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QF (AF) sixhgi va epidemiologiyasi:

AF-nin global yayiima sixligi

Hayati boyu har
3 insandan 1-da
AF riski vardir

AF-nin Kigilarda rastlanma sixlig daha ¢oxdur
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AF sixliginin 2060-ci ila gadar yash Hayat boyu risk faktorlarinin artmasi, 37% dir 30 40 50 60 70 80 90 100
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Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003



QF sixlig1 vo epidemiologiyasi:

QF sixhgi iirak ¢catismazlhigi f.s agirhgi ila miitanasibdir
» NYHA, I-ll f.s olanlarda ~ %5

» NYHA, lll f.s olanlarda ~ %26

» NYHA, IV f.s olanlarda ~ %50 a gqadar artmisdir

-HFpEF-da QF sixlgi1 HFrEF-a gora 2 dafa ¢oxdur

-HFpEF-da QF sixhgini artiran asas sabab, xastalarin
komorbid sayi va yash olmasidir

-QF iirak ¢atismazliginda ciddi mortalliq va takrari
hospitalizasiya sababi olaraq qalir

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003



QF tanimlanmasi:

Tovsiyslar Sinif* Saviyya®

1T a8 AR SRR AR § aVR i E j Vi

imran it

QF diagnozunu qoymagq ucun EKQ dokumentasiyasi olmalidir.

* Standart 12 aparmal EKQ va ya 230san davam edan urak
ritmini gostaran tek EKQ aparmasinda aydin tekrarlanan P
dalgalannin clmamasi va geyri-mintazam RR intervalinin
olmasi (qulagcig-madacik kegiriciliyi pozulmadigda) klinik QF
ucun diagnostikdir.
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Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003



Qulaqciq fibrilyasiyasinin tasnifati:

llk dafa diaqnoz )
goyulmus QF e dvvallar QF diagnozu qoyulmamis xastalar
Paroksizmal QF e 7 gun“dan az fnuddata baslamis, spontan va
va miudaxila ila sonlandirilmis QF
. e 7 giindan ¢ox davam edib, kardioversiya
Persistent QF olunmasini talab edan QF

Uzun muddatli QF e 1ildan artiq davam edan QF

e 1 ildan ¢ox davam edib, sinus ritmina
Perma nent QF dondarilmayacayi garari verilmis xastalar

Xroniki QF, valvular/non valvular QF, “Lone AF " terminalogiyadan ¢ixarilmisdir !!!

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003



Urak catismazhginin yeni AHA/ACC(2022) tasnifi:

HFrEF

HFr EF « LVEF <40%
« LVEF <40% HFimpEF
« LVEF >40%
QF-ya baglh HFrEF (LVEF<40%)

QF va UC miialicasi

Mialica sonrasi- LVEF>40% ‘
>>>> HFimpEF

HFrEF
« LVEF =40%

HFrEF

« LVEF 240%

HFpEF
« LVEF 250% _

HFpEF
« LVEF 250%

Manba: 2022 ACC/AHA/HFSA Guideline for the Management of Heart Failure -DOI: 10.1016/j.cardfail.2022.02.010



QF-da risk faktoru kimi tirak ¢catismazligi:
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Urak catismazhgi va QF-da qiisurlu dévran:

Se

Taxiaritmiya
bagh KMP

CE——

|

Dolus tazyiginin artmasi 1

Intraselular Ca disrequlyasiya Qulaqciq
dilatasiyasi

Neyrohormonal aktivlik ’

Elektrofiziloji
Kardiak ““output™ {, remodeling

-Siiratli ventrikul cavabi

-irrequlyar ritm
-Atrial sistolun olmamasi
-Dolus va ejeksiya miiddati 4,




QF xastalarinda simptom statusu:

Tovsiyalar Sinif* SaviyyaP

QF xastsleri Ugln tévsiys olunur: 6 simptom !!!

* QF ils slagali simptomlan (halsizliq, yorgunlug, fiziki
aktivlikda tengnafaslik, Urskddéylinma, dds gafasinds
agr) daysrlendirin ve mualicedsn svval ve sonra EHRA
tasnifatini istifade edsrsk xsstanin simptom statusunu c
muayyan edin.

« Davaml QF da kardioversiya ils ritm kontrolu
mualicssi gsrarinin verilmasindan svval va sonra QF il
slagsli simptomlari dsyarlendirin

Bal Simptomlar  Aciqlama
1 Yoxdur QF heg¢ bir simptoma sabsb olmur
2a Yungal QF ile slagsli simptomlar gunluk

hayat fealiyystina tasir etmir.

2b Orta QF ile slagsli simptomlar glnlik heyat
faaliyyatina tasir etmir, lakin xasts
simptomlarin varligindan narahatdir

3 Ciddi Simptomlar giinlik hayat faaliyystina tasir
edir.
4 Kaskin Gunlik hayat fealiyyatini icra eds bilmir.

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003



QF va UC xastalarinda muialica tovsiyyalari:

Antikoaqulyasiya

QF vs Urak catismazhgi olan, CHAZ2DS2-
VASc skoru kisilsrds =2, qadinlarda iss =3
olarsa, biitlin xestalers uzun middstli OAK
tovsiyya edilir.

Orta va ya ciddi mitral stenoz va mexanik

protez qapaq xastsleri xaric, butiin QF ve UG I
xastslarinds VKA yerine NOAC secilmsasi

tovsiyys edilir.

CHA2DS2-VASc skoru kisilards 1,
gadinlarda 2 olan butiin AF xsstslerinds lla
uzun muddstli OAK duisindle biler

Siirat kontrolu

QF ve UC xestslerinds qisa ve uzun
muddstli slirat kontrolu li¢iin beta-blokatorlar lla
distnalmslidir

Digoksin, beta-blokatorlara re§msn sirst
azalmadiqda ve ya beta-blokatoru tolere
eds bilmadikds va ya sks gostaris olduqda
dusinalmslidir

Kardioversiya

Ventrikulyar sirsti yikssk QF va
hemodinamik geyri stabil xastslerds, UC-
nin kaskin pislesmsasi zamani tacili
kardioversiya tdvsiyys edilir.

Optimal mualiceys ragman UC-nin
pislesmasinin, QF-na bagh oldugu
xastslsrds kardioversiya disinils
biler

Kateter ablasiyasi

Paroksizmal va persistent QF ila
mualicaya ragman, lrak ¢atismazhgi
simptomlarinin pislagsmasinda, QF-nin
rolu olan xastalarda kateter ablasiyasi
dustindls biler

I C
I1b B
lla B

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003
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Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003
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QF va UC xastalarinda antikoaqulyasiya:

L Qulageiq fibrilyasiyal xasta; Oral antikoaqulyasiya ticlin uygundur ]
¥
Mexaniki protez gapagi va ya ciddi-orta ciddi dsracsli mitral darligi olan QF-I xestsler? ]
xeyr yly J, Bali
| Addim 1 Asad riskli xastsleri misyysn et Yiiksak terapevtik araliqda VKA istifada
(hadsf INR gapaq lezyonundan va ya
protezdan asilidir)

Asagi insultriskli?
(CHA:DS:-VASC score: kisilsrda 0 gqadinlarda 1)

Xeyr | IEEL
CHAZ2DS2-VASc =1 (ki A}ddlm ’ 2 qadin) olan bitin QF- Antiiorbotik
-VASc 21 (kisi) va ya =2 gadin) olan bitin QF-l aali
xastalards insultdan gorunmad: (yani OAK) tovsiyys et ttiee vertne
Biitiin QF-h xastalards dayisa bilan ganaxma risk faktorlarina yonal = =
Antikoaqulyasiya

HAS-BLED hesablamasi et. Sgar HAS-BLED =3olarsa, dayisa bilan
ganaxma risk faktorlarina, muntazam olaraq teqibs yonal.
Yuksak ganaxma riski hesablamalanmin OAK istifadasinin
dayandinimasina.

QF vea ursk ¢atismazlhigi olan,CHA2DS2-
VASc skoru kisilerds =2, gadinlarda ise =3
olarsa, butlin xastslars uzun middsatli OAK

tovsiyya edilir.

CHADS-VASC ) Orta ve ya ciddi mitral stenoz ve mexanik
=1 (kisi) 22 (kisi)
va ya =2 (gadin) va ya =3 (gadin)

protez qapaq xastsleri xaric, butin QF ve UG
xastalarinds VKA yerine NOAC secilmssi
tovsiyya edilir.

OAK tstbigi magsedauygundur OAK tovsiys edilir
(Sinif l1a) CHAZ2DS2-VASc skoru kisilerds 1,
I gadinlarda 2 olan butin AF xsstslsrinds

Addim 3 YOAK basla (va ya yuksak terapeviik arallada VKAa) uzun middstli OAK distnule bilsr

YOAK-lar adsten ilkin secim kimi tovsiyys edilir.

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003



QF-da UC-nin varlig, insult riskini artirir:

. Verilan
Risk faktorlan I
C Durgunlug drak ¢catismazhg 1
Klinik arsk ¢gatismazh va ya diagnostik olarag
tasdiglanmis orta va ya ciddi SolM disfunksiyasi ve ya
Hipertrofik kardiomiopatiya
H 1
va ya antihipertenziv mualice gabulu
A Yag 75 va ya daha ¢gox 2
D Sekerli diabet 1
va oral hipoglikemik derman val/va ya insulin gsbulu ve
ya acqarina ganda glikoza=125 maq/dL (7 mrmol/L)
olmasi
g lIsemik insult _ 2
daha avval kecirilmis insult, TIH ve ya
tromboemboliya
v  Damar xastaliklari 1
ciddi KAX, daha avval kegirilmis MI, PAX va ya aortal
plak
A Yasin 65-74 arasi olmasi 1
Sc  Cinsiyyst (gadin cinsi) 1
Maksimum bal 9

KAX = koronar arteriya xastaliyi; SolM = sol madacik; Mi = mickard infarkti; PAX =
periferik arteriya xastaliyi; TIH = tranzitor isemik hamla.

CHA,DS,-VASc Scaore for Atrial Fibrillation
Stroke Risk

SESC

Result:
Plasce £l out requared folde.

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003




“"NOAC 'larda antikoaqulyasiyani geri ¢cevirmak:

idarucizumab Andexanet Alfa: (rivaroxaban, apixaban,
(dabiqatrani geri cevirmak iigiin) edoxaban va enoxaparini geri gevirmak ligiin)

+ Apixaban

5 gr: iki hissaya béliinarak .
q y ’ + Rivaroxaban (=7 saatdan cox miiddatdir ki, gabul edilibsa)

2.5 gr dozada 15 daqgiqa
fasila ila i.v vurulur

1 %, 400 mg i.v bolusdan 15 dagiga '
Idarucizumabl . 5 . 2 sonra, 2 saat miiddatinda oplfion foclor Yo
Proxbind” dTT (durulagdinimig trombin miiddati) \ 480 mq i.v infuziya (4 mq/daq) i), nocioledds
W 0 mngy/vial
Salution for Injection/Tnfision

el Agent for Pradas” oy
P e -

0 daq. 15-ci daqiga 24 saat

* Rivaroxaban (=7 saatdan coxdur ki, gsbul edilib va ya bilinmir)
+ Edoxaban, enoxaparin

800 mg i.v bolusdan 30 dagiqa
sonra, 2 saat middatinda

960 mq i.v infuziya (& mq/daq)

.

24 saat

IVIanpa: nttps://academic.oup.comyeurneartj/articie/42/5/373/5899003



QF va UC xastalarinda siirat kontrolu:

Sirast kontrolunda derman secimi
¥

( Yanas! xastslik deyarlondirimasi )
|
HFpEF va HT yoxdur HFrEF Ciddi AXOX Preeksnte AF/AFI
va yaastma
l [ Ablaswa
Birinci secim - - -
-BB va ya NDKK Birinci secim-BB I‘ Birinci secim-NDKK
¥ ¥ L 2
[ Kontrol Zzamani: suboptlmal slrat kontrolu (istirahat nab2| =110}, mmptomlann plslasmam ]
XEyr Ball Keyr Ball Xeyr Ball
¥ ¥ 4
BB davam NDKK davam
BB va ya NDKK S >
Snen e edilsin edilsin
Ikinci secimi tovsiyya et Ikinci secimi tdvsiyya et lkinci secimi tovsiyye et
-Digoksinval va ya -BBvalvaya “NDKK va/ va ya ’
-BB va/vaya -Digoksinval/ va ya _Digoksin
NDKK . _Amiodaron a .
—
[Kontrol Zamani: suboptlmal siirat kontrolu (istirahat nab2| =110), mmptomlann plslagmam ] 24 | 5 H I 5 |
}(eyr Ball Keyr Bali Keyr Ball saat 19 ritm Holteri 1l
) + ) ) *_ + - . . -
Davam edilsin: Davam edilsin: Davam edilsin: bradlka rdlyanl taqlbl et
-Digoksin val va ya -BB valva ya -NDKK valva ya
-BB valva ya -Digoksin valva ya -Digoksin
-NDKK .l _-Amiodaron 1

Ugiincii segimi tévsiyya et:
3-10 derman kombinasiyasi, CRT-D va ya CRT-F va ya pacemaker va AV diyin ablasiyas

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003




Simptomatik QF va UC xastalarinda ritm kontrolu:

Simptomatik QF
_ QF tekrarlanmasi ugun ssas QF rekurrensi giin major f UC va ya azalmis atim
Paroksizmal GF risk faktorlari olmayan risk faktorlan olan davaml fraksiyasi ile yanasi
l da"a"l“ QF KTFH paroksizmal va ya davamli QF
Xasta secimini nezars al | ‘ Xasta secimini nezars al ‘ I Xasto secimini nazars al Xasta segimini nazara al
fnuartmik Kateter  Antianitmik Kateter Antialritmik KattLter Antiaritmik Kateter
dermaniar ablasiyasi dermanlar ablasiyasi darman ablasiya® derman ablasiyasi
(lla) - ()
|
l l | J
¥
Kateter Kateter Kateter Kateter
at_}lasiyam at?lasiyam ablasiyasi ablasiyasi
lcra et icra et icra et icra et
A r J g
Ugursuz derman miialicesi ][ Ugursuz derman maalicasi
Xeyr Bali Xeyr Bali

| ' ' v

Antiaritmik darmana |  Kateter ablasiyasi icra et Antiaritmik darmana Kateter ablasiyasi icra et
davam et davam et (la)d

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003




QF xastalarinda uzunmiuddatli ritm kontrolu:

[ Uzunmuddsatli ritm nazarst terapiyasi lUgun ]

v

Risk faktorlan va yanasi xastaliklarin miisayyan va mualice edilmasi
nsk faktorlu xastslards ACFI, ARB, MRA, statin, SM hipertrofiyasi va disfunksiyasi

lla
. [ [ [
Urak struktur xastaliyi KAX, HfpEF, ciddi qapaq HErEF
yoxdur va ya minimaldir. xastaliyi r
\d \
Xasta secimi

\ I i
» Amiodaron + Amiodaron Kateter
Kateter ||*Dronedaron IEE A ‘ ablasiyasi

: ablasiyvasi
ablasiyasi ||+ Sotalol Y A

+ Sotalol
' AF
akrarlanm331 takrarlanmaal takrarlanmasi
hallannda hallarinda hallarinda

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003

* Dronedaron
+ Flekainid

» Propafenon







CASTLE-AF tadqiqat:

e NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 FEBRUARY 1, 2018 VOL. 378 NO.5

Catheter Ablation for Atrial Fibrillation with Heart Failure
Nassir F. Marrouche, M.D., Johannes Brachmann, M.D., Dietrich Andresen, M.D., Jiirgen Siebels, M.D.,
Lucas Boersma, M.D., Luc Jordaens, M.D., Béla Merkely, M.D., Evgeny Pckushalov, M.D.,

Prashanthan Sanders, M.D., Jochen Proff, B.S., Heribert Schunkert, M.D., Hildegard Christ, M.D.,
Jirgen Vogt, M.D., and Dietmar Bansch, M.D., for the CASTLE-AF Investigators™

v' Tadgigatin dizayni: randomiza, kontrollu, coxmarkazli
v Kateter ablasiyasi va standart GDMT alan xastalar olmagqla, 2 qrupa randomizs edildi

v" Toplam xasta sayi: 398 xasta
v' Tadqiqatin muddati: 5 il

Manba: The New England Journal of Medicine
nejm.org at CALIFORNIA STATE UNIV FRESNO on June 7, 2018.



CASTLE-AF tadqgiqgatinin randomizasiya sxemi:

3013 xasta uygunlug
baximinda dayarlandirildi

2615 xasta
xaric edildi

T

398 xasto qeydiyyata alinaraq,
randomiza edildi

1 xasta, daxiletma qaydalarini
pozdugu iiglin xaric edildi

' .
21 xasta: 6lim, 200 xasto ablasiya qrupuna alindi 197 xasta medikal miialica 13 ).(asta: olum,
tagibdan ayrilma qrupuna alindi tagibdan ayrilma,
protokol va.s c— J 4 | protokol va.s
sabablardan xaric Bsas dayarlondirma sonrasi isa I | 9sas dayarlandirmadan sabablardan xaric
tutulmus oldu 179 xast? galdi sonra isa 13.4 xasta qald tutulmus oldu

\ ¥

“Crossower™ 179 xasta . 1Bdxesta ~Crossower™
28 xasta: > medikala birincili analiza daxil edildi birincili analiza daxil edildi 18 xasta: => ablasiya

Manba: The New England Journal of Medicine nejm.org at CALIFORNIA STATE UNIV FRESNO on June 7, 2018.




CASTLE-AF tadgiqgati, xasto xarakteristikasi:

Table 1. Characteristics of the Patients at Baseline.*

Table 1 éharacteristics of the Patients at Baseline.*

Characteristic

Age —yr
Median
Range
Male sex — no. (%)
Body-mass index{
Median
Range
New York Heart Association class — no_/total no. (%)
|
1
1
I\
Cause of heart failure — no. (%6)
Ischemic
Nonischemic
Type of atrial fibrillation — no. (38)
Paroxysmal
Persistent

Long-standing persistent (duration >1 year)

Treatment Type

Ablation
(N=179)

64
56-71
156 (87)

29.0
25.9-32.2

20/174 (11)

101/174 (58)

50/174 (29)
3/174 (2)

72 (40)
107 (60)

54 (30)
125 (70)
51 (28)

Medical Therapy
(N=184)

64
56-73.5
155 (84)

29.1
25.9-32.3

19/179 (11)

109/179 (61)

49/179 (27)
2/179 (1)

9 (52)
88 (48)

64 (35)
120 (65)
55 (30)

Left atrial diameter

Total no. of patients evaluated 162
Median— mm 48.0
Interquartile range — mm 45.0-54.0

Left ventricular ejection fraction

Total no. of patients evaluated 164
Median — % 32.5
Interquartile range — % 25.0-38.0
CRT-D implanted — no. (%) 48 (27)
ICD implanted — no. (%6)§ 131 (73)
Dual-chamber 128 (72)

Single-lead device with “floating” atrial sensing dipole 3(2)
Indication for ICD implantation — no. (%)

Primary prevention 160 (89)

Secondary prevention 19 (11)
History of amiodarone use — no./total no. (%)

Failure 78/175 (45)

Unacceptable side effects 21175 (12)

Monuse 76/175 (43)

172
49.5
5.0-55.0

172
315

27.0-37.0

52 (28)

132 (72)

123 (67)
9 ()

163 (89)
21 (11)

82/176 (47)
24/176 (14)
70/176 (40)




CASTLE-AF tadgigatinin birincili sonlanmada subgrup analizi:

P Value for
Subgroup Ablation Medical Therapy Hazard Ratio [35% CI) Interaction
no. of eventsfno. of patients
Type of atrial fibrillation : 0.90
Paraxysmal 17/54 34/64 —— 0.60 (0.34-1.08)
Persistent 34/125 43/120 —— 0.64 (0.41-0.99)
CRT-D implanted i 0.50
No 37/131 57132 —i— 0.65 (0.43-0.98)
Yes 14(4% 2552 —.—:r 0.54 (0.28-1.04)
ICD indication ! 0.20
Primary 43/160 /163 —— 0.57 (0.39-0.83)
Secondary 819 1021 —a— 1.03 (0.41-2.62)
Sex ! 0.36
Female o3 1229 S 093 (039-2.21)
Male 42/156 70/155 —— 0.5% (0.39-0.84)
Age ! 017
<E5yr 18/96 4/00 —m— 0.4% (0.27-0.85)
=65yr 33/83 4885 —u— 0.79 (0.50-1.23)
MYHA functional class : 0.06
I 20101 6109 —@— | 0.42 (0.25-0.72)
n 2250 26/49 —a— 0.89 (0.51-1.58)
LVEF i 0.01
<25% 2034 1517 — 1.36 (0.69-2.65)
=25% 29/130 617145 —a— | 0.4% (0.31-0.74)
Cause of heart failure E 056
Manischemic 26/107 29/88 —— 0.74 (0.43-1.25)
Ischemic 2572 53/96 —— 0.60 (0.37-0.97)
Diabetes i 0.06
No 32/136 43117 —— E 0.52 (0.33-0.81)
Yes 1943 34(67 + 101 {0.58-1.78)
Hypertension ! 088
No 1/50 19/4% —a— 0.59 (0.28-1.21)
Yes 39120 £3/136 —— 0.63 (0.42-0.93)
Amicdarone use H 0.66
Na 37122 £1/133 — 0.65 (0.43-0.97)
Yes 13(55 18/46 —&— 0.55 (0.27-1.13)
Digitalis use | 0.68
No 41/146 52124 —I—E 0,65 (0.43-0.98)
Yes LTEN )56 —a— 0.56 (0.26-1.19)
Beta-blocker usa h 0.47
No 412 40 - 1.01 {0.25-4.05)
Yes 46/165 75171 —— 0.60 (0.42-0.87)
035 050 100 200 400
Ablation Medical Therapy
Better Better




CASTLE-AF tadgiqgatinin qrafik naticalari:

A Death or Hospitalization for Worsening Heart Failure
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No. at Risk No. at Risk
141 114 76 53 22 Ablation 179 141 114 76 58 22 Ablation 179 154 130 94 71 27
145 111 70 48 12 Medical therapy 184 145 111 70 48 12 Medical therapy 184 168 138 97 63 19
Table 2. Primary and Secondary Clinical End Points.*
Ablation Medical Therapy Hazard Ratio
End Point (N=179) (N=184) (95% C1) P Value
Cox Log-Rank
Regression Test
number (percent)
Primaryt 51 (28.5) 82 (44.6) 0.62 (0.43-0.87) 0.007 0.006
Secondary
Death from any cause 24 (13.4) 46 (25.0) 0.53 (0.32-0.86) 0.01 0.009
Heart-failure hospitalization 37 (20.7) 66 (35.9) 0.56 (0.37-0.83) 0.004 0.004
Cardiovascular death 20 (11.2) 41 (22.3) 0.49 (0.29-0.84) 0.009 0.008
Cardiovascular hospitalization 64 (35.8) 80 (48.4) 0.72 (0.52-0.99) 0.04 0.04
Hospitalization for any cause 114 (63.7) 122 (66.3) 0.99 (0.77-1.28) 0.96 0.96
Cerebrovascular accident 5(2.8) 11 (6.0) 0.46 (0.16-1.33) 0.15 0.14




CASTLE-AF tadgigatinin naticasi:
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Catheter Ablation for Atrial Fibrillation with Heart Failure

Nassir F. Marrouche, M.D., Johannes Brachmann, M.D., Dietrich Andresen, M.D., Jiirgen Siebels, M.D.,
Lucas Boersma, M.D., Luc Jordaens, M.D., Béla Merkely, M.D., Evgeny Pckushalov, M.D.,
Prashanthan Sanders, M.D., Jochen Proff, B.S., Heribert Schunkert, M.D., Hildegard Christ, M.D.,
Jirgen Vogt, M.D., and Dietmar Bansch, M.D., for the CASTLE-AF Investigators™

Urak catismazhigi olan xastalarda QF liciin kateter ablasiyasi,
medikal muialicaya nisbatda, har hansi sababa bagh o6liim va ya

agirlasan urak catismazligi sababi ila hospitalizasiyani onamli
Olclida azaltmisdir.

Manba: The New England Journal of Medicine
nejm.org at CALIFORNIA STATE UNIV FRESNO on June 7, 2018.



Simptomatik QF xastalarinda CRT va AV diliylin ablasiyasi:

QF ablasiyasina uygun olmayan persistent va permanent QF xastsalarinda
AV (AVN) diiyiin ablasiyasi

b
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Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003



Simptomatik QF xastalarinda CRT va AV dliylin ablasiyasi:

CRT ugiin namizad olan permanent QF-i
UC xastalarinda:

-Qulageiq fibrilyasiyasi,
-QRS =130 ms,
-OMT-ya ragman NYHA (ll-IV f s),

L VEF=35% olan trak catismazlid xastalarinda:
simptomlan, mortalid, agirlasman azalimaq ve
biventrikulyar “pace™ dcin CRT disinilimalidir.

QF-nin ventrikula cox otdrilmasi sababi ila natamam
biventrikulyar “"pace’” zaman (=90-95%), AVD
ablasiyas| da edilmalidir.

lla

lla

AVD ablasiyasi ugiin namizad olan simptomatik AF
va kontrol edilmayan suratli nabzi olan xastalerds
(QRS genigliyindan asil olmayaraq)

HFrEF-li xestslards CRT tévsiyys edilir. | B

HFmrEF-li xastslerds standart RV pace

I C
avazina CRT disindlmalidir :

HFpEF-li xastslerds RV pace disinilmslidir lla B

HFpEF-li xastslards CRT dustindls bilsr 1b C

Moanba: https://academic.oup.com/eurheartj/article/42/5/373/5899003



QF va UC xastalarinda standart UC-nin 4-lii mialicasi "GDMT"™

S| GEED G €D

Secllmis xastalarda uirak ¢atismazliginin hospitalizasiyasini va mortalligini azaltmisdir

HFrEF xastslar mialicaedsn sonra LVEF
va simptomlari yaxsilagsa (yani HFimpEF)
a davam edilmsalidir
2022 ACC/AHA/HFSA Guideline for the Management of Heart Failure

isemik etiologiya Non-igemik etiologiya
ICD )

Koronar arteriya
xastaliyi
CABG ) Ferric carboxymaltose )

Damir defisiti

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003



QF va UC xastalarinda yekun olaraq:

QF va UC xastalari mévcud miialicalara ragman artmaqdadir
QF va UC arasinda qiisurlu patofizioloji déngii yaranir

QF xastalarinda UC, UC xastalarinda isa QF riski artmisdir

QF xastalarinda miutlaq EHRA simptom skoru hesablanmalidir
Multidisipliner yanasma har zaman miitlaqdir

QF miialicasinda “"ABC’ alqoritmi nazara alinmalidir

QF-da antikoaqulyasiya, siirat va ritm kontrolu 6namlidir

UC optimal miialicasi QF riskini azaldir

Digar UC miialicalarinda oldugu kimi, QF-da miialice GDMT-ya
uygun aparihir

Optimal QF kontrolu, optimal UC kontrolunu asanlasdirir
NDKK va beta bloker birlikda istifadasinda bradikardiya

tagibi liclin 24 saatlig ritm Holteri tovsiyya edilir

Kateter va cihaz miialicalari uygun xastalarda yararhdir

>
>
>
>
>
>
>
>
>

Manba: https://academic.oup.com/eurheartj/article/42/5/373/5899003
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