
Atrial fibrillation and heart failure

guidelines and pathway

Patient enters pathway via AF 

secondary care outpatient pathway

Yes

LVEF 

< 40%?

No

Optimise rate control (first line: 

BB, second line: Digoxin)

Aim: HR < 100bpm at rest

6

Weeks

Use existing 

AF pathway

Refer to HF team to optimise 

medical therapy

See Box 1

No

Is AF associated with new or worsening HF / AF symptoms or LVEF reduction, despite OMT?

See Box 2

PAF or 

PsAF?

Yes

NoUnclear

Offer DCC. 

Strongly consider 

amiodarone pre treatment 

or, if contraindicated, a 

suitable alternative. 

18

weeks
Good rate 

control 

achieved? 

YesNo
Ongoing 

rate control. 

Exit 

pathway. 

Able to 

achieve sinus 

rhythm and 

good symptom / 

LVEF response? 
No

Seek an 

expedited 

EP opinion. 

Ongoing 

rate control. 

Exit 

pathway. 

Yes

Yes

See 

Box 4

Referral 

to echo

Referral 

to DCC

YesNo

PAF PsAF

PAF PsAF

See Box 

3

Yes

Seek an 

expedited 

EP opinion. 

See Box 

3

Seek an 

expedited 

EP opinion. 

See Box 

3

Consider early rhythm control 

if a tachycardia-induced 

cardiomyopathy is felt likely 

Seek an 

expedited 

EP opinion. 
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See 

Box 3



Based on resting 12-lead ECGBox 1

If not able to achieve/maintain SR long enough to adequately assess response but DCC not 

performed on an AAD consider repeating DCC on an appropriate AAD (eg amiodarone).
Box 4

Triaging

Individual centres should agree a standardised approach to triaging of AF/HF patients to 

facilitate early assessment and treatment.

Suggested timelines

Given the potential prognostic benefit from AF ablation in HF patients, these patients should be 

given relative priority (versus non-HF patients) on the DCC and AF ablation waiting lists.

New or worsening heart failure / AF symptoms or LVEF reduction includes patients presenting 

with presumed tachycardia-induced cardiomyopathy. 
Box 2

What constitutes an EP opinion will depend on the local provision of arrhythmia services and 

could be a consultant EP, a lead arrhythmia consultant (in a centre without EP) or an MDT, but 

at a minimum all centres without an EP consultant should have a designated arrhythmia lead.
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