
The NICE guidelines for the management of atrial fibrillation
(AF) were updated in June 2014. AF is the most common car-

diac arrhythmia and its prevalence continues to increase with an
aging population. The treatment of AF involves the restoration of
sinus rhythm or slowing of heart rate that provides symptomatic
relief and could prevent the development of left ventricular dys-
function. The most significant co-morbidity is stroke. 

The management of AF can be prioritised in the following
order: stroke prevention, heart rate control and rhythm control.

Stroke prevention
Stroke risk should be assessed for AF, be it paroxysmal, persistent
or permanent, and indeed for atrial flutter, using the CHA2DS2-
VASc score. Importantly, female gender only becomes significant
for patients over the age of 65. Gender alone confers a low risk
of stroke. Anticoagulation should be offered to patients with a
CHA2DS2-VASc score of 2 and considered for those with a score
of 1 (a stronger recommendation according to the NICE lexicon).
Aspirin is not recommended as stroke prevention in any AF
patient. No form of rhythm control (eg drugs, cardioversion, abla-
tion and surgery) has been shown to prevent stroke and therefore
stroke prevention should be continued regardless of the patient’s
symptoms or rhythm if they have a high CHA2DS2-VASc score.  

Bleeding risk should be considered by means of the HAS-
BLED score, but in reality focus should be given to reversible risk
factors (alcohol, drug interactions and uncontrolled hypertension)
because a high HAS-BLED score is not a reason to deny patients
stroke prevention.

Anticoagulation can be offered with warfarin or the novel anti-
coagulants, examples of which are apixaban (Eliquis), dabigatran
(Pradaxa) or rivaroxaban (Xarelto). Left atrial appendage occlusion
is a good alternative to these if patients are not able to take anti-
coagulation.

If poor international normalised ratio (INR) control is achieved
the possible reasons for this should be addressed, but if not
resolved the patient should be switched to a novel anticoagulant.
The risk of falls is not a contraindication to anticoagulation.

Rate control 
Rate control with either a beta-blocker or calcium channel blocker
as monotherapy is suggested as first-line therapy. Digoxin is
reserved for sedentary patients in the context of nonparoxysmal
AF. Where satisfactory rate control is not being achieved, two of
these drugs may be used in combination.  

For patients that continue to get symptoms, rhythm control
should be discussed at an early stage (within four weeks of initi-
ation of therapy).

There are exceptions to using rate control as the first-line
strategy:
• patients with a reversible cause of AF (eg treated hyperthy-
roidism)
• AF causing haemodynamic collapse (very rare)
• patients presenting to A&E with recent onset AF (it is often eas-
ier and quicker to cardiovert the patient and discharge them with
outpatient review planned, than to spend several days trying to
rate control them) 
• AF causing heart failure (some patients develop heart failure
despite good heart rate control and may recover their left ven-
tricular function if sinus rhythm is restored with catheter abla-
tion).

Rhythm control
Generally rhythm control is offered after rate control and only in
patients who have continuing symptoms (exceptions to this are
listed above). Therefore, all of these patients who could take it
will have tried a beta-blocker already (not sotalol). For rhythm con-
trol, a combination of flecainide and a rate-controlling drug may
be helpful in patients with no history of structural heart disease
(angina, myocardial infarction or ventricular dysfunction). An alter-
native is amiodarone, which can be offered in these circum-
stances but as with all of these drugs patients must be warned
of the risks associated with them. 

Left atrial catheter ablation is useful as an alternative to drug
therapy particularly if drug therapy is contraindicated, has failed
or not been tolerated. Success of catheter ablation is higher than
for drug therapy but there is uncertainty about the cost efficacy
of these two alternative treatment strategies. Left atrial catheter
ablation should be considered first where AF is paroxysmal or
causing left ventricular dysfunction in nonpermanent AF.

Support networks are integral to care of the patient. This may
be by way of cardiovascular charities or indeed, arrhythmia
nurses. The patient experience through their journey is important
and has been included in the update, as well as the requirement
for patients to be moved on to the next step in treatment within
four weeks if the previous step has failed to help (eg rate control
to rhythm control).
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