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Table 5

Modified EHRA symptoms score

Modified EHRA score
1

2a

2b

3

4

been demonstrated in randomised
controlled trials and large registries to 
be as effective as warfarin at lowering
the risk of stroke but does not increase
bleeding risk.  

Rate control
The heart rate in AF should be promptly
evaluated and a rate control strategy
should be adopted in the first instance. 

Rate control is an integral part of AF
management to prevent tachycardia
cardiomyopathy in persistent AF and it
may be sufficient to improve AF-related
symptoms. It should be adopted as a
first-line strategy, aiming for a target
resting heart rate of < 100 bpm. 

Standardbeta blockers e.g. bisoprolol,
or the calcium antagonists verapamil or
diltiazem are equally effective as initial
monotherapy, while digoxin is useful
only in combination with other drugs.
Calcium antagonists should be avoided
in patients with left ventricular
dysfunction. 

Catheter ablation of the atrioventricular
node to create complete heart block

combined with insertion of a permanent
pacemaker is a final resource in cases of
poor ventricular control in the elderly.

Rhythm control
Symptoms should be reassessed after
the achievement of rate control to
evaluate the need for rhythm control.

The Modified EHRA symptoms score,
see table 5, below, is now recommended
to describe symptom severity. A score 
of 2b or higher might identify patients
benefiting from a rhythm control strategy.  

A rhythm control strategy should be
strongly considered when symptoms
persist despite good rate control,
especially for newly diagnosed AF 
and in the case of a reversible cause.
Rhythm control strives to restore 
and maintain sinus rhythm, preserving
atrial contractility as well as a normal
heart rate. 

The options for rhythm control
include electrical cardioversion if the AF
is persistent, plus antiarrhythmic drugs
and catheter ablation. External or
internal electrical cardioversion can
acutely restore sinus rhythm in 90-95%
of patients. 

If AF has been continuous for 
48 hours or more, a minimum of three
weeks of therapeutic anticoagulation 
is required before cardioversion can be
safely performed. Unfortunately, only
20-30% of patients are still in sinus
rhythm one year after cardioversion. 
This percentage can be increased by
catheter ablation and/or addition 
of a long-term antiarrhythmic drug.

Antiarrhythmic drugs for long-term
rhythm control include standard beta
blockers (e.g. bisoprolol), flecainide,
propafenone, amiodarone, sotalol or
dronedarone), see table 6, below.

Table 6

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, structurally normal
heart

Hypertension, age >70, diabetes,
previous stroke/TIA, LA diameter
> 50 mm, LVEF 35-40%

Heart failure, structural heart
disease

Symptoms
None

Mild

Moderate

Severe

Disabling

Description
AF does not cause any symptoms

Normal daily activity not affected by symptoms related to AF

Normal daily activity not affected by symptoms related to AF,
but patient troubled by symptoms

Normal daily activity affected by symptoms related to AF

Normal daily activity discontinued

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)

the patient’s age and comorbidities, but
also NICE guidance based on trial entry
criteria, patient preference and
compliance. The new 2016 ESC
guidelines recommend NOACs as the
first-line anticoagulant in eligible patients
because they prevent strokes as
effectively or slightly better than
warfarin and are associated with less
intracranial bleeding and fewer deaths.
Warfarin still remains a valid treatment
for stroke prevention in AF and should
be the first choice in patients ineligible
for NOACs, such as those with
mechanical heart valves, or who are
intolerant.

Aspirin is not an option for
thromboembolic stroke prevention in
AF. It is not as effective as anticoagulants
at preventing stroke. In the very old it
has a similar rate of bleeding as warfarin.
In patients with high stroke risk and
contraindications to anticoagulation
due to high risk of bleeding. 

NHS England is currently evaluating
percutaneous left atrial appendage
occlusion.21 This approach has recently
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