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First diagnosed episode of atrial fibrillation

Paroxysmal

‘ | Persistent

(requires CV)
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‘Upstream’ therapy of concomitant conditions

EH 1

persistent long-standing  permanent
persistent




EHRA class

EHRA |

EHRAII

EHRAII

EHRA IV

Explanation
‘No symptoms’

‘Mild symptoms’; normal daily activity not affected
‘Severe symptoms’, normal daily activity affected

‘Disabling symptoms’; normal daily activity discontinued
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Trial Ref | Patients | Mean Mean Inclusion criteria Primary outcome Patients reaching primary
(m) age | follow-up parameter outcome (n)
(years) |~ (years) Rate |Rhythm | P
control | control
PIAF (2000) 2 152 61.0 1.0 Persistent AF Symptomatic improvement T6/125 TN 27 032
(7-360 days) (60.8%) (55.1%)
AFFIRM (2002) 86 4060 697 35 Parowysmal AF or All-cause mortality 3102027 | 3562033 | Q.08
persistent AF, age (25.9%) (26.7%)
265 years, or rick of
stroke or death
RACE (2002) a7 522 68.0 13 Persistent AF or flutter | Composite: cardiovascular 441256 60266 0.1l
for <| years and death, CHF, severe bleeding, | (17.2%) (11.6%)
I-2 cardioversions pacemaker implantation,
over 1 years and oral | thrombo-embolic events,
anticoagulation severe adverse effects of
antiarrhythmic drugs
STAF (2003) 88 200 66.0 1.6 Persistent AF Composite: overall 10/100 9100 0.99
(>4 weeks and mortality, cerebrovascular (10.0%) (9.0%)
< years), LA size complications, CPR, embolic
=45 mm, CHF NYHA | events
[HV, LVEF <45%
HOT CAFE (2004) 89 205 &0.8 .7 First clinically overt Compaosite: death, 1101 4104 =0.71
persistent AF (27 days | thrombo-embolic events; (1.0%) (3.9%)
and <12 years), intracranialimajor
age 5075 years haemorrhage
AF-CHF (2008) 90 1376 &b 3.1 LVEF <35%, symptoms | Cardiovascular death I75/1376 | 1BY1376 | 059
of CHF, history of AF (25%) (27%)
(=6 hor
DCC <last & months)
J-RHYTHM 9l 823 64.7 1.6 Paroxysmal AF Composite of total 89/405 64/418 0.012
(2009) mariality, symptomatic (22.0%) (15.3%)
cerebral infarction,
systemic embolism, major
bleeding, hospitalization for
heart failure, or physical’
psychological disability
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Electrical

Electrical
cardiowersion

Pharmacological

Yourilide should not be given when significant left ventricular hyperoropy
(1.4 cm) is present.
“Wernakalant should not be given in moderate or severs heart failure, aortic
stenosis, aoute coronary syndrome or hypotension. Cauton o mild

heart failure.
“Pill-in-the-pocket’ technigue — preliminary assessment in a medically safe
ervironment and then wed by the patient in the ambulatory settng.

Savera Moderate
Intravenous Intravenous Intravenous Pill-in-the-pocket
amiodarone Ibutilide® flecainide (high dose oral)®
vernakalant® ibutilide flecalnide
propafenone

vernakalant

Intravenous Intravenous

amiodarone amiodarone




Minimal or no structural Significant structural heart disease
heart disease i

Treatment of underlying condition and prevention
of remodelling — ACEIAREB/statin
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dronedarone/flecainide/ dronedarone dronedarone
propafencne/sotalol

l | ,
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ACEl = angiotensin-converting enzyme inhibitor; ARE = angiotensin-receptor blocker; HHD = hypertensive heart disease; CHD = coronary beart disease; HF = heart failure:
LVH = left wentricular hyperorophy, MYHA = New York Heart Asscciation. Antarrhythmic agesis are listed in alphabetical order within each treatment bo.
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Minimal or no heart disease Significantunderlying heartdisease
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17 HT _l CAD l_ CHF —l
LVH Stable  NYHAIIV

NYHAUI or ‘unstable’
MNHYA

=




,m
m
m




renal dysfunction requires careful adaptation
of dose.

Drug Dose Main contraindications and precautions | ECG features prompting
lower dose or discontinuation
Disopyramide 100250 mg tid. Contraindicated in systolic heart failure. QT interval >500 ms MNone
Caution when using concomitant therapy
with QT-prolonging drugs.
Hecainide 100-200 mg b.i.d. Contraindicated if creatinine clearance QRS duration increase >25% MNone
<50 mg/mL. in coronary artery disease, above baseline
reduced LY ejection fraction.
Hecainide XL 200 mg o.d. Caution in the presence of conduction system
disease.
Propafencne 150300 mg tid. Contraindicated in coronary artery disease, | QRS duration increase =25% Slight
reduced LY ejection fraction. above baseline
Propafencne SR 225425 mg b.id. Caution in the presence of conduction system
disease and renal impairment.
d}-Sotalol 80-160 mg bid. Contraindicated in the presence of significant | QT interval >500 ms Similar to high-dose
LV hypertrophy. systolic heart failure, fi-blockers
pre-existing QT prolongation, hypokalaemia
creatinine clearance <50 mg/mL. Moderate

600 mg o.d. for 4

Caution when using concomitant therapy

QT interval >500 ms

10—12 bpm in AF

unstable heart failure, during concomitant
therapy with QT-prolonging drugs,

powerful CYP3A4 inhibitors, and creatinine
chearance <30 mg/mL.

Dose of digitoxin/digoxin should be reduced.
Elevations in serum creatinine of

0.1-0.2 mg/dL are common and do not reflect
reduced renal function.

weeks, 400 mg od. for | with QT-prolonging drugs, heart failure. Dose
4 weoks, of vitamin K antagonists and of digitoxin/
then 200 mg o.d. digoxin should be reduced.
Dronedarone 400 mg b.id. Contraindicated in NYHA class lIHV or QT interval >500 ms 1012 bpm in AF




Rate control
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Exercise test if excessive 24 h ECG for safety
heart rate is anticipated

during exercise




Table |5 Drugs for rate control

p-Blockers

Metoprolol 1.5-5 mg |20 mg o.d. (ER)
CRIXL

Bisoprolol 2.5-10 mg o.d.

Azenclol 25-100 mg od.
ool [1mg [1komgud
Non-dihydropyridine calaum channel antagonists
Vel [Smg | Omgbd o M0mg @)od
&0 mg tds. to 360 mg (ER) o.d.
Digitalis glycosides
Dgwn — Jos-im |0lSmedsmpod
Others

Amiodarcne 5 mg/kgin | h,and 100 mg-200 mg o.d.
50 mg'h maintenance




The choice of drugs depends on life-style and underlying disease

Atrial fibrillation
I




dihe management cascade for
patients with AF
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. o Record Presentation
—
Atrial fibrillation 12-lead ECG 1 EHRA score
Associateddisease
Initial assessment
Assess _
TE Risk Oral anticoagulant
Aspirin
None

AF type Rate control
Symptoms | + Rhythm control
Antiarrhythmic drugs
Ablation

ACEIs/ARBs
Statins/PUFAs
Others
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