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ATRIAL FIBRILLATION:

More help

for the most
CoOmmon
arrhythmia

Who should read this?

Any physician assistant who provides
medical care to adult patients, particu-
larly to those 50 years and older.

What's new?
New guidelines for the management of
atrial fibrillation (AF), developed collec-
tively by the American College of
Cardiology (ACC), the American
Heart Association (AHA), and the
European Society of Cardiology (ESC)
mn collaboration with the European
Heart Rhythm Association and the
Heart Rhythm Society, were published
in 2006.! These have three main objec-
tives: (1) to add new information
obtained over the past 5 years (eg, AF
ablations); (2) to emphasize that recent
studies have shown no advantage of
rhythm control over rate control; and
(3) to emphasize the importance of
anticoagulation for patients with AF.
"The new guidelines incorporate sev-
eral structural and clinical practice
changes to guidelines published in
2001 and have been reorganized to
assist more readily with patient care.
AF is stratified into subclasses, which
helps in directing treatment decisions.
Patient selection for rate control versus
rhythm control is discussed in more
detail, and prevention of thromboem-
bolism is emphasized. Catheter abla-
tion technologies and recommenda-
tions for their use are incorporated and

discussed in expanded sections. Drug
selection recommendations are based
exclusively on human studies and
include formulations approved for use
in North America and/or Europe.
Lastly, recommendations for recogni-
tion and management of AF are sup-
ported by higher levels of evidence
compared to previous guidelines.

Why is this important?

AF can occur in the normal heart or in
the presence of organic heart disease of
any cause. As such, it is the most com-
monly encountered arrhythmia in clini-
cal practice.!?

AF remains the most common seri-
ous arrhythmia worldwide, with an
estimated 2.5 million affected persons
m North America and 4.5 million in
Europe.! About 0.1% of people young-
er than 40 years have AF, and the inci-
dence increases two-fold with every
increasing decade of age after 55 years,
to 2% in persons older than 80 years.3*

TAKE-HOME POINTS

W Atrial fibrillation (AF) can occur in
anyone, whether or not the person
has organic heart disease.

W Three issues must be addressed in
treatment: rate control, rhythm
control, and prevention of systemic
thromboembolization.

B Rhythm control is not preferable in all
patients. When choosing between rate
control and rhythm control, consider
the individual patient and type of AF.

B Antithrombotic therapy is recom-
mended for all patients unless the
patient has lone AF or antithrombotic
therapy is contraindicated.

B For patients with AF persisting for 48
hours or longer, anticoagulation with
warfarin should be provided for at
least 3 weeks before and 4 weeks
after cardioversion.

W Pharmacologic cardioversion should
be initiated on an inpatient basis with
telemetry monitoring.
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AF is associated with an increased
morbidity and mortality and is an inde-
pendent risk factor for stroke.>® The
symptoms that are often associated
with AF include reduced exercise toler-
ance, palpitations, dizziness, dyspnea,
and signs of heart failure and can sig-
nificantly affect quality of life.” Fur-
thermore, AF is an expensive US pub-
lic health problem, costing approxi-
mately $3,600 annually per patient for
rate, thythm, and anticoagulation man-
agement, with a total estimated annual
cost burden of $15.7 billion.!

What is important?

Three issues must be addressed in the
treatment of AF: (1) rate control (ven-
tricular rate controlled without obliga-
tion to restore or maintain sinus
rhythm); (2) correction of the rhythm
disturbance (restoration and mainte-
nance of sinus rhythm); and (3) pre-
vention of systemic thromboemboliza-
tion. These items are not mutually
exclusive of each other; and when the
rhythm is controlled, the rate is con-
trolled as well.

Pharmacologic and nonpharmacolog-
ic treatment options, including catheter
ablation, are effective for both rate and
rhythm control; however, drugs are
typically utilized first for treatment.
Whether rate control or rhythm con-
trol is the objective, antithrombotic
therapy must also be considered, based
on stroke risk and not on whether
sinus rhythm is maintained.

The choice of therapy should be
influenced by the classification method
incorporated by the 2006 ACC/AHA/
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ESG guidelines and applies to episodes
of AF that last longer than 30 seconds
and are not related to a reversible cause
(see “Table. Therapy for atrial fib-
rillation” in the online version of this
article).

‘Which approach is preferable: rate
control or rhythm control? Tradi-
tionally, rhythm control with electrical
or pharmacologic cardioversion fol-
lowed by antiarrhythmic prophylaxis
was thought to be preferable, even
though evidence supporting this
approach has been scarce.!’ Several
recent randomized trials have com-
pared outcomes for rate versus rhythm
control and have provided much need-
ed data. The four most significant clini-
cal trials demonstrated no differences
in mortality, stroke rate, or quality of
life when comparing rate control and
rhythm control.!** Regardless of the
approach selected, if the duration of AF
1s unknown or the episode has persist-
ed for longer than 48 hours, short-term
anticoagulation should be considered
prior to cardioversion.

What about anticoagulation?
Antithrombotic therapy to prevent
thromboembolism is recommended for
all patients with AF—except for those
who have lone AF or where antithrom-
botic therapy is contraindicated, such
as in patients with hemorrhagic stroke,
bleeding lesions, thrombocytopenia,
coagulation defects, or acute or chronic
liver disease.

Several clinical methods have been
used to stratify the risk of ischemic
stroke in patients with AF; however,
these methods only identify patients
who benefit most and least from ant-
coagulation. The 2006 recommenda-
tions for antithrombotic therapy incor-
porate clinical trials as well as expert
consensus to classify patients into low-
risk, ntermediate-risk, or high-risk
groups based on a point system.

Factors putting a patient at high risk
include previous stroke, transient
ischemic attack, or embolism; mitral
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stenosis; or having a prosthetic heart
valve. Factors constituting moderate risk
include age older than 75 years, hyper-
tension, heart failure, left ventricular
¢jection fraction of 35% or less, or dia-
betes mellitus. Less validated or low risk
factors include female sex, age 65 to 74
years, or the presence of coronary artery
disease or thyrotoxicosis.

For patients with no risk factors,
aspirin, 81 to 325 mg daily, 1s recom-
mended. For patients with one moderate
risk factor, aspirin (81 to 325 mg daily)
or warfarin (international normalized
ratio [INR], 2.0 to 3.0; target, 2.5) is rec-
ommended. For patients with any high
risk factor or more than one moderate
risk factor, warfarin (INR, 2.0 to 3.0;
target, 2.5) is recommended.

What else is important to know?
There is class I evidence and/or general
agreement that beta-blockers and
nondihydropyridine calcium channel
antagonists should be used for rate
control in patients with persistent or
permanent AF. These agents, along
with digoxin and amiodarone, may be
administered IV for initial rate control
and then converted to oral administra-
tion, as long as the patient does not
have Wolff-Parkinson-White syndrome.
Class I recommendations for phar-
macologic cardioversion of AF include
flecainide, dofetilide, propafenone, or
ibutilide. Amiodarone is considered a
reasonable option, but with a class IIa
recommendation (weight of evidence/
opinion is in favor of usefulness/effica-
cy). Because these antiarrhythmic med-
ications have proarrhythmic properties,
the initiation of treatment should be
performed on an inpatient basis with
telemetry monitoring.

ON THE WEB
* Table: Therapy for atrial
fibrillation
Please see the online version of
this article at www.jaapa.com for this
enhancement.

For prevention of thromboembolism
in patients undergoing cardioversion of
AF lasting 48 hours or longer, class I
recommendations include anticoagula-
tion with warfarin (INR, 2.0 to 3.0) for
at least 3 weeks before and 4 weeks
after cardioversion, regardless of
whether pharmacologic or electrical
cardioversion is used. Jaapa
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TABLE. Therapy for atrial fibrillation

AF type* Definition Rate control Rhythm control Anticoagulation
Not Not
Symptomatict symptomatic Symptomatict symptomatic
Paroxysmal - Self terminating Rate control with No rate -Rate control No AAD +Warfarin (INR 2.0-3.0)
+Defined as >2 episodes beta-blocker or control drug +CV if <48 h duration recommended for patients with
generally lasting <7 d, calcium channel needed +AAD to maintain SR AF >48 h
usually <24 h blocker +Consider ablation «If CV performed,
-May be recurrent if AAD fails anticoagulate for
minimum of 3 wk
Persistent «Fails to self terminate -Rate control with «No rate control *Rate control + Anticoagulation before and 4 wk
+Lasts for >7 d beta-blocker or drug needed +AAD +No AAD after CV, regardless
calcium channel + Anticoagulation +CV once recommended of method used
blocker anticoagulated
+ Anticoagulation +Consider ablation
if failure after AAD
and rate control
Permanent +Duration >y -Rate control with +No rate control Anticoagulation Anticoagulation Warfarin to keep
+CV has not been beta-blocker drug needed INR 2.0-3.0, goal 2.5
attempted or or calcium - Anticoaqulation
has failed channel blocker
+ Anticoagulation
Lone « AF without structural Rate control with No rate control -Rate control with Aspirin if Aspirin, 81-325 mg/d
cardiac or pulmonary beta-blocker or drug needed beta-blocker duration >48 h

disease

«Low risk for

thromboembolism

+Generally applied to

patients <60 y

calcium channel
blocker

or calcium
channel blocker
-AAD
- Consider ablation
if failure after AAD
and rate control

Key: AAD, antiarrhythmic drug therapy; AF, atrial fibrillation; CV, cardioversion; INR, international normalized ratio; SR, sinus rhythm.
*Newly discovered AF should be differentiated between paroxysmal, persistent, or permanent AF if possible.
tSymptomatic defined as presence of hypotension, heart failure, angina, significant decrease in functional capacity or quality of life.



