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Sessione 2

Fibrillazione atriale

Trattamento Clinico



Trattamento Clinico

I diagnosi

II Trattamento clinico od interventistico

III Prevenzione morbilità



Identificare il paziente

Identificare l’aritmia



Fibrillazione Atriale

• Sintomatica

• Asintomatica o Silente



Anamnesi

Quanto durano i sintomi
Ritmico od aritmico
Sempre uguale?
Durante la notte o di giorno
A riposo o da sforzo.
Sonno continuo o risvegli frequenti
Russamento?
Vita sportiva o sedentaria?

Triggers vagale – adrenergico – TPSV
altro



Observational Studies Show Greater AF Detection With longer monitoring

• 24-72 hr Holter monitoring studies

• 4-7 day monitoring studies

• Stahrenberg et al 2010 (prospective 224)

• Jaubadon et al, 2004 (prospetive, n 88)

• Barthelemy et al, 2003 (prospective, n 60)

• 21-30 day monitoring studies

• Miller et al, 2013 (retrospective, n=156)

• Kamel et al, 2012 (pilot RCT, n=40)

• Flint et al, 2012 (prospective n=239)

• Sobocinski et al, 2012 (prospective, n=249)

• Gaillard et al, 2010 (retrospective, n=98)

• Elijovich et al, 2009 (retrospective, n=20)

• Tayal et al, 2008 (retrospective, n=56)

• Serial monitoring studies

• Dagayach et al, 2011 (retrospective n=298)

• Wallmann et al, 2007 (prospective, n=127)

5%

+6-8%

+5-20%

14-29%





External loop recorder



Trattamento acuto

CVE vs FARMACO



A
lg

o
ri

tm
o

 d
i t

ra
tt

am
en

to
 F

A
 in

 P
S

11% ricoveri FA 2016
< costi 120.00 euro



Trattamento Cronico

ATC vs FARMACO



Trattamento Clinico vs interventistico
1 soluzione per 1 problema 



Recurrence of Atrial Arrhythmias in the Catheter 
Ablation Versus Antiarrhythmic Drug Therapy for 

Atrial Fibrillation (CABANA) Trial 

Jeanne E. Poole MD, George Johnson BSEE, Kristi H. Monahan RN, Hoss Rostami  BSMSE, 

Adam Silverstein MS, Hussein Al-Khalidi PhD, Mauri Wilson RN,  Yves Rosenberg MD, MPH, 

Tristram D. Bahnson MD, Richard A. Robb PhD, Daniel B. Mark MD, MPH, Kerry L. Lee PhD, 

Douglas L. Packer MD for the CABANA Investigators and ECG Rhythm Core Lab 



Studio AFFIRM 



Un Anno dopo…

AFFIRM 

revisited…
AFFIRM revised

AFFIRM revised



Prevenzione farmacologica delle recidive 
di Fibrillazione Atriale dopo cardioversione elettrica

Chinidina 65% 44-75% 27-58%     23-51%

Disopiramide - 72% 44-50% 54%

Procainamide - 39%              - 25%

Propafenone 54% 44% 40% -

Flecainide - 44% - 34-42%

Amiodarone - - 75-78.5% 50-73%

Sotalolo - 44-50% 46-50% 37-46%

Dofetilide - - 71% 66%

Placebo 58% 15-56% 19-35% 0-45%

Dronedarone 60% 43% 40% 22%

Persistenza del ritmo sinusale
Farmaco.                                     a 1 mese a 3 mesi a 6 mesi a 12 mesi

20% di tutti i casi di Fibrillazione atriale



Up-dated Worldwide Survey on the Methods, Efficacy and Safety
of Catheter Ablation for Human Atrial Fibrillation

Cappato R et al. Circulation Arrh 2009

% successo ablazione FA

Dalla survey di cappato ed anche dalle dia cryo





Uno nessuno 100.000



Different ecg and electrophysiological

patterns



Different ecg and electrophysiological

Gaita, Calo’ et al, JACC 2001



Quale FA?

Conoscere il substrato.



Eterogeneous etiopathogenesis of atrial

fibrillation







Alcune considerazioni

Scarsa correlazione tra attribuzione 
tipologia FA e riconoscimento clinico

DEECAAF

Alcune parossistiche hanno più fibrosi di 
alcune persistenti





















Epidemiology

AF is 2–10 times more prevalent in active or former 
competitive athletes and those performing intense 
recreational endurance sports.
The reasons for this association are both functional (increased 

sympathetic activity, volume load during exercise, vagotonia at 
rest) and structural (atrial hypertrophy and dilatation). 
The role of performance-enhancing drugs is largely unknown.

In population-based studies, the intensity of physical activity 
showed a U-shaped relationship with incident AF, which may 
indicate that the positive antiarrhythmic effects of physical 
activity are partially negated when exercise is too strenuous.





















Casi particolari



AF AND CHF: CHICKEN AND EGG HISTORY. 
WHO CAMES THE FIRST ?



Il ritmo sinusale è associato a meno sintomi nei 

pazienti con scompenso cardiaco



Anticoagulare

Chi come quando e per quanto



To anticoagulate or not to anticoagulate that is the problem?

Above all WHO?????





Stroke Association UK

incidence rates for all ischemic stroke events are presented in

Table 2. The incidence rates were higher in men than in

women up to 79 years of age; thereafter, they were higher

in women. Overall, rates increased with age.

The following variables were removed from the final

multivariate model because they did not predict stroke out-

come and were not considered major confounders: lipopro-

tein(a), alcohol intake, ECG evidence of left ventricular

hypertrophy, and family history of premature CHD. The final

Cox proportional hazards models included many significant

predictors, and the results are presented in Table 3 for all

stroke events and for fatal stroke events.

The significant independent predictors of stroke were

increasing age, female sex (48% lower risk than males), being

married (30% lower risk), prior history of stroke (227%

higher risk), use of antihypertensive medication (37% higher

risk), belonging to the highest category of blood pressure

reading (67% higher risk than for the lowest category),

presence of atrial fibrillation (58% higher risk; P, 0.10),

HDL cholesterol (36% lower risk for each 1-mmol/L incre-

ment), body mass index (minimally lower risk with increas-

ing values), peak expiratory flow rate (77% higher risk for

tertile I than for tertile III), physical disability (59% higher

risk for those with . 1 impairment in ADL) and depression

score (41% higher risk for those in tertile III than in tertile I).

Notable by their absence of significant prediction were prior

CHD, diabetes, total cholesterol and triglycerides, current

cigarette smoking, and alcohol intake.

There were generally similar predictors for fatal stroke

events, although statistical significance was reduced because

of smaller event numbers. The following contrasts, though,

were noted in regard to prediction of fatal stroke: the presence

of atrial fibrillation was associated with a . 200% higher risk

of fatal stroke and a 58% higher risk of any stroke; depression

score tertile III was associated with a 130% higher risk of

fatal stroke and a 41% excess risk of any stroke. Fig 1 and 2

illustrate the cumulative hazard in the multivariate model for

Figure 1. Cumulative hazard of fatal stroke by presence or
absence of atrial fibrillation in the proportional hazards model.

TABLE 3. Proportional Hazards Models For Ischemic
Stroke Outcome

Relative Risk (95% Confidence Intervals)

All Stroke Fatal Stroke

Demographic

Age 1.06 (1.04–1.09)* 1.10 (1.06–1.14)*

Female sex 0.52 (0.38–0.70)* 0.45 (0.25–0.79)†

Currently married 0.70 (0.54–0.91)† 0.46 (0.28–0.76)†

Cardiovascular risk factors

Prior stroke 3.27 (2.39–4.47)* 3.07 (1.81–5.21)*

Prior CHD 1.15 (0.87–1.51) 1.05 (0.64–1.71)

Diabetes 1.23 (0.82–1.84) 0.97 (0.43–2.16)

Blood pressure medication 1.37 (1.04–1.80)‡ 1.44 (0.87–2.38)

SBP 140–159 or DBP 90–94 1.01 (0.74–1.37) 1.03 (0.59–1.81)

SBP 160–199 or DBP 95–99 1.26 (0.92–1.72) 1.06 (0.60–1.88)

SBP $ 200 or DBP $ 100 1.67 (1.09–2.57)‡ 2.08 (1.01–4.29)‡

Atrial fibrillation 1.58 (0.91–2.75)§ 3.11 (1.38–7.00)‡

Total cholesterol 1.02 (0.92–1.14) 0.95 (0.78–1.17)

HDL cholesterol 0.64 (0.44–0.94)‡ 0.54 (0.27–1.07)§

Triglycerides 1.06 (0.97–1.16) 1.09 (0.92–1.29)

Smoking

Former 0.94 (0.70–1.26) 0.91 (0.53–1.58)

Current 1.14 (0.78–1.67) 1.07 (0.52–2.18)

Body mass index 0.96 (0.93–0.99)‡ 0.87 (0.81–0.93)*

Peak expiratory flow

Tertile I 1.77 (1.26–2.50)† 1.99 (0.96–4.13)§

Tertile II 1.26 (0.89–1.80) 1.52 (0.71–3.23)

Psychosocial and behavioral

Disability

1 ADL 1.11 (0.81–1.52) 1.54 (0.83–2.86)

. 1 ADL 1.59 (1.15–2.21)† 2.23 (1.18–4.22)‡

Self-rated health

Good 0.88 (0.66–1.16) 0.83 (0.49–1.41)

Fair-poor 0.74 (0.53–1.04) 0.68 (0.38–1.24)

Depression

Tertile II 1.17 (0.84–1.64) 1.73 (0.85–3.52)

Tertile III 1.41 (1.01–1.96)‡ 2.30 (1.14–4.64)‡

For categorical variables, the opposite or missing category served as

reference group with RR5 1 (eg, male sex, noprior stroke, never smoked, peak

expiratory flow tertile III, no disability). For continuous variables, RRrelates to

each unit increment (e.g., 1 year of age, 1 unit of body mass index, 1 mmol/L

cholesterol).

*P, 0.001; †P, 0.01; ‡P, 0.05; §P, 0.10.

Figure 2. Cumulative hazard of fatal stroke by depression score
tertile in the proportional hazards model.
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Many common Factors

CHADSVASC = 2 > F + H
H + A
A > 74
D + C
S
H + V

etc. etc.



If I’m on anticoagulants for AF, but I’ve no more AF Why should I take AC?



ASSERT: Relationship between AHRE and Stroke

• In ASSERT, 59 patients had stroke or SE

• 30 had no AHRE

– 9 had AHRE but only AFTER their stroke

• 20 patients had at least one AHRE > 6 minutes prior to their stroke or SE

– 3 developed persistent AF at least one month before, but only recognized 
clinically in 1 pt.

– 2 patients had 9-day long episodes 1-2 weeks prior

– 1 patient had 2.7 hour episode beginning 48 hours prior

– None of remaining 14 pts. had ANY AHRE > 6 minutes 
in 30 days before stroke or SE
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Tables 

Table 1: Comparison of the histories of strokes. 

Total Control Stroke P value OR (95% CI) 

N 80 (100) 50 (62.5) 30 (37.5) N/A N/A 

Age 58.6 ± 6.0 57.8 ± 4.4 59.9 ± 7.8 0.195 N/A 

Male 66 (82.5) 41 (51.3) 25 (31.3) 0.879 1.10 (0.33 – 3.65) 

PAF 51 (63.8) 31 (38.8) 20 (25) 0.674 1.23 (0.47 - 3.17) 

CHADS2 0.7 ± 0.8 0.6 ± 0.7 0.8 ± 0.8 0.277 N/A 

CHADS2 = 0 36 (45) 25 (31.3) 11 (13.8) 0.246 0.58 (0.23 - 1.46) 

CHADS2 = 1 33 (41.3) 19 (23.8) 14 (17.5) 0.446 1.43 (0.57 - 3.57) 

CHADS2 = 2 9 (11.3) 5 (6.3) 4 (5) 0.648 1.39 (0.34 – 5.62) 

CHADS2 = 3 2 (2.5) 1 (1.3) 1 (1.3) 0.712 1.69 (0.10 – 28.05)

CHA2DS2-VASc 1.1 ± 1.1 0.8 ± 0.8 1.5 ± 1.3 0.015 N/A 

LA size (cm) 3.9 ± 0.7 3.9 ± 0.8 4.0 ± 0.5 0.631 N/A 

LAA flow (cm/sec) 52.0 ± 19.4 52.6 ± 19.0 51.0 ± 20.4 0.74 N/A 

BNP (pg/mL) 88.4 ± 99.0 82.6 ± 94.8 98.0 ± 106.5 0.505 N/A 

Cactus 4 (5) 2 (2.5) 2 (2.5) 0.596 1.71 (0.23 - 12.85) 

Cauliflower 32 (40) 14 (17.5) 18 (22.5) 0.005 3.86 (1.48 - 10.04) 

Chicken Wing 14 (17.5) 11 (13.8) 3 (3.8) 0.171 0.39 (0.10 - 1.55) 
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Windsock 30 (37.5) 23 (28.8) 7 (8.8) 0.043 0.36 (0.13 - 0.98) 

High 7 (8.8) 7 (8.8) 0 (0) 0.032 N/A 

Middle 51 (63.8) 28 (35) 23 (28.8) 0.063 2.58 (0.94 - 7.11) 

Low 22 (27.5) 15 (18.8) 7 (8.8) 0.518 0.71 (0.25 - 2.01) 

No. of Lobes 1.1 ± 0.5 1.1 ± 0.3 1.2 ± 0.6 0.404 N/A 

Lobe Length (mm) 41.6 ± 11.8 45.0 ± 11.3 35.9 ± 10.4 0.001 N/A 

Lobe Angle (°) 147.5 ± 36.6 142.1± 40.9 142.1 ± 26.3 0.062 N/A 

Volume (cm3) 16.1 ± 7.5 16.7 ± 8.6 15.1 ± 5.2 0.34 N/A 

Coronal Angle (°) 68.2 ± 11.5 66.4 ± 9.4 71.3 ± 13.9 0.09 N/A 

Ostium Area (mm2) 462.5 ± 213.4 446.0± 174.1 490.2 ± 267.6 0.373 N/A 

CT (Ao-LAA) 20.7 ± 36.8 18.4 ± 33.7 24.5 ± 41.6 0.478 N/A 

Poor Enhancement 12 (15) 6 (7.5) 6 (7.5) 0.332 1.83 (0.53 - 6.31) 

The values are the mean ± standard deviation or n (%) 

BNP = brain natriuretic peptide; CT (Ao-LAA) = difference in the CT values between the 

aorta and left atrial appendage; LA size = size of the left atrium in the transthoracic 

echocardiography; LAA flow = flow velocity of the left atrial appendage in the transesophageal 

echocardiography; Lobe Angle = angle of the main lobe; Lobe Length = length of the main 

lobe; LVEF = left ventricular ejection fraction; PAF = number of paroxysmal atrial fibrillation 

episodes; Poor Enhancement = number of incomplete enhancements of the tip of the left atrial 

appendage. 
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La morfologia dell’auricola può predire il anche nei pazienti a basso CHADS 
score

Gaita et al. J Am Coll Cardiol 2012

Kimura et al. 
Heart Rhythm  2013



Prevalence of Dementia

North America: 6.9% prevalence; 63% increase 2010-2030; 
151% increase 2010-2050 



Silent Cerebral Ischaemia





In conclusione
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Eterogeneous etiopathogenesis of atrial

fibrillation







Thank you for attention

O. Wilde

I can resist everything except temptation


