Atrial Fibrillation and Atrial Flutter


Because atrial fibrillation is so common, it is valuable for us to learn the seemingly complex approach to its evaluation and treatment. At least in the initial workup and treatment inside the hospital setting, atrial fib and atrial flutter are managed pretty much the same. You will find the rate a bit more difficult to control in those with atrial flutter at times, but again, the management is still about the same. Initial inpatient management generally centers around rate control, cardioversion, anticoagulation and a search for any underlying causes (ischemia, cardiomyopathies, valvular lesions, atrial myxoma, ETOH, thyrotoxicosis, etc).

Atrial Fibrillation presentations:  

* Atrial fib with RVR (rapid ventricular response) ( The mainstay of therapy here is to initially control the rate (with or without chemical or DC cardioversion). If a person has atrial fib with RVR and is unstable (hypotension, short of breath, acute pulmonary edema, having chest pain/angina, etc.) then DC cardioversion is a possible option, but only if we know the stroke risk is low. Otherwise, we tend to utilize IV amiodarone.

1) With normal or high BP ( Ca++ Channel Blockers (anti-dote -> IV Calcium Gluconate) or Beta blockers (when also thyrotoxic)

2) With hypotension or marginal BP ( amiodarone (rapid onset, higher rate of cardioversion) or digoxin (slow onset, lower rate of cardioversion)

* Atrial fib recent onset, but rate controlled

* Atrial fib chronic with rate controlled

* Atrial fib ( “Lone atrial fib” (meaning atrial fib with no apparent underlying structural cardiac defects (no big left atrium, no mitral stenosis, no mitral regurgitation, no LVH, no cardiomyopathy, no aortic stenosis, no ischemic coronary disease, etc.) This is often established only after the hospitalized evaluation has been completed.

* Atrial fib ( to maintain sinus rhythm once cardioverted (either chemical or DC cardioversion): Sotolol (in those who can take betablockers) and Flecainide (in those who have no history/evidence suggesting concomitant coronary disease) are commonly used

Anticoagulation:  The initial management as noted above centers around rate control.  Most of the above presentations of atrial fib require that we consider anticoagulation at some point with their presentation (Atrial fib with any type of structural cardiac defect including coronary disease as well as those with thyrotoxicosis). However those with “lone atrial fib” may be rate controlled and cardioverted (either medically or DC cardioversion) and do not generally require short nor long term anticoagulation. Once this is accomplished and we begin to get some of the workup back (thyroid studies, echo, etc),  however one subset of acute onset atrial fib requires that we consider initial full IV heparin anticoagulation… those who present with stroke/TIA symptoms. To understand this, we must remember that in general the stroke risk of a person with atrial fib runs about 1 to 5%/year (increases with age). Therefore the person with atrial fib for the few days of hospitalization (without stroke symptoms) does not require anticoagulation with heparin because the stroke risk for a few days is quite low. However, folks who present with stroke and atrial fib have a significantly higher risk of recurring stroke in the ensuing days after they present. Hence this group of atrial fibers are often more aggressively anticoagulated with full IV heparinization. Once the initial workup is completed, for those who remain in atrial fib after rate control is accomplished, virtually all these should be anticoagulated with Coumadin for stroke prevention. How long they are anticoagulated depends upon what you do next ( Those with a left atrium less than about 4.5 cm can be brought back in about 4 to 6 weeks and DC cardioverted with a pretty high statistical likelihood of keeping them in sinus rhythm. These can have the Coumadin stopped after about 8 to 12 weeks of anticoagulation. Those with a left atrium greater than 4.5 cm will be progressively more difficult to keep in sinus rhythm after DC cardioversion and generally are not cardioverted, but rather just have rate control + Coumadin anticoagulation indefinitely unless they should have, or develop, a contraindication to anticoagulation. For those who have a contraindication to anticoagulation, Aspirin can be utilized with a mild reduction in stroke risk, but this is considered a poor second choice to Coumadin anticoagulation.

Paroxysmal atrial fibrillation; For practice purposes, people with recurrent/paroxysmal atrial fib should be considered to have the same stroke risk as those with chronic atrial fib and therefore should be anticoagulated in the same manner and frequency as those with chronic atrial fibrillation.

Cardiac ablation:  In recent years a good bit of success has been achieved with EPS (electrophysiologic study) and mapping of sources of atrial flutter and paroxysmal atrial fib, particularly the paroxysmal type. Atrial fib and atrial flutter, can often be successfully (and permanently) terminated using catheter ablation (radio frequency) of a localized arrhythmia focus within the pulmonary veins (atrial fib) near where they dump blood into the left atrium or the isthmus between the tricuspid annulus and the IVC (atrial flutter).  Chronic atrial fib has presented a bit more of a challenge in achieving permanent sinus rhythm and its management relative to catheter ablation is still undergoing considerable study.

A more extensive and scholarly discussion of these maladies can be found at www.UpToDate.com
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