Summary by J. Elzinga (PGY3) and B. Kelliher (PGY3)
Research Questions

For patients presenting with acute atrial fibrillation is a procainamide-first
cardioversion strategy safe and effective compared to electrical cardioversion?

2. For patients undergoing electrical cardioversion is the antero-posterior (AP) pad

position more effective than the antero-lateral (AL) pad position?

Study Summary Design Multicenter, nested, randomized, double blind, placebo

controlled trial

Population: = Hemodynamically stable adult patients presenting to the ED
Inclusion with acute onset of atrial fibrillation.
= Eligible for cardioversion based on clear onset of symptoms
within 48 hours of presentation, or within 7 days if the
patient was anticoagulated for at least 4 weeks.
Population: Exclusion =  Permanent atrial fibrillation
= Hemodynamically unstable
=  Primary visit reason not atrial fibrillation
= Spontaneous conversion prior to randomization
= Select cardiac co-morbidities
Intervention 1. Cardioversion by procainamide infusion (15 mg/kg, max 1500
mg over 30 minutes) and subsequent electrical cardioversion
if necessary (up to 3 shocks, each > 200)).
2. Anterior-posterior pad placement for electrical cardioversion
at 200J.
Comparison 1. Administration of placebo infusion for 30 minutes followed
by electrical cardioversion if necessary.
2. Anterolateral pad placement for electrical cardioversion at
200J.
Primary Outcomes = Successful cardioversion: procainamide-first = 196/204 =
96%, shock-only = 176/ 192 = 92% (p = 0.07)

Secondary Outcomes = Successful cardioversion: AP placement = 108/117 = 92%, AL
placement = 119/127 = 94% (p = 0.68)

= Patient centered outcome
= Robust methodology (randomization/blinding)
= Detailed recording of adverse events

Limitations = Large proportion of eligible patients refused participation
= Underpowered to detect difference in AP vs. AL pad placement
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