
 Consider a specialist consult if: 
 The usual drugs fail to control rate or symptoms 
 For investigation and possible ablation of abnormal pathways, ablation of AV node and pacer 

placement, or ablation of focal AF 
 Flecainide and propafenone may have a better side effect profile than amiodarone in patients without 

structural heart disease (organ toxicity risk is very low) 
 If cardioversion is planned (including chemical), anticoagulate for 3-4 wks prior 
 Rhythm control attempts are reasonable in young pts, first episode of AFIB, and symptomatic patients 
 Be very cautious stopping anticoagulation after rhythm control — many patients have an increased 

stroke risk and may experience asymptomatic paroxysmal AFIB 
 Up to 30% of rate controlled pts are not adequately rate controlled (ie have a resting heart rate > 80 or 

an average rate >90 with daily activity or any time > 130) 
 Target specific oral anticoagulants (e.g. dabigatran) appear to be as effective as warfarin in reducing 

risk of stroke with possibly a lower risk of intracranial bleeding but a higher rate of GI bleeding; 
dabigatran should be avoided in pts with CKD, heavy EtOH consumption, or h/o poor med adherence 

AFIB Management Pearls 

Common Questions 
Q: Should warfarin and ASA be prescribed in patients with AFIB and stable CAD? 

A: A retrospective cohort analysis (n=6,015) showed combined tx had worse INR control and a higher bleed-
ing rate.  There was no sig reduction in ACS in combined arm. A meta-analysis of 10 RCTs (n=4,180) 
showed a reduction in thomboembolism with combined therapy in pts with mech AVR (no mortality 
effect).  In a study of Medicare pts receiving both therapy, there was an increase of intracranial bleeds of 
2.4 (CI 1.2—4.8) and no benefit in preventing stroke or cardiac events.  — Johnson CHEST, 2008; Lip, 
BMJ, 2008; Dentali Archives IM, 2007 

Q: What is the best anticoagulation strategy in AF patients with recent ACS or stent within last 12 months? 

A:  Some observational studies favor triple therapy (warfarin, ASA, clopidogrel)  whereas others favor warfarin 
and clopidogrel alone.  Danish researchers reported on a cohort of 12,165 patients and found patients on 
warfarin and clopidgrel had lower rates of coronary death and cardiac events than patients on triple thera-
py, warfarin and ASA, or ASA and clopidogrel.  Patients on warfarin and ASA or on ASA and clopidogrel 
were at increased risk for all cause mortality.  This may not apply to patients with low CHADS scores.  Bottom 
line: in pts with a mod-high stroke risk, triple therapy or warfarin and clopidogrel are reasonable options 
with comparable ischemic event rates.  Dual therapy with warfarin and clopidogrel may be the optimal 
regimen although this should be confirmed with prospective studies.  Warfarin-ASA and clopidogrel-ASA 
combinations should be avoided.  Tx should be re-evaluated at the end of 12m given the much higher 
bleed risk. — Hansen, Archives, 2010; Srour, JHM, 2011; Lamberts, JACC, 2013; Markowitz, JACC, 2013 

Q: Should warfarin be prescribed in patients with a history of falls? 

A: A Markov decision analytic model was used to assess the effect of gait instability on quality-adjusted life 
year in patients on anticoagulation.  Probability of falls had no effect on tx choice when looking at QALY 
— Man-Son-Hing Archives IM, 1999. 

Clinical Setting Warfarin Aspirin Plavix Ref 

Atrial fib—low stroke risk    Hart, Annals, 2007 

Atrial fib—high stroke risk    SPAF I, SPAF II, SPAF III 

Atrial fib—high risk; no warfarin    ACTIVE Connolly, Annals, 2011 

Atrial fib + CAD    SPORTIF Flaker, AHJ, 2006 

High risk AF + CAD + ACS/DES  +/-   Ruiz, 2008; Karjalainen, 2007 

AFIB + CAD + DES > 12 mo  +/-   Park, NEJM, 2010 

Classification and Diagnosis 

 Disease entities 
Valuable to qualify as lone atrial fibrillation, paroxysmal, persis-

tent, or permanent atrial fibrillation —the designation has impli-
cations for management, natural history of disease, and helps when 
communicating with colleagues and specialists 

 Paroxysmal indicates episodes self-terminate in < 7d, persistent 
indicates episodes do not self-terminate in <7d, permanent indicates 
episodes last > 1y 

Lone atrial fibrillation is a diagnosis of exclusion when there is no 
evidence of heart disease and the investigation of precipitants is un-
revealing 

Differential diagnosis 
Must distinguish from other supraventricular tachycardias 
 If heart rate is very high, try carotid massage to slow rate or increase 

the rate of recording trace on ECG machine 
 The ddx includes atrial flutter, atrial extrasystoles, MAT, AVNRT, 

AVRT, V tach, sick sinus syndrome (see figure 
 

Diagnostic pathway 
to classify rhythm 
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Etiology or Precipitants 

 The most common cause is hypertension 

 Cardiac causes include CAD, rheumatic and valvular disease, cardiomyopathy, sick-sinus 
disease, and pre-excitation syndromes 

 Non cardiac causes include thyrotoxicosis, infections, substances, malignancy, pulmonary 
diseases including PE, and post-operative stress 

 Rare causes include pericardial process, atrial septal defect, myxoma 

Rate Control 

Rhythm Control 

 5 RCTs have shown that rhythm control provides no survival or quality of life advantages over 
rate control — Testa et al. EHJ. 2005 

 Rhythm control may be indicated for persistent sx despite rate control, patients with low EF 
requiring additional output, tachycardia refractory to rate control agents, tachy-brady syn-
drome, younger patients with first episode — consider prompt DCCV in pts in new AF for 
duration < 48 hours 

 Options include electrical or chemical cardioversion, catheter-based AVN ablation, AF ablation 
by pulmonary vein isolation, and surgical maze procedures 

 Once acquiring sinus rhythm, maintenance antiarrhythmic therapy significantly increases prob-
ability of preserving rhythm (60% vs 40%) 

 Amiodarone is preferred antiarrhythmic in post-MI and CHF patients 
 Avoid type Ic agents in CAD or CHF; avoid Ia agents in h/o torsade 

A useful mnemonic 
A—Atrial septal defect 
T— Thyrotoxicosis 
R— Rheumatic and valvular disease 
I— Ischemia and CAD 
A— Around the heart (i.e. pericardial disease) 
L — Lung pathology (e.g. malignancy, PE, pneumonia) 
 
F — Fever (i.e. infections) 
I — Intoxication and substances 
B — Blood pressure (i.e. hypertension) 

 Rate control has been preferred treatment strategy for over a decade—AFFIRM (RCT 
with n=4060) showed non-sig trend towards improved mortality in rate control arm — Wyse, NEJM, 2002 

 Multiple studies including a meta-analysis (10 RCTs combined quantitatively) support this 
approach in most populations including septuagenarians and pts with low EF — evidence 
indicated similar outcomes for all cause mortality, cardiac mortality, stroke — Roy, NEJM, 
2008; Shariff, AJM, 2013;  Al-Khatib, Ann IM, 2014 

 β-blockers often favored given frequent co-existent CAD or CHF, although 16 RCTs as-
sessing rate control meds have not shown one to be better — Al-Khatib, Ann IM 2014 

 Nondihydropyridine CCB are often 2nd line chronic agent (may cause hypotension  in CHF) 
but IV diltiazem may be first line in uncomplicated rapid AFIB — Siu, 2009  

 Digoxin a useful adjunct but poor single therapy agent—reserve for patients with depressed 
systolic function 

 Avoid using AVN blockers in co-existing WPW due to paradoxically increasing vent rate 
 In a RCT, patients with strict rate control ( < 80 bpm) fared no better than moderate rate 

control ( < 110 bpm) at 5 yrs — Van Gelder, NEJM, 2010; Al-Khatib, Ann IM, 2014 
 6 RCTs compared procedural vs. pharmacologic rate control and showed no difference in 

mortality, cardiac events, or exercise capacity — Al-Khatib, Ann IM, 2014 

 Most pts with AFIB or Aflutter should be treated with anticoagulation; pts with paroxysmal, persistent, 
and permanent AFIB have the same indications for anticoagulation 

 Rhythm control mgt still carries embolization risk;  in general treat patients with anticoagulation 

 Fifteen RCTs (n=15,111) show that warfarin reduces stroke risk and systemic embolism in patients with non-
valvular AF but increases bleed risk 

 Largest trials include SPAF-I, SPAF-II, SPAF-III, AFASAK, BAATAF, SPINAF, CAFA; show approx 60% 
reduction in stroke risk 

 Options include ASA, warfarin, low molecular weight heparins, and target specific oral anticoagulants (e.g., 
dabigitran) — the choice is dependent upon risk assessment (below), patient comorbidities, and patient prefer-
ence 

 
Bridging Therapy 

 In most pts with nonvalvular AF, warfarin may be started without bridging 

 May withhold anticoagulation without bridging for procedures when stroke risk is low (e.g. no prior thrombo-
embolism, mechanical valves, or known thrombus); weak indication to bridge if require a window greater than 
1wk 

 Consider bridge for high risk pts requiring pre-procedural  “holiday”  

Anticoagulation 

Risk Assessment 

 A systematic review of 13 studies indicates that the estimated stroke risk in A flutter is approximately 3-5% 
per year (but most recs suggest managing like Afib) — Ghali, AJM, 2005. 

 CHADS2 or CHA2DS2-VASc scores commonly used to predict adjusted stroke risk; best practice to calcu-
late for all patients  

 CHA2DS2-VASc has better predictive power in low risk groups; consider using if CHADS2 is <2; CHA2DS2-
VASc scores of 0,1,2 correlate with annual stroke risk of 0.8%, 2%, 8.8%; consider no therapy for score =0 
and ASA therapy for score = 1 — Olesen BMJ 2011; Cairns Annals 2011 

 Bleeding risk may be predicted using the HAS-BLED score or the ATRIA RISK score.  — Pisters, CHEST, 
2010; Fang, JACC, 2011 

 The Stroke Prevention in Atrial Fibrillation Risk Tool (SPARC) provides an excellent online calculator 
that provides detailed risk assessments using the CHADS2, the CHA2DS2-VASc, and the HAS-BLED—
located at http://www.sparctool.com/  

Congestive heart failure 1 point 

HTN (prior history 1 point 

Age > 75y (or > 65 + CAD) 1 point 

Diabetes 1 point 

Prior stroke, TIA 2 points 

Prosthetic heart valve 2 points 

CHADS2  Stroke rate (%/yr) 

0 1.9 

1 2.8 

2 4.0 

3 5.9 

4 8.5 

5 or 6 > 12.5 

Recommended Tx 

+/- ASA 325mg QD 

ASA or warfarin 

warfarin (INR 2.5) 

warfarin (INR 2.5) 

warfarin (INR 2.5) 

warfarin (INR 2.5) 

 Condition Points 

H HTN 1 

A Abnormal liver or renal f(x) 1 or 2 

S Stroke history 1 

B Bleeding predisposition 1 

L Labile INRs 1 

E Elderly > 65y 1 

D Drug or alcohol use 1 or 2 

Risk Score Events/100 Patient Years 

0 0.9 

1 3.4 

2 4.1 

3 5.8 

4 8.9 

5 9.1 


