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Introduction  Atrial fibrillation (AF) is 
the most common arrhythmia observed in clini‑
cal practice and a significant public health burden 
in many countries. The prevalence of AF increas‑
es dramatically with age. This type of arrhythmia 
affects up to 6% of the population older than 69 
years.1,2 AF is associated with known cardiovascu‑
lar risk factors such as hypertension, coronary ar‑
tery and valvular heart disease, heart failure, and 
diabetes mellitus.3,4 The management of AF can 
be divided into the management of new‑onset 

and persistent AF. The  cornerstones of new‑ 
-onset AF management are rate control and throm‑
boembolic prevention.5,6 The clinical decision to 
use either a rhythm- or rate‑control strategy re‑
quires the integration of several factors, including 
degree of symptoms, likelihood of successful car‑
dioversion, and presence of comorbidities. Throm‑
boembolic prevention is an important consider‑
ation both in new‑onset and long‑standing AF.

Several population‑based studies provided 
information on the incidence, prevalence, and 
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Abstract

Introduction  Data on real‑life management of atrial fibrillation (AF) in Poland is limited.
Objectives  The aim of the study was to present data on 1‑year follow‑up of patients from Poland 
included in a worldwide registry of patients with AF (RecordAF).
Patients and methods  A total of 303 patients with recent‑onset AF were included in the study. Treat‑
ment strategy (rhythm control or heart rate control) was noted at baseline. Therapeutic success was 
assessed at 1 year (control of AF, no incidence of cardiovascular events, no switch between the strategies).
Results  Data from 289 patients were assessed. A rhythm control strategy was used in 70% of the pa‑
tients. These patients received antithrombotic therapy less frequently than patients in whom rate control 
was implemented (90.4% vs. 97.6%, respectively, P <0.05), but they more often received class I (19.8% 
vs. 4.8%, respectively, P <0.05) and class III (20.8% vs. 4.8%, respectively, P <0.05) antiarrhythmic 
drugs. Therapeutic success was noted in 71.5% of the rhythm‑control group vs. 29.1% of the rate‑control 
group (P <0.0001), which was related to a better control of AF in the rhythm‑control group compared 
with the other group (89.3% vs. 56.1%, respectively, P <0.0001). The  rate of cardiovascular events 
was similar in both groups (20.6% of all patients). Progression to permanent AF occurred in 5.9% of 
the rhythm‑control group compared with the 73.2% of the rate‑control group (P <0.001).
Conclusions  Almost all patients received antithrombotic treatment and the majority was assigned 
to rhythm‑control therapy. Despite rare use of antiarrhythmic drugs, a rhythm‑control strategy was as‑
sociated with better control and slower progression of AF, but not with the lower rate of cardiovascular 
events in patients with recent‑onset AF in Poland.
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(≤80 beats/min) at rest, with no incidence of ma‑
jor cardiovascular events and without crossover 
between rhythm- or rate‑control treatment strat‑
egies. The major cardiovascular events included 
cardiovascular death, stroke, transient ischemic 
attack leading to hospitalization, myocardial in‑
farction, hospitalization or prolongation of hospi‑
talization for arrhythmic or proarrhythmic events 
or other cardiovascular events, or major compli‑
cations of ablative procedure.

Statistical analysis  Sample size calculations and 
description of statistical analysis for the total 
RecordAF population as well as for patients from 
Poland enrolled in the registry were described pre‑
viously.15,16 In the present analysis, the χ2 test or 
Fisher’s exact test for qualitative variables were 
used for comparisons between treatment strate‑
gies (rhythm control vs. rate control) and analysis 
of variance was applied for quantitative variables.

Results  Of 303 patients enrolled in the regis‑
try in Poland at baseline, 14 (4.6%) were lost to 
follow‑up after 1 year, leaving 289 patients avail‑
able for the final analysis. Patients’ baseline char‑
acteristics and therapy were described previous‑
ly.16 A rhythm‑control strategy was used in 70% 
of the patients. As compared with the rate‑control 
group, patients from the rhythm‑control group 
were younger (62 ±12 vs. 67 ±11 years, P <0.001) 
and more often had paroxysmal AF (80% vs. 7.6%; 
P <0.001). The rate‑control strategy was more 
often selected in patients with valvular heart 
disease and heart failure. Lone AF was found in 
15.6% of all patients.

Follow‑up data and atrial fibrillation status after 
1 year  There were no patients with permanent 
AF at inclusion, but after 1 year of follow‑up, pro‑
gression to permanent AF occurred in 5.9% of 
the patients from the rhythm‑control group as 
opposed to 73.2% of those from the rate‑control 
group (P <0.001). At the time of the follow‑up 
visit, sinus rhythm was observed in 89.3% of 
the  rhythm‑control group and in 20.5% of 
the rate‑control group (P <0.001), while the cor‑
responding percentages at baseline were 87.7% 
and 6.5%, respectively (P <0.001). Ninety‑one 
patients (32.5%) were symptomatic at the time 
of the follow‑up visit, and 96.5% were symptom‑
atic at any time during the study, with no differ‑
ences between the groups (TABLE 1).

Rate- and rhythm‑control therapy  A change of 
the  initially selected treatment strategy was 
less frequent in the rhythm- compared with 
the rate‑control group (12.1% vs. 28.9%, P <0.001). 
During 1‑year follow‑up, pharmacological treat‑
ment was modified in 133 patients (47.2%) with 
no significant difference between the  study 
groups. Electrical cardioversion was performed 
in 13 patients (6.6%) from the rhythm‑control 
group and in 20 patients (23.8%) from the rate‑ 

-control group (P <0.001), while pharmacological 

outcome of AF in the general population.7‑10 AF 
management has also been described by national 
and local surveys and registries in general prac‑
tices and hospitals.11‑14 Owing to the variety of 
clinical presentations and treatment options for 
AF, there is a wide heterogeneity in real‑life man‑
agement of AF.

The RecordAF (Registry on Cardiac Rhythm 
Disorders Assessing the Control of Atrial Fibril‑
lation) was a worldwide, 1‑year observational reg‑
istry of the management of AF in recently diag‑
nosed patients. It was the first registry to inves‑
tigate real‑world treatment of AF based on a phy‑
sician’s decision.15 This paper presents the results 
of 1‑year follow‑up of the Polish subpopulation in 
the RecordAF registry, which is the largest group 
of patients with AF so closely investigated and 
followed in Poland.

Patients and methods  A detailed description 
of the methodology of the RecordAF registry,15 
as well as the baseline characteristics of 303 pa‑
tients enrolled into the registry in Poland16 have  
been published recently. Briefly, the study in‑
cluded 5604 patients and was conducted at 532 
sites in 21 countries. The approval of an institu‑
tional review board was obtained at all sites. Re‑
cruitment started in May 2007 and was complet‑
ed in April 2008. There were 21 study centers in 
Poland. Each center was randomly selected from 
a list of office- or hospital‑based cardiologists in 
Poland. The list of all participating centers in Po‑
land is provided in the Appendix.

The inclusion criteria were as follows: age ≥18 
years, history of AF diagnosed <1 year prior to the 
study or AF discovered at the baseline visit, diag‑
nosed by standard electrocardiography (ECG) or 
ECG Holter monitoring. Moreover, patients had 
to be eligible for a pharmacological treatment 
of AF and had to sign written informed consent. 
The exclusion criteria were AF due to a transient 
cause (thyrotoxicosis, alcohol intoxication, acute 
phase of myocardial infarction, pericarditis, myo‑
carditis, electrocution, pulmonary embolism or 
other pulmonary disease, hydroelectrolytic dis‑
order, metabolic disorder, etc.); a pacemaker or 
implantable cardioverter defibrillator; planned 
pulmonary vein ablation, AV node/His bundle 
ablation, or pacemaker implantation; and a his‑
tory of cardiac surgery for AF within 3 months 
before enrollment. Patients with life expectan‑
cy less than 1 year due to a severe disease, preg‑
nant or breastfeeding women, mentally disabled 
patients unable to understand or sign written 
informed consent, patients unable to present at 
follow‑up visits, and patients included in a clinical 
trial in the field of AF in the previous 3 months 
were also excluded. Data were collected at base‑
line (visit 0), 6 ±2 months (visit 1: optional), and 
12 ±3 months (visit 2).

The  primary outcome of the  registry was 
the  rate of therapeutic success after 1 year 
of follow‑up defined for each patient as: be‑
ing in sinus rhythm or at rate control target 
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Thromboembolic prevention  At  the  end of 
the follow‑up period, 178 patients (90.4%) in 
the rhythm‑control group and 81 in the rate‑ 

-control group (97.6%) received some form of 
thromboembolic prevention (P = 0.036). Com‑
pared with patients assigned to the rate-control 
group, those assigned to the rhythm‑control 
group more often received acetylsalicylic acid 
(46.2% vs. 24.1%), while vitamin K antagonists 
were more frequently used in the rate‑control 
group (29.4% vs. 62.7%, P <0.001) (TABLE 3). Of 140 
patients who received vitamin K antagonists, data 
on international normalized ratio (INR) moni‑
toring were available for 137 patients. In the last 
6 months of the follow‑up period, the mean num‑
ber of INR measurements in each studied patient 
was 6.6. Nearly half of the monitored patients 
(46.4%) had INR values within the target range in 
over 80% of the measurements, and the remain‑
ing 22.7% of the patients had INR within the tar‑
get range in 60% to 80% of the measurements.

There were some differences in the distribu‑
tion of the CHADS2 scores in the studied pa‑
tients. Higher CHADS2 scores were noted slight‑
ly more often in patients assigned to the rate‑con‑
trol group than in those assigned to the rhythm‑ 

-control group, while a  CHADS2 score of 0 
was more frequent among patients from 
the rhythm‑control group (TABLE 4).

The percentage of patients who received any 
form of antithrombotic therapy varied from 
74.5% in patients with a CHADS2 score of 0 to 98% 
in those with a CHADS2 score of 2 or higher. Of 
51 patients with a CHADS2 score of 0, 21 patients 
(41.1%) received antiplatelet agents, 10 (19.6%) 
received vitamin K antagonists, and 7 (13.7%) re‑
ceived both antiplatelet agents and vitamin K an‑
tagonists. For 126 patients with a CHADS2 score 

conversion was performed in a total of 26 pa‑
tients (9.3%), without any difference between 
the groups (TABLE 2).

At the time of the follow‑up visit, class I anti‑
arrhythmic drugs were used in 19.8% of the pa‑
tients from the rhythm‑control group and 4.8% 
of the  patients from the  rate‑control group 
(P = 0.002); the corresponding percentages for 
class III drugs were 20.8% vs. 4.8%, respectively 
(P <0.001). The use of these drugs was not sub‑
stantially higher compared with the baseline val‑
ues, when 19.4% and 17.6% of the patients from 
the rhythm‑control group received class I and 
class III antiarrhythmic drugs, respectively. 
β‑blockers were used in 76.1% of the patients 
in the rhythm- and in 88% of the patients in 
the rate‑control groups (P = 0.025), and heart‑rate 
lowering calcium‑channel blockers were given to 
3.6% of all patients. Cardiac glycosides were ad‑
ministered to 4.1% and 25.3% of the patients in 
the rhythm- and rate‑control groups, respectively 
(P <0.001) (FIGURE 1). Other cardiovascular drugs, 
including upstream therapy, were used with sim‑
ilar frequency compared with baseline and with 
no differences between the study groups: angio‑
tensin‑converting enzyme inhibitors or angioten‑
sin II receptor antagonists were given to 226 pa‑
tients (80.7%) and statins to 149 patients (53.2%).

Although patients with planned ablation 
were excluded from the registry, ablation was 
performed during the study in 6 patients (3%) 
initially assigned to the rhythm‑control group. 
None of the patients underwent surgical ther‑
apy for AF during the study period. Pacemakers 
were implanted in 2 patients (1%) in the rhythm- 
and 5 patients (6%) in the rate‑control group 
(P = 0.026).

Table 1  Status of atrial fibrillation at 1 year

Rhythm control 
at baseline 
(n = 202)

Rate control 
at baseline 
(n = 87)

Total 
(n = 289)

P

sinus rhythm at the time of follow‑up visit, n (%) 176 (89.3) 17 (20.5) 193 (68.9) <0.001

types of AF, n (%)

paroxysmal 155 (83.8) 13 (15.9) 168 (62.9)

<0.001persistent 19 (10.3) 9 (11.0) 28 (10.5)

permanent 11 (5.9) 60 (73.2) 71 (26.6)

symptoms at 12 months, n (%) 60 (30.5) 31 (37.3) 91 (32.5) 0.26

symptoms at any time during the study, n (%) 194 (96.0) 81 (97.6) 275 (96.5) 0.80

Abbreviations: AF – atrial fibrillation

Table 2  Modification of therapy and other interventions during the study

Type of therapy Rhythm control 
at baseline 
(n = 202)

Rate control 
at baseline 
(n = 87)

Total 
(n = 289)

P

pharmacological treatment, n (%) 86 (43.4) 47 (56.0) 133 (47.2) 0.054

pharmacological conversion, n (%) 22 (11.2) 4 (4.8) 26 (9.3) 0.094

electrical cardioversion, n (%) 13 (6.6) 20 (23.8) 33 (11.7) <0.001

catheter ablation, n (%) 6 (3.0) 0 (0.0) 6 (2.1) 0.18

pacemaker implantation, n (%) 2 (1.0) 5 (6.0) 7 (2.5) 0.026
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revealed that the rhythm‑control strategy was 
associated with a higher rate of therapeutic suc‑
cess compared with rate-control strategy. Howev‑
er, this needs to be interpreted with caution ow‑
ing to the observational character of the registry 
and the marked differences in baseline character‑
istics between the studied groups, as discussed 
below. This therapeutic success was entirely driv‑
en by better AF control, while the rate of clini‑
cal events was similar in both study groups. This 
finding is consistent with the results obtained in 
the total population of the RecordAF registry.17

In randomized studies comparing rhythm 
and rate control in AF, we18 and others19‑22 did 
not show that rhythm control strategy is bet‑
ter than rate control in terms of patients’ out‑
comes. Nevertheless, as many as 70% of the pa‑
tients enrolled in the RecordAF registry in Poland 
were assigned to rhythm control, in contrast to 
only 55% of those included in the registry world‑
wide.15 However, only a minority of patients as‑
signed to rhythm control received class I or class 
III antiarrhythmic drugs, and the use of these 
drugs did not increase after 1 year of follow‑up. 

of 1, the respective numbers of patients were 
54 (42.9%), 57 (45.2%), and 9 (7.1%), while for 
101 patients with a CHADS2 score of 2 and high‑
er, the respective numbers were 42 (41.6%), 43 
(42.6%), and 14 (13.9%) (FIGURE 2).

Study endpoints  Therapeutic success, as de‑
fined for this study, was achieved in 143 patients 
(71.5%) from the rhythm‑control group and in 
25 patients (29.1%) from the rate‑control group 
(P <0.0001). Control of AF, defined as being ei‑
ther in sinus rhythm or heart-rate target (≤80 
beats/min), was achieved in 176 (89.3%) and 46 
patients (56.1%) in the rhythm- and rate‑control 
groups, respectively (P <0.0001). Cardiovascu‑
lar events were noted in 20.6% of all study sub‑
jects, with no difference between the study groups. 
The most common cardiovascular event during 
follow‑up was hospitalization for cardiovascular 
events (19.4% in both groups), followed by hospi‑
talization for cardiac arrhythmias (13.5%) (TABLE 5).

Discussion  One‑year follow‑up of patients 
enrolled into the RecordAF registry in Poland 

Table 3  Thromboembolic prevention

Types of thromboembolic prevention Rhythm control 
at baseline 
(n = 202)

Rate control 
at baseline 
(n = 87)

Total 
(n = 289)

P

thromboembolic prevention (all types), n (%) 178 (90.4) 81 (97.6) 259 (92.5) 0.036

acetylsalicylic acid, n (%) 91 (46.2) 20 (24.1) 111 (39.6)

<0.001

other antiplatelet agents, n (%) 2 (1.0) 0 (0.0) 2 (0.7)

acetylsalicylic acid + other antiplatelet agents, n (%) 6 (3.0) 0 (0.0) 6 (2.1)

vitamin K antagonists, n (%) 58 (29.4) 52 (62.7) 110 (39.3)

acetylsalicylic acid + vitamin K antagonists, n (%) 21 (10.7) 9 (10.8) 30 (10.7)

0
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baseline follow-up
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FigURE 1  Drug 
treatment for atrial 
fibrillation 
Abbreviations:  
CCBs – calcium channel 
blockers, HR – heart rate
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prevention in AF should be limited to the few pa‑
tients who refuse any form of oral anticoagula‑
tion.27 It should be noted, however, that patients 
were enrolled in the registry in the years 2007 and 
2008, and, at that time, antiplatelet agents were 
considered acceptable means of thromboembolic 
prevention,28 and newer oral anticoagulants were 
not yet available on the market. Moreover, only 
about half of the patients with the CHADS2 score 
of 2 and higher received vitamin K antagonists, 
indicating poor adherence to therapeutic guide‑
lines.6 In the AFNET registry, oral anticoagula‑
tion was used in 55.6% of the patients with par‑
oxysmal AF and in 74.4% of those with persistent 
AF,13 and similar findings were noted in the Euro 
Heart Survey.24 In the German MOVE registry, as 
many as 81.5% of the patients received drugs for 
thromboembolic prevention23 and, similarly to 
our results, only minor differences were reported 
in the use of these drugs when patients were cat‑
egorized by CHADS2 scores of 0, 1, and 2 or high‑
er.25 Rewiuk et al.29 reported that in Polish out‑
patients with heart failure and concomitant AF, 
the use of anticoagulation was inversely associat‑
ed with the CHADS2 score, and oral anticoagulants 
were used in less than half of the studied patients.30 
On the other hand, we found that the quality of 
anticoagulation therapy was good, both in terms 
of the frequency of INR monitoring and its effec‑
tiveness as indicated by the number of INR with‑
in the target range of 2 to 3.

There are a  few important limitations of 
our analysis. First, this is a post‑hoc analysis 
of the Polish subset of the total population of 
RecordAF registry. Second, the registry excluded 
important groups of patients, for example, those 
with a longer history of AF at the time of inclu‑
sion (>1 year). Since AF is a progressive disease, 
the risk profile of patients with a longer history of 
AF may be different. Patients with permanent AF 
at baseline were also excluded. Data from AFNET 
and the Euro Heart Survey indicate that patients 
with permanent AF account for nearly one‑third of 
the total population of patients with AF and that 
their cardiovascular risk is higher compared with 
patients with paroxysmal and persistent AF.13,14 
Third, the gathered data allowed us to categorize 
patients’ stroke risk only with the CHADS2 score 
in line with the guidelines effective at the time 
of the study.28 In the meantime, the more recent 
European guidelines on AF proposed a more 
complex CHA2DS2‑Vasc score to improve stroke 
risk assessment and facilitate the choice of anti‑
thrombotic therapy.6,27 Nevertheless, patients with 

Classes I and III of antiarrhythmic drugs were also 
found to be used only in a minority of subjects 
in other registries and, similarly to our findings, 
the use of these drugs did not increase during 
follow‑up.13,14,23‑25 In our study, pharmacological 
and electrical conversions were also infrequent, 
in contrast to the results reported in the German 
MOVE registry.25

The rhythm‑control strategy was associated 
with the higher rate of therapeutic success and 
better control of AF than the rate‑control strat‑
egy and progression to permanent AF was sig‑
nificantly less frequent among patients from 
the rhythm‑control group. In the total RecordAF 
population, history of heart failure, hypertension, 
and assignment to rate control were found to be 
independent predictors of AF progression.26 In 
our analysis, patients assigned to rate control 
were generally sicker compared with patients se‑
lected for rhythm control: they were older, had 
higher resting heart rate, and almost all had per‑
sistent AF. They also more often had concomi‑
tant heart failure and valvular heart disease.16 
The results of the total RecordAF population 
showed that the risk of clinical events was simi‑
lar in both treatment groups.17 The number of pa‑
tients enrolled in the registry in Poland was clear‑
ly too small to draw any conclusions on the rate 
of clinical events, although we did document clin‑
ical events in 20% of our patients. Most of these 
events were cardiovascular hospitalizations.

Antithrombotic therapy was used in the ma‑
jority of the study patients, but was slightly more 
frequent in the rate‑control group and in patients 
with higher CHADS2 scores. A substantial propor‑
tion of patients received only antiplatelet agents 
as antithrombotic prevention, which is not in 
line with the most recent European recommenda‑
tions indicating that antiplatelet therapy for stroke 

Table 4  Number and percentage of patients with different CHADS2 scores at 1 year

CHADS2 Rhythm control 
at baseline 
(n = 202)

Rate control  
at baseline 
(n = 87)

Total 
(n = 289)

P

CHADS2 = 0, n (%) 40 (20.5) 11 (12.9) 51 (18.2)

0.049CHADS2 = 1, n (%) 92 (47.2) 34 (40.0) 126 (45.0)

CHADS2 ≥2, n (%) 63 (32.3) 40 (47.1) 103 (36.8)
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patients assigned to rate control. The majority of 
the study patients received some form of throm‑
boembolic prevention, but no correlation between 
the type of prophylaxis and patients’ stroke risk 
could be found. The most frequent clinical out‑
come was hospitalization but both the sample size 
and the number of cardiovascular events were too 
small to draw definite conclusions on the effects 
of therapy on cardiovascular outcomes.
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lation‑based administrative databases of patients 
with AF followed for a mean period of 3.1 years 
has indicated that rhythm‑control strategy might 
be superior in the longer term.31 We were also un‑
able to calculate patients’ bleeding risk, for ex‑
ample, with the use of the currently recommend‑
ed HAS‑BLED score.6 This makes it hard to deter‑
mine whether the relatively infrequent use of oral 
anticoagulants that we observed in patients with 
high CHADS2 scores was related to concomitant‑
ly high bleeding risk in these patients. Neverthe‑
less, as discussed in an excellent review published 
by Guo et al.32 in this journal, only in rare patients 
with a relatively low risk of stroke and an extreme‑
ly increased risk of bleeding may the withhold‑
ing of oral anticoagulants be considered.32 Finally, 
the comparison in outcomes between the strate‑
gies is affected by the differences in characteris‑
tics of the patients assigned either to rhythm- or 
rate‑control strategy.

In conclusion, the results of 1‑year follow‑up of 
patients with newly‑diagnosed AF in Poland indi‑
cate that, similarly to the worldwide RecordAF reg‑
istry results, there were no differences in the rate 
of cardiovascular events between the rate- and 
rhythm‑control strategies. A rhythm‑control strat‑
egy was used in over two‑thirds of the studied 
sample, yet antiarrhythmic drugs were adminis‑
tered only to a minority of the patients. Neverthe‑
less, control of AF was better in patients assigned 
to a rhythm‑control strategy, and progression to 
more sustained forms of AF was more frequent in 

Table 5  Study endpoints and clinical events
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Total 
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Abbreviations: TIA – transient ischemic attack, others – see TABLE 1
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Streszczenie

Wprowadzenie  Dane dotyczące leczenia migotania przedsionków (atrial fibrillation – AF) w Polsce są 
ograniczone.
Cele  Celem badania było przedstawienie wyników rocznej obserwacji pacjentów z Polski włączonych 
do międzynarodowego rejestru pacjentów z AF (RecordAF).
Pacjenci i metody  Do badania włączano 303 pacjentów z noworozpoznanym AF. Wyjściowo notowano 
zastosowaną strategię leczenia (utrzymywanie rytmu zatokowego lub kontrola częstotliwości rytmu serca). 
Po  roku obserwacji oceniano sukces terapeutyczny (kontrola AF, brak wystąpienia zdarzeń sercowo‑ 
-naczyniowych i brak zmiany strategii leczenia).
Wyniki  Ocenie poddano dane uzyskane od 289 pacjentów. U 70% pacjentów zastosowano strategię 
utrzymywania rytmu zatokowego. Pacjenci z tej grupy rzadziej otrzymywali leczenie przeciwzakrzepowe 
w porównaniu z pacjentami, u których zastosowano strategię kontroli częstotliwości rytmu serca (90,4% 
vs 97,6%; p <0,05), ale częściej otrzymywali leki antyarytmiczne klasy I (19,8% vs 4,8%; p <0,05) oraz 
III (20,8% vs 4,8%; p <0,05). Sukces terapeutyczny uzyskano u 71,5% pacjentów z grupy utrzymywania 
rytmu zatokowego i u 29,1% pacjentów z grupy kontroli częstotliwości rytmu serca (p <0,0001), co było 
związane z lepszą kontrolą AF w grupie utrzymywania rytmu zatokowego w porównaniu z drugą grupą 
(odpowiednio: 89,3% i 56,1%; p <0,0001). Zdarzenia sercowo‑naczyniowe występowały z podobną 
częstością w obu grupach (20,6% pacjentów). Progresja AF do postaci utrwalonej nastąpiła u 5,9% 
pacjentów z grupy utrzymywania rytmu zatokowego i u 73,2% pacjentów z grupy kontroli częstotliwości 
rytmu serca (p <0,001).
Wnioski  Niemal wszyscy pacjenci otrzymali profilaktykę przeciwzakrzepową, a u większości przyjęto 
strategię utrzymywania rytmu zatokowego. Mimo rzadkiego stosowania leków antyarytmicznych strategia 
utrzymywania rytmu zatokowego była związana z lepszą kontrolą i wolniejszą progresją AF, ale nie z niższą 
częstością występowania zdarzeń sercowo‑naczyniowych u pacjentów z noworozpoznanym AF w Polsce.
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