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Rate control
Rate control is currently suggested as
a first-line strategy, except in patients
with AF that is of new onset, has a
reversible cause, or with persistence of
symptoms despite good rate control.

Rate control means the atria are left
to fibrillate while aiming to keep the
resting heart rate below 100 bpm to
alleviate symptoms and prevent
tachycardia cardiomyopathy. 

It is a good strategy in patients
whose symptoms are mainly related to
rapid ventricular rate, but it will not
abolish symptoms resulting from the
loss of atrial contractility. Standard
beta-blockers, e.g. bisoprolol, or the
calcium channel blockers verapamil or
diltiazem are preferred as initial
monotherapy. Digoxin monotherapy is
relatively ineffective.

Combination drug therapy or
catheter ablation of the
atrioventricular node to create
complete heart block combined with
insertion of a permanent pacemaker
can be considered in cases of poor
ventricular control. Rate control is
relatively easy to achieve, yet may
often end up as a compromise.

Rhythm control 
Rhythm control strives to restore and
maintain sinus rhythm, preserving

‘Risk of falls is not
a good reason 
to withhold
anticoagulation’

atrial contractility as well as a normal
heart rate. It is harder to achieve, yet
for many patients it is the only way to
abolish all symptoms. The options for
rhythm control include electrical
cardioversion if the AF is persistent,
plus antiarrhythmic drugs and
catheter ablation.

External or internal electrical
cardioversion will restore sinus rhythm
on the day in 90-95% of patients,
however only 20-30% are still in sinus
rhythm one year later. This can be
increased to 50% with the addition of
a long-term antiarrhythmic drug,
typically amiodarone. 

Once AF has been continuous for 
48 hours, a minimum of three weeks of
therapeutic anticoagulation is required
before cardioversion.

Antiarrhythmic drugs for long-term
rhythm control include standard beta-
blockers (e.g. bisoprolol), flecainide,
propafenone, amiodarone, sotalol or
dronedarone. In selected cases
(infrequent, long-lasting paroxysms of
AF, no history of left ventricular
dysfunction or valvular or ischaemic
heart disease) a ‘pill in the pocket
strategy’ with a single 200-300 mg
dose of flecainide taken at the onset of
the attack can be used to try to restore
sinus rhythm promptly. Unfortunately,
most drugs merely reduce the
frequency of AF rather than eliminate
it entirely and are commonly
accompanied by side effects, 
see table 5, above.

Radiofrequency ablation is an
invasive rhythm control strategy
performed through femoral vein
needle punctures. It aims to isolate the
pulmonary veins from the left atrium

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)

appreciated in the front line, is that
aspirin is no longer recommended for
thromboembolic stroke prevention 
in AF. It is not as effective as
anticoagulants at preventing stroke
yet in the elderly may have a similar
risk of severe bleeds. 

Dual antiplatelet therapy with
aspirin and clopidogrel might be
considered if anticoagulation is
contraindicated or not tolerated and
the patient has a CHA

2
DS

2
-VASc score

of 2 or above, however this is likely to
be superseded by percutaneous left
atrial appendage occlusion.

Anticoagulant reviews
The indications for, and effectiveness
of, anticoagulant therapy should be
reviewed periodically in all patients
with AF.

Anticoagulation should be started
when the patient reaches the age of
65 or if he/she develops any of the 
risk factors for stroke. The need for
anticoagulation and its quality should
be re-evaluated in the case of
bleeding or other relevant clinical
events.

In patients receiving warfarin, the
adequacy of anticoagulant control
should be assessed by calculating the
individual time in therapeutic range
(TTR) at each visit. Poor control is
defined as two INR values higher than
5 or one INR value higher than 8
within the past six months, two INR
values less than 1.5 within the past 
6 months or TTR less than 65%. In this
situation, switching to a NOAC is
recommended.


