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drugs or electricity should be shared 
between physician and patient, and our 
trial informs this discussion.

We agree with de Souza that 
guidelines for prescribing oral coag
ulation after acute cardioversion 
have changed substantially in recent 
years, although the level of evidence 
is low. In summary, for patients at 
low risk (0 or 1 CHA2DS2-VASc criteria) 
and those not at low risk (2 or more 
CHA2DS2-VAScDS-65 criteria), we have 
the following two recommendations.5,6

First, cardioversion for non-valvular 
patients with acute atrial fibrillation 
who are not anticoagulated and have 
not had a stroke or transient ischaemic 
attack (in the past 6 months) should be 
restricted to those who either present 
within 12 h of onset if they are not at 
low risk, unless they can be cleared by 
transoesophageal echocardiography, or 
present within 48 h of onset if they are 
at low risk, unless they can be cleared by 
transoesophageal echocardiography.

Second, anticoagulation after 
cardioversion should be prescribed 
indefinitely for patients who have 2 or 
more CHA2DS2-VASc criteria, or it might 
be considered for a 4-week period for 
patients who have 0 or 1 CHA2DS2-VASc 
criteria after careful consideration of 
risks and benefits and a shared decision 
making process with the patient.
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Pluymaekers and colleagues high
light differences in management of 
acute atrial fibrillation between Europe 
and Canada. We have shown the safe 
and successful use of intravenous 
procainamide for acute atrial fibrillation 
in several studies over a 20-year period.2–4 
These have shown rapid cardioversion 
in half of appropriately selected 
patients with acute atrial fibrillation, 
thus avoiding electrical cardioversion. 
In the RAFF2 study,1 94% of patients 
were sent home in sinus rhythm with 
no need for a return visit the next day. 
Adverse events were almost all mild 
and were usually transient hypotension. 
When cardioverted outside of a research 
protocol, patients managed with 
cardioversion can usually be discharged 
from the emergency department within 
3 h of initial assessment. 

We know of very few hospitals 
that can arrange next-day cardiology 
consultation, 7 days a week. In 
Canada, patients with acute atrial 
fibrillation are treated immediately 
by emergency physicians who rarely 
consult cardiologists in the emergency 
department for such cases. We do, 
however, fully understand the need for 
appropriate use of oral anticoagulants 
following pharmacological or electrical 
cardioversion.

In response to Vinson and colleagues, 
we note that of patients who required 
electrical cardioversion, only 15% 
required more than one shock, and 
almost all received a maximum of 
200 J. Biphasic cardioversion of acute 
atrial fibrillation is generally very 
effective, regardless of pad position. 
Although we did not show drug-shock 
(intravenous procainamide) to be 
more effective than shock only (96% 
vs 92%; p=0·066), we did manage 
to avoid resource-intensive electrical 
cardioversion in one half of patients. 
The decision whether to cardiovert with 
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