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Nonvalvuler AF

» Romatizmal mitral kapak hastaligi, prostetik
kapagi olanlar ve mitral kapak ta'miri yapilan

hastalar haricinde gorulen AF.

» Yeni oral AK ilaglarin verilebilecegi AF

grubu.

Kilavuz Circulation 2011



Recurrent AF

(2 ya da daha fazla AF nuksu olmast)
Paroksismal Persistan

e Spontan sonlantr. e Spontan sonlanmaz.

* Yedi gunden (cogu 24 * Yedi gunden uzun

saatten) kisa surer. surer.

e KV ile sonlanir.

Permanent AF
KV ile sinus ritminin elde edilemedigi ya da KV'ye tesebbus

edilmeyen AF

Ritm tedavisinin yeri yok.




Lone AF

Kardiyo-pulmoner hastaligi ve HT olmayan, < 60 yas
hastalardaki AF.

Tromboemboli bakimindan prognoz ¢ok iyi,

korumaya gerek yok.
Yasla birlikte risk artar.

Paroksismal AF’lerin % 30-45'i, persistan AF’lerin % 20-
25’1 lone AFdir.

Kilavuz Circulation 2011



Hiz X Ritm? AFFIRM ve RACE ne
demisti?

» Kabaca, hiz ve ritm kontrolu arasinda fark yok.

o Hatta, AFFIRM’de ritm kontrolu yapilanlarda
mortalite artisina temayul, AFFIRM ve RACE'de
hospitalizasyonda artis goruldu (3.5 yil).

Antiaritmik ilaglar mortaliteyi arttirdi.

Tekrarlayan KV'ler hospitalizasyonu arttirdi.

Kilavuz Circulation 2011



RACE’'den bir alt grup analizi

» Ritm kontrol grubunda AK alan ve
sinus ritmini idame ettiren hastalarla,
hiz kontrol grubunda olup permanent

AF’'de kalan hastalar arasinda bile fark

yok (secilmis grup).

Rienstra M et al. Heart Rhythm 2004



Yine de...Sunlari dusun...

» Her iki calismada da; hastalar yasli (ort.
70 yas).

o Cogu persistan AF hastasi.

e Cogu kalp ya da HT hastasi.

Elde edilen neticeler genc ve kalp hastasi olmayan AF

hastalari icin generalize edilemez.

Kilavuz Circulation 2011



Hiz kontrolu Ritm kontrolu
Yasli » Geng

Paroksismal AF

Persistan AF

HT Lone AF

Semptomatik

Kalp hastaligi

Minimal semptom

Kilavuz Circulation 2011



KV: Direk X Farmakolojik?

« Ikisini karsilastiran biyuk c¢alisma yok (devam eden bir

calisma var).

« Ikisi arasinda tromboemboli riski farki olup olmadigini

bilmiyoruz (koruma proseduru ayni).

» Direk KV bifazik yapilirsa farmakolojik KV’den ustun

(indirek veriler).

» Farmakolojik KV ilk 7 gln icinde yaplilirsa ¢cok efektif.

Yeni baglayan AF’de ilk 24-48 saatte spontan KV stk ve KV

yapilmasina goére sinlis ritminde daha uzun kalma ihtimali yiiksek.

Kilavuz Circulation 2011




Direk KV nasil yapalim?

AP pozisyon AL pozisyona gore ustun gibi.
Verilen enerji miktarini azaltmak igin yuksek 360 J ile baslanabilir.

Daha duguk enerjiyle baglarsak ve sinus ritmi elde edilemezse sonraki
tesebbusler 100°er J arttinllir (max. 400 J).

Miyokardiyal hasari azaltmak igin soklar arasi en az bir dk. beklenir.

AF’de en az 200 J (mono ya da bifazik) ile baslanir, flatter’da daha dusuk

enerji ile basglanabilir.

AF’de bifazik sok, monofazik soklamaya ustundur, flatter’da ikisi arasinda

fark yok.

AF’de kabaca, 100 J bifazik soklama, 200 J monofazik soklamaya denk gelir.

Kilavuz Circulation 2011



Kalici Pil ve ICD’li hastalarda KV

» Genel olarak guvenli.
» Nadiren esik yukselmesi ve capture kaybi olabilir.

» Kasiklar mumkun oldugunca jeneratorden uzak

tutulmali (ideali AP pozisyon).

» Gerek gorulurse cihaz KV oncesi ve sonrasi

sorgulanmalidir, nadiren programlama gerekir.

Kilavuz Circulation 2011



Direk KV: Aklimizda tutalim

KV sonrasi atriyal ve ventrikuler benin aritmiler,
Kisa sureli sinus aresti gorulebilir ve tedavi

gerektirmez.

Hipopotasemi ve dijital entoksikasyonunda VT ve
VF gorulebilir (sinif 1ll).

KV evvelinde potasyum seviyesi olgulmelidir.

Dijital kesilmesine gerek yoktur.

Kilavuz Circulation 2011



Kilavuz Circulation nisan 2013

CLASS 1

1. When a rapid ventricular response does not respond
promptly to pharmacological measures for patients
with AF with ongoing myocardial ischemia, symptom-
atic hypotension, angina, or HF, immediate R-wave
synchronized direct-current cardioversion is recom-
mended. (Level of Evidence: C)

2. Immediate direct-current cardioversion is recom-
mended for patients with AF involving preexcitation
when very rapid tachycardia or hemodynamic insta-
bility occurs. (Level of Evidence: B)

ardlmersmn is recommended in

macceptable to the patlen
AF after cardioversion, repeated direct- current car-
dioversion attempts may be made following adminis-
tration of antiarrhythmic medication. (Level of Evi-
dence: C)

CLASS IlIa

1. Direct-current cardioversion can _be useful to restore
sinus rhyth art of a long-term management
strategy for patients with AF. (Level of Evidence: B)

s a reasonable consideration in the
selection of infrequently repeated cardioversions for

the management of symptomatic or recurrent AF.
(Level of Evidence: C)




Farmakolojik destekli direk KV
Kilavuz Circulation nisan 2013

KV’den 6

hafta

CLASS Ila once

1. Pretreatment with ﬂmimﬁamne. flecainide, ibutilide,
propafenone, or sotalol can be useful to enhance the

success of direct-current cardioversion and prevent
recurrent atrial fibrillation. (Level of Evidence: B)

@@tients who relapse to AF after successful cardio—>

version, it can be useful to repeat the procedure

<following prophylactic administration of antiarrhyth=>
mic medication. (Level of Evidence: C)




Farmakolojik KV: nasil yapalim?

» Pek cok ilac var.

» Kullanilan ilaglara gore beklenen sinus
ritmine donus zamanlari ¢ok farkl.

» Kullandigimiz ilagla kabaca, ne zaman
sinus ritmini elde edebilecegimizi tahmin
etmek cok muhim.

» AF suresine gore (< 7 gun <) ilag tercihleri
degisebiliyor.



Amiodaron

» Oral ve IV kullanilabilir.
» Doz semalari cok karisik.

o Kardiyoverter te’siri saatlerden haftalara

kadar degisebilir.
e Yan te’sirleri sik ve ¢ok.

» Kalp yetersizliginde nisbeten guvenli.

Kilavuz Circulation 2011



Dofetilid

» Oral formu var.

 Atriyal flatter'i AF'ye gore daha iyi gevirir.

» Sinuse donus gunler, haftalar surebilir.
» Bobrek yetersizliginde doz ayari gerekir.

» Hastahane disi baslanma endikasyonu yok.

Kilavuz Circulation 2011



Flekainid

» Oral ve IV sekli var.

» Tek dozluk oral ya da IV verilmesi saatler
icinde (1-3 saat) sinus ritmini saglar.

 Atriyal flatter’da 1/1 gecise yol acabilir.

» Organik kalp hastaliginda KE'dir.

Kilavuz Circulation 2011



|butilid
IV formu var.
Atriyal flatter’i AF’ye gore daha iyi gevirir.
Verildikten 1 saat sonra sinus ritmi elde edilmesi beklenir.
Propafenon ve flekainid’in etkisiz oldugu AF’de tercih edilir.
Torsades de pointes riski gok fazla (kadinlar).
llac verildikten sonra resusitasyona hazirlikli olunmalidir.
Kalp yetmezliginde torsades riskinden dolayi kullanilmamaldir.

llac verilmeden evvel serum potasyum ve magnezyum

seviyeleri gorulmelidir.

Kilavuz Circulation 2011



Propafenon

» Oral ve IV sekli var.
* Yeni baslayan AF’'de daha uygun.

e Verildikten 2-6 saat sonra sinus ritmi

elde edilmesi beklenir.

» Kalp yetmezligi ve ciddi KOAHda KE'dir.

Kilavuz Circulation 2011



Kilavuz Circulation 2011

Table 16. Recommendations for Pharmacological Cardioversion of Atrial Fibrillation of Up to 7-d Duration

Route of Class of Level of
Drug* Administration Recommendation Evidence
Agents with proven efficacy
Dofetilide Oral | A
Flecainide Oral or intravenous | A
Ibutilide Intravenous | A
Propafenone Oral or intravenous | A
Amiodarone Oral or intravenous lla A
Shou.d not be administered
Digoxin Oral or intravenous Il A

Sotalol Oral or intravenous If



Kilavuz Circulation 2011

Table 17, Recommendations for Pharmacological Cardioversion of Atrial Fibrillation Present for More Than 7 d

Drug* Route of Administration ~ Recommendation Class  Level of Evidence

Agents with proven efficacy

Dofetilide Oral | A

Amiodarone Oral or intravenous lla A

lbutilide Intravenous Il A
Should not be administered

Digoxin Oral or intravenous I B

Sotalol Oral or intravenous If B




Kilavuz Circulation 2011

Table 18. Recommended Doses of Drugs Proven Effective for Pharmacological Cardioversion of Atrial Fibrillation
Route of
Drug* Administration Dosaget Potential Adverse Effects
Amiodarone Oral Inpatient: 1.2 to _d=8=sper day in Hypotension, bradycardia, QT
divided dose u otal, then prolongation, torsades de
200 to 400"wg=p€r day pointes (rare), Gl upset,
maintenance or 30 mg/kg as constipation, phlebitis (IV)
single dose Outpatient: 600 to 800
mg per day divided dose until 10
g total, then 200 to 400 mg per
day maintenance
Intravenous/oral 5 to 7 mg/kg over 30 to 60 min,
then 1.2 to 1.8 g per day
continuous IV or in divided oral
doses until 10 g total, then 200 to
400 mg per day maintenance
Dofetilide Oral Creatinine Dose (mcg BID)
Clearance
(mL/min)

More than 60 QT prolongation, torsades de
pointes; adjust dose for renal
function, body size and age

40 to 60
20 to 40
Less than 20 Contrahdicated
Flecainide Oral 200 to 300 mg Hypotension, atrial flutter
with high ventricular rate
Intravenous 1.5 to 3.0 mg/kg over 10 to 20
mint
Ibutilide Intravenous 1 mg over 10 min; repeat 1 mg QT prolongation, torsades de
when necessary pointes
Propafenone Oral 600 mg Hypotension, atrial flutter
with high ventricular rate
Intravenous 1.5 to 2.0 mg/kg over 10 to 20

mint



Kilavuz Circulation nisan 2013:
Pill-in-the-pocket

Class I1a

1.  Administration of amiodarone is a reasonable option
for pharmacological cardioversion of AF. (Level of
Evidence: A)

@ A single oral bolus dose of propafenone or flecainide
(pill-in-the-pocket) can be administered to terminate per-
sistent AF outside the hospital once treatment has proved
safe 1n hospital for selected patients without sinus or
AV node dysfunction, bundle-branch block, QT-interval
prolongation, the Brugada syndrome, or structural heart
disease. Before antiarrhythmic medication is initiated, a
beta blocker or nondihydropyridine calcium channel an-
tagonist should be given to prevent rapid AV conduction
in the event atrial flutter occurs. (Level of Evidence: C)



Flekainid Propafenon
300mg (> 70 kg)

600mg (> 70 kg)

200mg

450mg

Sinuse donus orani: %94 Sinuse donus orani: %94

Sintse donus suresi: 135 dk Sinlse donus suresi: 135 dk

Alboni P et al. N Engl J Med 2004



Vernakalant: Yeni bir ilac

IV sekli var.
Sinus ritmine varis suresi 8-11 dk.

Amiodaron’a ustun cikti (sinus ritmi; %54 X
%22).

AF suUresi 7 gunu gecerse etkisiz.

Hipotansiyon, AKS, Aort darligi, Kalp yetersizligi ve
QT uzamasinda KE.

Kilavuz ESC 2012

Camm AJ et al. J Am Coll Cardiol 2011



Kilavuz ESC 2012

Recommendations for pharmacological cardioversion
of recent-onset AF < 7giniginde >

Recommendations Class? Level® Ref€

When pharmacological
cardioversion is preferred

. s 120, 121,
and there is no or minimal
. 123, 124,
structural heart disease, |
. o 126, 127,
intravenous flecainide, 1312134

propafenone, ibutilide, or
"vernakalantare recommended.

N\

b wocil®ocadiancc- b, 'RT™ 2% ..o



Kilavuz ESC 2012

\l

Emergency

bt
_—l

Electrical

Elective

Electrical
cardioversion

—

Pharmacological

Severe Moderate None
Intravenous Intravenous Intravenous Pill-in-the-pocket
amiodarone )h.u.nl.nd.e“\ flecainide (high dose oral)
Cyernakalant® ibutilide flecainide
propafenone propafenone

rnakaian




Hiz kontrolu

Beta blokerler KKB’ye gore daha iyi hiz dusuruyor.

Digoksin egzersiz kalp hizina etkisiz, monoterapi olarak,

sadece sedentar hayat tarzi olanlarda dusunulebilir.

Digoksin + BB kombinasyonu digoksin + KKB

kombinasyonundan daha iyi.

Butun alternatifler tecrube edildikten sonra hiz

dusurmede amiodaron dusunulebilir.

Kilavuz Circulation 2011

Kilavuz Canadian J Cardiol 2012



Kilavuz Circulation 2011

NON-ACUTE SETTING and CHRONIC MAINTENANCE THERAPYY|
Heart rate control

Metoprololt Class |, LOE C Same as maintenance
dose
Propranololt Class |, LOE C Same as maintenance
dose
Diltiazem Class I, LOE B Same as maintenance
dose
Verapamil Class I, LOE B Same as maintenance

dose

4t06h

60 to 90 min

2t04h

Tto2h

Heart rate control in patients with heart failure and without accessory pathway

Class I, LOE C
Class lIb, LOE C

Digoxin 0.5 mg by mouth daily

Amiodaronet 800 mg daily for 1 wk,
orally 600 mg daily for 1
wk, orally 400 mg daily

for 4 to 6 wk, orally

2 days
110 3 wk

25 t0 100 mg twice a day,
orally

80 to 240 mg daily in divided
doses, orally

120 to 360 mg daily in divided
doses; slow release available,
orally

120 to 360 mg daily in divided
doses; slow release available,
orally

0.125 10 0.375 mg daily, orally
200 mg daily, orally

| BP, HB, | HR, asthma, HF

| BP,HB, | HR, asthma, HF

| BP, HB, HF

| BP, HB, HF, digoxin interaction

Digitalis toxicity, HB, | HR

| BP, HB, pulmonary toxicity,
skin discoloration, hypothyroidism,
hyperthyroidism, corneal deposits,
optic neuropathy, warfarin
interaction, sinus bradycardia



Kalp hizini ne kadar dusurelim?

» Permanent AF’'de siki kalp hizi kontroluyle
(istirahatta < 80 atim/dk) i'tidalli kalp hiz
kontrolinun (istirahatta < 110 atim/dk) benzer

oldugu gec de olsa anlasildi (3 yil).

» Boylece hem ila¢ dozlarini duisurmek, hem de
digoksin kullanimini azaltmak mumkun hale

geldi.

Van Gelder IC et al. N Engl J Med 2010



Kilavuz Circulation nisan 2013

1.1.1. Rate Control During AF
Class 1

1. Measurement of the heart ¢
rate using pharmacologicall agents (either a beta block-
er or nondihydropyridine [calcium channel antagonist,
in most cases) are recommended for patients with per-
sistent or permanent AF. (Level oﬁE_\a.de_n_cgs' - B)

2. In the absence of preexcitation, (intravenous) adminis-
tration of beta blockers (esmolol, metoprolol, or pro-
pranolol) or nondihydropyridine calcium channel an-
tagonists (verapamil, diltiazem) is recommended to

slow the ventricular response to AF in the acute setting,

exercising caution in patients with hypotension or heart

failure (HF). (Level of Evidence: B)

Intravenous administration of digoxin or amiodarone

S

ho do not have an accessory pathway.
(Level of Evidence: B)

4. In patients who experience symptoms related to AF
during activity, the adequacy of heart rate control
should be assessed during exercise, adjusting pharma-
cological treatment as necessary to keep the rate in the
phvsiological range. (Level of Evidence: C)

5. is effective following oral administration to con-

trol the heart rate at rest in patients with AF and is indi-

cated for pata tricular (V) dysfunc-
tion, or for|sedentary individuals | (Level of Evidence: C)




Kilavuz Circulation nisan 2013

Class Ila

1. f digoxin and either a beta blocker or
nondittydropyridine calcium channel antagonist is rea-

sonable to control the heart rate both at rest and during
exercise in patients with AF. The choice of medication
should be individualized and the dose modulated to
avoid bradycardia. (Level of Evidence: B)

2. It is reasonable to use ablation of the atrioventricular
(AV) node or accessory pathway to control heart rate
when pharmacologlcal therapy is 1n§ufﬁ01ent Or associ-

Intravenous amlodarone an be ontrol the

H when other measures)are
e me, 7 ce: C)

unsuccessful or contraindicated. Z-e Prce.

4.  When electrical cardioversion is not necessary in pa-
tients with AF and an accessory pathway, intravenous
procainamide or ibutilide is a reasonable alternative.
(Level of Evidence: C)



Kilavuz Circulation nisan 2013

Class 111

1. Digitalis should not be used as the sole agent to control
the rate of ventricular response in patients with parox-
yvsmal AF. (Level of Evidence: B)

2. Catheter ablation of the AV node should not be attempt-
ed without a prior trial of medication to control the ven-

tricular r i i " dence: C)
B In patie avenous

adminis I chan-
nel antg Kal p h IZI n I go k Compro-
mise a am n - - rce: C)
4. Intrave d U§ u rme k Igl n sides or
nondihy ts to pa-
tients w Ay para-
somea|  Zahmet etmeyin |20
recomim /

Class II1: No Benefit

1. 2017 JWreatment to achieve strict
rate contro ate (80 bpm at rest or 110 bpm

during a 6-minute walk) is not beneficial compared to
achieving a resting heart rate 110 bpm in patients with
persistent AF who have stable ventricular function (LLV
ejection fraction 0.40) and no or acceptable symptoms
related to the arrhythmia, though uncontrolled tachycar-
dia may over time be associated with a reversible decline
in ventricular performance. (Level of Evidence: B)




Kanadalilar?

« |stirahat kalp hizi < 100 atim/dk olmalidir (AFFIRM ve
RACE’de kalp hizi > 100 atim/dk olanlarda risk artisi

vardi).
 RACE II'de ise 100-110 arasi belli degil.
« BB + KKB (verapamil, diltiazem) dikkatle kullanilabilir.

Kilavuz Canadian J Cardiol 2012
Andrade JG et al. Canadian J Cardiol 2013 baskida

Curtis AB. Am J Cardiol 2013 baskida



Kilavuz Circulation 2011

| NEWLY DISCOVERED AF |
Paroxysmal Persistent
. v v
No therapy needed unless Accept permanent AF Rate control and
significant symptoms (e.g., anticoagulation as
hypotension, HF, angina pectoris) needed
A 4 *
v Anticoagulation and Consider
Anticoagulation as needed rate control* as antiarrhythmic
needed drug therapy
A
Cardioversion
v
Long-term

antiarrhythmic drug
therapy unnecessary




Kilavuz Circulation 2011

RECURRENT
PAROXYSMAL
AF

Minimal or no symptoms Disabling symptoms in AF

\ 4 \ 4
Anticoagulation and rate Anticoagulation and rate

control*as needed control as needed
A A
No drug for AAD therapy*

prevention of AF

A

AF ablation if AAD
treatment fails




Kilavuz Circulation 2011

RECURRENT PERMANENT AF
PERSISTENT AF
l
. - .
Minimal or no Disabling Anticoagulation and
symptoms symptoms in AF rate control*as needed
\ 4
Anticoagulation and Anticoagulation and
rate control*as needed rate control

y
AAD therapy*

A

Electrical Continue anticoagulation
cardioversion as » as needed and therapy to
needed maintain sinus rhythm*

A

Consider ablation for severely
symptomatic recurrent AF after failure
of greater than or equal to 1 AAD plus

rate control




Sinus ritmini nasil idame ettirelim?

» Amiodaron

» Beta blokerler
 Dofetilid
 Flekainid

» Propafenon
 Sotalol

 Dizopiramid



Amiodaron

o AFFIRM’de sinif | antiaritmiklere ve

sotalol'a gore, SAFE-T de sotalol'a gore
amiodaron alanlarda sinus ritminde

kalma suresi ¢cok daha uzundu.

Kilavuz Circulation 2011

SAFE-T trial N Engl J Med 2005



Beta blokerler ve Sotalol

» Nuks olan hastalarda daha dusuk
hizda ve daha az semptomla AF'ye

donus gorulur.

« KAH’da tercih edilebilir.

Kilavuz Circulation 2011



Flekainid ve Propafenon

 KAH ve kalp yetersizliginde KE.
» Flekainid: 200mg/gun.
e Propafenon: 300mgXx2 ya da 300mgXa3.

 Asil kullanma yeri pill-in-the-pocket.

Kilavuz Circulation 2011



Kilavuz Circulation 2011

Maintenance of Sinus Rhythm

\ \/ \ 4 \4
No (or m.mlmal) Hypertension Coroqary artery Heart failure
heart disease disease
\ \ \ \ 4
Flecainide Substantial LVH Dofetilide Amiodarone
Propafenone Sotalol Dofetilide
Sotalol * *
No Yes
A4 \4 \ l \ A A
Amiodarone Catheter Flecainide Amiodarone Amiodarone Catheter Catheter
Dofetilide ablation Propafenone ablation ablation
Sotalol
I
¥ v \
Amiodarone Catheter Catheter
Dofetilide ablation ablation




Dronedaron: Yeni bir ila¢

Multikanal bloker (Na ve K kanallart).
Kalsiyum antagonisti.
KV sonrasi sinus ritminde kalma suresini uzatiyor.

AF nuksu olanlarda ventrikuler hiz daha dusuk
oluyor.

Paroksismal ve persistan AF’de hospitalizasyon ve
KV mortaliteyi azaltiyor.

ATHENA trial N Engl J Med 2009

DAFNE trial Eur Heart J 2003
ADONIS trial N Engl J Med 2007
ERATO trial Am Heart J 2008



Dronedaron

» Kalp yetmezligi ve permanent AF'de

mortaliteyi arttirdi.

» Dabigatran ve digoksinin kan seviyelerini

arttiryor (birlikte kullaniimamali).

» Hepatotoksik (K.C fonksiyonlarini gor).

PALLAS trial N Engl J Med 2011

ANDROMEDA trial N Engl J Med 2008



Kilavuz ESC 2012: Sinus ritminin idamesi

Recommendations

Dronedarone is recommended

in patients with recurrent

AF as a moderately effective

antiarrh i t for the
aintenance of sinus rhythm

Short-term (4 weeks)
antiarrhythmic therapy

after cardioversion may be
considered in selected patients
e.g. those at risk for therapy-
associated complications.

Dronedarone is not

reco ed in patients with
permanent AF

\/




Kilavuz ESC 2012: Sinus ritminin
idamesi

Minimal or no structural
heart disease

Significant structural heart disease

l

Treatment of underlying condition and prevention
of remodelling — ACEI/ARB/statin

-
-

\

v

dronedarone/flecainide/
propafenone/sotalol

sotalol

dronedarone

dronedarone

\

A

4

ACEI = angiotensin-converting enzyme inhibitor; ARB = angiotensin-receptor blocker; HHD = hypertensive heart disease; CHD = coronary heart disease; HF = heart failure;
LVH = left ventricular hvoertronhv. NYHA = New York Heart Assaciation. Antiarrhvthmic asents are listed in alnhabetical arder within each treatment hox.

!
[+e]

Y



Kilavuz Circulation nisan 2013:
Sinus ritminin idamesi

Class Ila

Vew Recommendation> Dronedarone 1s reason-
able to decrease the need for hospitalization for cardio-
vascular events in patients with paroxysmal AF or after
conversion of persistent AF. Dronedarone can be initi-
ated during outpatient therapy. (Level of Evidence: B)

Class III: Harm

1. 201 KNew Recommendation? Dronedarone should not
be administered to patients with class IV
or patients who have had an episode of decompensated
heart failure in the past 4 weeks, especially if they have
depressed left ventricular function (left ventricular
ejection fraction <35%). (Level of Evidence: B)




Sinus ritmini idame ettirmek icin

ne sureyle ilac verelim?

» KV sonrasi hastalar, kisa sureli (1 ay) ve
uzun sureli (6 ay) flekainid’e randomize
edildi.

» Kisa sureli tedavinin, nuks ihtimali
dusuk ve antiaritmik ilaglarin uzun sureli
kullanilmasinin istenmedigi hastalarda

uygun olabilecegi gosterildi.
Flec SL trial Lancet 2012



Kilavuz ESC 2012: Flekainid guncellemesi

< Amiodaron i¢in uygun degil >

Short-term (4 weeks)
antiarrhythmic therapy

after cardioversion may be
considered in selected patients
e.g. those at risk for therapy-
associated complications.

lIb 145




Kilavuzlarin hepsine bir bakis

Eurcopean Heart Journal Advance Access published January 25, 2013

@ European Heart Journal CURRENT OPINION

doi: 10,1093 eurheartj/ehs446

LA RDICLOGY

Atrial fibrillation guidelines across the Atlantic: a
comparison of the current recommendations

of the European Society of Cardiology/European
Heart Rhythm Association/European Association
of Cardiothoracic Surgeons, the American
College of Cardiology Foundation/American
Heart Association/Heart Rhythm Society,

and the Canadian Cardiovascular Society

Paulus Kirchhof"2*, Anne B. Curtis3, Allan C. Skanes?, Anne M. Gillis5,
L. Samuel Wann®, and A. John Camm?’



Eger ritm kontrolune karar vermigsek

Choosing rhythm control therapy in atrial fibrillation

based on the ACCF/AHA/HRS 2011 update, the CCS 2012 update, and the ESC
2012 update of their atrial fibrillation guidelines.

The decision for rhythm control therapy based on AF-related symptoms.

Relevant structural heart disease
ESC: heart fallure, CAD, valvular haart diseass, LVH
ACCF/AHA/HRS: heart failure, CAD, valvular heart disease, LVH
CCS only considers heart failure or LVEF < 35%

No or minimal heart disease
including hypertension without LVH
ESC: Includes LVH with preserved LY function
CCS: including CAD, LVH, and HFpEF

l

v v v
Coronary artery Hypertension
Heart failure disease with LVH
e "
€Cs: Sotalol when LVEF > 35% b

¥ v
Paroxysmal Persistent

AF AF

ESC: ablation possible XY,
as first-line therapy mm
4y Propafenone

Catheter Sotalol
ablation for AF*
L
x
Amiodarone




Digoksin oldurur! Digoksin oldurmez!

» Digoksin alan, kalp  Hicbiri artmamistir.

yetersizligi olan ve - Propensity skorlamasi

olmayan, hem kadin hem
yapmamislar.

de erkek hastalarda total
 AFFIRM’de digoksin

seviyesinin > 1ng/dl

ve kardiyovaskuler

mortalite artmistir.
olmasina izin verildi.

Whitbeck MG et al. Eur Heart J 2012 Gheorghiade M et al. Eur Heart J 2013

AFFIRM ve Digoksin Muammasi



AFFIRM ve Amiodaron Muammasi

Hiz kontrolundeki hastalar, ritm kontrolindeki ayri ayri
amiodaron, sotalol ve sinif IC antiaritmik ilag alanlarla
karsilastiriliyor.

Propensity analizi yapiliyor.

Amiodaron alanlarda, hiz kontrolindeki hastalara gore

total ve KV mortalite daha fazla, digerlerinde fark yok.

Yoksa AFFIRM’deki ritm kontoliindeki

hastalarda goriilen mortalite artisina temayiil,

amiodaron kaynakli mi?

Saksena S et al. 3 Am Coll Cardiol 2011



AF progresyonu:
Paroksismah:> Persistan |:> Permanent

* 1 yil sonunda,

» Hiz kontolu, HT, Kalp yetmezligi, ileri yas ve

iInme hikayesi, AF progresyonunu arttiriyor.

e Ritm kontolu AF progresyonunu azaltiyor.

De Vos CB et al. Am Heart J 2012

Zhang YY et al. Am J Cardiol 2013 baskida



Kilavuzlar sonrasi!

Yeni seyler var mi?



Balik yagi ve Omega-3 hikayesi

» Ne postoperatif AF'de, ne de rekurrent
AF’'de bir fayda sagladi.

- Bu is bitti.

OPERA trial JAMA 2012

FORWARD trial 3 Am Coll Cardiol 2013



AFFIRM'de ta’kip suresi az miydi?

» 26130 AF hastasi uzun sure ta’kip edildi.

« Ik 4 yilda ritm ve hiz kontroliine randomize

edilen hastalar arasinda mortalite farki yok.

» Besinci yil sonrasinda ritm kontrolu lehine

mortalite azalmasi goruldu.

Ittu RI et al. Arch Intern Med 2012



Yas mes’elesi

7876 hastanin danhil edildigi, prospektif 10 calismanin
degerlendirildigi meta-analiz.

Besinde yas ortalamasi > 65
Besinde yas ortalamasi < 65 (1289 hasta).

65 yas alti hastalarin oldugu 5 ¢calismada, mortalite ve kalp
yetmezligi kotulesmesi hiz kontrol grubunda daha fazla (p
= 0.002).

Genclerde ritm kontrolu tercih edilmelidir.

Chen S et al. J Interv Card Electrophysiol 2012

Chatterjee S et al. PACE 2013



meta-analysis of composite outcomed@ll cause mortalty, worsening heart fa@bleedino events, thromboembolic events)
in included studies with mean age less than 65 years

Wyse et al [B] 164 2027 177 2033 00% 092[0.74,1.19

Hohnloser etal 7] § 125 3127 85% 1.37(030,623) S R
Carlsson etal [8] 2 100 37 100 00% 0.70(0.38,1.26]

Van Gelder et al [9) 19 256 2 266 00% 094(0.49,1.78)

Opolski etal [10] 5 101 9 104 249% 055(0.18,1.70) —
Okgiin etal [11) % 84 5 70 11.1% 583[210,16.17) —
Shelton etal [12] (I 130 00% 097(0.06,16.19)

Royetal[f3) 166 694 159 682 00% 1.03(081,133

Ogawa etal [14] 10 404 8419 226% 130(051,334) L
Kanorski et al [15] A 10 15 113 329%  213(1.06,4.26] —=
Total (95% Cl) 824 833 100.0% 1,89 (1.26, 2.86] @
Total events 1 40

Heterogeneily. Ch*= 10,16, df= 4 (P=0.04); F=61%

Tostforoverall et 2= 305 (= 002 L . .

Favours rate control Favours rhthm control



AF ve Pacemaker: AFFIRM'den

o Hiz ve ritm kontroline randomize edilen, pacemaker’i olan

250 hasta incelend..

» Ritm kontrolu grubunda mortalite, hiz kontrol grubuna gore
daha fazla (%32’ye karsi1 %19, p<0.01).

* Ritm kontrolli pacemaker’li hastalarda mortalitenin

mustakil belirleyicisi.

» Pacemaker olan hastalarda hiz kontroli daha kolay (beta

bloker gibi ilaglar yuksek dozlarda kullanilabiliyor).

Badheka AO et al. Am J Cardiol 2013 baskida



Ritm kontrolu Hiz kontrolu

16375 hasta 41193 hasta

3 yil ta’kip 3 yil ta’kip

Antitrombotik ilac Antitrombotik ilac

kullanma: %76 kullanma: %77

Ortalama yas: 77 Ortalama yas: 79

Ritm kontrolu yapilanlarda inme orani cok daha dusuk (p<0.01)
Bu fark, CHADS2 skoru yuksek olanlarda daha da belirgin.

AF Inme Hiz-Ritm Kontrolii
Tsadok MA et al. Circulation 2012
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Avrupa’'da KV sonrasi ne
vapiliyor? Gunluk pratik

En ¢ok yapilan: Antiaritmik ilag vermeden bekle-gor stratejisi

49%

En az yapilan: Uzun sureli antiaritmik vermek

5%




Avrupa’'da KV sonrasi ne
vapiliyor? Gunluk pratik
» Mevcud hastaliga gore degisiklikler gosterse de,

en ¢ok kullanilan ilaglar beta blokerler.

» En sik benimsenen protokol pill-in-the-pocket
(flekainid daha fazla).

» En az kullanilan ila¢c dronedaron.

Dagres N et al. Europace 2013



Son soz...

 AF’de ritm ya da hiz kontolune karar

verebilmek zordur.

 Genc¢ ve semptomatik hastalarda ritm
kontrolu, yasl ve kalp hastaligi olanlarda,
inme riski bir tarafa birakilacak olursa, hiz
kontrolunu tercih etmek dogru gibi

gozukmektedir.



