Supplementary Table 3. Round 1 results.

	Statement
	Level of aggregation
	Result
	Notes

	Area 1 - Treatment of potential triggers of AFib in septic shock patient
	% 7 - 9
	% 4 - 6
	% 1 - 3
	% 4 - 9
	% 1 - 6
	
	

	1. At first presentation of septic shock patient, is key important to identify all triggers of AFib before starting any treatments to control HR [1,2,3,4,5,6,7,8]. 
	100.0%
	0.0%
	0.0%
	100.0%
	0.0%
	AGREEMENT
	

	2. At first presentation of septic shock patient, hypovolemia should be identified and corrected before starting controlling HR [1,2,3,4,5,6,7,8]. 
	100.0%
	0.0%
	0.0%
	100.0%
	0.0%
	AGREEMENT
	

	3. At first presentation of septic shock patient, withdrawal of beta-blockers should be identified as potential trigger [1,2,3,4,5,6,7,8]. 
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	4. At first presentation of septic shock patient, pain or anxiety (e.g. postoperative) should be detected before starting controlling HR [1,2,3,4,5,6,7,8].
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	The publication [44] was added. The statement was be reworded as:
 
“At first presentation of septic shock patient with AFib, pain or anxiety (e.g. postoperative) should be detected before starting controlling HR” [1,2,3,4,5,6,7,8,44].

	5. At first presentation of septic shock patient, hypokalaemia should be identified and corrected before starting controlling HR [1,2,3,4,5,6,7,8].
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	6. At first presentation of septic shock patient, hypomagnesemia should be identified and corrected before starting controlling HR [1,2,3,4,5,6,7,8,9]. 
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“At first presentation of septic shock patient with AFib, suspected hypomagnesemia may be identified and corrected before starting controlling HR with landiolol, but without delaying in case of hemodynamic instability” 
[1,2, 3,4,5,6,7,8,9].

	7. At first presentation of septic shock patient, use of catecholamine (vasopressors, inotrope) should be detected and discontinued before starting controlling HR [1,2,3,4,5,6,7,8].
	0.0%
	42.9%
	57.1%
	42.9%
	100.0%
	DISAGREEMENT AND REWORDED
	This statement was reworded as: 

“In case of AFib in stabilised septic shock patient, doses of catecholamine (vasopressors, inotrope) should be revaluated and non-catecholamine vasopressors (e.g. vasopressin) may be considered as it allows to decrease catecholamine doses and HR along with contemplating starting controlling HR” [1,2,3,4,5,6,7,8].

	8. At first presentation of septic shock patient, high fever should be detected and treated before starting controlling HR [1,2,3,4,5,6,7,8].
	71.4%
	0.0%
	28.6%
	71.4%
	28.6%
	DISAGREEMENT AND REWORDED
	The publication [45] was added. The statement was be reworded as:

“At first presentation of septic shock patient with Afib, high fever should be detected and could be treated before starting controlling HR but without delaying in case of hemodynamic instability” [1,2,3,4,5,6,7,8,45].

	[bookmark: _Hlk204176751]9. At first presentation of septic shock patient, fluid overload should be identified and corrected before starting controlling HR [1,2,3,4,5,6,7,8]. 
	42.9%
	14.3%
	42.9%
	57.1%
	57.1%
	DISAGREEMENT AND EXCLUDED
	

	10. At first presentation of septic shock patient, severe anaemia should be identified and corrected before starting controlling HR [1,2,3,4,5,6,7,8].
	71.4%
	0.0%
	28.6%
	71.4%
	28.6%
	DISAGREEMENT AND REWORDED
	The statement was reworded as: 

“At first presentation of septic shock patient with AFib, severe anaemia  and in absence of hypovolemia should be identified, and its management should be initiated along with starting controlling HR, and without delay in case of hemodynamic instability” 
[1,2, 3,4,5,6,7,8].

	11. At first presentation of septic shock patient, myocardial ischemia should be detected and treated before starting controlling HR [1,2,3,4,5,6,7,8].
	71.4%
	0.0%
	28.6%
	71.4%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:
“At first presentation of septic shock patient with AFib, myocardial ischemia should be detected and treated, but HR control should not be delayed as tachycardia contributes to increase DO2/VO2 imbalance and induce further critical ischemia” [1,2,3,4,5,6,7,8].

	12. At first presentation of septic shock patient, endocrine disorders (pheochromocytoma or elevated thyroid hormones) should be detected in the context of HR control to further adjust patient management [1,2,3,4,5,6,7,8]. 
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“Endocrine disorders (pheochromocytoma or elevated thyroid hormones) should be investigated in the context of HR control as a potential trigger to further adjust patient management” [1,2,3,4,5,6,7,8].

	13. At first presentation of septic shock patient, severe hypothermia should be identified and corrected before starting controlling HR [1,2,3,4,5,6,7,8].
	85.7%
	14.3%
	0.0%
	100.0%
	14.3%
	AGREEMENT
	

	
	

	Area 2 - Hemodynamic assessment in septic shock patient before HR control
	% 7 - 9
	% 4 - 6
	% 1 - 3
	% 4 - 9
	% 1 - 6
	
	

	14. Determination of hemodynamic parameters with continuous HR and BP is the minimum mandatory to control patient response/condition with arterial catheter / central catheter [5,8,10].
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“Determination of hemodynamic parameters with continuous HR and BP is the minimum requirement to control patient response/condition, and advanced monitoring for cardiac assessment is recommended” [5,8,10].

	15. Clinical monitoring of tissue perfusion is important when reducing HR rate (the more HR is reduced the tighter the control of tissue perfusion has to be checked: lactate, capillary refill time test, ScvO2 and /or Delta pCO2) [5,8,10].
	100.0%
	0.0%
	0.0%
	100.0%
	0.0%
	AGREEMENT
	

	16. Invasive and/or non-invasive tools can be used to assess hemodynamic profile [5,8,10,11]. 
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	
	

	[bookmark: _Hlk204247510]Area 3 - Individualised cardioversion approach to AFib in critically ill patients
	% 7 - 9
	% 4 - 6
	% 1 - 3
	% 4 - 9
	% 1 - 6
	
	

	17. If there is hemodynamic instability, cardioversion is the appropriate procedure to apply [1,12].
	100.0%
	0.0%
	0.0%
	100.0%
	0.0%
	AGREEMENT
	

	18. A “crushing” patient can be easily identified on the basis of very low blood pressure, no response to fluids, potential bradycardia, fainting, dizziness, lethargy, confusion, low urine output, cold skin, mottling [5,8].
	100.0%
	0.0%
	0.0%
	100.0%
	0.0%
	AGREEMENT
	

	19. Unlike CCU/CICU, in Critical Care setting, up to 70% of patients can relapse after EC [13,14]. 
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	20. If electric cardioversion is not effective, amiodarone can be an option in selected patients who are haemodynamically unstable or with severely impaired LVEF [8,15,16].
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“If electric cardioversion is not effective, amiodarone may be an option in selected patients who are haemodynamically unstable or with severely impaired LVEF”  [8,15,16].

	21. If electric cardioversion is not effective, landiolol can be an option, if not contraindicated to beta-blockade [17,18,19]. 
	100.0%
	0.0%
	0.0%
	100.0%
	0.0%
	AGREEMENT
	

	22. If electric cardioversion is not effective, landiolol can be an option after amiodarone [19,20].
	42.9%
	28.6%
	28.6%
	71.4%
	57.1%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“If electric cardioversion is not effective, landiolol can be an alternative to amiodarone, after echocardiographic exclusion of severe LV systolic dysfunction” [19,20].

	23. Esmolol, given its profile and potential hypotensive effect, is not recommended as a first choice for beta-blockade [21,22,23].
	57.1%
	28.6%
	14.3%
	85.7%
	42.9%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“Esmolol, when landiolol is not available, remains an alternative, but similarly to landiolol, it will necessitate careful titration and tight HR and BP monitoring to anticipate potential bradycardia and hypotensive effect” [21,22,23].

	
	

	[bookmark: _Hlk204250030]Area 4 – Pharmacological approach to AFib in critically ill patients
	% 7 - 9
	% 4 - 6
	% 1 - 3
	% 4 - 9
	% 1 - 6
	
	

	24. The concept of HR control or rhythm control in the critical setting has not the same significance as in cardiology setting. Indeed, in the context of new onset atrial fibrillation occurring in critical care, drugs routinely used potentially provide both rate and/or rhythm control [6,15,24,25]. 
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	25. For “not crushing” patients/with no severe hemodynamic instability, HR or rhythm control should be done after controlling the triggers [5,8,15]. 
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“For “not crushing” patients/with no severe hemodynamic instability, HR or rhythm control should be done after or along controlling the triggers” [8, 21,41].

	26. Amiodarone can be an option for HR/rhythm control in patients with not too severe hemodynamic instability [5,8,15]. 
	28.6%
	42.9%
	28.6%
	71.4%
	71.4%
	DISAGREEMENT AND EXCLUDED
	

	27. Landiolol can be an option for HR/rhythm control in patients with not too severe hemodynamic instability [23,26,27].
	57.1%
	14.3%
	28.6%
	71.4%
	42.9%
	DISAGREEMENT AND EXCLUDED
	

	28. Digoxin is not recommended in the presence of dyskalaemia and hypoxemia. Furthermore, digoxin efficacy is lower in high adrenergic tone. 
	71.4%
	28.6%
	0.0%
	100.0%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“Digoxin remains a feasible option unless contra-indicated (e.g. dyskalaemia, dyscalcaemia, hypoxia)”.

	29. In absence of hemodynamic instability and in case of preexisting AFib of unknown duration which is associated with the risk of inducing a stroke, amiodarone is not an option [5,8,15].
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	30. In absence of hemodynamic instability and in case of preexisting AFib of unknown duration which is associated with the risk of inducing a stroke, landiolol represent an option. 
	57.1%
	28.6%
	14.3%
	85.7%
	42.9%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“Landiolol represents an option in case of preexisting AFib of unknown duration which is associated with the risk of inducing a stroke”.

	31. Septic patients with EF below 35% should not be treated with landiolol [26,28,29].
	28.6%
	14.3%
	57.1%
	42.9%
	71.4%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“In septic shock patients with EF below 35%, landiolol should be only used with caution in patients contra-indicated to amiodarone” [26,28,29].

	32. Non-septic patients with EF below 35% as low as 25% could be treated with landiolol [30,31,32,33,34,35].
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	33. Landiolol should not be used in (hypodynamic)/cardiogenic (SCAI CDE) shock [5,8,36,37].
	71.4%
	28.6%
	0.0%
	100.0%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“Landiolol should not be used in cardiogenic shock, as it is contra-indicated” [5,8,36,37].

	
	

	Area 5 – Titration of landiolol and HR goal to reached
	% 7 - 9
	% 4 - 6
	% 1 - 3
	% 4 - 9
	% 1 - 6
	
	

	34. For starting landiolol therapy to treat AFib, dosing should be started as infusion without bolus. 
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“For starting landiolol therapy to treat Afib, dosing should be initiated as infusion without bolus, especially in crushing patients or in case of hemodynamically instability”.

	35. Starting dose in critical care setting should be 1mcg/kg/min with a slow titration of 1mcg/kg/min step every 15-20 min. 
	100.0%
	0.0%
	0.0%
	100.0%
	0.0%
	AGREEMENT
	

	36. For patients with low cardiac output and low EF (< 35%) one should be especially careful to start with a low dose and to titrate slowly. (Increase pace of titration if needed). 
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	37. Initial HR target should be set at < 110 bpm [8,15].
	85.7%
	14.3%
	0.0%
	100.0%
	14.3%
	AGREEMENT
	

	38. Further reduction of HR with additional titration should be done based upon individualised patient response evaluated by close hemodynamic monitoring/ECHO to assess the tolerance [2,5]. 
	100.0%
	0.0%
	0.0%
	100.0%
	0.0%
	AGREEMENT
	

	39. Lowering target to <95 bpm without advanced cardiac output monitoring is not recommended as it may harm the patient. 
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND MAINTAINED
	

	40. The optimal HR target should be 90 bpm, because this is the best value for atrial/ventricular coupling providing the highest EF [11,38].
	28.6%
	42.9%
	28.6%
	71.4%
	71.4%
	DISAGREEMENT AND EXCLUDED
	This statement was excluded because a fixed HR target is not universally applicable in AFib, as optimal HR varies across individuals and depends on atrioventricular coupling, afterload, and overall hemodynamic context.

	41. In patient with hemodynamic stable condition under vasopressor, it is advised to make a test to evaluate landiolol tolerance and hemodynamic response versus expected natural course of disease. 
	87.5%
	12.5%
	0.0%
	100.0%
	12.5%
	DISAGREEMENT AND MAINTAINED
	

	42. In patient with rapid AF, it is recommended to select a HR target not lower than a 30% decrease of baseline HR.
	71.4%
	0.0%
	28.6%
	71.4%
	28.6%
	DISAGREEMENT AND EXCLUDED
	 This statement was excluded because a fixed HR reduction does not account for individual cardiac function and hemodynamic monitoring-guided titration.

	
	

	Area 6 – Duration of therapy with landiolol
	% 7 - 9
	% 4 - 6
	% 1 - 3
	% 4 - 9
	% 1 - 6
	
	

	43. Landiolol infusion should not be discontinued abruptly [39].
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“Landiolol infusion should not be discontinued abruptly except for resolving adverse events” [39].

	44. If rate control is obtained, landiolol should be continued for 2-3 days until vasopressor weaning or conversion to sinus rhythm [26,39]. 
	71.4%
	0.0%
	28.6%
	71.4%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“If rate control is obtained, landiolol should be continued until vasopressor weaning or conversion to sinus rhythm followed by conversion to oral beta blockers” [26,39].

	
	

	Area 7 – Therapy after stopping landiolol
	% 7 - 9
	% 4 - 6
	% 1 - 3
	% 4 - 9
	% 1 - 6
	
	

	45. After stopping landiolol, the patient should be switched to an oral beta-blocker (e.g., bisoprolol) to avoid recurrence of atrial fibrillation [34,39].
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	46. It is reasonable to rely on oral beta-blockers when enteral route is active again (e.g. patient on enteral nutrition).
	85.7%
	14.3%
	0.0%
	100.0%
	14.3%
	AGREEMENT
	

	47. For patients with pre-existing morbid conditions (hypertension, vascular or cardiac disease, etc.) where beta-blockers are indicated and should be initiated before ICU discharge (and discuss/refer to cardiologist) [40,41].
	100.0%
	0.0%
	0.0%
	100.0%
	0.0%
	AGREEMENT
	

	48. For patients with preexisting chronic beta-blockers, treatment should not be stopped if possible or reinitiated as soon as possible before ICU discharge [12].
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“For patients with preexisting chronic beta-blockers, the treatment should be reinitiated as soon as possible even before the ICU discharge” [12].

	
	

	Area 8 – Alternative option in case of partial success or failure with landiolol
	% 7 - 9
	% 4 - 6
	% 1 - 3
	% 4 - 9
	% 1 - 6
	
	

	49. If rate control is not achieved with landiolol, intensivist can select alternative option like electrical cardioversion or amiodarone after having excluded any risk of thromboembolism evaluated with echography [8,15].
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“If rate control is not achieved with landiolol, intensivist can select alternative option like amiodarone or digoxin” [8,15].

	50. Amiodarone may be preferred to electrical cardioversion in critical care patients with high adrenergic tone or inflammation because the high rate of relapse after EC [8,15].
	42.9%
	28.6%
	28.6%
	71.4%
	57.1%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“Amiodarone, alone or combined to electrical cardioversion, may be preferred in critical care patients with high adrenergic tone or inflammation because of the high rate of relapse after electrical cardioversion” [8,15].

	51. Intensivist should call for cardiologist for further consultation on how to proceed in difficult patient (e.g. catheter ablation) [8,15]. 
	85.7%
	0.0%
	14.3%
	85.7%
	14.3%
	AGREEMENT
	

	52. If return to sinus rhythm is not achieved with landiolol, intensivist can select alternative option like electrical cardioversion or amiodarone after having excluded any risk of thromboembolism evaluated with echography [8,15]. 
	42.9%
	28.6%
	28.6%
	71.4%
	57.1%
	DISAGREEMENT AND EXCLUDED
	The statement was excluded because exclusion of intracardiac thrombus alone was insufficient to guide clinical decision-making.

	
	

	Area 9 – Landiolol and concomitant use of positive inotropic agents
	% 7 - 9
	% 4 - 6
	% 1 - 3
	% 4 - 9
	% 1 - 6
	
	

	53. Before deciding to initiate an inotrope in rapid AF patient, clinicians need to assess the global cardiovascular pathophysiology, with particularly focus to elastance [11].
	57.1%
	42.9%
	0.0%
	100.0%
	42.9%
	DISAGREEMENT AND REWORDED
	This statement was reworded as:

“Before deciding to initiate an inotrope in rapid AF patient, we suggest clinicians to assess the global cardiovascular pathophysiology, with focus on coupling of ventricular to arterial elastance” [11].

	54. If inotrope support is needed in Afib patients treated with landiolol, levosimendan is suggested an option of choice because of its mechanism of action [9].
	85.7%
	14.3%
	0.0%
	100.0%
	14.3%
	AGREEMENT
	

	55. Phosphodiesterase III inhibitors may be used providing hypotension is adequately controlled [30,42,43].
	71.4%
	14.3%
	14.3%
	85.7%
	28.6%
	DISAGREEMENT AND EXCLUDED
	The statement was excluded because available information was insufficient and concerns were raised about adverse effects related to cAMP-mediated actions.

	AF, Atrial Fibrillation; AFib, Atrial Fibrillation; BP, Blood Pressure; bpm, beats per minute; CCU/CICU, Coronary Care Unit/Cardiac Intensive Care Unit; EC, Electric Cardioversion; EF, Ejection Fraction; HR, Heart Rate; ICU, Intensive Care Unit; LA, Left Atrial; LV, Left Ventricular; LVEF, Left Ventricular Ejection Fraction; SCAI CDE, ; SmPC, Summary of Product Characteristics.
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