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In the early cardioversion group there was
spontaneous reversion to SR in about 16%
while preparing for cardioversion, and for the
rest there was a similar proportion who
reverted with drugs (usually flecanide) or
shock.
In the delayed group reversion was mostly by
electrical cardioversion among the 31% who
did not spontaneously revert.

It is not clear whether immediate
cardioversion to sinus rhythm (either by drugs
or shock) is of benefit for new onset AF. AF
often reverts spontaneously.

Anticoagulation was given based on the
CHA2DS2VASc risk score. There was 1
stroke/TIA at 4 weeks in each of the groups
(<0.5%). One occurred 5 days after
spontaneous conversion while on dabigatran

This open-label, noninferiority Dutch trial

initiated at the index visit (risk score 2). The

randomised patients with stable, symptomatic

other occurred 10 days after early electrical

AF present <36hr to delayed or early

cardioversion while on rivaroxaban initiated at

cardioversion. The delayed approach involved

the index visit (risk score 3).

initial rate control and cardioversion if AF did
not resolve within 48 hours from onset,
generally a day after the initial ED visit.

If AF duration is unknown then there should
be long term anticoagulation prior to
attempting reversion.

The primary end point was the presence of
sinus rhythm at 4 weeks.
Sinus rhythm at 4 weeks occurred in 193/212
(91%) in the delayed-cardioversion group and
202/215 (94%) in the early-cardioversion
group (P = 0.005 for noninferiority).
In the delayed group, there was spontaneous
conversion to SR within 48 hr onset in 69%.
Of those monitored during the 4wk follow up,
there was recurrence of AF in 30% in both
groups. Complications were uncommon and
did not differ by group.

Recurence at 4wk was similar in both groups.
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CABG

The role of immediate post arrest without

Immed.

This Dutch study (COACT trial) randomised
552 patients post cardiac arrest with
shockable rhythm and ROSC without STEMI to
immediate coronary angiography or delayed

Survival with good

until after neurologic recovery. Exclusions

neurolog function,

included shock and severe renal impairement.

mild or mod. disability

The primary end point was 90 day survival.
Secondary end points included neurological
recovery and various markers of shock.
90 day survival was 64.5% with immediate
PCI v 67.2% (P = 0.51). There was no
significant differences in other end points.

Although clinically significant coronary disease
is common in patients who have cardiac
arrest, the selection of patients for coronary
angiography remains controversial, except
that STEMI should undergo immediate PCI.
Initial arrest rhythm, troponin and ECG are
poor predictors of acute coronary lesions that
require intervention.
Acute unstable coronary lesions were found in
<20%, and coronary interventions at cath
were done in <40%. The challenge is to
identify a subgroup who might benefit, such
as known IHD or preceeding symptoms
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suggetive of ACS. Of note, >60% of deaths
were due to neurologic injury. It is important
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arrest care such as temperature management.

No signif. CAD
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The findings mirror NSTEMI without cardiac
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PCI are underway, ACCESS and DISCO.

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

Acute unstable lesion

14

17

Ac. thrombotic occln.

3

8

that PCI does not compromise other post

arrest, where delayed v immediate PCI had
similar outcomes. Further trials on post arrest

do not replace local treatment protocols and policy. Treating doctors are
individually responsible for following standard of care.

