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ABSTRACT 

Introduction and objectives: Atrial Fibrillation prevalence is growing, namely in 

younger ages. In these, few studies exist related to atrial fibrillation clinical 

impact and approach. We aimed to study the clinical correlates, therapeutic 

strategies and prognostic predictors of patients with inaugural atrial fibrillation 

under 65 years old. 

Methods: A retrospective analysis based on clinical process data of patients 

discharged from emergency department with atrial fibrillation diagnosis was 

performed. Only patients with <65 years and previously unknown atrial 

fibrillation were included to further analyze their baseline characteristics, in-

hospital management and cardiovascular outcomes.  

Results: The study population consisted of 120 patients, 42.5% female and mean 

age of 56±7 years old. Most patients (58.3%) had >56 years old and the minority 

(10%) had <45 years. Hypertension (54.2%), dyslipidemia (50.0%) and 

overweight/obesity (72.5%) were the most prevalent comorbidities. 69.2% were 

stratified as moderate-high CHA2DS2-VASc risk. 59.2% presented on emergency 

department with atrial fibrillation for ≥ 48h and in 62.5% a frequency control 

strategy was chosen. Oral anticoagulation was prescribed in 75.0% of patients 

with formal indication. No reasons were appointed for not prescribing in the 

remainder. 81.7% of patients with transthoracic echocardiography evaluation had 

some structural cardiac abnormality. Heart failure was the most prevalent 

complication on follow-up (37.5%) and significantly associated with higher 

CHA2DS2-VASc score (3.0±1.4, p=0.01), alcohol consumption (25.0%, p=0.01) 

and smoking (55.6%, p=0.03).  

Conclusions: This study shows that the age and comorbidities remain important 

to AF development in younger ages. As expected heart failure was the most 

relevant atrial fibrillation complication. Adherence to guidelines 
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recommendations, primarily in thromboembolic prevention was sub-optimal but 

reflects a favorable trend in contemporary clinical practice when compared to 

similar studies. 

Bibliography: PubMed database accessed between September 2018 and May 

2019. 

Keywords: Atrial fibrillation, Emergency department, Population characteristics, 

Follow-up study, Heart failure, Guidelines 
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RESUMO 

Introdução e objetivos: A prevalência da fibrilação auricular está a aumentar, 

nomeadamente em idades mais jovens. Poucos estudos existem relativamente ao 

impacto clínico e abordagem da fibrilação auricular nestes doentes. O nosso 

objetivo foi estudar as correlações clínicas, abordagens terapêuticas e preditores 

de prognóstico de doentes com fibrilação auricular inaugural de idade inferior a 

65 anos.  

Métodos: Foi realizada uma análise retrospetiva baseada em dados do processo 

clínico de doentes com diagnóstico de fibrilação auricular aquando da alta do 

episódio de serviço urgência. Apenas doentes com menos de 65 anos e com 

fibrilação auricular previamente desconhecida foram incluídos para análise 

posterior das suas características de base, abordagem intra-hospitalar e 

resultados cardiovasculares.   

Resultados: A população de estudo incluiu 120 doentes, 42.5% do sexo feminino 

e idade média de 56±7 anos. A maioria dos doentes (58.3%) tinha >56 anos e a 

minoria (10%) tinha <45 anos. Hipertensão (54.2%), dislipidemia (50.0%) e 

excesso de peso/obesidade (72.5%) foram as comorbilidades mais prevalentes. 

69.2% pertenciam ao grupo de risco moderado a alto de CHA2DS2-VASc. 59.2% 

apresentaram-se no serviço de urgência com FA de duração ≥ 48h e para 62.5% 

foi selecionada uma estratégia de controlo de frequência cardíaca. Foi prescrita 

anticoagulação oral em 75.0% dos doentes com indicação formal. Não estavam 

descritos motivos para a não prescrição nos restantes. 81.7% dos doentes com 

avaliação ecocardiográfica tinham alguma alteração cardíaca estrutural. A 

insuficiência cardíaca foi a complicação mais prevalente durante o follow-up 

(37.5%) e o seu desenvolvimento relacionou-se significativamente com um score 

de CHA2DS2-VASc mais elevado (3.0±1.4, p=0.01), consumo de álcool (25.0%, 

p=0.01) e  tabagismo (55.6%, p=0.03). 
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Conclusões: Este estudo demonstra que a idade e as comorbilidades permanecem 

importantes para o desenvolvimento de FA em idades mais jovens. Como 

esperado, a IC foi a complicação mais relevante. Apesar de ainda existir falhas na 

adesão às recomendações das guidelines, principalmente em termos de 

prevenção tromboembólica, revelou-se uma tendência favorável na prática clínica 

contemporânea, quando comparada com estudos prévios similares. 

Bibliografia: Acesso à base de dados da PubMed entre Setembro de 2018 e Maio 

de 2019. 

Palavras-chave: Fibrilação auricular, Serviço de urgência, Características da 

população, Estudo de Follow-up, Insuficiência cardíaca, Guidelines 
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ABBREVIATIONS LIST 

AIC arrhythmia-induced cardiomyopathy 

AF atrial fibrillation 

CAD coronary artery disease 

CHUP Centro Hospitalar Universitário do Porto 

CV cardioversion 

ED emergency department 

HF heart failure 

HTN hypertension 

ICD-10 International Statistical Classification of Diseases and Related Health Problems 

LA left atria 

LV left ventricle 

LVEF left ventricle ejection fraction 

MI mitral insufficiency 

OAC oral anticoagulation 

RV right ventricle 

SD standard deviation 

SPSS Statistical Package for the Social Sciences   

TIA transient ischemic attack  

TTE transthoracic echocardiography 

yo years old 
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INTRODUCTION 

Atrial Fibrillation (AF) is the most frequent sustained arrhythmia in clinical 

practice, estimated to affect up to 25% of the population above 40 years old (yo)1, 

reaching up to 17% of Europeans over 80 yo.2 

AF prevalence increases with age and with comorbidities such as 

hypertension (HTN), heart failure (HF), coronary artery disease (CAD), valvular 

heart disease, obesity, diabetes and chronic kidney disease.2–5 In Portugal data 

are scarce. FAMA study determined an overall AF prevalence of 2.5% in patients 

older than 40 yo.6 AF prevalence will likely increase in the next years, due to the 

ageing population, increase of comorbidities and improved methods of detection. 

2–5,7  

Furthermore, recent studies show a growing prevalence in younger groups, 

with a simultaneous increase in hospitalizations, thromboembolic risk score and 

stroke. This is thought to be related with lifestyle changes in the last decades, 

associated with increased obesity and HTN.8,9 

These younger populations have interesting particularities, such as their 

specific pathophysiological mechanisms, risk factors, clinical evolution and 

management strategies. However, further investigations are needed to correctly 

characterize these particularities.5,8,10–12 

Whilst AF is more common when comorbidities coexist8–11,13, it may also 

occur in individuals without any other evident disease, known as ‘lone AF’, which 

is more common in younger ages. Conversely it can also occur as the first 

manifestation of a clinically silent cardiac disease. 5,8,10–12 

AF remains one of the main causes of cardiovascular morbidity, namely 

stroke, HF and sudden death.3,14,15 The association between AF and HF is well 

established. However, their temporal connection is harder to define not only 

because do they share common risk factors but also each one can predispose to 
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the other. This may have a marked adverse influence on prognosis.16,17 

Arrhythmia-induced cardiomyopathy (AIC) can occur in patients with persistent 

rapid AF, that can lead to severe HF, typically partial or completely reversed when 

arrhythmia control is achieved.12,18,19 

Therapeutic management focus on symptoms relief, through rhythm or 

frequency control, and on complications prevention.8,11 Oral anticoagulant (OAC) 

therapy is highly effective in preventing thromboembolic events and improves 

overall outcomes.4,8,20,21 Cowan J. et al22, in a 10 year study, showed that AF-

related stroke rates declined and it was significantly associated with the increase 

of OAC prescription. Thromboembolic risk stratification of non-valvular AF relies 

on CHA2DS2-VASc score.4,11 According to this score, in younger ages (<65 yo) 

without any other comorbidity (score of 0 in men and 1 in women) the annual 

thromboembolic risk is very low, so OAC is not recommended. On the other 

hand, men with score ≥2 and women with score ≥3, OAC is strongly 

recommended.8,11,23  

Rhythm control offers no clear advantage when compared to rate control in 

major adverse cardiovascular events in the overall AF population.8,23–25  

Nevertheless, studies demonstrated that rhythm control is beneficial in younger 

patients with or without symptoms.8,11 One possible reason that supports this is 

the higher probability of sinus rhythm reversion and maintenance in early stages, 

preventing AF progression and improving prognosis.8  

AFFIRM study24 evidenced that despite sinus rhythm maintenance has 

survival benefits, currently antiarrhythmic drugs have the opposite effect. These 

results led to the emergence of new rhythm control strategies in the last few 

years, like AF ablation, which has gained considerable weight in long term 

management of some patients, particularly in young patients with ‘lone 

AF’.8,11,15,26,27 
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Objectives: 

We aimed to study the clinical correlates, therapeutic strategies and 

prognostic predictors of patients with inaugural AF under 65 yo. 
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MATERIAL AND METHODS  

An observational longitudinal retrospective study was performed including 

all consecutive patients discharged from the ED of Centro Hospitalar Universitário 

do Porto (CHUP), between June 2015 and June 2017, with AF or AF/Atrial Flutter 

as final diagnosis, according with ICD-10 coding. After reviewing the ED clinical 

records and electrocardiograms, only patients under 65 yo, presenting with an 

inaugural episode of AF, were included for further analysis. We studied 

demographic and clinical variables, assessed the ED and ambulatory management 

of AF regarding to initial approach, selection of pharmacological therapy and 

anticoagulation strategies. Echocardiographic assessment either performed in the 

ED or shortly after was also included for analysis. Lastly, we looked to major 

adverse cardiovascular events during follow-up and focused more specifically in 

HF. The collected data was anonymized by assigning a number to each patient 

and its confidentiality was guaranteed by storing and password protecting it. 

Since the subjects of the study were not submitted to any intervention, there was 

no need to obtain informed consent, as judged by the Ethic Committee. 

The statistical analysis was performed using SPSS version 25. The 

descriptive analysis of numerical variables included calculation of the minimum, 

maximum, mean, median and standard deviation (SD). The categorical variables 

were evaluated and expressed as a percentage rounded to one decimal point. 

Bivariate analysis of pairs of categorical variables was performed using 

contingency tables and the chi-square test. Numerical variables were compared 

using t tests for independent samples. Logistic regression models were used to 

assess to predict outcomes.  
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RESULTS  

During the study period, 918 patients were discharged from ED with a 

diagnosis of AF or AF/atrial flutter, and 207 (22.5%) were under 65 yo. 120 

patients (58.0%) met the study inclusion criteria and were further analyzed.  

The average age was 56±7 yo (min=37, max=64; median 58) and the age 

group distribution is shown on Figure 1. 42.5% (51) were female. Mean CHA2DS2-

VASc score was 1.5±1.1 points (1.0±0.9 in men and 2.1±1.2 in women) and 

CHA2DS2-VASc score distribution by gender is shown on Figure 2. According to 

total score, patients were included in different thromboembolic risk groups: men 

who scored 0 and women who scored 1 were considered as low risk; men with 1 

point and women with 2 as moderate risk; and men with ≥2 and women with ≥3 

as high risk. HTN (54.2%), dyslipidemia (50.0%), overweight/obesity (72.5%) and 

smoking (37.5%) were the most frequent comorbidities. Of the 45 smoking 

patients, 9 were women and 36 were men. The results related with other analysed 

comorbidities are shown on Figure 3. 

Regarding to ED presentation and management (Table I), 59.2% had AF for 

≥ 48h. AF related symptoms - palpitations, chest pain, dyspnea, fatigue, or 

lightheadedness - were present in 80.0% of patients. 4.2% presented 

hemodynamically unstable and had to be urgently cardioverted. 

In 62.5% of patients a frequency control strategy was chosen. In these, 

20.0% spontaneously reverted to sinus rhythm during ED stay. Rhythm control 

was chosen in 37.5% and was successful in 88.9% of them. Patients who needed 

frequency control intervention on top of rhythm therapy were assigned to the 

rhythm control group. Of the patients with AF for ≥ 48h and not previously 

anticoagulated (total of 63 patients), 4.8% (3 patients) were subjected to a rhythm 

control strategy in ED. None of these corresponded to those who were considered 

hemodynamically unstable. OAC was used at discharge in 67.5% of all studied 
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patients and its distribution by gender and CHA2DS2-VASc score are shown on 

figure 4. 71.4% of men and 78.6% of women with high thromboembolic risk 

received OAC (75.0% of total patients included in this risk group). The reasons for 

OAC not being proposed in the other patients of this group were not reported. 

Furthermore, 38.9% of men and 47.4% of women with low thromboembolic risk 

were anticoagulated (43.2% of total patients included in this risk group). In one of 

these men, OAC was prescribed after an electrical cardioversion (CV) approach 

during ED with the intention to keep it for 4 weeks. However, his follow-up was 

lost. In two of these women, OAC was prescribed with the intent to electrically 

cardiovert them on a posterior evaluation. The reasons to anticoagulate the 

remaining low risk patients, weren’t made explicit. NOACs were preferred in 

81.5% of these patients. Regarding the approach at discharge, 35.0% of patients 

remained under rhythm control strategy (16.7% without antiarrhythmics but with 

intent to elective electrical CV) and 65.0% under frequency control. After 

discharge, 77.5% were referred to cardiology consultation for follow-up. 

A transthoracic echocardiography (TTE) was performed in 81.7% of the 

patients either in the ED (35.7%) or in the subsequent weeks (83.7%). TTE findings 

are shown on Table II. 81.7% of the patients had at least one structural alteration 

on TTE. Average indexed atrial volume was 46.9±13.9 mL/m2 and 39.8% had 

moderate to severe dilatation of the left atria (LA). 53% had mitral insufficiency 

(MI) and 10.2% of these had a moderate to severe degree. Qualitative assessment 

of the left ventricle (LV) was performed in all patients with 6.2% showing 

moderate to severe LV enlargement and 23.4% presenting systolic dysfunction. 

Right ventricle (RV) function was normal in 93.9% of patients and only 1 had 

moderate dilation. 62.2% had other structural disease, such as valvular heart 

disease or congenital disease. In 32 (33.3%) patients, the NT-pro-BNP value was 
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determined (96.9% during follow-up) and 29 (90.6%) having had a value above 

125 pg/mL.  

Median follow-up time was of 24±10 months and 20% of patients were 

lost. 

During follow-up, 22.9% underwent elective electrical CV, however 59.1% 

of these had AF recurrence. 6.3% underwent AF ablation, with 33.3% of 

recurrence.  

Adverse events are described in Table III. 29.2% returned to ED due to AF 

related symptoms. 11.3% (7 patients) of patients on OAC had hemorrhagic 

complications. All of these were minor (epistaxis and minor gastrointestinal 

bleeding), except in one patient who suffered intracranial hemorrhage 

(subsequently referred to percutaneous LA appendage closure). One patient had a 

stroke/transient ischemic attack (TIA) under NOAC and 3 died, 1 due to AKI and 

the rest for reasons that couldn’t be elucidated. No other adverse events were 

reported. 

HF was the most frequent complication associated with AF, affecting 37.5% 

of patients during follow-up. Given the relevance of these results, this 

subpopulation was further characterized. 

 Of 36 patients with HF symptoms, 52.7% presented with HF already at the 

index event and 47.3% developed HF symptoms in follow-up (Figure 5). 41.7% 

had at least one subsequent hospitalization for decompensated HF (Table III). NT-

pro-BNP value was evaluated in 19 of the 36 HF patients and all of them had a 

value above 125 pg/mL (median NT-pro-BNP: 1,019±12,294 pg/mL). AF patients 

who developed HF were less likely to be successfully cardioverted in the ED 

(19.4% vs 43.3% p=0.017) and more likely presented on ED with AF for ≥ 48h 

(83.3% vs 60.0%, p= 0.017). HF group correlated with a higher CHA2DS2-VASc 

score (1.3±0.9 vs 3.0±1.4, p=0.01), excessive alcohol consumption (25.0% vs 
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6.7%, p=0.011) and smoking (55.6% vs 33.3%, p=0.03). In TTE evaluation, they 

were more likely to have moderate to severe LA enlargement (72.2% vs 23.2%, 

p<0.01) with a median indexed atrial volume of 50±14mL, LV enlargement 

(38.9% vs 3.6%, p<0.01) and moderate to severe systolic dysfunction (44.4% vs 

3.6%, p<0.01) with a mean left ventricle ejection fraction (LVEF) of 30±16%, more 

RV dysfunction (16.7% vs 0.0%, p=0.02) and more significant MI (25.0% vs 1.8%, 

p<0.01). 
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DISCUSSION 

This study describes the “real world” practice of AF approach at a 

Portuguese tertiary hospital ED, specifically in a subpopulation in which the major 

determining contributing factor – advanced age – was eliminated and where few 

studies were conducted.  

Age retains its importance as a major risk factor in the younger population, 

as demonstrated by the higher proportion of patients in each age group (<45, 

45-55, 55-65) as age increases, like evidenced in other studies.6,13 

Cardiovascular risk factors were frequent in the study population. HTN and 

dyslipidemia were the most common comorbidities. In addition to these, patients 

had a high prevalence of obesity and overweight. Similar results have been 

reported in other Portuguese studies4,13,15, however most of these studies were 

conducted in the general AF population, meaning a higher average age. Monteiro 

P. et al13 and Dores H. et al4, reported an average age of 68.9 and 77.0 yo, 

respectively, and also a higher burden of comorbidities. These results support the 

positive association between advanced age and comorbidities. An important 

exception is the FAMA study6, a population based screening study, where the 

average age was similar to our study (58 yo) in which the prevalence of the 

mentioned comorbidities was slightly lower (HTN 43%, dyslipidemia 37%, mean 

body mass index 27.7 kg/m2).6 In these younger patients, the relative weight of 

comorbidities to the development of AF seems to be higher. Furthermore, the 

high burden of comorbidities was also reflected in an increased thromboembolic 

risk for this age group (69.2% had a moderate-high thromboembolic risk).  

Smoking stood out for being significantly higher in the present study than 

previously reported, primarily in males (80.0% of the smokers). Accordingly to 

Ahmad et al28, smoking is associated with an increased AF risk, primarily in the 
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younger groups. Contrarily to the present study, in Framingham Heart Study29 

this association was present in females.  

The TTE analysis added important information with prognostic impact and 

increases the relevance of this study, since it is usually missing in other AF 

studies. More specifically, it provided data on LVEF, an important prognostic 

marker, valvular disease which is frequently associated with AF, and atrial 

volume. LA enlargement is an independent risk factor to early development into 

chronic AF30, so its finding can signal an increased probability of long-standing 

AF. In the present study, a significant number of patients had structural 

abnormalities (81.7%). One possible explanation is that the underlying AF 

mechanism in these patients is not based entirely on a “pure” cardiac rhythm 

disorder but part of a more complex pathophysiological process, similar to the 

one already evidenced in older AF populations. These changes in cardiac 

morphologic substrate and the prevalence of comorbidities may contribute to the 

low effectiveness of elective electrical CV and ablative techniques observed. In 

fact, previous studies31 have shown that a higher atrial volume and number of 

comorbidities correlate negatively with the success of ablation.  

In the index ED episode, some issues on guidelines recommendations 

adherence were noticed. Most patients (59.2%) had AF for ≥ 48h. Three of these 

patients, not previously anticoagulated, were submitted to rhythm control 

strategy. OAC was used in 75.0% of patients with formal indication. In the 

remainder 25.0% the reasons not using OAC were not clearly stated. Dores H. et 

al4 also demonstrated a low rate of anticoagulation with 51.6% of patients with 

high thromboembolic risk receiving OAC and so did an older study32 reporting 

46.0% of adherence to recommendations. Furthermore, in these studies, the 

reasons not to anticoagulate were also not fully known. Numerous authors justify 

these low rate of OAC prescription in high risk patients by the apprehensiveness 
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of hemorrhagic complications, primarily in the elderly.4,33 This extrapolation 

cannot be made in the present study, given the younger age of the patients 

included. Nevertheless, there seems to be a positive increase in appropriate OAC 

use over the years and our study builds up on that evidence reporting a 75.0% of 

patients adequately anticoagulated. This tendency was also shown in Cowan J. et 

al22, with an increase of OAC prescription of 48.0% to 78.6% between 2006 and 

2016. 

Another aspect that should be highlighted is that a large percentage 

(83.0%) of patients in the moderate risk group was anticoagulated. 

Recommendations concerning OAC benefit in these patients are still a matter of 

debate.23,34 For example, while Hung et al34 support an OAC benefit in young 

patients with only one additional risk factor (despite of gender), Coppens M. et 

al35 concluded that stroke risk in this patients has no sufficiently relevance to 

support OAC therapy. Thus, according to current recommendations OAC 

prescription in this group is acceptable and an individualized patient-based 

decision is proposed.23  

Data from all observational studies suggests that, despite great evolution, 

there is still need of improvement in thromboembolic prevention. Lastly, further 

studies may help us define the real benefit of OAC use in the lower risk groups.   

HF was the most important complication in the studied population, with 

36.5% of patients having symptoms. In another Portuguese study4, HF had a 

similar prevalence (36.6%), but the average age of the studied population was 

higher than in the present study. In The Framingham Heart Study16, 42% had HF 

at some point during their lifetime. This study was capable of examining 

temporal relationship between AF and HF, observing that AF preceded HF about 

as often as HF preceded AF. This was not verified in our study, in which the 

majority developed HF during follow-up. This may be explained by the great 
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influence of AF in cardiac substrate, which can lead to HF over time. The 

development of HF correlated positively with excessive alcohol consumption and 

smoking. The well-known direct toxic damage of alcohol in cardiac tissue and the 

association between smoking and cardiovascular disease probably explain these 

associations.36 Patients with HF had more structural abnormalities on TTE 

compared to those without it. LV dysfunction was present in 23.4% of patients 

with echocardiographic evaluation with a more severe expression in HF patients 

(44.4% vs 3.6%, p<0.01 moderate to severe impairment). Although some of these 

cases might be attributable to AIC, this conclusion cannot be taken since data on 

echocardiographic re-evaluation are lacking. Also, of notice, is the higher 

proportion of moderate to severe MI in the HF sub-group (25.0% vs 1.8%, p<0.01) 

reflecting the link between both conditions. We can speculate that MI in this 

group was mostly functional given the higher LV enlargement found (38.9% vs 

3.6%, p<0.01). These structural abnormalities reflect an ongoing remodeling 

process and may relate to lower cardioversion success and maintenance of sinus 

rhythm.  

There weren’t any differences in mortality or adverse events (such as 

stroke), but this might be explained by short follow-up time and small sample 

size. Like in other studies of young patients10, the incidence of stroke or some 

other thromboembolic events was low during the follow-up of the overall 

population.  

 

Study limitations: 

There are study limitations that should be acknowledged. Its retrospective 

nature and the fact that it was based on medical records meant that some data 

could not be completed for all patients. Another limiting factor relates to using 

CHA2DS2-VASc score to assess thromboembolic risk since this score was studied 
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in older populations37,38 and data on stroke and thromboembolism risk factors in 

young patients are scarce.39 Second, the small sample size and the loss of 20% of 

patients to follow-up posed difficulties with data analysis and validation. 

Moreover, the study does not represent the totality of new-onset AF on ED, since 

some cases of other severe AF presentations might have been coded with HF or 

stroke. The short follow-up time hampered the study power to assess prognosis 

of the patients who developed HF.  
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CONCLUSIONS 

 In our real world study, increasing age and number of comorbidities were 

associated with AF. The high percentage of echocardiographic abnormalities and 

of HF symptoms means that a close monitoring of patients at risk is warranted to 

prevent late presentations. We found a higher rate of adequately anticoagulated 

patients than previously reported signaling a positive evolution in 

thromboembolic protection. Further studies focusing on long-term outcomes are 

necessary in this age group, to better define appropriate management strategies. 
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APPENDIX 

Tables 

Table I ED 1st AF episode characterization (n=120) 

ED presentation % (nº of patients) 

Duration  

<48h 40.8 (49) 

≥48h or unknown 59.2 (71) 

Ventricular Response  

Fast 83.3 (100) 

Slow 1.7 (2) 

Normal 15.0 (18) 

Symptomatic 80.0 (96) 

HF symptoms 17.5 (21) 

De novo HF 66.7 (14) 

HF decompensation 33.3 (7) 

Hemodynamic instability 4.2 (5) 

ED management % (nº of patients) 

Rhythm control 37.5 (45) 

Pharmacological strategy  77.8 (35) 

Electrical CV 22.2 (10)  

Frequency control 62.5 (75) 

HBPM 52.5 (63) 

ED Discharge % (nº of patients) 

OAC 67.5 (81) 

NOAC 81.5 (66) 

VKA 18.5 (15) 

Rhythm control 35.0 (42) 

Pharmacological strategy 83.3 (35) 

Elective electrical CV 16.7 (7) 

Frequency control 65.0 (78) 

Orientation  

Cardiology 77.5 (94) 

Family doctor 15.0 (18) 

Others 7.5 (9) 

AF: atrial fibrillation; CV: cardioversion; ED: emergency department; HF: heart 

failure; NOAC: non-vitamin K antagonist oral anticoagulants; OAC: oral 

anticoagulation; VKA: vitamin K antagonists 
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Table II TTE findings (n=98) 

Cardiac structure alteration % (nº of patients) 

LA enlargement  

LA indexed volume 46.9±13.9 mL/m2 

Moderate to severe 

enlargement 
39.8 (39) 

RA enlargement  

Moderate to severe 5.1 (5) 

LV enlargement  

Moderate to severe 6.2 (6) 

RV enlargement  

Moderate to severe 1.0 (1) 

LV function  

Normal 76.5 (76) 

Slight impairment 5.1(5) 

Moderate impairment 7.1(7) 

Severe impairment 11.2 (11) 

RV function  

Normal 93.9 (92) 

Impaired 6.1(6) 

Other structural abnormalities 62.2 (61) 

LA: left atria; LV: left ventricle; MI: mitral insufficiency; RA: right atria; RV: right 

ventricle; TTE: transthoracic echocardiography 
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Table III Outcomes during follow-up (n=96) 

Overal outcomes % (nº of patients) 

New ED recurrences for AF 29.2 (28) 

Elective electric CV 22.9 (22) 

Average CV’s number (nº,±SD) 1.3±0.6 

Recurrence 59.1 (13) 

Mean days until recurrence 

(days,±SD) 
137±213 

AF ablation 6.3 (6) 

Recurrence 33.3 (2) 

Long-term OAC 64.6 (62) 

Hemorrhagic complications 11.3 (7) 

Minor 85.7 (6) 

Major 14.3 (1) 

Adequate HR control 94.8 (91) 

Chronic medication  

Diuretic 39.6 (38) 

After ED 52.6 (20) 

Dose increase 44.7 (17) 

Suspension 7.9 (3) 

ACE-I 54.2 (52) 

Β-blocker 85.4 (82) 

Antiarrhythmic 47.9 (42) 

Cardiovascular outcomes % (nº of patients) 

HF 37.5 (36) 

Hospitalizations 41.7 (15) 

New ED event 69.4 (25) 

Stroke/TIA  1.0 (1) 

Global mortality 3.1 (3) 

ACE-I: angiotensin-converting enzyme inhibitor; AF: atrial fibrillation; CV: 

cardioversion; ED: emergency department; HF: heart failure; HR: heart rate; OAC: 

oral anticoagulation; TIA: transient ischemic attack 
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Figure 1 AF distribution by age groups 
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Figure 2 CHA2DS2-VASc score distribution by gender. A: male gender; B: female gender; C: total sample. 
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Figure 3 Comorbidities prevalence. HF: heart failure; HTN: hypertension; TIA: transient ischemic attack. 

 

 

 

Figure 4 OAC distribution by gender and CHA2DS2-VASc score at ED discharge. A: male gender; B: female gender; 

C: total sample. 
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Figure 6 NYHA class among HF patients at presentation. 
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Figure 5 Type of HF presentation on patients with HF on follow-up. 
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