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Un dia tipico en el consultorio

* Mujer de 75 anos, ICC (CF Il de NYHA),
miocardiopatia no isquemica (FEy = 0,30), CDI
DDD, con descargas recientes del CDI

° TA: 144/94, P 120, irregular
— corazon: R1, R2, R3

* ECG — BRI, fibrilacidn auricular



. Qué hacemos ahora?

Muchas preguntas
* ;lInternarla? ;Luego quée?
* Control de frecuencia. ; Como?
* Anticoagular. ; CoOmo?
* Cardiovertir. ;Como? ; Cuando? ;Por qué?
* |niciar un antiarritmico. ; Como? ;Donde?
* Ablacionar. ;Qué?
* ;Modernizar el CDI?



“Estan surgiendo dos nuevas epidemias de enfermedad cardiovascular:
la fibrilacion auricular y la insuficiencia cardiaca congestiva®

Braunwald E. New Engl J Med 1997;337:1360-65



|CC: Prevalencia de FA

Disfuncion diastolica

* La FA aparece en un 6-10% cuando la ICC
es leve y en >40% cuando es avanzada

* La disfuncion del VI aumenta el riesgo de FA
4,5 veces (hombres) y 5,9 veces (mujeres)

* FA se asocia con ACV, deterioro clinico,
eventos clinicos

Owan TE. N Engl J Med 2006;355:251

Olsson LG. J Am Coll Cardiol 2006; 47:1997 Erlich JR. J Cardio Electrophysiol 2002;13;399
Van Veldhuisen DJ. Eur J Heart Fail 2006;8:539 Benjamin EJ. JAMA 1994;321:840
Deedwania PC. Circulation 1998; 98:2575 Pozzoli M. J Am Coll Cardiol 1998; 32:197-204



FA e ICC — Pacientes internados
Resumen de altas del Hospital Nacional

Age 35 to 64 Years Age =65 Years

—FTF

(=99 440" (=277 047\

Diagnosis {ICD-S-CM) M % M %
Essential hypertension {401) 130 216
Ischemic heart disease (410 to 414) 85 209
Congestive heart faillure 428 h9 412
Other cardiac dysrhythmias (427) 47 7H4
Diabetes mellitus {250) a0 212
Chromc anway obstruction {496) : 35 983
Valve disorders (424) . 34 205
Postsurgical statest : 34 202
Disorders of lipod metabolism (272) 30 916

Wattigney WA. Circulation 2003;108;711-716



o
Relacion de FA e ICC

Estudio Framingham

Incidencia acumulativa no Incidencia acumulativa no
O corregida de primera IC en s corregida de primera FA en
g Individuos con FA % Individuos con IC
.g .cg 0.4-
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c Afios c Afios
921 con FA 931 con ICC
26% ICC previa o concurrente 24% ICC previa o concurrente
16% desarrollo ICC 17% desarrollo ICC

Wang TJ. Circulation 2003;107:2920-5



Framingham: Mortalidad con FA/ICC

Condicion comorbida como variable dependiente de tiempo —@— Hombres —<>~ Mujeres
Mortalidad luego de FA
e ] <o *
Impacto de incidencia de IC o *

Mortalidad luego de IC
Impacto de incidencia de FA @

Condicion comorbida como variable categorica
Mortalidad luego de FA "
Impacto de IC previa @ *

Impacto de IC concurrentet @ *
Mortalidad luego de IC
Impacto de FA previa —o—

Impacto de FA concurrenteT <

0.5 1.5 2.5 3.5 4.5

FC corregida (95% IC)
'P<.0001; tDiagnosticados el mismo dia Wang TJ. Circulation. 2003;107:2920-2925.



Prevalencia de FA en pacientes con IC
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|CC: Prevalencia de FA

Disfuncion diastolica

* El 10% con disfuncion diastolica presenta FA
a los 4 anos de seguimiento

e El 25-30% con ICC de reciente comienzo
tiene FA de inicio reciente con frecuencias
rapidas

* Elriesgo de FA es proporcional a la
disfuncion diastolica

Tsang TS. J Am Coll Cardiol 2002;40:163
Chen HH. J Card Fail 2002;8:279



Mecanismos

Maisel WH. Am J Cardiol. 2003;91:2D-8D



Relacion: FA e ICC

* FA->ICC
— Peérdida de contraccion auricular
— Frecuencia irregular
— Frecuencia inadecuada, generalmente rapida

e |CC->FA
— Presion auricular, estiramiento, volumen aumentados
— Alteracion neurohumoral
— Inflamacion, mediadores circulantes, fibrosis
— Cambios de canales idnicos/conexina



Mecanismos: FA cronica -> |ICC
Miocardiopatia dependiente de frecuencia

* Vaciamiento de reservas de alta energia

* Activacion del sistema nervioso simpatico y
del sistema de rerina-angiotensina

* Vaciamiento de ATP

* |squemia miocardica

* Remodelado miocitico y extracelular
* Defectos en el manejo de Ca*?



Control de frecuencia en la FA:
Beneficios
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Grogan M. Am J Cardiol 1992;69;1570-1573




Arrhythmia/Electrophysiology

Heart Failure and Sudden Death in Patients With
Tachycardia-Induced Cardiomyopathy and
Recurrent Tachycardia

Pamela Nerheim, MD; Sally Birger-Botkin, RN; Lubna Piracha, DO; Brian Olshansky, MD

Background—Tachycardia-induced cardiomyopathy 1s a reversible cause of heart failure. We hypothesized that although
left ventricular ejection fraction measurements normalize after heart rate or rhythm control in patients with
tachycardia-induced cardiomyopathy, recurrent tachycardia may have abrupt and deleterious consequences.

Methods and Results—Patients with tachycardia-induced cardiomyopathy that developed over years were evaluated and
treated. Tachycardia episodes and outcomes were assessed. Twenty-four patients were identified. All had NYHA
functional class III heart failure or greater on presentation. One third were heart transplant candidates. There were 17
men and 7 women with a mean age of 46+ 16 years and mean left ventricular ejection fraction of 0.26 =0.09 at the index
visit. The cause was atrial fibrillation (n=13), atrial flutter (n=4), atrial tachycardia (n=3), 1diopathic ventricular
tachycardia (n=1), permanent junctional reciprocating tachycardia (n=2), and bigeminal ventricular premature
contractions (n=1). Within 6 months of rate control or correction of the rhythm, left ventricular gjection fraction
improved or normalized and symptoms abated in all. Five patients had tachycardia recur. In these patients, left
ventricular ejection fraction dropped precipitously and heart failure ensued within 6 months, cven though the initial
impairment took years. Rate control eliminated heart failure and improved or normalized ejection fraction in 6 months.
Three of 24 patients died suddenly and unexpectedly.

Conclusions—Tachycardia-induced cardiomyopathy develops slowly and appears reversible by left ventricular ejection
fraction improvement, but recurrent tachycardia causes rapid decline in left ventricular function and development of
heart failure. Sudden death is possible. (Circulation. 2004;110:247-252.)

Key Words: arrhythmia m death, sudden m heart failure m heart rate m tachycardia




Influencia pronostica de la FA en la ICC

1019 pacientes con ICC (FEVI<0,45)

26% FA en condiciones basales; 19% FA de
reciee comienzo

| \“ p=0.01 e o=0.001

0e : N s \ All-cause
3 ‘ g mortality / hospitalization
o WP \ AF : 79%
T SR : 67%
‘: 0.4- AF é 0.4 \“ i

E X
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i *“7 All-cause mortality
AF : 33%
SR : 24%

1500

Q00
Time-to-event (days)

Razén de riesgo para la FC =143
muerte en pacientes con FA  (IC: 1,22 —1,68, p<0,001)
1,38 (IC: 1,07 — 1,78, p=0,01)
Corell P. Eur J Heart Fail 2007;9:258



Influencia pronostica de la FA en la ICC

g

Cumulative survival

Pts with LVEF < 30%

500 1000 500 1000 1500
Time-to-avent (days)

FA basal — la misma mortalidad FA basal — mortalidad aumentada

Razon de riesgo 1,24; Razon de riesgo 1,46; IC 1,04-2,07; p=0,03
|IC 0,85-1,80; p=0,27

Time-to-event (days)

Corell P. Eur J Heart Fail 2007;9:258




¢, Es pronostica la FA en la ICC?

55.106 hospitalizaciones — ICC en Nueva Zelanda

Sinus rhythm
—— Atrial fibrillation

Years

SR 45562 23,960 14,208 8,496 4,704 1,589
AF 8,816 4,454 2,198 1,184 554 200

Wasywich CA. Heart Lung Circ 2006;15:353




Influencia pronostica de la FA en la ICC

* La FA se asocia con una mayor mortalidad

— SOLVD, Framingham, DIAMOND, CHF-STAT, ICC
severa', ancianos?, ICC post IM3

* La FA no se asocia con una mortalidad mas

alta
— V-HEFT?4, ICC severa®, trasplante cardiaco®,
COMET’
4.Carson PE Circulation 1993; 87:VI102
1.Stevenson W J Am Coll Cardiol;1996;28:1458, 5. Crijns H Eur Heart J 2000;21:1238
2. Ahmed A. Eur J Heart Fail2004;6:421 6. Mahoney P Am J Cardiol 1999;83: 1544
3. Aronow WS. Am J Cardiol 2001;87:224 7. Swedberg K. Eur Heart J 2005;26:1303



FA y mortalidad — Ensayo SOLVD
Mortalidad por Muerte por
todas las causas falla de bomba Muerte u
(%) (%) tlospitalizacién por IC (%)

e -\

oo

-
L
L
L

o))
o
L
L
L

AN
o
L
L
L

P<.001 P<.001 P<.001

20 e Ritmo sinusal
Fibrilacion auricular

O I 1 I 1 1 1 I ! I 1 I 1

0 1 2 3 4 0] 1 2 3 4 0] 1 2 3 4
ANos

Sobrevida (%)

Dries DL. J Am Coll Cardiol. 1998:32:695-703




Pronostico de FA en la IC avanzada
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Middlekauff H. Circulation. 1991;84:40-48



Mantener el ritmo sinusal en
pacientes con disfuncion del VI

Dofetilida vs placebo: ensayo DIAMOND
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Efecto de ritmo sinusal sobre el analisis multivariado de mortalidad
RR 0,44 (0,30-0,64); P<0,0001
Pedersen OD. Circulation. 2001;104:292-€



Ensayo CHARM
La FA tiene importancia prondstica

Cumulative distribution function

0.50 Lo EF- AF at baseline (Low EF)

0.457  Hazard ratio 1.29
0.40 (9%%?01?.?44.46) No AF at baseline (Low EF)

p<0.001 AF at baseline (Preserved)

0.35
0.30

0.25 ' No AF at baseline (Preserved)
0.20

0.15 Preserved EF (PEF):

Hazard ratio 1.72
(95% Cl 1.45 - 2.06)
p<0.001

Number at risk

No AF & Low EF 3906
No AF & PEF 2545
AF & Low EF 670
AF & PEF 478

Olsson LG. J Am Coll Cardiol 2006;47:1997—-2004



Ensayo V-HeFT

La FA no tiene importancia pronostica

V-HeFT | V-HeFT Il
10 - Basal 2 Ain 4 AR 10 Basal 2 Ain 4 AR
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Carson P. Circulation. 1993;84 (suppl VI):VI-102—-VI-110.



¢ Mantener el ritmo sinusal mejora
los resultados de la ICC?

Siyno




Si: Ensayo CHF-STAT

Conversion con amiodarona - Ventajas
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Deedwania PC. Circulation 1998;98:2574-9



No: DIAMOND CHF

Dofetilide @ = Placebo
o Atrial Fibrillation o No Atrial Fibrillation
25 08 4 084
32 06 —\ D= 0.6 - D
o E 0.4 - 0.4 -
o © 02 - P=NS 0.2 P=NS
D | [ | D I I I
0 12 24 36 0 12 24 36

1

.. . pero los antiarritmicos podrian no mejorar la sobrevida

Torp-Pedersen C. N Engl J Med 1999-341:857-865



No: Ensayo SPAF

| os antiarritmicos aumentan la mortalidad
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Flaker G. J Am Coll Cardiol 1992:20:527-32



Nuevas drogas antiarritmicas

Los resultados pueden depender de la droga
Azimilida (lkr/lks)

Dronedarona (amio des-yodada)

Tedisamil (bloqueo del canal Pan-K)

H345/52 (lkr y ICA)

E)B 207266 (bloqueante del receptor de 5-HT

SB 237376 (blogueante del canal K+ y Ca++)

* RSD 1235 (blogueo selectivo auricular,
dependiente de frecuencia, de las corrientes
de Na+ y K+)



¢, Digoxina mala, ritmo sinusal bueno?

Sobrevida dependiente de tiempo en el AFFIRM

Covariado Valor PRazén der. 99% IC

Ritmo sinusal <0,0001 0,53 0,39-0,72
Uso de warfarina <0,0001 0,50 0,37-0,69
Uso de digoxina 0,0007 1,42 1,09-1,86
Uso de antiarritmicos 0,0005 1,49 1,11-2,01

Razon de riesgo <1,00: riesgo disminuido de muerte.
Razdn de riesgo >1,00: riesgo aumentado de muerte.

AFFIRM Investigators. Circulation 2004;109:1509-1513



FA en el SCD-HeFT

Mortalidad 2,5-afos Razon de riesgo (95%
indice de KM IC)

Grupo de pac. RS FA RS
Todos 25,4% (592) 25,5 16,4 1,02(0,76-1,37) p=0,98

Amiodarona 27.2% (210) 26,6 18,2  0,91(0,57-1,44)p=0,68

Placebo 28,3% (226) 22,7 18,0 0,94(0,53-1,64) p=0,82
CDI 20,6% (156) 2613 120 1 25 (N 74-2 12\ n=0N 40
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FA en la ICC - Inquietudes

* Paciente mas enfermo — ICC mas
severa

* Menos beneficios del CDI

* Descargas inadecuadas del CDI
* Riesgo aumentado de muerte

* Dificultad para tratar



El tratamiento depende del tipo de FA

* Reciente comienzo

* Paroxistica

* Persistente

* Permanente

* Tipo y duracion desconocidos




FA en la ICC - Tratamiento

* Anticoagulacion — drogas y dispositivos

* Control de frecuencia — drogas y
ablacion

* Control de ritmo — drogas y ablacion




Aproximacion al tratamiento

Cualquiera (o todos) pueden aplicarse
* Anticoagulacion

* Control de frecuencia

* Control de ritmo




Estratificacion de riesgo CHADS,

Factores de riesgo de ACV Puntaje
C ICC reciente 1
H Hipertension 1

A Edad = 75 (= 65 también un riesgo)

D Diabetes mellitus g

S, Historia de ACV o AIT 2

Riesgo annual - 2,6-5% en ancianos (mas de 65 anos),
7-8% para un factor de riesgo, 10-17% para dos factores de riesgo
Chugh. J Am Coll Cardiol. 2001;37:371-78 Rockson. J Am Coll Cardiol. 2004;43:929-935



Otros anticoagulantes

No hay datos gque respalden su uso en |la ICC
* Inhibidores de la trombina

* Heparina

* Aspirina

* Clopidogrel

* |draparinux



Anticoagulacion — Lo mas importante

* La warfarina no es la droga favorita de
nadie pero. . .

* La warfarina no tiene sustitutos




Guias ACC/AHA/ESC

Estrategias de anticoagulacion

Patient Features

Age less than 80 y, no heart disease (lone AF)

Age less than &0 y, heart disease but no risk
factors®

Age 60 to 74 vy, no risk factors®
Age 65 to 74 y with diabetes mellitus or GAD
Age 75 y or older, women

Age 75 y or obder, men, no other risk factors

Age 65 or older, heart failure

LV ejection fraction less than 35% or
fractional shortening less than 25%, and
hyperiension

Aheumatic heart disease (mitral stenosis)

Prosthetic heart valves

Prior thromboembaolism
Persistent aftrial thrombus on TEE

Antithrombotic Therapy
Aspirin {81 o 325 mq per day) or no therapy
Aspirin (31 to 325 mg per day)

Aspirin (81 to 325 mg per day)
Oral anticoagulation (INR 2.0 to 3.0)
Oral anticoagulation (INR 2.0 to 3.0)
Oral anticoagulation (INR 2.0 to 3.0) or aspirin

L

(81 to 325 mg per day)
Oral anficoagulation (INR 2.0 to 3.0)
Oral anticoagulation (INR 2.0 to 3.0)

Oral anticoagulation
(INR 2.0 to 3.0)

Oral anticoagulation
{INR 2.0 to 3.0 or higher)

Oral anticoaguiation (INE 2.0 to 3.0 or higher)
Oral anticoaguiation (INE 2.0 to 3.0 or higher)

Class of
Fecommendation

Fuster V. J Am Coll Cardiol 2006;48:149-246



Anticoagulacion en la FA con ICC

El futuro

* Mejor seleccion de quien debe recibir
anticoagulacion

* Nuevos inhibidores de la trombina — tal
vez

* Dispositivos de oclusion del apendice
auricular

* Ablacion (?)



Aproximacion al tratamiento

Cualquiera (o todos) pueden aplicarse
* Anticoagulacion

* Control de frecuencia

* Control de ritmo
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FA — Variacion de la frecuencia
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Control de frecuencia de la FA con
ejercicio

RN

(00)

o
]

RN

(@)

o
]

Frecuencia ventricular, [pm

oo
o
|

o)
o

Digoxina .25 mg
Diltiazem 240 mg
— Atenolol 50 mg

— Dig 0,25 mg + diltiazem 240 mg Digo\;sina
— Dig 0,25 mg + atenolol 50 mg P<0.02

FV promedio 102 £ 29 P<0,03

V promedio 93 + 26 P<0,005
FV promedio 82 + 9 P<0,0001
| | |

N=12 pacientes

/

2 4 6 8 10 12
Tiempo, min

Farshi R. J Am Coll Cardiol. 1999;33:304-310
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The Atrial Fibrillation
Follow-Up Investigation of
Rhythm Management (AFFIRIM) Study

Approaches to Control Rate in Atrial Fibrillation

Brian Olshansky, MD, FACC,* Lynda E. Rosenfeld, MD, FACC,+ Alberta L. Warner, MD, FACC
Allen J. ‘:smlnm::rn I‘-.ID 1-"—'1((: § Gearoid O'Neill, MD FACC,|| Arjun Sharma, MD, FACC i

Edward Platia, MD, FACC,Y Gregory K. Feld, I\ID FACC,# Toshio Akivama, I\ID FACC*

Michael A. Bm-qu'.' MD, FACC, 1+ H. Leon Greene, MDD, FACC 44 and the J!|LF]:']RI"J Invesngamrst}i}
Towa City, Towa; New Haven, Connecticut; Los Angeles, Sacramento, San Diego, and Irvene, California;
Washington, DC; Rochester, New York: and Seattle, Washington

OBIJECTIVES We sought to evaluate approaches used to control rate, the effectiveness of rate control, and
sw.utl.hes from one drug class to another in the Atrial Fibrillation Follow-up Investigation of
Rhythm Management (AFFIRM) study.

BACKGROUND The AFFIRM smch showed that atrial fibrillation (AF) can be treated effec tively with rate
control and "I.l'.l.tlLG'J.EL'I]."ltlDl‘.l., bt u:lm-'r etEnn to control rate remains uncertain.

METHODS Patients (n = 2,027) randomized to rate control in the AFFIRM study were gi'»en
rate- LDntru::-llulE‘ u:lmgs by their n'e*n:m& physicians, Standardized rate-control efficacy criteria
developed a priori included resting heart rate and 6-min walk tests and/or ambulatory
electrocardiographic r esults

RESULTS Average follow-up was 3.5 & 1.3 years. Initial treatment included a beta-adrenergic blocker
(beta-blocker) alone in 24%, a calcium channel blocker alone in 17%, digoxin alone in 16%,
a beta-blocker and digoxin in 14%, or a caldum channel blocker and dlgn:\xm in 14% of
patients. Owverall rate -;u:unrru:ul was achieved in 700 of patients given beta-blockers as the first
drug (with or without digozin), 54% with calcium channel blockers (with or without digoxin),
and 58% with digoxin alone. Adequate overall rate control was achieved in 58% of p’lt[ents
with the first c]rug or combination. Multivariate analysis revealed an association between first
drug class and several clinical variables. There were more changes to beta-blockers than to the
other two-drug classes (p < 0. CIGICIIJ

CONCLUSIONS Rate control in AF is pnsslble in the majority of patients with AF. Beta-blockers were the
most effective drugs. To achieve the goal of adequate rate control in all patients, frequent
medication changes and drug combinations were needed. (] Am Ceoll Cardiel 2004;43:

000—-000) © 2004 by the American College of Cardiology Foundation
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Ablacion de la union AV

Tt e = =y Expected
] - __':_ h o XP Sy
S T - Ablation
E < Drug therapy
E 40 All patients and controls
= .
2[]:
% 4 3 3 & & ¢

Years of Follow-up

o100 2100

52100 52100y

— 80 Ablation — 80] gl gy

= 60 ] = 60 ] : .

> 40 - Drug therapy = 401 Ablation

= 23 1 With congestive heart failure 7 23 1 With coronary artery disease

0 1 2 3 4 5 6 0 1 2 3 4 9 6

Years of Follow-up Years of Follow-up

Ozcan C. N Engl J Med 2001; 344:1043-1051



Ablacion de |la union AV
:BiV, VVI, DDD?
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Time Frame

*p = 0.05 compared to baseling
Baseline 6-Weeks t P <0.05 compared to RV pacing

*p < 0.05 corpared to baseline
t P <0.05 compared to RV pacing

Doshi RN. J Cardiovasc Electrophsyiol 2005;16:1160-1165




La TRC funciona en la FA

Pero |la ablacion de la union AV puede ser necesaria
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Gasparini M. J Am Coll Cardiol 2006;48:734-743




Aproximacion al tratamiento
Cualquiera (o todos) pueden aplicarse
* Anticoagulacion
* Control de frecuencia ventricular
* Control de ritmo




Outpatient cardioversion of atrial arrhythmias:
Efficacy, safety, and costs

Sally Birger Botkin," Leela S. Dhanekula,” and Brian Olshansky™" Maywood, Ill, and Iowa City, Iowa

Background Outpatient direct current (DC) cardioversion is performed routinely, yet scant data support this ap-
proach. We studied the efficacy, safety, and costs of outpatient cardioversion.

Methods A retrospective analysis of outpatient cardioversions was performed in a 5-year period at an academic
medical center in 532 consecutive outpatients with an atrial tachyarrhythmia. The protocol included anticoagulation {inter-
national normalized ratio =2.0) for =4 consecutive weekly draws and then DC cardioversion with the patient under intro-
venous anesthesia. Arrhyihmiu symptoms, uniiﬂrrhyihmic ihempy use, and costs were evaluated.

Results Ninety percent of patients were discharged in sinus rhythm after cardioversion with a median number of
shocks of 1 (range, 1-6) for atrial flutter (n = 113), atrial tachycardia (n = 13), and atrial fibrillation (n = 406). Sixty-
seven percent of patients were treated with an antiarrhythmic drug. The complication rate was 2.6%, with 11 unplanned
admissions. Thromboemboli occurred only in patients whose anticoagulation deviated from protocol and included chronic
hemianopsia starting 4 days after cardioversion, transient right-sided weakness, and cerebral vascular accident 3 days
after cardioversion, despite negative results on a transesophageal echocardiogram. Two patients had postcardioversion
pulmonary edema. Bradycardia developed in 4 patients; fransient pacemaker noncapture after the shock occurred in 4
patients. Transient postshock rhythms also included AV nodal Wenckebach and junctional rhythm. One patient had aspi-
ration pneumonia. The mean cost of cardioversion was $464. Fees for anesthesia ranged from $525 to $650. The anes-
thefic costs ranged from $2.84 to $21.47. The cardiclogy fee averaged $501.

Conclusion Outpatient cardioversion is a low risk, effective, and economical procedure. (Am Heart ] 2003;145:
2338




Drogas para evitar la FA luego de la
cardioversion — Unarevision sistematica

RCT Included Into Analysis

Total e

No. of patients 11,322
Placebo controlied 25
Active comparator 14
Persistent AF 38 (60% pts)
PAF/recent onset 6

EF >50% 41
Lone AF 1
Follow-up 1 year

Class |A
Class IC
Metoprolol

Amio
Dofetilide
Sotalol

Q vs Class |

Q vs Sotalol

Sotalol vs Class |

Lafuente-Lafuente et al. Arch Intern Med. 2006;166:719-728.
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Amiodarona para el ritmo sinusal
CTAF (Canadian Trial of Atrial Fibrillation)

N
: 100
'g ]Wrona 10 mg/kg x 2 sem, 300 mg x 4 sem, 200 mg/d (n=201)
O 80
@ 601 Propafenona 300-450 mg/d (n=101)
c
» 40 1
- Sotalol 160 mg 2 veces/d o0 80 mg 3 veces/d (n=101)
5 20 paroxistica (46%), persistente (54%) p < 0,00001
&)
T 0 , : : : . '
= 0 100 200 300 400 500 600

Dias de seguimiento

Roy D. N Engl J Med. 2000;342:913-92C




SAFE-T: Amiodarona vs. Sotalol

Amiodarone vs. sotalol, P<0.001
Amiodarone vs. placebo, P<0.001
Sotalol vs. placebo, P<0.001

Amiodarone

in Sinus Rhythm

ali}
-
C
]
4
o
Yo
Q
ey
5
m
0
o
.
(wh

1
“—Sotalol
—— Placebo
200 400 600 &00 1000
Days

No. at Risk

Amiodarone 206 131 60
Sotalol 195 97 38
Placebo 90 21 2

Singh B. N Engl J Med. 2005;352:1861-1872




Ablacion de la FA en la ICC

Marcadores mejorados de funcion ventricular
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Hsu LF. N Engl J Med 2004;351:2373



-
PABA CHF

Aislamiento de las VP vs. ablacidon de la union AV/estimulaciéon
biventricular para la FA en ICC

% pts with AF progression %o pts with AF regression

OAVNABVP

Khan MN, Heart Rhythm. 2006(3 Suppl):1S



Guias ACC/AHA/ESC 2006

Control de ritmo - Recomendaciones

Maintenance of Sinus Rhythm

v ! ! v
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Fuster V. J Am Coll Cardiol. 2006;48:149-246




Terapias novedosas para la FA
Ninguna probada para la FAen la ICC
* |[nhibidores ECA/BRA

* Aceite de pescado
* Estatinas




|IECA/BRA — Efectos sobre la FA
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Seguimiento, dias

Pedersen OD. Circulation 1999:100:376-38C
Madrid AH. Circulation 2002;106:331-336



IECA y BRA para la FA

Outcome:

Study

01 ACE inhibitor

“an Den Berg

SOLVD

TRACE

Ueng

CAPP

STOPH2

GISSI
Subtotal(95%C1)

01 Atrial Fibrillation

Treatment
nH

217

10 /186

227790

18170
117 15492
200 /2205
665 /8865

1034 /117615

Control
N

7111
457188
42 1787
32178

135 /5493

357 144089

721 18846
1339 /19809

Test for heterogenetty chi-square=32.58 df=6 p=0.00001
Test for overall effect z=-253 p=001

02 ARB
Madrid
YalHeFT
Charm
LIFE
Subtotal(95%CI)

Test for heterogenetty chi-square=525 df=3 p=015

9779
116 12209
178 12769
17914417
48379474

Test for overall effect z=-4.12 p=0.00004

Total(95%CI)

1517 127089

22175
173 12200
216 /2749
252 14387
663 f 9411

2002 129220

Test for heterogenetty chi-square=48.50 df=10 p<0.00001
Test for overall effect z=-3.74 p=0.0002

RR

(95%CI Random)

A 2

Favours treatment

Healey JS. J Am Coll Cardiol 2005;45:1832-9

5 10
Favours control

Weight RR

% (95%Cl Random)

0.45[013,1 57)
0.22(0.12,0.43)
0.52[(0.31,087)
0.60[0.
0.87(0.681.11)
112(0.851 32)
0392[(083,1.02)
0.72(0.56,0.93)

w

o

o

PR
= MR =

w

0.72(0.60,0.85)

0.39(0.19,0.79)
0.67[0.53,0.84)
0.82[0.68,1.00)
0.71(0.59,0.85)
0.71(0.60,0.84)



Prevencion de FA con IECA y BRA
Un meta-analisis

11 studies CHF: 4, 10,314 pts HTN: 3, 26,403 pts
47,457 patients MI: 2, 10,441 pts AF: 2, 299 pts
CHF 0.56 (0.37-0.85) o g :
HTN 0.88 (0.66-1.19) ; O i
MI 0.94 (0.42-1.31) [ = D
AF 0.52 (0.35-0.79) : = d :
ACEI 0.71 (0.54-0.93) : -
ARB 0.71 (0.60-0.84) e
Total 0.71 (0.59-0.85) ]
I | T | | :I_I_—I
0 02 04 06 08 1 12 14
ACEI/ARB Better Control Better

Connolly et al. Presented at: AHA; 2004; New Orleans, Louisiana.



Control de ritmo o frecuencia en la FA

6 ensayos prospectivos, controlados y randomizados

* PIAF Pharmacological Intervention in Atrial
Fibrillation (pilot)

* STAF STrategies in Atrial Fibrillation (pilot)

* AFFIRM Atrial Fibrillation Follow-up Investigation of
Rhythm Management

* RACE RAte Control versus Electrical Cardioversion for
Persistent Atrial Fibrillation

 SAFE-T Sotalol and Amiodarone For Effectiveness Trial
* HOTCAFE How to Treat Chronic Atrial Fibrillation Efficacy

., Qué pasa con los pacientes con ICC?



Ensayo AF-CHF

* 1376 pacientes seguidos =22 anos, 123
sitios

* |CC, clase funcional II-IV de NYHA o FEVI
<0,35 u hospitalizacion previa por ICC y
FEVI <0,25

e 2/3 tuvo FA persistente, >50 internados por
FA o ICC, generalmente estabilizados



Ensayo AF-CHF

Resultados

* Mortalidad, ICC, ACV similar — frecuencia vs. ritmo

* 21% cruzados de ritmo a frecuencia y 10% cruzados
de frecuencia a ritmo

* Mas hospitalizados en el grupo de ritmo (46% vs 39%,
p=0,0063) principalmente por FA y bradicardia (8,5%
vs 4,9%), p= 0,0074

* Mas cardioversion — grupo de ritmo (39% vs. 8%)



Un dia tipico en el consultorio

Lo que hemos aprendido

* Mujer de 75 anos, ICC (clase funcional Il de
NYHA), miocardiopatia no isquemica (FEy =
0,30), CDI DDD, descargas CDI recientes

° TA: 144/94, P 120, irregular
— corazon: R1, R2, R3

* ECG — BRI, fibrilacidn auricular



FA e ICC en 2008

Lo mas importante para el paciente promedio

* Control de frecuencia/anticoagulacion — un
enfoque aceptable

* Control de ritmo — para aquellos con
sintomas intolerables. Drogas nuevas se
estan desarrollando.

* Ablacion — progreso rapido con esperanza de
cura




