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Selection of oral antiarrhythmic drugs after
radiofrequency ablation of atrial fibrillation
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Abstract ; Atrial fibrillation (AF) is one of the most common arrhythmias in clinical practice, associated with an
increased risk of death,stroke,and peripheral embolism. It is confirmed that maintaining sinus rhythm could be benefit
for the patients,and current studies have shown that radiofrequency catheter ablation (RFCA) is superior to antiarrhyth-
mic drugs (AAD) in maintaining sinus rhythm for the AF patients. However, there is still a high recurrence rate of AF
patients after receiving RFCA treatment. The application of AAD and the development of RFCA technology have made it
safer and more effective in cardiac rhythm controlling. Clinical studies suggest that the AAD application after RFCA treat-
ment could decrease recurrence rate for AF patients. Considering the past medical treatment patients received and impact
on cardiac functions, It is crucial for partial patients to utilize the AAD treatment after RFCA. This article provides a

review of the application of AAD in AF patients after RFCA.
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