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External Direct Current Cardioversion for Atrial Fibrillation
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[ Abstract] External direct current cardioversion is a feasible and effective strategy for rhythm control of atrial fibrillation , however, the

protocols of external direct current cardioversion for atrial fibrillation have not been unified. The outcome of external direct current

cardioversion is considered to be affected by the choice of waveform,energy, paddle positions,and whether manual pressure augmentation , dual

external direct current cardioversion and antiarrhythmics pre-treatment are applied. Therefore, the protocols of external direct current

cardioversion for atrial fibrillation deserves further exploration.
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