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ATRIAL FIBRILLATION

Understanding Your Diagnosis, Your Risks & Your Treatment
A patient guide from WA Cardiology to help you understand and manage your atrial fibrillation

1. What is Atrial Fibrillation?

Atrial fibrillation (AF) is the most common sustained heart rhythm disorder, affecting approximately 2—4%
of the general population and up to 10-15% of people over the age of 80. It is a condition in which the
upper chambers of the heart (the atria) beat in a rapid, chaotic, and disorganised manner rather than in a
coordinated rhythm.

In a normal heart, an electrical signal begins in the sinus node (the heart’s natural pacemaker in the right
atrium), travels in an orderly sequence through both atria and then to the lower chambers (ventricles),
causing an efficient, coordinated heartbeat. In AF, multiple chaotic electrical impulses fire simultaneously
throughout the atria at rates of 300—600 times per minute. The atrioventricular (AV) node — the electrical
gateway between the upper and lower chambers — acts as a filter, but still allows an irregular and often
rapid stream of impulses through to the ventricles. This results in an irregular, and sometimes fast,
heartbeat.

Types of Atrial Fibrillation

Paroxysmal AF — Episodes start and stop on their own, typically lasting less than 7 days. You may
feel it coming and going.

Persistent AF — Episodes last longer than 7 days and do not self-terminate. Medical treatment is
required to restore normal rhythm.

Long-standing Persistent AF — Continuous AF lasting more than 12 months.

Permanent AF — AF is ongoing and a decision has been made by you and your doctor to accept this
rhythm rather than attempt to restore normal rhythm. The focus shifts entirely to rate control and stroke
prevention.

2. Symptoms of Atrial Fibrillation

The experience of AF varies greatly between individuals. Some people are completely unaware they have
it, while others find the symptoms significantly disabling. Common symptoms include:

+ Palpitations — a sensation of a racing, fluttering, pounding, or irregular heartbeat

+ Shortness of breath — particularly during activity or exertion

« Fatigue or reduced exercise tolerance

* Dizziness or light-headedness

* Chest discomfort or tightness

* Reduced ability to exercise compared to usual

* In some people, AF is entirely silent (asymptomatic) and is only discovered incidentally on an ECG

3. Causes and Risk Factors

AF is not a single disease but rather a common final pathway for a variety of conditions that stress or
remodel the heart and its electrical system. Understanding your risk factors is important, as treating them
is a key part of managing AF.

This information sheet is for general educational purposes only. Please discuss your individual management with your cardiologist.
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I Common Causes and Triggers
* Hypertension (high blood pressure) — the most common modifiable risk factor for AF
« Coronary artery disease and heart attacks
+ Heart valve disease (particularly mitral valve disease)
» Heart failure or reduced heart function
* Obstructive sleep apnoea (OSA) — strongly associated with AF and often under-diagnosed
* Obesity — directly promotes AF through atrial stretch, inflammation, and autonomic dysfunction
» Hyperthyroidism (overactive thyroid gland)
+ Excessive alcohol consumption (‘holiday heart syndrome’)
* Diabetes mellitus
* Chronic kidney disease
+ Ageing — the prevalence of AF increases significantly with age
« Family history / genetic predisposition
« Acute triggers: illness, infection, surgery, stimulants (decongestants, energy drinks)

The Importance of Treating Underlying Causes

AF is not simply an electrical problem — it is a disease of the atrial muscle that is driven by underlying
conditions. Treating these causes (sometimes called ‘upstream therapy’) is one of the most powerful
ways to reduce the burden of AF, improve response to rhythm treatments, and reduce the risk of AF
returning after procedures such as cardioversion or ablation. Weight loss, blood pressure control, and
treatment of sleep apnoea have each been shown in clinical studies to significantly reduce AF episodes.

4. Why Atrial Fibrillation Requires Treatment
AF is not a benign condition. It carries several important risks that make active management essential:

| Stroke Risk

This is the most serious complication of AF. When the atria beat chaotically, blood can pool and form clots
in a small pouch in the left atrium called the left atrial appendage (LAA). If a clot breaks off and travels to
the brain, it causes a stroke. AF-related strokes tend to be larger and more disabling than strokes from
other causes.

Compared to people without AF, those with AF have a 5-fold increased risk of stroke. Importantly, this
risk is present even when AF episodes are infrequent, brief, or symptom-free. This is why anticoagulation
(blood thinning) is recommended based on your overall stroke risk profile, not simply on how often or how
severely you feel your AF.

| Heart Failure

A persistently fast or irregular heart rate from AF places extra strain on the heart muscle. Over time, if the
heart rate is not well controlled, it can weaken the heart and lead to a condition called tachycardia-induced
cardiomyopathy — a reversible form of heart failure. Even without this extreme, poorly controlled AF can
worsen breathlessness, fatigue, and quality of life significantly.

I Reduced Quality of Life

Even when AF does not cause life-threatening complications, the symptoms of palpitations,
breathlessness, fatigue, and exercise intolerance can profoundly impact daily life, work, and wellbeing.
Effective treatment significantly improves quality of life for most patients.

This information sheet is for general educational purposes only. Please discuss your individual management with your cardiologist.
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I Cognitive Decline and Dementia
Emerging evidence suggests that AF is associated with an increased risk of cognitive impairment and

dementia, independent of clinical stroke. This is thought to be related to small, silent embolic events and
reduced cerebral blood flow. Optimal AF management, including anticoagulation, may reduce this risk.

5. The Three Pillars of AF Management

Management of AF is built around three interconnected goals. All three must be addressed simultaneously
for optimal outcomes.

The Three Pillars

1. Stroke Prevention — Anticoagulation to prevent clot formation and stroke
2. Rate Control — Keeping the heart rate within a safe range
3. Rhythm Control — Attempting to restore and maintain normal sinus rhythm

In addition, treatment of underlying risk factors (‘upstream therapy’) forms a critical foundation for all
three pillars.

6. Medications Used in Atrial Fibrillation

The medications used in AF fall into three categories corresponding to the three pillars of management.
Your cardiologist will prescribe the combination most appropriate for your individual situation, type of AF,
symptoms, and other medical conditions.

I Stroke Prevention: Anticoagulants

Anticoagulants (‘blood thinners’) reduce the ability of blood to clot and are the most important medications
in AF management. They do not thin the blood literally, but rather interfere with the clotting process to
reduce stroke risk. They do not treat the rhythm itself.

Medication Class | Examples Key Benefit Target / Notes

DOACs (Direct Apixaban (Eliquis), Reduce stroke risk by Now preferred first-line anticoagulant

Oral Rivaroxaban approximately 65-70% in non-valvular AF; taken once or

Anticoagulants) (Xarelto), compared to no treatment; twice daily depending on agent; dose
Dabigatran proven superior to warfarin may be adjusted for kidney function
(Pradaxa), in most patients; no routine and age

Edoxaban (Lixiana)  blood monitoring required

Warfarin Warfarin Proven stroke reduction; Requires regular INR blood tests to
(Coumadin, remains preferred in AF with  maintain therapeutic range (INR 2.0—
Marevan) mechanical heart valves or 3.0); affected by diet and many
moderate-severe mitral medications; largely replaced by
stenosis (valvular AF) DOACSs in non-valvular AF

An Important Note on Anticoagulants

Anticoagulants increase the risk of bleeding. However, for most patients with a CHA,DS,-VASc score
of 2 or more, the benefit of stroke prevention substantially outweighs the bleeding risk. Never stop
your anticoagulant without discussing it with your cardiologist first — stopping suddenly
significantly increases your stroke risk. If you need a procedure or surgery, your team will advise you
on whether and how to pause it.

This information sheet is for general educational purposes only. Please discuss your individual management with your cardiologist.
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I Rate Control Medications

Rate control medications slow the heart rate during AF to a safe and comfortable range (generally a resting
heart rate below 110 beats per minute, or below 80 bpm if symptomatic). They do not restore normal

rhythm but improve symptoms and protect the heart from rate-related damage.

Medication Class

Beta-Blockers

Calcium Channel
Blockers (non-
DHP)

Digoxin

Amiodarone

Examples Key Benefit
Metoprolol, Reduce heart rate
Bisoprolol, effectively; first-line rate

Carvedilol, Atenolol  control agents; also reduce
blood pressure and protect

against arrhythmia

Effective rate control; also
have some antiarrhythmic
properties

Diltiazem, Verapamil

Slows AV node conduction;
mainly used as add-on
therapy or in patients who

Digoxin (Lanoxin)

cannot tolerate beta-
blockers or calcium channel
blockers

Amiodarone Potent rate and rhythm
control agent; useful in
acute settings or when other
agents fail

I Rhythm Control Medications (Antiarrhythmics)

Target / Notes

Preferred in AF with heart
failure with reduced EF,
coronary artery disease, or
hypertension;  avoid in
severe asthma

Avoid in heart failure with
reduced ejection fraction;
useful when beta-blockers
are not tolerated

Less effective during
exercise; narrow therapeutic
window; requires regular
monitoring of levels and
kidney function; less
commonly used as first-line

Significant long-term side
effect profile (thyroid, lung,
liver, skin, eyes); reserved
for refractory rate control or
as rhythm agent; requires
regular monitoring

Antiarrhythmic medications aim to restore and maintain normal sinus rhythm. They are used as an
alternative or complement to procedures such as cardioversion or catheter ablation. The decision to pursue
rhythm control over rate control alone is based on your symptoms, age, type of AF, and underlying heart

conditions.

Medication Class

Flecainide

Sotalol

Amiodarone

This information sheet is for general educational purposes only. Please discuss your individual management with your cardiologist.

Examples Key Benefit

Flecainide Effective at maintaining

(Tambocor) sinus rhythm in paroxysmal
and persistent AF; can also
be used as a ‘pill-in-the-
pocket’ for self-termination
of paroxysmal episodes

Sotalol Has both beta-blocking and
antiarrhythmic (Class 1ll)
properties; moderately
effective for rhythm
maintenance

Amiodarone The most effective
antiarrhythmic  agent for

maintaining sinus rhythm;
can be used in structural

Target / Notes

Safe in structurally normal
hearts only; must not be
used if coronary artery
disease or  significant
structural heart disease is
present; usually combined
with an AV-nodal blocking
agent

Requires monitoring of QT
interval on ECG; avoid in
significant kidney disease or
those with low
potassium/magnesium; can
be used in mild structural
heart disease

Multiple organ toxicities with
long-term use (thyroid,
pulmonary, hepatic, ocular,
cutaneous); requires regular
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Medication Class | Examples Key Benefit Target / Notes

heart disease and heart blood tests, chest X-ray, and

failure eye checks; generally
reserved for when other
agents have failed

7. Electrical Cardioversion

Electrical cardioversion (DCCV — direct current cardioversion) is a procedure that delivers a brief,
controlled electrical shock to the heart under a short general anaesthetic in order to restore normal sinus
rhythm. It is not a permanent fix, but it can restore a comfortable rhythm and is often the first step in a
rhythm control strategy.

I What to Expect
* The procedure is performed in hospital, usually as a day procedure.
* You will be given a short-acting general anaesthetic — you will be asleep and feel nothing.
» Electrode pads are placed on your chest, and a synchronised electrical shock is delivered.
* The entire procedure takes only a few minutes; you will typically recover and go home the same day.

* A success rate of approximately 70—-90% can be expected in restoring normal rhythm initially, though
AF may return over time without ongoing antiarrhythmic therapy or ablation.

I Anticoagulation and Cardioversion

Cardioversion carries a risk of stroke because restoring a coordinated rhythm can dislodge clots that have
formed in the left atrial appendage during AF. For this reason:

* If you have been in AF for more than 48 hours (or the duration is unknown), you must be adequately
anticoagulated for at least 3 weeks before cardioversion — or a transoesophageal echocardiogram
(TOE) must be performed to exclude a clot in the left atrium.

* Anticoagulation must be continued for at least 4 weeks after cardioversion regardless of your
CHA,DS,-VASc score, as the atria take time to regain normal mechanical function after the
procedure.

 If your score indicates ongoing anticoagulation is needed, this will be continued long-term.

8. Catheter Ablation for Atrial Fibrillation

Catheter ablation is a minimally invasive procedure that targets and electrically isolates the areas in the
heart responsible for triggering and maintaining AF. It is the most effective long-term strategy for
maintaining sinus rhythm and improving quality of life, and is now recommended earlier in AF management
according to current guidelines.

I How Does Ablation Work?

The most widely used technique is pulmonary vein isolation (PVI). In AF, the most common source of
abnormal electrical firing is within or near the pulmonary veins — the four veins that carry oxygenated
blood from the lungs into the left atrium. Ablation creates scar tissue in a ring around the entrance of these
veins, electrically isolating them from the rest of the atrium and eliminating the triggers for AF.

Two main energy sources are used:

+ Radiofrequency ablation (RF): uses heat energy delivered through a catheter to create precise
ablation lesions.

This information sheet is for general educational purposes only. Please discuss your individual management with your cardiologist.
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« Cryoablation (freezing): uses a balloon catheter cooled to very low temperatures to freeze and
isolate the pulmonary veins. Both approaches have similar success rates.

* Pulsed Field Ablation (PFA): a newer, highly selective technique using electrical pulses that target
cardiac tissue while sparing surrounding structures. Increasingly available in specialist centres.

I What Does the Procedure Involve?

+ Performed under general anaesthetic or deep sedation in a specialised electrophysiology (EP)
laboratory.

» Catheters (thin flexible tubes) are passed through veins in the groin into the right side of the heart,
then through a small puncture in the wall between the atria (transseptal puncture) to reach the left
atrium.

* The procedure typically takes 2—4 hours.
* You will usually stay in hospital overnight and go home the following day.

» Full recovery takes approximately 1-2 weeks; driving is typically restricted for 24—48 hours after the
procedure.

I Success Rates and Recurrence

AF ablation is the most effective rhythm control strategy available, but it is not a guaranteed cure. Success
rates depend on the type of AF, the duration of AF, the size of the left atrium, and underlying risk factors
such as obesity and sleep apnoea.

+ Paroxysmal AF: approximately 70—-80% freedom from AF after a single procedure at 12 months; up
to 85-90% after repeat procedures.

* Persistent AF: somewhat lower single-procedure success rates (50-70%); often requires more
extensive ablation beyond PVI alone.

* A blanking period of 3 months applies after ablation — AF recurrences in this window are common
and do not necessarily indicate failure, as the atria are still healing.

* Arepeat ablation procedure may be recommended if AF recurs after an initial procedure.

I Risks of Ablation
Catheter ablation is generally safe when performed in experienced centres, but carries a small risk of
complications. Your cardiologist will discuss these with you in detail before any procedure:
» Stroke or TIA: approximately 0.5-1% (anticoagulation is maintained throughout)
« Cardiac tamponade (blood around the heart): approximately 1-2%; usually managed with drainage
* Pulmonary vein stenosis (narrowing): rare with modern techniques
» Oesophageal injury: very rare but serious; specific precautions are taken
» Vascular access complications (bruising, bleeding at the groin site): 1-2%
* Phrenic nerve injury (affecting the diaphragm): rare and usually temporary

Anticoagulation After Ablation

Anticoagulation is continued for at least 2—3 months after ablation in all patients. Whether it is
continued long-term thereafter depends on your CHA,DS,-VASc stroke risk score — not on
whether the procedure appears to have been successful. This is because silent AF episodes
may continue without symptoms. Do not stop your anticoagulant after ablation without
specific advice from your cardiologist.

This information sheet is for general educational purposes only. Please discuss your individual management with your cardiologist.
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9. Lifestyle Factors in Atrial Fibrillation

Lifestyle modification is a cornerstone of AF management. Clinical evidence increasingly shows that
targeting modifiable risk factors reduces AF burden, improves response to medications and procedures,
and may reduce the likelihood of AF returning after cardioversion or ablation.

I Weight Management
Obesity is one of the strongest modifiable risk factors for AF. Excess weight causes atrial stretch, systemic
inflammation, autonomic imbalance, and often contributes to obstructive sleep apnoea — all of which
promote AF. The LEGACY study demonstrated that sustained weight loss of 10% or more was associated
with a six-fold greater chance of long-term freedom from AF compared to no weight loss.

» Target a BMI below 27 kg/m? where possible.

* Even modest weight loss of 5—-10% in overweight individuals significantly reduces AF burden.

* Weight loss should be achieved through dietary improvement and regular physical activity rather than
crash dieting.

I Alcohol
Alcohol is a potent trigger for AF episodes. Even moderate alcohol consumption increases AF risk, and
heavy drinking (‘holiday heart syndrome’) is a well-recognised cause of acute AF. The HOLIDAY HEART
and CAMERA studies confirmed a dose-dependent relationship between alcohol and AF.

« lIdeally, alcohol should be avoided entirely if it is a known trigger for your AF episodes.

» If you choose to drink, limit intake to no more than 1 standard drink per day and include several
alcohol-free days per week.

* Reducing alcohol intake has been shown to reduce AF recurrence rates.

I Physical Activity and Exercise

Regular moderate exercise is beneficial for overall cardiovascular health and AF risk factor management.
However, both extremes — physical inactivity and extreme endurance sport — are associated with
increased AF risk.

« Aim for 150 minutes per week of moderate-intensity aerobic exercise (brisk walking, cycling,
swimming).
* Avoid dehydration and excessive exertion, both of which can trigger AF episodes.

* Very high volumes of endurance exercise (marathon running, ultra-endurance events) are associated
with increased AF risk in older athletes; discuss appropriate exercise levels with your cardiologist.

« Cardiac rehabilitation programmes are highly recommended and have strong evidence for improving
exercise capacity and quality of life in AF patients.

| Obstructive Sleep Apnoea (OSA)

OSA — in which breathing repeatedly stops and starts during sleep — is present in up to 30-50% of
patients with AF and is one of the most underdiagnosed contributors. During apnoeic episodes, oxygen
levels drop and the heart is subjected to repeated stress, promoting atrial remodelling and AF. Untreated
OSA dramatically reduces the effectiveness of cardioversion, antiarrhythmic medications, and catheter
ablation.

» Symptoms of OSA include loud snoring, witnessed pauses in breathing, waking unrefreshed, morning
headaches, and daytime sleepiness.
» If suspected, your cardiologist or GP can arrange a sleep study.

» CPAP (continuous positive airway pressure) therapy is the most effective treatment for OSA and has
been shown to reduce AF recurrence rates.

This information sheet is for general educational purposes only. Please discuss your individual management with your cardiologist.
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* Weight loss also significantly improves OSA severity.

I Blood Pressure Control
Hypertension is the most common cause of AF. Sustained high blood pressure causes atrial wall stress
and remodelling, creating the substrate for AF. Optimal blood pressure control is essential.

» Target: below 130/80 mmHg.

* Monitor blood pressure regularly at home and in the clinic.

* A low-salt Mediterranean-style diet, weight management, and regular exercise all reduce blood
pressure. Medications are often also required.

I Stress and Mental Health

Psychological stress and anxiety can trigger AF episodes and worsen symptoms. The relationship between
mental health and AF is bidirectional — AF also causes anxiety and reduced quality of life. Addressing
mental health is an important and often neglected part of AF care.

* Mindfulness, yoga, structured relaxation, and regular moderate exercise all reduce stress and may
reduce AF episode frequency.

 If you are experiencing significant anxiety, depression, or stress related to your AF diagnosis, speak
with your GP about referral to a psychologist or cardiac rehabilitation programme.

10. Monitoring and Follow-up

AF is a chronic, dynamic condition that requires ongoing monitoring. Regular follow-up allows your
cardiologist to assess symptom burden, adjust medications, monitor for side effects, review your stroke
risk score, and plan any interventions.

* Regular ECGs to assess rhythm and heart rate.

* Holter monitoring (24—48 hour or longer ambulatory ECG) to detect paroxysmal AF or assess rhythm
control.

» Echocardiogram to assess heart structure, valve function, and left atrial size.

» Blood tests: kidney function (relevant to DOAC dosing), thyroid function, liver function (if on
amiodarone), electrolytes, and full blood count.

* INR monitoring if on warfarin (typically every 4—-8 weeks once stable).
* Blood pressure checks at every visit.
* Annual review of CHA,DS,-VASc score and anticoagulation appropriateness.

* Wearable devices (smartwatches, handheld ECG monitors) can be useful for detecting and
documenting paroxysmal AF episodes at home — discuss with your cardiologist.

This information sheet is for general educational purposes only. Please discuss your individual management with your cardiologist.
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Key Messages to Take Home

Take your anticoagulant every day without fail — it is the most important medication for
preventing stroke.

Keep your heart rate controlled — this protects your heart muscle and reduces symptoms.

Work with your cardiologist on a rhythm control plan — whether through medications,
cardioversion, or ablation.

Address your risk factors: lose weight if overweight, control blood pressure, treat sleep apnoea,
reduce alcohol, and stay active.

Attend all scheduled appointments and have your blood tests done regularly.

Report any new or worsening symptoms promptly — especially symptoms that may suggest
stroke.

AF is a manageable condition. With the right treatment and lifestyle changes, most
people live full, active lives.

11. Useful Resources

» Heart Foundation Australia: www.heartfoundation.org.au | Heart Help Line: 1300 36 27 87
+ Stroke Foundation Australia: www.strokefoundation.org.au | StrokeLine: 1800 787 653

» AF Association (international patient resource): www.atrialfibrillation.org.uk

+ Sleep Health Foundation (sleep apnoea information): www.sleephealthfoundation.org.au

* Quitline (smoking cessation): 13 7848 | www.quit.org.au

+ Cardiac Rehabilitation: Ask your cardiologist or GP for a referral to your nearest programme.

This patient information sheet has been prepared by Dr Sam Tayeb, WA Cardiology, for educational purposes. It is not a substitute
for personalised medical advice. Please discuss your individual results, medications, and management plan with your cardiologist.
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