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The Role of Antiarthythmics in Atrial Fibrillation

Kyoung-Suk Rhee

Institute of Cardiovascular Research, Divison of Cardiology, Department of Internal Medicine,
Chonbuk National University Medical School, Jeonju, Korea

Atrial fibrillation (Afib) is the most common arrhythmia with clinical significance, and its incidence increases with advanced
age. Afib is associated with a 3- to 5-fold increased risk of stroke, a 3-fold increase in the risk of heart failure, and higher mortality
than without Afib. The treatment of Afib is multifold but revolves around one essential issue: whether to attempt to restore sinus
rhythm or to simply control the ventricular rate. This decision depends on symptom severity, the age of the patient, underlying heart
disease, and other comorbidities that may limit therapeutic options. The management of Afib with antiarrhythmic medications was
reviewed. (Korean J Med 2016;90:198-205)
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Table 1. 2014 ACC/AHA/HRS recommendations for rate control

Recommendations COR LOE

Control ventricular rate using a beta blocker or nondihydropyridine calcium channel antagonist for paroxysmal, I B
persistent, or permanent AF

IV beta blocker or nondihydropyridine calcium channel blocker is recommended to slow ventricular heart rate in the I B
acute setting in patients without pre-excitation. In hemodynamically unstable patients, electrical cardioversion is
indicated

For AF, assess heart rate control during exertion, adjusting pharmacological treatment as necessary I C

A heart rate control (resting heart rate < 80 bpm) strategy is reasonable for symptomatic management of AF IIa B

IV amiodarone can be useful for rate control in critically ill patients without pre-excitation Ila B

AV nodal ablation with permanent ventricular pacing is reasonable when pharmacological therapy is inadequate and Ila B
rhythm control is not achievable

A lenient rate-control strategy (resting heart rate < 110 bpm) may be reasonable when patients remain asymptomatic Ib B
and LV systolic function is preserved

Oral amiodarone may be useful for ventricular rate control when other measures are unsuccessful or contraindicated JIL) C

AV nodal ablation should not be performed without prior attempts to achieve rate control with medications II: harm C

Nondihydropyridine calcium channel antagonists should not be used in decompensated HF OI: harm C

With pre-excitation and AF, digoxin, nondihydropyridine calcium channel antagonists, or amiodarone should not be II: harm B
administered

Dronedarone should not be used to control ventricular rate with permanent AF II: harm B

COR, class of recommendation; LOE, level of evidence; AF, atrial fibrillation; bpm, beats per minute; IV, intravenous; AV, atrioven-
tricular; LV, left ventricular; HF, heart failure.
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Table 2. 2014 ACC/AHA/HRS recommendations for electrical and pharmacological cardioversion of AF and atrial flutter

Recommendations COR LOE
Prevention of thromboembolism
With AF or atrial flutter for > 48 h, or unknown duration, anticoagulate with warfarin for at least 3 wk before and 4 1 B
wk after cardioversion
With AF or atrial flutter for > 48 h or unknown duration, requiring immediate cardioversion, anticoagulate as soon as I C
possible and continue for at least 4 wk
With AF or atrial flutter <48 h and high stroke risk, IV heparin or LMWH, or factor Xa or direct thrombin inhibitor, I C
is recommended before or immediately after cardioversion, followed by long-term anticoagulation
Following cardioversion of AF, long-term anticoagulation should be based on thromboembolic risk I C
With AF or atrial flutter for > 48 h or unknown duration and no anticoagulation for preceding 3 wk, it is reasonable  Ila B
to perform TEE before cardioversion and then cardiovert if no LA thrombus is identified, provided anticoagulation
is achieved before TEE and maintained after cardioversion for at least 4 wk
With AF or atrial flutter > 48 h or unknown duration, anticoagulation with dabigatran, rivaroxaban, or apixaban is  Ila C
reasonable for > 3 wk before and 4 wk after cardioversion
With AF or atrial flutter < 48 h and low thromboembolic risk, IV heparin, LMWH, a new oral anticoagulant, or no  IIb C
antithrombotic may be considered for cardioversion
Direct-current cardioversion
Cardioversion is recommended for AF or atrial flutter to restore sinus rthythm. If unsuccessful, cardioversion attempts I B
may be repeated.
Cardioversion is recommended for AF or atrial flutter with RVR, that does not respond to pharmacological therapies I C
Cardioversion is recommended for AF or atrial flutter and pre-excitation with hemodynamic instability I C
It is reasonable to repeat cardioversion in persistent AF when sinus rhythm can be maintained for a clinically mean-  Ila C
ingful time period between procedures
Pharmacological cardioversion
Flecainide, dofetilide, propafenone, and IV ibutilide are useful for cardioversion of AF or atrial flutter, provided con- 1 A
traindications to the selected drug are absent
Amiodarone is reasonable for pharmacological cardioversion of AF IIa A
Propafenone or flecainide (“pill-in-the-pocket”) to terminate AF out of hospital is reasonable once observed to be  Ila B
safe in a monitored setting
Dofetilide should not be initiated out of hospital IIl: Horm B

AF, atrial fibrillation; COR, class of recommendation; LOE, level of evidence; IV, intravenous; LMWH, low-molecular-weight heparin;
TEE, transesophageal echocardiography; LA, left atrial; RVR, rapid ventricular response.
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