• Patients considered for rhythm control of AF
• Patients with AF and additional cardiac disease
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