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Learning Objectives 

1. Identify cardiovascular risk factors that should be managed in 
patients with atrial fibrillation (AF) 

2. Be able to distinguish “valvular AF” from “non-valvular AF”

3. Describe which patients may benefit from rhythm control therapy 
instead of rate control 

4. List therapeutic drug alternatives that may be used for rhythm 
control of AF

5. Discuss the use of direct acting oral anticoagulants (DOACs) in 
overweight and obese individuals 
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Valvular AF Non-Valvular AF

Any MECHANICAL heart valve
OR

Moderate to severe mitral stenosis (Rheumatic or 
non-rheumatic)

Anticoagulate all patients
Use warfarin only

AF in the absence
of mechanical heart valves or moderate to severe 

mitral stenosis 

Anticoagulate patients per CHADS-65 algorithm
Choice of warfarin or DOAC

(DOAC preferred)
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Time for a case!
ID: 70 year-old woman presents to your ER department in rapid AF (new diagnosis)

Vitals: HR 140, BP 115/78
Subjective: patient reports flip-flopping sensation in chest that started 6 hours ago 

PMHX:
Hypertension

MPTA:
Ramipril 5mg PO daily 

Which strategy would you try first to control this patients AF?

a) Rate control
b) Rhythm control 
c) I have no idea!! What do you think I am? A cardiology pharmacist? 
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Design Randomized, parallel-group, open-label, blinded outcome 
assessment

Population Patients diagnosed with atrial fibrillation within 1 year

Intervention Rhythm control (antiarrhythmic drugs or ablation)

Comparator Usual care (rhythm control only for symptom management)

Outcome 1: Composite of CV death, stroke, hospitalization from HF or ACS
2: # nights in hospital/year

Safety: death, stroke or serious ADRs 

Result 1: HR 0.79 favouring rhythm control p=0.005
2:  5.8 days/year rhythm vs. 5.1 days/year usual care (NSS)

Safety = NSS
Serious ADR 4.9% rhythm vs 1.4% usual care



Rhythm control strategy in patients assigned to rhythm control arm 
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Limitations

• Open label (risk of performance bias) 

• 19.4% of patients received catheter ablation in rhythm group 
• This may have driven results 

• Antiarrhythmic drugs all grouped into one class 
• Known to have variable safety and efficacy profiles

• Hard to discriminate best option

• High rate of therapy discontinuation 

• High use of dronedarone (not routinely accessible to our patients)
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Therapeutic Alternatives for long term Rhythm Control 

Drug Pearls

Propafenone / Flecainide • MUST be combined with a beta-blocker
• Can be used daily or as “pill-in-pocket” for 

symptomatic patients

Amiodarone • Only viable option for patients with heart failure and a 
reduced ejection fraction 

Dronedarone • Costly (~$150/month) –Pharmacare coverage available 
only for patients who develop ADR to amiodarone 

Sotalol • Avoid in patients with risk factors for torsades de 
pointes

Non-Drug: Cather ablation 
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Use of Direct Oral 
Anticoagulants (DOACS) in 
overweight and obese patients 



Europace 2020;22:361–367

(BMI= 25-30kg/m2)

(BMI= >30kg/m2)

Outcome = stroke or systemic embolism



Outcome = Major bleeding
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Subgroup analysis for obesity categories 

Not enough patients with BMI > 40 kg/m2 to conduct subgroup analysis. 
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Critique: 

• Reasonable reporting (PRISMA score 29/42 items)

• Important clinical outcomes selected, high quality RCTs included

• Rigorous methodology

• Appropriate statistical analysis

Bottom Line: 

DOACS seem reasonable in overweight and obese patients with BMI up 
to 40 kg/m2 based on best available evidence.  



Take home learning points:

1. Managing cardiac risk factors is important in patients with AF

2. Valvular AF =  AF + mechanical valve OR mod-severe mitral stenosis 

3. Rhythm control can be a good option in AF, especially for patients 
with AF diagnosed in the last year

4. DOACs can be considered in overweight and obese patients with AF



Questions? 
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