
SPECIAL REPORT
ATRIAL FIBRILLATION

Paroxysmal episodes may be
prevented with antiarrhythmic drugs
including sotalol, flecainide and more
recently dronedarone, see table 5,
below. Although they may reduce the
frequency and duration of attacks and
delay the progression to persistent atrial
fibrillation, it is rare to find an individual in
which they work well and have no side
effects. Some patients with infrequent
episodes that last for many hours may
use a ‘pill in the pocket’ approach with a
single 200-300 mg dose of flecainide
taken at the onset of the attack to try
and hasten the return to normal rhythm. 

Pill in the pocket beta-blockers (such
as bisoprolol 5 mg once only) may help
reduce symptoms by slowing the
ventricular rate but will not increase the
likelihood of sinus rhythm returning.

Catheter ablation (pulmonary vein
isolation)
The recognition that the pulmonary
veins are a source of electrical triggers
that initiate and perpetuate atrial
fibrillation episodes has led to a huge
growth in pulmonary vein isolation
ablation. This procedure is performed
through femoral vein needle punctures,
takes 2-3 hours and involves an
overnight stay in hospital. The success
rates are 85-90% for paroxysmal and
80-85% for persistent atrial fibrillation
patients, although for 30-50% at least
two ablation procedures are required. 

The risks associated with ablation
include a 3-5% chance of cardiac
tamponade or femoral aneurysm, 
a 0.5% risk of stroke and a 0.15% risk of
death. For that reason, ablation is usually
only offered to highly symptomatic
individuals who have failed drug therapy,
have few comorbidities and are under
the age of 80.11
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tolerated, an alternative option is simple
catheter ablation of the atrioventricular
node to create complete heart block
combined with insertion of a permanent
pacemaker. This option is less attractive
for younger individuals as it renders
them pacemaker-dependent for life.

Unfortunately many people,
particularly those who lead active
lifestyles, suffer symptoms from the 
loss of atrial contractility even with good
ventricular rate control. Rhythm control
can be far more challenging to achieve. 

Persistent atrial fibrillation may be
treated with DC cardioversion. However,
relapse rates are high, with 70% back in
atrial fibrillation at 12 months. Even with
the use of amiodarone, 50% will be back
in atrial fibrillation at 12 months.
Cardioversion, however, is a simple and
safe procedure and can be used
repeatedly if the intervals between
persistent attacks are long. It can also be
useful to determine whether atrial
fibrillation is contributing to symptoms
(do patients feel better when in sinus
rhythm and can they tell when atrial
fibrillation returns?) and thus select
candidates for catheter ablation.

procedure, performed through a
femoral vein puncture, seals off the
source of the left atrial thrombus and
can be performed using a short course
of antiplatelet therapy. As a new therapy
it is likely to be most suited to those with
a high stroke risk (CHADS

2
score > 2)

and absolute contraindications 
(e.g. previous intracerebral bleed).

Symptoms
When the majority of symptoms 
(i.e. palpitations, breathlessness and dizzy
spells) result from a rapid ventricular
rate, AV nodal blocking drugs such as
beta-blockers (e.g. bisoprolol 2.5–10 mg od)
or long-acting calcium channel blockers
(e.g. diltiazem 180-300 mg od) are
preferred. Digoxin may slow the rate at
rest but its effects are negated by
exertion and it is often ineffective as 
a sole agent. 

The target for effective rate control
should be a resting heart rate < 95-100 bpm
and abolition of symptoms. In the less
active, elderly patient this can often be
achieved without the need for high
doses of medication. 

If drugs are ineffective or poorly

Table 5

Antiarrhythmic drugs
Antiarrhythmic drug
Sotalol (minimum dose 80 mg bd)

Flecainide (50-150 mg bd)

Dronedarone (400 mg bd)

Amiodarone (200 mg od)

Suitable for the following groups
Hypertension, previous ischaemic
heart disease
Patients intolerant of 
beta-blockers, normal heart on
echocardiography
Additional risk factors including
hypertension, age >70, 
diabetes, previous stroke/TIA, 
LA diameter > 50 mm, LVEF 35-40%
Heart failure, structural heart
disease

Avoid in the following groups
Severe lung disease or 
heart failure
Ischaemic heart disease,
structural heart disease, Brugada
syndrome, atrial flutter
Persistent AF, LVEF < 35%,
moderate to severe heart failure

Younger patients, liver disease,
thyroid disease, outdoor workers

Side effects
Lethargy, fatigue,
bradycardia, wheeze
Headache, paraesthesia,
visual disturbances

GI disturbances. Need to
monitor liver function

Photosensitivity (common),
thyroid dysfunction, liver
toxicity, pulmonary toxicity,
corneal deposits, peripheral
neuropathy (all rare)

Table 4

New oral anticoagulants

Dose
Ischaemic stroke vs warfarin 
Severe bleeds
Haemorrhagic stroke
Suitable patients

Unsuitable patients

Dabigatran (2 dose regimens)
150 mg bd
Superior
Non-inferior
Superior
< 80 years

eGFR < 30 

110 mg bd
Non-inferior
Superior
Superior
> 80 years or
eGFR 30-50 or
relative bleeding
contraindication
eGFR < 30

Rivaroxaban
20 mg od
Non-inferior
Non-inferior
Superior
Once daily 
dosing preferred




