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• Rischio di stroke aumentato di 5 volte

• Rischio di CHF aumentato di 3 volte

• Aumento della mortalità cardiovascolare e per tutte le cause

FA e principali complicanze

2012 focused update of ESC guideline for the management of atrial fibrillation



4570 consecutive patients admitted to the emergency room for AF/atrial flutter were enrolled in 207 hospitals.

AF/atrial flutter represented 1.5% of all emergency room admissions and 3.3% of all hospitalizations. 

The mean age was 70 ± 12 years; 89.9% had AF and 10.1% atrial flutter. 

Of these, 2838 (61.9%) were hospitalized (median 6 days, 43% in cardiology and 57% in internal

medicine departments) 



Atrial fibrillation represented 1.0% of all ER admissions and 1.7% of all hospital admissions. 

(Observational study conducted in 154 centres, 6275 admission)

Mean age was 74 ± 11 years, 41% were females

Hospitalization rate after ER in patients admitted for AF (27.8%) 

The majority (93.3%) of patients admitted in Cardiology with AF showed a non-valvular AF 

Most frequent in hospital event was heart failure (7.7%) and the mortality rate was relatively high (1.2%) 





P-persAF seems to be a specific arrhythmia entity that is associated with a lower AF-
termination rate and a worse outcome after catheter ablation as compared to S-persAF. 



European Heart Journal (2016) 37, 2893–2962 

AF Substrate



Trattamento iniziale

• Momento della presentazione/esordio/durata

• Sintomi (asintomatici/palpitazioni/dispnea)

• Stato emodinamico

(O2, accesso venoso, monitoraggio ECG continuo)



European Heart Journal – doi: 10.1093 Eurheartj/ehw 210 



A,B,C (Atrial fibrillation Better Care) pathway

A) Anticoagulation/Avoid stroke

B) Better symptom management (rate/rhythm control)

C) Comorbidity and Cardiovascular risk factor management 



European Heart Journal (2020) 42, 373498

A: avoid stroke



B: better symptom management

RATE CONTROL VS RHYTHM CONTROL

"Se con la tua arte, mio carissimo padre, hai messo le acque selvagge 

in questo fragore, placale".

(William Shakespeare, The Tempest) 



The RACE (Rate Control Efficacy in Permanent Atrial Fibrillation) II study 
Lenient versus Strict Rate Control in Patients with Atrial Fibrillation

Isabelle C Van Gelder et al. N Engl J Med 362; 15 april 15, 2010

80-110 bpm

110 bpm
614 pt with permanent AF

No significative difference in:
-clinical events
-NYHA class
-hospitalizations



• As the two approaches seem equivalent on the long term, the management of AF must be tailored
to the individual patient. 

• For patients presenting with minimal or no symptoms, rate control should be considered as
the first-line strategy. On the other hand, patients who have disabling palpitations during
episodes of paroxysmal AF are more appropriately candidates for rhythm control. 

• Sinus rhythm maintenance did not prevent thromboemboli and that long-term warfarin therapy 
should also be offered for patients who undergo rhythm control if they have associated risk factors
for stroke. 



Recent-onset AF

• Recent-onset atrial fibrillation is the most frequent supraventricular dysrhythmia in emergency
medicine. Severely compromised patients require acute treatment with injectable drugs.

• Most suitable drug for AF management in emergency medicine should combine quick-onset action, 
high response rate, and short duration. 

• Most cases encountered in emergency medicine present with a rapid ventricular rate, sometimes
associated with myocardial dysfunction, hypotension, or signs of heart failure. 

• Although electrical cardioversion is safe and effective in the ED, pharmacological treatment is the 
preferred approach at the early stage for the majority of emergency physicians.



B-blockers



Ca-antagonists, Digoxin



Amiodarone



Pharmacokinetics of Intravenous Beta-Blockers and Calcium
Antagonists Considered to Treat Recent-Onset Acute Atrial Fibrillation



The Journal of Emergency Medicine, pp. 1–11, 2019 

Esmolol group (n = 100)

Amiodarone group (n = 200) 

40 min (64% rate control 

with esmolol

vs. 25% with amiodarone) 



Tia Medeiros et al. SAGE Open Medicine Volume 9: 1–6 2021 

Retrospective, 

single-center, 

73 patients



Raccomandazioni controllo FC



Raccomandazioni controllo FC



Acute restoration of sinus rhythm 

Patients who have disabling palpitations during episodes of paroxysmal AF 

are more appropriately candidates for rhythm control.

Parmacological Electrical
Immediate if: haemodynamic instability

angina pectoris, myocardial infarction, 

shock or pulmonary oedema

(Heamodinamic stability)
in absence of efficacy

go to ECV



• Electrical cardioversion terminates AF in over 90% of cases and is the treatment of choice in 
haemodynamically compromised patients. 

• Pharmacological cardioversion mainly converts recent-onset AF of <48 h duration. 

• Electrical cardioversion with an antero-posterior electrode position restores sinus rhythm better than
with an antero-apical position. 

• Complications of ECV and PCV are generally rare. 

Europace (2020) 22, 1149–1161 



Ian G Stiell et al. The Lancet,. Vol 395, 2-2020

• Both the drug–S and S-only were highly effective, rapid, and safe in restoring SR

for patients in ED with acute AF, avoiding the need for return to hospital. 

• The drug infusion worked for about half of patients and avoided sedation

• No significant difference between the anterolateral and anteroposterior pad positions 

396 patients: DS (204) ; S only (192)



European Heart Journal (2020) 42, 373498



Antiarrhytmic drugs



Heart 2001;85:424–429 



Antiarrhytmic drugs



Pharmacokinetics of Intravenous Drugs
in Recent-Onset Acute Atrial Fibrillation

The Journal of Emergency Medicine, pp. 1–11, 2019 



Class IC agents prove to be effective and safe, with a 

quicker effect compared to amiodarone, reducing the 
length of stay in the ED for the patient

Amiodarone remains a reasonable alternative 

instructural heart disease

or when a rapid restoration of SR is not

needed. 

Intern Emerg Med Jul 2016Modified after Crijns et al. 



Nikolaos V. Kafkas et al,  Int Journal of Cardiology 118 (2007) 

• The conversion rate of group A (ibutilide) was significantly higher

than the conversion rate of group B (amiodarone) 

• For AF there wasn't significant difference

whereas for A flu ibutilide was superior to amiodarone

• Polymorphic ventricular tachycardia (torsades des pointes) developed in 3 patients (3.8%) 

of the ibutilide group 



Arrhythmia & Electrophysiology Review 2019;8(1):70–4 

• Vernakalant is an atrial-selective compound that rapidly blocks potassium and sodium ion channels

in all phases of the atrial action potential. 

• Its affinity for the activated sodium channel becomes greater as heart rate increases

• Only mild QT prolongation

and this rapidly returns to baseline after cessation of the infusion

• More expensive than other antiarrhythmic medicines, e.g. amiodarone and flecainide. 



“Pill In The Pocket” Antiarrhythmic Drugs For Orally Administered
Pharmacologic Cardioversion Of Atrial Fibrillation

• In selected patients with recent onset AF and no significant structural heart disease, a single high oral dose of flecainide or 

propafenone (the pill-in-the-pocket approach) should be considered (IIa).

• Selected, highly symptomatic patients with infrequent (e.g. between once per month and once per year) recurrences of AF. 

• Patients should be screened for indications and contraindications, and the efficacy and safety of oral treatment should be 

tested in hospital. 

• Advantages: prevent hospitalization or emergent out-patient visits, shorten symptomatic episodes, reducing costs for 

symptomatic patients with infrequent events, low and predictable risk.

• Ranolazine (which, when used as an AAD, is off-label) can also be effective for PITP therapy. Its efficacy and time to 

conversion appears similar to that of class I AADs but it does not appear to produce atrial flutter. Can be used in the setting 

of structural heart disease. Efficay rates in uncontrolled studies appear similar to that with the class IC agents. 

J. A. Reiffel MD , A. Capucci MD, The Am Journal of Cardiology 2020



Dosing for Pill in the Pocket Therapy 

• Flecainide: 300 mg single dose (consider 200 mg if weight <70 kg) 

• Propafenone: 600 mg single dose immediate release formulation (consider 450 mg if weight <70 kg) 

• Ranolazine: 2000 mg (given as a single dose, or two 1000 mg doses separated by no more than 4 

hours) 



Pluymaekers et al, N Engl J Med2019;380:1499-508.



25 articles

12 randomised controlled trials 

and 13 observational studies 

Arrhythmia & Electrophysiology Review 2020;9(4):195–201



Neth Heart J (2021) 29:255–261 

SCV occurred within 3h of presentation in 158 patients (16.8%) 



Modificato





Internal and Emergency Medicine, Dec. 2019 



Comparable efficacy and 

safety of NOACs and VKA 

in CV of AF 

Very low rates of TE events 

(0.15–1.62%) and 

major bleeding (0.4–1.7%) 

NOACs are associated

with an acceptable

benefit-risk profile

in this setting 

Europace (2020) 22, 1149–1161 



Flow Chart PS
(Acute onset AF)
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CONCLUSIONI #1

• In merito al controllo della FC esiste un'equità nell'uso di diversi farmaci di comune
utilizzo e la scelta dovrebbe essere fatta su base individuale, dopo aver considerato le 
caratteristiche cliniche e le preferenze del paziente, titolando la dose fino ad un 
controllo dei sintomi (“lenient”). 

• Rispetto al livello di compromissione emodinamica e alla presenza o meno di 
cardiopatia sottostante, è possibile scegliere la cardioversione elettrica o 
farmacologica nel contesto di ED, considerando vari "tipi" di FA.

• Tutti i farmaci antiaritmici disponibili hanno potenziali effetti avversi e proaritmici;        
i pazienti dovrebbero essere trattati inizialmente con una dose bassa e titolata fino a 
ottenere il target desiderato.



CONCLUSIONI #2

• Ci siamo basati su eccessivo ricorso al controllo del ritmo? Un atteggiamento ”Wait and see” deve
essere attentamente valutato in pazienti selezionati in contesto di ED con un considerevole risvolto nella
riduzione dei possibili effetti collaterali/complicanze da terapia farmacologica/CVE/sedazione. Modifica
organizzativa di ED. 

• Entrambi gli studi X-VeRT ed ENSURE-AF hanno randomizzato i pazienti alla cardioversione elettiva
precoce (1-5 giorni nell'X-VeRT, mediana 2 giorni nell'ENSURE-AF) o tardiva (21-25 giorni nell'X-VeRT, 
mediana 23 giorni nell'ENSURE-AF), ma non alla cardioversione d'emergenza. 

• Nell’Emanate sono stati randomizzati pazienti con AF ≤48 h e sottoposti a cardioversione precoce 

dopo dose di carico.

• Poiché i DOAC hanno un rapido inizio d'azione, un effetto anticoagulante costante e non necessitano di 
monitoraggio o di aggiustamenti di dose, vi è un notevole interesse nel loro utilizzo per i pazienti con FA 
sottoposti a cardioversione nei reparti di emergenza.


