Qulaqgciglarin fibrilyasiyasi

zamani surat kontrolu




Surat kontrolu istifadasinda 4 ssenariya

1.Butun xastalarda yanasi terapiya olaraq.
2. Xususi qrup xastalarda ilk secim
3.Ugursuz ritm kontrolunda

4.Sinus ritmi istamiriksa



e Xosto 75 vyas, kisi xosta

e 2 il 6nca PVI, AF qisa zamanda takrarlama, permanent AF
e EXODA LA PLAX =53mm

 EF 55%, HFpEF.

e AT 130/85mmHg, PS 110 v/d, Asimptomatikdir.

e Bu xasta uc¢ln optimal ortalama nabz hadafi neca olmalidir?

A) 60 gadoar B) 80-90 C) <110



Qulaqgciq fibrilyasiyali xastada
nabz hadafi necoa olmalidir?

Kimda?



Surat kontrolunda hadaf nabz necadir?

1. Digoar kardiak patologiyasi olmayan xasta
2. Asagl atim fraksiyali UC olan xasta
3. Qorunmus atim fraksiyali UC olan xasta

4. CRT-li xasta
5. QF bagh KMP olan xasta



Rate Control Efficacy in Permanent Atrial Fibrillation:
Successful and Failed Strict Rate Control
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No. at Risk Months
Failed Strict 08 88 86 77 69 59 21
Successful Strict 203 191 187 181 164 145 64

Lenient Rate Control 307 297 291 284 244 214 143



Rahbar tovsiyya biza na deyir?

Recommendations Class® Level®

A resting heart rate of <110 bpm (i.e. lenient rate control) should be considered as the initial heart rate target for rate control therapy.” lla -

“

S ESC 2070




Yuksak ortalama nabz biza na verir?

1. Hadafa catmaq daha rahatdir.
2. Darman dozu dusukddar.
3. Maaliyyat dusukddur.
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m Baseline Characteristics at Randomization

Successful Strict Rate Control Failed Strict Rate Control

Lenient Rate Control

(n = 203) (n = 98) (n = 307) p Value
Echocardiography parameters, mm
Left atrial size, long axis 46 = 7 46 = 8 46 = 6 0.6
Left atrial volume, ml 72 + 28 76 + 26 72 + 24 0.3
Left ventricular end-diastolic diameter 51+ 8 52+ 8 Bl 0.8
Left ventricular end-systolic diameter 36 +8 37+9 36 + 8 0.8
Left ventricular ejection fraction, % o2 12 53 =13 % Sk s & 0.6
=40% 34 (16.7) 14 (14.3) 43 (15.6) 0.4




Bas UC xastalarinda neca?
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Strict Versus Lenient Versus Poor Rate Control
Among Patients With Atrial Fibrillation and Heart
Failure (from the Get With The Guidelines — Heart

Failure Program)
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Atim fraksiyasi <50% olanlarda

Associations between rate control at discharge by ejection fraction >50% versus <50% and mortality and/or readmission

Event 90 days 365 days
Strict Lenient Interaction Poor Interaction Strict Lenient Interaction Poor Interaction
P P P P
All-cause death Ref 1.03(0.86—1.25) 0.716 0.73(0.36—1.49) 0.388 | Ref 1.10(1.04—1.18) 0.002 j 1.05(0.76—1.43) 0.779

All-cause readmission Ref 0.89 (0.80—1.00) 0.044 0.86 (0.58—1.26) 0.439 Ref 0.92(0.84-1.01) 0.077 1.02(0.72—-1.45) 0.915
All-cause death or Ref 0.98(0.84—1.13) 0.741 0.48 (0.29-0.79) 0.004 Ref 0.99(0.88—1.11) 0.853 0.68 (0.45—-1.02) 0.062

all-cause readmission
Cardiovascular Ref 198 (0.84—1.13) 0.740 0.48(0.29-0.79) 0.004 Ref 1.03(0.98—1.09) 0.245 1.25(1.02—-1.54) 0.029

readmission




Qorunmus atim fraksiyali UC va AF

100 -
HR (95% CI): 1.45 (1.37-1.54), p < 0.001
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Survival (%)
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Bas CRT-li xastalarda neca?

Data - Quick Look Il

ast Session: 28-Jul-2016
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- CRT Pacing is effective less than 90% of the

time.

- Ventnicular sensing episodes averaged 44
min/day since the last session.

* VT Detection OFF but some VT therapies On.




Kimlara ciddi nabz kontrolu?

1. Simptomatik xastalarda

2. AF bagiml KMP

3. UC progressiv pislasmasi

4. Biventrikulyar (CRT) pacingli



Klinik hal

e 45 yas kisi xasta
e isemik KMP, LVEF=30%, NYHA sinif I-II

e 3 il avval ikincili goruma magsadli VR ICD implantasiyasi. Dokumenta
VT sirati 160v/d

e Optimal medikal mualica alir.
e Ugursuz kardioversiyalar. Permanent AF

Qabul edilan darmanlar: Spironolakton 50mg, Sacubitril/Valsartan
49/51. Empagliflozin 10mg, Metoprolol 50mqgx2, digoxin 0.25.



Klinik hal

e Pasient biza ICD soklamasi ilsa muraciat edir.
e Soklama uygunsuzdur. AF-ya suratli ventrikulyar cavab naticasindadir.

* Na eda bilarik?

v'Tatiklayici factor varmi?
v'Cihaz ayarlarini dayismak
v'Nabz tizarine tasir edan darman nizamlamag.



Klinik hal 1

v’ Tatiklayici faktor stressdir.
v'Cihaz ayarlarini dayisdirildi

v'B-bloker maksimal tolers edilan doz, Digoxin
davam edir.

e Tokrar eyni sobabli sok. Na edak?



Noabzi asagl salmaq Ucun alimizda na var?

1. Urak yetmazliyinin dogru idaras
ilk 6nca inkaret 2. Hipertiroidizm inkar

3. Yuksak hararat

4. Qanazligi va s.



Noabzi asagl salmaq Ucun alimizda na var?

1. Beta blokatorlar
2. Kalsium kanal blokatorlari

3. Qlikozidlar
4. Antiaritmiklar (kordaron)



Noabzi asagl salmaq Ucun alimizda na var?

Kardiak patologiyasi
olmayanxastaler 1 Bata blokatorlar

2.Kalsium kanal blokatorlari

3. Qlikozidlar
4. Antiaritmiklar (kordaron)



Noabzi asagl salmaq Ucun alimizda na var?

Urak yetmazlikli
xastalar 1.Beta blokatorlar

2. Kalsium kanal blokatorlari

3.Qlikozidlar
4.Antiaritmiklar (kordaron)



Noabzi asagl salmaq Ucun alimizda na var?

Komorbid va
kritik vaziyyatda 1. Beta blokatorlar
xastalor 2. Kalsium kanal blokatorlari

3.Qlikozidlar
4.Antiaritmiklar (kordaron)



Magnezium sulfat

CARDIOLOGY/ORIGINAL RESEARCH

A Randomized Controlled Trial of Magnesium Sulfate, in
Addition to Usual Care, for Rate Control in Atrial Fibrillation

Michael John Davey, MBBS, From the Department of Emergency Medicine, Royal Adelaide Hospital, North Terrace,
FACEM Adelaide, South Australia, Australia (Davey); the Department of Medicine, Adelaide
University, Adelaide, South Australia, Australia (Davey); and the Department of Emergency
David Teubner, MBBS, FACEM o . . . )
’ ’ Medicine, Flinders Medical Centre, Bedford Park, South Australia, Australia (Teubner).
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lvabradin

Extracellular

Pacemaker cell in the SA node

Intracellular

HCM channel

lvabradine




Contents lists available at ScienceDirect

International Journal of Cardiology
Table 2
Effects of ivabradine on mean ventricular rate compared to placebo.

journal homepage: www.elsevier.com/locate/ijcard

Mean ventricular rate  Ivabradine (N = 21) Placebo (N = 11)
. . . . . beats/min ) i
Ivabradine reduced ventricular rate in patients with non-paroxysmal st Baseline 1-month Baseline 1-month
. . . “rossMark
atrial fibrillations B cos 24-hour 869+ 109 792+96  843+112 8294099
I . . .. § Day-time 913+ 114 8364105 91.0+121 893+ 104
Wanwarang Wongcharoen, Adisai Ruttanaphol, Siriluck Gunaparn, Arintaya Phrommintikul * Nigyht-time 803496 745+ 100° 7824105 767+ 97

Department of Internal Medicine, Faculty of Medicine, Chiang Mai University, Chiang Mai, Thailand I
* p < 0.05 (1-month vs. baseline).

W. Wongcharoen et al. / International Journal of Cardiology 224 (2016) 252-255
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Fig. 1. Change of mean ventricular rate after 1-month therapy in ivabradine and placebo groups.



Ranolazine?...



v Simptomatik UC

v Ritm vo surat kontrolsuz SA

No edak?



Nod ablasiyasi

AV node catheter ablation may be
considered to control heart rate
and relieve symptoms in patients
unresponsive or intolerant to
intensive pharmacological rate and
rhythm control therapy, accepting
that these patients will become
pacemaker dependent.

llb
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CRT-li xostada nod ablasiyasi

S0

Percentage of biventricular pacing(%)

o

Before AVNA After AVNA

Figure 1. Percentage of biventricular pacing in pts before and after AVNA.
AVNA: atrioventricular nodal ablation.

resynchronization therapy and atrial fibrillation -

Atrioventricular nodal ablation in patients with
long term results

Arleen Aune, Svein Faerestrand, Per Ivar Hoff & Peter Schuster
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Klinik hal 1

v’ Tatiklayici faktor stressdir.
v'Cihaz ayarlarini dayisdirirdi

v'B-bloker maksimal tolers edilan doz, Digoxin
davam edir.

e Tokrar eyni sobabli sok. Na edak?



Klinik hal 1

A. Permanent AF olmasina baxmayarag
ablasiya icra edak

B. AV nod ablasiyasi + CRT
C. Yeni darman secanaklari



Take home message

 QF zamani asimptomatik xastalarda aksar hallarda
istirahat zamani ortalama nabzin <110 altina endirilmasi
yetarlidir.

e Cixilmaz hallarda ivabradin dusun.
e Cix1s yolu har zaman var.



Tasakkurlar]
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