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ATRIAL FIBRILLATION GUIDELINE 
SUMMARY
The AAFP recently released an updated clinical prac-
tice guideline on the pharmacologic management of 
atrial fibrillation. An executive summary appears below.

Pharmacologic Management of Newly Detected 
Atrial Fibrillation: An Updated Clinical Practice 
Guideline from the American Academy of 
Family Physicians
Executive Summary
Atrial fibrillation (AF) is one of the most common 
arrhythmia types in adults worldwide, with an esti-
mated 2.7-6.1 million people affected in the United 
States.1 AF presents as a change in heart rate with an 
irregular pattern, with symptoms that may worsen/
change over time. Symptom presentation can vary 
among patients, with some being asymptomatic and 
others complaining of irregular heart rate, heart pal-
pitations, lightheadedness, extreme fatigue, shortness 
of breath, anxiety, and chest pain. In addition to an 
increased risk of mortality, myocardial infarction, heart 
failure exacerbation, and cardiomyopathy,2-5 patients 
who have AF have a significantly increased risk of 
stroke; almost a quarter of all strokes in the elderly 
are related to AF.6 Management options for AF involve 
rate control, rhythm control, and/or prevention of 
thromboembolic events. Stroke prophylaxis is a main-
stay of management for individuals with AF who have 
additional risk factors for stroke. Until recently, the 
main treatment for stroke prophylaxis was vitamin K 
antagonists (VKAs) such as warfarin. Newer direct oral 
anticoagulants offer an alternative to VKAs for preven-
tion of stroke in patients who have AF.

A guideline development group (GDG) consisting 
of family physicians and a consumer representative 
was convened to update the 2003 guideline Manage-
ment of Newly Detected Atrial Fibrillation.7 Specifics on the 
guideline development panel and process can be found 
in the AAFP Clinical Practice Guideline Manual.8 The 
GDG reviewed the 2003 guideline and 2 comparative 
effectiveness reviews from the Agency for Healthcare 
Research and Quality (AHRQ).9,10 A targeted, updated 
literature search was completed using the methods 
outlined by the AHRQ evidence reports. The evi-
dence from the systematic reviews was evaluated using 

a modified version8 of the GRADE11 system to rate 
the quality of the evidence for each outcome and to 
determine the overall strength of each recommenda-
tion. Guideline recommendations were finalized based 
on consensus of the GDG. Patient-oriented outcomes 
were prioritized in the guideline recommendations. 
Outcomes assessed included maintenance of ventricu-
lar rate and sinus rhythm; symptom relief; quality of 
life; all-cause and cardiovascular mortality; stroke; 
systemic embolism; cardiovascular events; hospitaliza-
tions; major and minor bleeding; and other adverse 
events due to medications. The recommendations 
were worded to reflect the strength and direction of 
the recommendation, and the quality of the evidence 
was listed parenthetically. Tables and quantitative risk 
information provided the risks and benefits of different 
medications as well as the evaluation of the evidence 
for patient-centered outcomes to facilitate shared 
decision-making between patients and their primary 
care clinicians.

The purpose of this updated guideline is to provide 
clinical recommendations for primary care physicians 
to pharmacologically manage atrial fibrillation based 
on the available evidence. While other treatments, 
such as surgery, were deemed outside the scope of 
this guideline, family physicians should be aware of 
the full range of options and discuss these with their 
patients. Symptoms in the majority of patients with 
AF can be managed pharmacologically using a lenient 
rate-control strategy. The preferred treatment options 
for rate control include non-dihydropyridine calcium 
channel blockers and beta blockers. In patients with 
atrial fibrillation and additional risk factors for stroke, 
chronic anticoagulation is recommended. Prior to ini-
tiating treatment, clinicians should discuss the benefits 
and harms of the different anticoagulants, including 
potential medication cost, lifestyle modifications, and 
risk of bleeding. Careful risk assessment is essential, as 
patients with a low risk of stroke may not be appropri-
ate for anticoagulation. Due to the increased risk of 
bleeding, dual therapy with aspirin and anticoagulants 
should be avoided. The specific recommendation 
statements are outlined below.

Recommendation 1: The AAFP strongly recom-
mends rate control in preference to rhythm control 
for the majority of patients who have atrial fibrillation 
(strong recommendation, moderate quality evidence). 
Preferred options for rate-control therapy include 
non-dihydropyridine calcium channel blockers and 
beta blockers. Rhythm control may be considered for 
certain patients based on patient symptoms, exercise 
tolerance, and patient preferences (weak recommenda-
tion, low quality evidence).
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Recommendation 2: The AAFP recommends 
lenient rate control (<110 beats per minute resting) 
over strict rate control (<80 beats per minute resting) 
for patients who have atrial fibrillation (weak recom-
mendation, low quality evidence).

Recommendation 3: The AAFP recommends that 
clinicians discuss the risk of stroke and bleeding with 
all patients considering anticoagulation (good practice 
point). Clinicians should consider using the continuous 
CHADS2 or continuous CHA2DS2-VASc for predic-
tion of risk of stroke (weak recommendation, low qual-
ity evidence) and HAS-BLED for prediction of risk for 
bleeding (weak recommendation, low quality evidence) 
in patients who have atrial fibrillation.

Recommendation 4: The AAFP strongly recom-
mends that patients who have atrial fibrillation receive 
chronic anticoagulation unless they are at low risk of 
stroke (CHADS2 <2) or have specific contraindica-
tions (strong recommendation, high quality evidence). 
Choice of anticoagulation therapy should be based on 
patient preferences and patient history. Options for 
anticoagulation therapy may include warfarin, apixa-
ban, dabigatran, edoxaban, or rivaroxaban.

Recommendation 5: The AAFP strongly recom-
mends against dual treatment with anticoagulant and 
antiplatelet therapy in most patients who have atrial 
fibrillation (strong recommendation, moderate quality 
evidence).

For further reading on the evidence and recom-
mendations and to see the shared-decision making 
tables, please refer to the AAFP summary and full 
guideline here: http://www.aafp.org/patient-care/
clinical-recommendations/all/atrial-fibrillation.
html. For further information with notes from a 
guideline author, please refer to the AAFP News 
story here: http://www.aafp.org/news/health-of-the-
public/20170605afibguideline.html.

Note: These recommendations are provided 
only as assistance for clinicians making clinical deci-
sions regarding the care of their patients. As such, 
they cannot substitute for the individual judgment 
brought to each clinical situation by the patient’s fam-
ily physician. As with all clinical reference resources, 
they reflect the best understanding of the science of 
medicine at the time of publication, but they should 
be used with the clear understanding that continued 
research may result in new knowledge and recom-
mendations. All AAFP guidelines are scheduled for a 
review 5 years after completion, or sooner if new evi-
dence becomes available.
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