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INTRODUCTION

Background
Patients with recent onset, stable, and symptomatic atrial
fibrillation in the emergency department (ED) tradition-
ally neccessitate immediate cardioversion, but a portion
will convert without any intervention.

Objectives
To determinewhether await-and-see approachwas non-
inferior to early cardioversion in patients presentingwith
recent onset, stable, and symptomatic atrial fibrillation.

STRUCTURED METHODS

Design
Multicentred, randomized, open-label, and non-inferiority
trial.

Setting
Fifteen cardiology departments in the Netherlands, coor-
dinated by the Maastricht University Medical Centre.

Intervention
Cardioversion at initial visit v. rate control and return
visit for cardioversion within 48 hours of symptom onset.

Eligibility criteria
Patients ≥18 years of age presenting to the ED between
2014 and 2018 with hemodynamically stable, symptom-
atic, and recent onset atrial fibrillation.

Outcomes
Primary endpoint included sinus rhythm on electro-
cardiogram (ECG) at the four-week follow-up visit. Sec-
ondary endpoints included length of stay of the primary
visit, subsequent visits related to atrial fibrillation, car-
diovascular complications, and time to recurrence of
atrial fibrillation.

MAIN RESULTS

A total of 437 patients were randomized: 218 to the
delayed cardioversion group, and 219 to the early cardi-
oversion group. In the early cardioversion group, 94%
of the patients were in sinus rhythm at the four-week
visit, with 16% spontaneously converting and 78%
undergoing electrical or chemical cardioversion at
their initial ED visit. In the delayed cardioversion
group, 91% of the patients were in sinus rhythm at the
four-week visit, with 69% having converted spontan-
eously within 48 hours. Of those in the delayed group,
83% received rate control agents during the initial ED
visit. The difference of 2.9%met the pre-specified non-
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inferiority margin of 10% (95% confidence interval
[CI] −8.2 to 2.2, p = 0.005 for non-inferiority). There
were no significant differences between the two groups
or in terms of cardiovascular complication rates at the
four-week visit.

APPRAISAL

Strengths
• Clinically relevant PICO (Population, Intervention,

Comparison, Outcome) question
• Large multicentred, randomized control (non-

inferiority) trial
• Balance of baseline characteristics across treatment

groups

Limitations
• Primary outcome not explicitly correlated with

patient preferences or ED clinical priorities
• 48-hour rhythm status likely of more interest to

patient and a more relevant primary outcome
• ED cardioversion by cardiology and anesthesia and

use of flecainide not consistent with Canadian ED
practices2

• Non-blinded trial; possibility for misclassification
bias

• Unclear if outcome assessors were blinded to ECGs
during central assessment; risk of detection bias

• Primary analysis was not a true intention to treat;
patients who withdrew consent or were lost to
follow-up were excluded

• Unclear howmany patients refused enrolment as most
sites did not provide screening logs

• Adverse outcome list was not exhaustive of all poten-
tial embolic phenomena

• Pending data from planned longer-term follow-up
relevant to ED specific priorities

CONTEXT

Current Canadian emergency medicine practice guide-
lines recommend immediate cardioversion for symptom-
atic, recent onset atrial fibrillation.1 The goal of this
paper was to consider if the current management of this
common presentation could be safely changed to reduce
overtreatment and decrease stress on EDs; however, arran-
ging for two visits within 48 hours of symptom onset
(potentially within 12 hours) is not convenient for patients
or the hospital. Future research could assess patient
characteristics that are associated with a likelihood to spon-
taneously cardiovert, a cost analysis, and other clinical
repercussions between delayed and early cardioversion.

BOTTOM LINE

This trial initiates a discussion surrounding ourman-

agement of symptomatic, recent onset atrial fibrilla-

tion. The early cardioversion arm was cardioverted

at their initial visit, and the delayed cardioversion

arm was rate controlled and reassessed within

48 hours of symptom onset with cardioversion if

still in atrial fibrillation. The delayed arm was non-

inferior for a primary outcome of sinus rhythm at

four weeks. However, this primary outcome may

not align with the priorities of physicians or patients,

and return visits within 48 hours are not ideal for

resources or patient satisfaction. Pending data from

this study may help clarify this clinical question.
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