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It remains controversial whether atrial fibrillation 
(AF) is best treated with rate control rather than rhythm 
control. The message from the Atrial Fibrillation Follow-
up Investigation of Rhythm Management1 trial that rate 
control is not inferior to rhythm control has been cha-
llenged and subsequent studies have demonstrated the 
safety and efficacy of a first approach to rhythm. 
However, practice varies widely and the algorithm for 
emergency department management of acute onset AF 
encompasses a range of strategies including a wait and 
see approach (as most patients spontaneously convert 
to sinus rhythm within 48 hours), early versus delayed 
cardioversion, pharmacologic versus electrical cardiover-
sion, or admission for rate control or transesophageal 
echocardiography followed by in-hospital cardiover-
sion2,3. The arguments for rhythm control and discharge 
home are pragmatic and patient centric including 
symptom control, avoiding hospitalization and decrea-
sing time spent in atrial fibrillation4. However, the main 
concern is the safety of this approach, predominantly 
the risk of stroke5. 

In this issue of Emergencias, the Hospital Emergency 
Department Management Strategies of Atrial Fibrillation 
group6 adds to our knowledge. Simon et al. report a 
robust multi-center prospective observational short term 
study evaluating the efficacy of a rhythm first method 
for recent onset AF5. A total of 337 consecutive patients 
were recorded in 124 EDs throughout Spain that were 
admitted the ED with AF less than 48 hours duration. 
The primary endpoint was conversion to sinus rhythm, 
which occurred in 82% of their cohort. The secondary 
endpoints included ED length of stay patient symptoms 
upon discharge and safety as defined by ED adverse 
events.  A first electrical approach was performed in 26 
patients with the remaining 311 (92%) receiving initial 
pharmacologic management.  The choice of pharmaco-
logical agent was delegated to the caregiver, but was 
either amiodarone, flecainide or propafenone. There 
were 26 patients that failed an initial pharmacological 
approach and were treated with electrical cardioversion. 

This is the first study of its kind in this region.  The 
data both adds to our growing knowledge base regar-

ding on the management of atrial fibrillation in the 
emergency department, and stimulates thoughts about 
new questions to answer. The choice of initial pharma-
cologic agent, which was not protocol driven, was diffe-
rent from other multi-center trials. This may depend on 
geographical region and patient co-morbidities, with 
options including procainamide, flecainide, propafeno-
ne, ibutilide, amiodarone and vernakalant5,7. In this 
study, amiodarone was the preferred agent, used in 194 
of 311 patients (62%). Despite the clinicians preferred 
use of amiodarone, patients treated with it were less li-
kely to have sinus rhythm at discharge (odds ratio, 
0.442) and were more likely to stay 24 hours or longer 
(odds ratio, 2.7). This study thus highlights the incon-
sistency between clinical practice and guidelines in the 
study region. The guidelines recommend that amioda-
rone be restricted to patients with structural heart di-
sease because of the delayed onset of action. 

Other regions take different approaches. Vernakalant 
is approved in Canada and has not been widely used 
outside of Canada. Stiell, et al, in the Ottawa Aggressive 
Protocol8 found that procainamide was associated with 
58% initial conversion rate, and had fewer adverse 
events than amiodarone. However, since publication of 
the Ottawa Aggressive Protocol, the authors have moved 
toward an electricity first option, resulting in improved 
efficacy while retaining a very low adverse event rate9. 

The HERMES-AF report in this journal did not ad-
dress adverse events following ED discharge. HERMES-
AF did not risk stratify based on CHADS2 score and did 
not comment on compliance with anti-coagulation 
upon discharge, as recommended by the AHA/ACC/
HRS/ESC guidelines. Thus, the safety of their inclusive 
approach cannot be evaluated10,11. While other studies 
did not risk stratify beforehand either, nor did they be-
gin oral anti-coagulation in the ED, they did look at 
longer term safety to support a rhythm control me-
thod12. Guidelines support the use of anticoagulation 
for at least 4 weeks if sinus rhythm is restored since 
many patients will not get cardiology follow up within 
this frame13. Telemedicine use may increase anticoagu-
lation compliance and adherence to the guidelines14.
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As more and more countries adopt a rhythm con-
trol first approach for patients with rapid atrial fibri-
llation, specific guidelines addressing the timing3, 
choice of pharmacologic agent versus electricity first, 
appropriate patient selection, and initiation of oral 
anticoagulation should be standardized15. Future gui-
delines for the management of acute atrial fibrillation 
include the addition of wearable technology for de-
tection of atrial fibrillation coupled with the use of 
telemedicine as a means to enhance anticoagulation 
compliance. The increasing use of smartphones and 
wearable technology that allow patients to “self-diag-
nose” atrial fibrillation may be helpful. While the data 
support the use of a rhythm control method in a se-
lect, low risk group of patients who show up to the 
ED within 48 hours of onset of AF, there are studies 
that challenge the reliability of self-recognition of 
atrial fibrillation. According to studies with implanta-
ble loop recorders or long term cardiac monitors, pa-
tients do not know when they are actually in atrial fi-
brillation, implying it would be difficult to know if 
their atrial fibrillation is “recent onset” or within 48 
hours16. However, the group of acutely symptomatic 
patients presenting for symptom relief may represent 
a self-selected cohort of younger, otherwise healthy 
patients, better able to distinguish onset of atrial fi-
brillation. Wearable technology and smart phone 
apps that can detect atrial fibrillation support this 
idea17. Despite concerns that “recent onset” AF may 
be an inaccurate label, the patients included in this 
and other trials demonstrate that those treated with 
a rhythm first approach do well. They have restora-
tion of sinus rhythm in ED, avoid hospitalization, and 
do not have any increased risk of short or lon-
ger-term adverse events. This study adds further evi-
dence that taking a patient centered approach to the 
management of atrial fibrillation facilitates prompt 
restoration of sinus rhythm and rapid discharge home 
with return to normal activities.
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