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Atrial fibrillation (AF) 

AF is the most common heart rhythm 
disturbance1 

It is estimated 1 in 4 individuals aged 40 years 
will develop AF1 

In 2007, 6.3 million people in the US, Japan, 
Germany, Italy, Spain, France and UK were 
living with diagnosed AF2 

Due to the aging population, this number is 
expected to double within 30 years3 



AF prevalence increases with age 

 

population 



Clinical Events (outcomes) affected by 

AF 



Conditions predisposing to, or  

encouraging progression of AF 



ARREST-AF ( Medscape May 11 2014 ) 

Aggressive Risk Factor Reduction Study 

For Atrial Fibrillation  



1. Wolf PA, et al. Stroke 1991;22:983-988;  

2. Rosamond W et al. Circulation. 2008;117:e25–146;  

3.Hart RG, et al. J Am Coll Cardiol 2000;35:183-187;  

4. Lin H-J, et al. Stroke 1996; 27:1760-1764;  5. Marini  C, et al. Stroke 2005;36:1115-1119. 

 AF is associated with a pro-thrombotic state  

 

 ~5 fold increase in stroke risk1 

 

 Risk of stroke is the same in AF patients regardless of 
whether they have paroxysmal or sustained AF2,3 

 

 Cardioembolic stroke has a 30-day mortality  
of 25%4 

 

 AF-related stroke has a 1-year mortality of ~50%5 

AF increases the risk of stroke 



Stroke 

Up to 3 million people worldwide suffer strokes 

related to AF each year1-3   

 

AF-related strokes tend to be especially severe and 

disabling with half of patients dying within 1 year3 

1. Atlas of Heart Disease and Stroke, World Health Organization, September 2004. Viewed at 

http://www.who.int/cardiovascular_diseases/en/cvd_atlas_15_burden_stroke.pdf 

2. Wolf PA, Abbott RD, Kannel WB. Atrial fibrillation as an independent risk factor for stroke: the Framingham Study. Stroke 2. 1991:22(8);983-8 

3. Lin HJ, Wolf PA, Kelly-Hayes M, et al. Stroke severity in atrial fibrillation: the Framingham study. Stroke 1996;27:1760-4 

http://www.who.int/cardiovascular_diseases/en/cvd_atlas_15_burden_stroke.pdf


 2/3 of strokes due to AF are preventable with appropriate 
anticoagulant therapy with a vitamin-K-antagonist (INR 2-
3)1 

 Anticoagulation with a vitamin-K-antagonist (VKA) is 
recommended for patients with more than 1 moderate risk 
factor2 

 A meta-analysis of 29 trials in 28,044 patients showed that 
adjusted-dose warfarin results in a reduction in ischaemic 
stroke and in all-cause mortality1. 

AF-related stroke is preventable 

1. Atlas of Heart Disease and Stroke, World Health Organization, September 2004. Viewed at 

http://www.who.int/cardiovascular_diseases/en/cvd_atlas_15_burden_stroke.pdf 

2. Wolf PA, Abbott RD, Kannel WB. Atrial fibrillation as an independent risk factor for stroke: the Framingham Study. Stroke 2. 1991:22(8);983-8 

3. Lin HJ, Wolf PA, Kelly-Hayes M, et al. Stroke severity in atrial fibrillation: the Framingham study. Stroke 1996;27:1760-4 

http://www.who.int/cardiovascular_diseases/en/cvd_atlas_15_burden_stroke.pdf


Types of Atrial Fibrillation 





EHRA score of AF- related symptoms 



        CHADS2-VASc  SCORE 

RISK FACTORS SCORE 

Cardiac Impairment 1 

Hypertension 1 

Age > 75 años 2 

Diabetes mellitus 1 

Stroke or previousTIA 2 

Vascular Disease (*) 1 

Age 65-74 1 

Sex ( Female ) 1 

Maximum Score 9 

(*) Previous MI, Peripheral Arteriopathy,  

Ateromatous Plaque in  Ao 



HAS BLED SCORE 

 

•aHypertension’ is defined as systolic blood pressure >160 mmHg. ‘Abnormal kidney function’ is defined as the presence of chronic dialysis or renal transplantation or serum creatinine ≥200 µmol/L. ‘Abnormal liver function’ is defined as chronic hepatic disease (e.g. cirrhosis) or biochemical evidence of significant hepatic derangement (e.g. bilirubin >2 x upper limit of normal, in association with aspartate aminotransferase/alanine aminotransferase/alkaline phosphatase >3 x upper limit normal, etc.). ‘Bleeding’ refers to previous bleeding history and/or predisposition to bleeding, e.g. bleeding diathesis, anaemia, etc. ‘Labile INRs’ refers to unstable/high INRs or poor time in therapeutic range (e.g. <60%). Drugs/alcohol use refers to concomitant use of drugs, such as antiplatelet agents, non-steroidal anti-inflammatory drugs, or alcohol abuse, etc.  
•INR = international normalized ratio. Adapted from Pisters et al.60

 

 



OAC RECOMMENDATIONS 





ORAL ANTICOAGULANTS 



RHYTHM AF  

  

 A. Martin Martinez,  A. Fernández de Simón,  F. Malagón  Caussade                

C. Suero Méndez, M.. Varona Peinador.  *G. Nocea Pulfer,                                  

en representación de los investigadores del estudio RHYTHM-AF Spain.   

 Grupo  Arritmias Cardiacas, SEMES . *MSD España.  



Design: prospective multi-center registry  

Breadth: multinational 

• Australia       - Germany        - Poland       - United Kingdom 

• Brazil       - Italy        - Spain   

• France       - Netherlands     - Sweden     

Sample  

• 175 centers 

• 4,300 total patients 

Timeline: One year enrollment (May 2010-June 2011)  

• 60-day follow up for all countries except Spain  

Promoter: MSD 

 
RHYTHM-AF: Resource utilization associated with antiarrHYthmic THerapies used 

for achieving norMal sinus rhythm in Atrial Fibrillation patients 
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RESULTS PATIENTS DISCHARGED ON OAC 



Choice of rate and rhythm control 

strategies 



DCC and pharmacological conversion  

recent-onset AF 





IBUTILIDE 

Class III 

Only IV  

Ibutilide prolongs repolarization in atrial and 

ventricular myocardium 

DOSES: More than 60 kgs: 1 mg IV in 10 

mins.Less than 60 kgs 0,1 mg/kg in 10 mins.May 

repeat 1 more in 20 mins. 

PRICE: 280 Euros per vial ( aprox ) 



IBUTILIDE CONTRAINDICATIONS 

Hipersensitivity to Ibutilide 

 

Prolonged non corrected QT interval more than 

440 ms,severe Bradicardia,Sinus Syndrome or 

2nd and 3rd degree Heart Block in absence of 

Pacemaker 

 

Use of class I or III antiarrythmics 4 hours pre or 

post administration of Ibutilide 

 

 

 

 

 

 

 

 



 

Safety and efficacy of ibutilide in 

cardioversion of atrial flutter and 

fibrillation J Am Board Fam Med. 2011 

Jan-Feb;24(1):86-92 

 Safety and effectiveness are the goals in treating patients with arrhythmias. In an 

open prospective study, we observed the efficacy and safety of up to 2 mg 

intravenous ibutilide, a new class III antiarrhythmic agent in haemodynamically 

stable patients presenting in the emergency department (ED) with symptoms of 

recent-onset (<48 h) atrial fibrillation/flutter. Arrhythmia termination within 90 min, 

haemodynamic parameters and proarrhythmic effects were assessed. Non-

responders to the ibutilide infusion underwent external electrical cardioversion. We 

included 51 patients. In 31 patients therapeutic intervention with intravenous 

ibutilide was successful within 90 min (61%). In another seven patients conversion 

to sinus rhythm occurred after 90 min without any other intervention (14%). Blood 

pressure remained stable and no relevant proarrhythmic effects were observed. 

The 13 patients who did not respond to ibutilide treatment underwent successful 

external electrical cardioversion. The overall conversion rate was 100%. Forty-

seven patients (92%) were discharged within a median of 9 h and managed as 

outpatients. In conclusion,the short duration of admission makes this strategy 

attractive for use in the ED. 



VERNAKALANT 

Multiple ion channel blocker 

• Targeted to AF 

Relatively atrial selective 

Rapid conversion of atrial fibrillation 

Pharmacologic effects consistent with ion 

channel blocking profile 

IV only 

DOSES:3 mg/kg in 10 mins.2 mg/kg in 10 mins 

as second. 

PRICE:Aproximately 450 Euros/vial 

 



VERNAKALANT CONTRAINDICATIONS 

Hipersensitivity to Vernakalant  

Prolonged non corrected QT interval more than 

440 ms,severe Bradicardia,Sinus Syndrome or 

2nd and 3rd degree Heart Block in absence of 

Pacemaker 

Severe Aortic Estenosis,BP less than 100 

mmHg,Class NYHA III and IV HF 

Use of class I or III antiarrythmics 4 hours pre or 

post administration of Vernakalant 

ACS in the last 30 days 

 





CONCLUSIONS 

BE AWARE OF THE NEW APPROACH TO 

MANAGE ACUTE AF 

 

MULTIDISCIPLINAR APPROACH 

 

ADAPT CURRENT GUIDELINES TO YOUR 

OWN EMERGENCY DEPARTMENT  

 

ADAPT CURRENT GUIDELINES TO YOUR 

OWN PATIENT 



 



 



 



 



 



              THANK YOU 

     


