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Opportunistic screening in the clinic or 

community is recommended at >65yr. 

Rate v rhythm control strategy:  

 beta-blockers or non-dihydropyridine 

calcium channel antagonists are first line 

for acute and chronic rate control.  

 Cardioversion remains first line for acute 

rhythm control when clinically indicated. 

 Flecainide is preferable to amiodarone for 

acute and chronic rhythm control.  

 Failure of rate or rhythm control should 

prompt consideration of ablation. 

 

For longer term rate control, digoxin has a 

slow onset of effect and is of limited efficacy 

on its own. Maintain levels < 1.2 ng/ml. 

Amiodarone is last line option due to toxicity. 

Flecanide or sotalol should not be continued if 

choosing a long term rate control strategy.  

 

 

The high spontaneous reversion rate within 

48hr makes a wait and see approach 

appropriate. Electrical cardioversion can be 

considered acutely after assesing 

thromboembolic risk. Flecanide can be used 

orally or IV provided no LV systolic 

dysfunction/hypertrophy or coronary artery 

disease; it can be used acutely and for long 

term rhythm control (not long term rate 

control). An AV nodal blocker should be given 

with flecanide to avoid 1:1 conduction of atrial 

flutter. Amiodarone is effective but not first 

line due to toxicity. Sotalol is not 

recommended for acute rhythm control due to 

limited efficacy; it causes Torsades in about 

2%, so monitoring for QT prolongation is 

required. Beta-blockers are less effective for 

rhythm control.  

Acute rhythm controlled should be avoided for 

AF of >48hr/unknown duration unless a TOE 

excludes thrombus; otherwise anticoagulation 

should be given for 3wk prior to cardioversion, 

and depending on risk for 4wk after.  
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Catheter ablation should be considered for 

treatment failures with drugs. About 30% will 

require a repeat procedure within 12mth.   

 

CHA2DS2-VA score to assess stroke risk: 

 Don’t score differently for females 

Anticoagulation 

 Not recommended for a score of 0  

 Is recommended for a score of ≥ 2 

 Can be considered for a score of 1 

Non-vitamin K oral anticoagulants are 

recommended in preference to warfarin for 

non valvular AF. Non-valvular AF refers to AF 

in the absence of moderate to severe mitral 

stenosis or mechanical heart valve. There is 

less risk of ICH with NOACs than warfarin. 

Use warfarin for valvular AF.  

 

Patients at high risk of stroke are also at high 

risk of major bleeding. The net clinical benefit 

almost always favours stroke prevention, so 

bleeding risk scores should not be used to 

avoid anticoagulation in patients with AF. 

Anticoagulation is recommended whether 

symptomatic or not from AF, for both 

paroxysmal and persistant AF, and also for 

flutter where there is also risk as well as 

episodes of paroxysmal AF.  

Antiplatelet therapy is not recommended for 

stroke prevention in any stroke risk category. 

Left atrial appendage occluding devices may 

be considered if contraindications to anticoag. 

 

 

These updates are a review of current literature at the time of writing. They 

do not replace local treatment protocols and policy. Treating doctors are 

individually responsible for following standard of care.  


