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DIAGNOSZTIKA

- EKG (hosszabb futtatas):
gyakran nem diagnosztikus
- Holter monitorozds: 24 vagy [
Idénkent 72 oran tul
- Transztelefonikus EKG
- Echocardiographia: billentyd '
betegsegek, szivizom
betegsegek, uregmeretek, bal
kamra functio, stb.

- Ergometria: terhelésre jelentkez6 rhythmuszavarok, esetleges egyuttes
myocardialis ischaemia fennallasa

- Electrophysiologiai vizsgalatok: min0Ositett esetekben, kulonosen, ha
felmerul a nem gyogyszeres kezelés (ablatio, implantalhato ‘_
cardioverter-defibrillator, pacemaker) lehetdsege \



RHYTHMUSZAVAROK KEZELESE

SZEMLELETVALTOZAS AZ ANTIARRHYTHMIAS
KEZELESBEN - 1

1. Proarrhythmias hatas jelentdsegenek felismerese:
- Uj rhythmuszavarok jelentkezése
- Regi rhythmuszavar sulyosbodasa

Proarrhythmias sor:

Flecainid > Propafenon > Chinidin > Ajmalin > Disopyramid >
Procainamid > Mexiletin > Lidocain > Sotalol > Amiodaron

I/C > 1/A > 1/B > Il



SZEMLELETVALTOZAS AZ ANTIARRHYTHMIAS
KEZELESBEN - 2

2. Indikacios terulet valtozasa
- Lenyegesen szUkebb a kezelendo betegcsoport.

- Gyakran korabban "malignus”-nak tartott rhythmuszavarokat
sem kezelunk.

- Jobban ismerjuk az arrhythmiak mechanizmusait.

3. Nagy, nemzetkozi, multicentrikus tanulmanyok szerepe a
gyogyszerek kivalasztasaban

- Pl.: 1/C csoportot AMI utan ne hasznaljuk, Ill-as csoport
kutatasok a secundaer preventioban és pitvarfibrillatioban.

4. Hirtelen halal problemakore

- Kezelés ellenére vagy annal inkabb fellép, fuggetlenul attal, -
hogy az EKG-kép esetleg javul!



SZEMLELETVALTOZAS AZ ANTIARRHYTHMIAS

KEZELESBEN - 3

Meta-Analysis of Antiarrhythmic Drug Use

Effect on Mortality in Over 90,000 Survivors of MI
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SZEMLELETVALTOZAS AZ ANTIARRHYTHMIAS
KEZELESBEN - 4

5. Ellenorzott (Holter, ergometria, electrophysiologia) vagy
empirikus kezelés

- Non-invasiv tesztek elsGbbseége
- Amiodaron eseten elfogadott lehet az empirikus kezeles is.

6. Ujabb csoportositas (Sicilian Gambit)

/. Nem gyogyszeres lehet0segek elterjedese



KEZELESI ALAPELVEK

Nem minden rhythmuszavart kezelink (ne az EKG-t gyogyitsuk!).
Belgydgyaszati megitélés fontossaga (pl. hyperthyreosis, stb.).
Cardiologiai kivizsgalas és megitélés.

— Alapbetegseg

— Bal kamra functio

— Tunetek

Racionalis kezeles - rhythmuszavar mechanizmusok es
gyogyszerhatasok ismerete (kUlonosen supraventricularis
rhythmuszavarok esetében).

Risk-benefit arany meérlegelése, individualizalt kezelés, lehetbleg a
minimalis hatasos dézis alkalmazasaval.

Gyogyszerhatas ellendrzése (proarrnythmiak!).

Gyogyszer mellékhatasok ismerete és monitorozasa (pl. amiodaron).

\



SURGOSSEGI KEZELES -
RESUSCITATIO

Arrhythmia - gyakran a hirtelen halal
lehet az els6 manifestatio.

HOSSZU TAVU THERAPIA
1. Pharmacologiai therapia
2. Elektromos therapia
3. Sebészi therapia

ANTIARRHYTHMIAS GYOGYSZEREK
* Két osztalyozas
- Vaughan Williams (1970)
- Sicilian Gambit (1991)



Vaughan Williams csoportok és hatéanyagok

*|/A - Chinidin, Procainamid, Disopyramid

*|/B - Lidocain, Mexiletin, (Diphedan)

e |/C_ - (Encainid), Flecainid, Propafenon, (Ajmalin)

ol - Selectiv: Metoprolol, (Atenolol), Bisoprolol, Nebivolol, (Esmolol, Landiolol)

- Non-selectiv: Propranolol, Carvedilol
- (ISA: Pindolol, Bopindolol)

e |l - Amiodaron, Sotalol, Dofetilid, Ibutilid, (Azimilid), Dronedaron, (Bretylium)

o |V - Verapamil, Diltiazem



Uj antiarrhythmias gyogyszerek

Category

Atrial-selective
drugs

Amiodarone
congeners®

aAmiodarone—Ix,, ks, Ica, lor INay @, B-

Drug

Vernakalant
(RSD-1235)

AVEO118

AZD 7009
Dronedarone
SSR149744C
AT|-2042

Azimilide
Tedisamil
Rotigaptide

Serotonin
5-HT,4
receptor
antagonists

Muscarinic
M,-receptor
blocker

Target

Atrial selective K
inhibitor—l,r, o, INas
Ikach

Atrial selective K
inhibitor—/yy,, o

Atrial selective—ly,, lkur,
Ina

IKr’ IKs» ICav Ito, ,Na, IK(A(h)v
a, B

Ikrs Ikss Ikachs Tkva s, lca,

o, , B

Atrial selective—Ik,, Iks,
ICar ’IO! ’Na

’Krv IKs

IKr- ’tov IK-ATP, IKurv INa

Gap-junction-modifying
drug

Serotonin 5-HT4
receptor

Muscarinic
M,-receptor




The Sicilian Gambit Approach to Antiarrhythmic Dr

gA

Na-K
ATPase

ol

interval

Lidocaine

&

Mexiletine
Tocainide
Moricizine
Procainamide
Disopyramide
Quinidine
Propafenone
Flecainide
Encainide
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Bepridil
Verapamil
Diltiazem

Bretylium
Sotalol
Amiodarone

Alinidine

Nadolol
Propranolol

Atropine

Adenosine
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Digoxin

®

Moderate . High O = Agonist — = Agonist/Antagonist

A = Activated state blocker | = Inactivated state blocker



SUPRAVENTRICULARIS ARRHYTHMIAK

KEZELESE

Sinus bradycardia




Sinus
arrnythmia

Vandorlo
pitvari
ingerkeépzés




Pitvari extrasystole

Kezelés:

» Ritkan igenyel gyogyszeres
kezelést, kiveve ha nagyon
gyakori, multiform, kaotikus
formaban jelentkezik vagy
komoly haemodinamikal
kovetkezményekkel jar.

« Gyégyszerek: II, I/C, Il

J




Pitvari tachycardia

Kezelés:

- Kezelése altalaban nem
egyszerda.

- Paroxysmalis esetben
elsésorban elektromos

25mm/ s
10mm/mV

cardioversio. S o

- Permanens formaban:

I, I/C, 1V, lll szerek,
esetleg ablatio.
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UNUSUAL P AXIS. POSSIBLE ECTOPIC ATRIAL RHYTHHM
LEFT AXIS DEVIATION

NONSPECIFIC ST AND T WAVE ABNORMALITY

ABNORMAL ECG

- Lassu vagy benignus forma: kezelést altalaban nem igényel.

- Multifokalis forma: alapbetegség kezelése az elsédleges.



Pitvarfibrillatio tipusai

AF pattern

First diagnosed

AF

Paroxysmal AF

Persistent AF

Long-standing
persistent AF

Permanent AF

Definition

AF that has not been diagnosed before, irrespective
of the duration of the arrhythmia or the presence
and severity of AF-related symptoms.

Self-terminating, in most cases within 48 hours.
Some AF paroxysms may continue for up to 7 days.
AF episodes that are cardioverted within

7 days should be considered paroxysmal.

AF that lasts longer than 7 days, including episodes
that are terminated by cardioversion, either with
drugs or by direct current cardioversion, after

7 days or more.

Continuous AF lasting for =1 year when it is decided
to adopt a rhythm control strategy.

AF that is accepted by the patient (and physician).
Hence, rhythm control interventions are, by
definition, not pursued in patients with permanent
AF. Should a rhythm control strategy be adopted, the
arrhythmia would be re-classified as ‘long-standing
persistent AF,

P. Kirchhof et al., ESC Pocket Guidelines, 7, 2016.



Pitvarfibrillatio (es flutter) kezelese

Equality in healthcare provision (gender; ethnicity, socioeconomic) (Class 1)
Education for patients, families and healthcare professionals (Class 1)

e«".u‘l

Patient-centred AF management with a multidisciplinary approach (Class lla)

Hypertension
Blood pressure
lowering treatment
(Class 1)

Appropriate HFrEF

Diabetes
mellitus

Effective
glycaemic controf
(Class )

Risk of
thrombo- .
embolism

Start oral
anticoagulation
(Class 1)

CTERPSRIEERD,  OAC if CHA DS VA

j of AF not relevant

First-diagnosed AF

Rate control drugs  Cardioversion

Use locally-validated

or CHA DS -VA

OAC if CHA DS .VA
score = 2 or more

Antiarrhythmic drugs

Overweight
or obese
Diuretics for Weight loss
congestion (target 10%)*
(Class I) (Class 1)
Bariatric surgery
if rhythm control*
(Class Iib)

Heart failure

medical therapy
(Class I)

SGLY2 inhibitors
(Class I)

Choice of

risk score 2
anticoagulant

mitral stenosis

T (Chass 1)

If VKA:

score = |

(Class Ika) (Olass 1)

>70% INR range;
(Class lla)

or switch to DOAC

(Class |)

See patient pathways for:
Paroxysmal AF
Consider:

Catheter ablation

Target INR 20-3.0;

Persistent AF

Endescopic/hybrid ablation

Obstructive sleep
apnoea

Management
of OSA*
(Class lib)

Exercise
capacity
Tailored

{Class I)

Assess
bleeding risk

all modifiable risk
factoes for bleeding
(Class 1)

Permanent AF

Re-evaluate when AF episodes or non-AF admissions

Surgical ablation

Alcohol
Reduce to <3
drinks per week
(Class )

Other risk factors/
comorbidities

Prevent
bleeding

Use DOAC, except  Assessand marage Do hot combine
mechanical valve or

for stroke |

Regular re-evaluation: 6 months after presentation, and then at least annually or based on clinical need

ECG, blood tests,
cardiac imaging,
ambulatery ECG,
other imaging
as needed

Assess new and
existing risk factors
and comorbidities
(Class I)

Seratify risk
for stroke and
thromboembolism
(Class 1)

symptoms before
and after treatment
(Class 1)

Check impact of AF Assess and manage
modifiable bleeding

risk factors
(Class I)

Continue OAC
despite rhythm
control if risk
of thromboembolism
(Class )

Ablate and pace

Congresses-Events/
ESC-Congress/
Congress-resources


https://www.escardio.org/

Acut cardioversio:

- Mindazon esetekben, amikor a pitvarfibrillatio kovetkezményekent
sulyos angina pectoris vagy haemodinamikai katasztrofa lép fel.

- A valasztando maodszer ilyenkor altalaban az elektromos cardioversio.

Electiv cardioversio:

- Amikor nem all fenn acut beavatkozast igenyl6 allapot. llyenkor
megvalaszthatd az optimalis modszer és idopont.

- Korai cardioversio:

- 24 (48) oran belulli esetek sorolandok ide.
- Hosszutavu anticoagulatio riziko stratifikacio alapjan (CHADS-VA).

- Tervezett cardioversio:
- 24 (48) oran tuli fennallas esetén.
- 3 hetes therapias szintl anticoagulalas (OAC-DOAC) javasolt, majd
utana lehet elvégezni az electiv cardioversiot. Ezt kovetden riziko
stratifikacio (CHADS-VA) alapjan.
- TEE elvégzése (intracardialis emboliaforras kizarasa) eseten lehet6ség

van a 3 hetes anticoagulatio mell6zeseére, de heparin adasa ekkor is
javasolt. Utana szintén riziko stratifikacié alapjan anticoagulatio!



Paroxysmalis PF

Patient with parccysmal AF

|

Follow AF-CARE for [C] comorbidity and risk factor management & [A] avoid stroke and thromboembolism

Beta-blocker
or digaxin
(Class 1)

Antarriythmic drug therapy

HFrEF
(LVEF =40%

l

Amiodarone
(Class 1)

—_—

!

If failed antiarrhythmic
drug therapy

]

Catheter ablation
{Class I)

I

with stricter control with continuing symptoms
{Class lla)

I

LVEF =40%

S’

Combination
rate control therapy
(Class lla)

Beta-blocker, digoxin,
diltiazemn or verapamil
(Claszz 1)

¥
Shared decision-making on rhythm control
{Class I)

Stable HFmrEF
(LVEF 41-49%)
coronary heart disease,
valvular heart disease

| |

Amiodarone or
dronedarone
(Class I)

Absence
or minimal heart
disease

Dronedarone, flecainide
or propafenane
(Class 1)

Sotalal Sotalal
(Class lib) (Class Iib)
1 J

Y

Recurrence of AF symptoms

I

Shared decision-making
{Class 1)

¥ ‘
Re-do catheter ablation
(Class lla)

Surgicallhybrid ablation
{Class lib)

—

!

Rate control target = resting heart rate <110 b.p.m. (lenient control),

Combinaticn
rate control therapy
(Clasz lla)

Catheter ablation®
(Class 1)

—

l

If failed catheter
ablation

Antiarrhythmic drug
therapy (see abowe)

hitps.//www.escardio.org/
Congresses-Events/
ESC-Congress/
Congress-resources




Persistalo PF

Follow AF A o comorbidicy and risk f: and thromboel

Rate control target = restil 10 b.pom. (lenient control),
with stricter conorol with conrinuing symproms
(Class lla)

Bem-blocker, digoxin,
diltiazem or verapamil - rate control dhe
{Class lla) [Class I) (Class la)

¥
Shared decision-making on riwthm control
(Class 1)
Haemodynamic insbility (Class 1)
Part of rhythm contrel soracegy (Class lla)
Clarify benefic from sinus riythm (Class lla)
-

Antarriyther

HFrEF
{LVEF =

-
Drronedarcne, fleczinide
or propafencone
(Class [)

Carherer abladon?
(Class k)
Sotalol
(Class Hi)

Shared decision-making, considering all riwthm control options
{Class )

+

Andarrhythmic Consider
cacherer drug therapy rate control
ablaton L b (see ab 1] strategy

https.:/www.escardio.org/
Congresses-Events/"
ESC-Congress/ \

Congress-resources




Permanens PF

Patient with permanent AF

|

Follow AF-CARE for [C] comorbidity and risk factor management & [A] avoid stroke and thromboembolism

';i .

Initiate beta-blocker
or digoxin
(Class 1)

'
v

Evaluation and dynamic
reassessment
N

v

Rate control target = resting
heart rate <110 b.p.m.
(lenient control),
with stricter control
with continuing symptoms
(Class lla)

,

®

v

Continue beta-blocker
or digoxin
(Class 1)

!

v

Combination
beta-blocker with digoxin,
avoiding bradycardia
(Class lla)

l

Severely symptomatic and
HF hospitalization

I v
Initiate beta-blocker,
digoxin, diltiazem
or verapamil
(Class 1)

I

v

LVEF >40%

Atrioventricular node
ablation and CRT
(Class lia)

Evaluation and dynamic
reassessment

I

Rate control target = resting
heart rate <110 b.p.m.
(lenient control),
with stricter control
with continuing symptoms
(Class lla)

1

¢
Continue beta-blocker,
digoxin, diltiazem

or verapamil
(Class 1)

Combination beta-blocker
with digoxin, or diltiazem/
verapamil with digoxin;
avoiding bradycardia
(Class lla)*

v v

Rate control target = resting heart rate <110 b.p.m. (lenient control), with stricter control with continuing symptoms
(Class lla)

8
v

Continue review and follow-up as per
AF-CARE approach

Y
v
Intensify rate control therapy under
observation

l

Evaluation for atrioventricular node
ablation in combination with pacemaker
(Class lla)

’

httos://www.escardio.org/

Congresses-Events/
ESC-Congress/
Congress-resources %

\



ESC 2012 (2024) guideline: a stroke és vérzeési riziko

Stroke Risk Factor Score

felmérésére

CHA,DS,-VA HAS-BLED

Bleeding Risk

Factor Score

Stroke Risk Factor Score

Congestive Heart Failure / LV

Failure

Congestive Heart Hypertension

Dysfunction Abnormal renal or liver

Hypertension

function (1 pt. each)

Hypertension Stroke

Age (> 75 years) Age (> 75 years)

Bleeding

Diabetes

Diabetes Labile INRs

Prior Stroke / TIA

Prior Stroke / TIA / 2 Eiderly (age > 65 years)

Max Score

thrombo-embolism

Drugs or alcohol (1pt.
each)

Vascular Disease!

Max Score

Age 65-74

Max Score

Note: 1) Prior myocardial intarction, peripheral artery disease, aorfic plaque
Source: ESC Guidelines for the Management of Atrial Fibrillation, European Heart Journal 2010



Stroke prevencio PF-ban

Comprehensive medical history to determine all bleeding risk factors at OAC initiation/follow-up
(Class 1)

)
Do not Use bleeding risk scores to decide starting or withdrawing OAC
e e

Manage all modifiable bleeding risk factors with shared decision-making
(Class 1)

Unstable/variable INR

Keep INR 2.0-3.0
(Class 1)
and TTR >70%
(Class lla)

Alcohol intake

Reduce alcohol to <3
standard drinks
per week
(Class 1)

Hypertension

Optimize blood
pressure lowering
treatment
(Class 1)

Antiplatelet drugs

therapy beyond 12 months
in sable OAC.treated
patients with chronic
coronarylvascular disease
(Class 1) y Switch to DOAC if eligible

NSAIDs and failed to maintain

Other factors

Do not add antplacslet
therapy to OAC to prevent
thromboembolic events

Offer alternative amalgesia
or disease-modifying therapy

(Class 1)
or recurrent stroke
(Class 1)

DOAC instead of VKA
when antiplitelet treatment
is needed
(Class 1)

TTR onVKA

» Consider drug (Class 1)

actions
* Reduce corticosteroid use

if possible
P Minimize duration

« Offer proton pump inhibitors heparin-bridging therapy

if high Gl bleeding risk
* Advise restricting hazardous
hobbi ccupations

Address all potentially modifiable bleeding risk factors with shared decision-making

« Anaemia

* Reduced platelet count or
function

» Renal impairment

= Risk of falls

+ Diabetes mellitus

« Congestive heart failure

Work with multidisciplinary team on each element
Ensure correct OAC dose and monitoring

Manage heart failure and achieve euvolzemia

(Class 1)

Effective glycaemic control for patients with diabetes

(Class 1)

Consider the impact of non-modifiable bleeding risk factors with shared decision-making

+ Age

+ Previous major bleeding

» Severe renal impairment, dialysis or renal transplant
« Severe hepatic dysfunction or cirrhosis

» Malignancy

+ Genetic factors (e.g. CYP2C9 polymorphisms)

+ Previous stroke

+ Cognitive impairment or dementia

* Intracerebral pathology

2024 ESC Guidelines for the diagnosis and management of atrial fibrillation

Review patient more regularly
Work with multidisciplinary team
to monitor risk factors

if clear contraindications for OACH, consider
left atrial appendage occlusion
{Class lib)




Renal clearance

Dabigatran
{RE_L\F) 318, 425

80%

Rivaroxaban
(ROCKET-AF) 0. 426

35%

NOAC-0k

Apixaban
(ARISTOTLE)** ¥

25%

Edoxaban

(ENGAGE AF-TIMI 48)*"

50%

Number of patients

18113

14 264

18 201

21 105

Dose

150 mg or
110 mg twice daily

20 mg once daily

5 mg twice daily

60 mg (or 30 mg)
once daily

Exclusion criteria
for CKD

CrCl <30 ml/min

CrCl <30 mLU/min

Serum creatinine >2.5 mg/dL or
CrCl <25 mU/min

CrCl <30 mL/min

Dose adjustment with
CKD

MNone

15 mg once daily
if CrCl <3049 mL/min

2.5 mg twice daily if serum
creatinine =|.5 mg/dL
(133 pmolfL) plus age =80 years
or weight <60 kg

30 mg (or |5 mg) once daily if

CrCl <50 mL/min

Percentage of patients
with CKD

20% with
CrCl 30—49 mL/min

1% with
CrCl 30—49 mL/min

| 5% with
CrCl 30-50 mL/dL

19% with
CrCl <50 mLU/min

Reduction of stroke
and systemic embolism

Mo interaction with

CKD status

Mo interaction with

CKD status

Mo interaction with

CKD status

NA,

Reduction in major
haemorrhages
compared to warfarin

Reduction in major
haemorrhage with dabigatran
was greater in patients
with eGFR >80 mL/min with
either dose

Major haemorrhage
similar

Reduction in major
haemorrhage with apixaban

NA,
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WOLFF-PARKINSON-WHITE SYNDROME (FALSE BUNDLE-BRANCH BLOCK)

AV reciprok
tachycardia (AVRT)
accessoricus
nyalabbal

JORTATAIMN i

1569 WOLFFPARKINSONWHITE SYNDROME




AV - CSOMOT ES JARULEKOS KOTEGET ERINTO
SUPRAVENTRICULARIS (keskeny QRS)
TACHYCARDIAK ES KEZELESUK - 2

Fontos a rhythmuszavar tipusanak megallapitasa. Ehhez segitseget
nyujthatnak a vagus mandverek illetve az adenosin-teszt.

Kezelés (paroxysmus megszuntetése illetve profilaxis):
- Vagus mandverek (carotis sinus massage, Valsalva mandver)
- Adenosin (gyors hatas, gyors felezeési id6)
- IV - Verapamil (nem adhat6 széles QRS komplexus esetén!)

- Il - Metoprolol, Esmolol

- Elektromos cardioversio: ha a gyogyszeres kezelés sikertelen, ill.
hemodinamikailag instabil a beteg

- Ablatio



VENTRICULARIS RHYTHMUSZAVAROK ES
KEZELESUK -1

Kamrai extrasystole
- A kezelés indicatioja ellentmondasos.

- Ne kezeljunk egészséges embereket vagy asymptomaticus
betegeket Lown I-lI (1II) VES arrhythmiaval.

- Nagyon fontos az alapbetegség és a bal kamra functio ismerete.

- Gyogyszerek:
- Il - hirtelen halal megel6zese!
- lll - a leghatasosabb gyogyszerek - hirtelen halal
megeldzése?!

(Rossz bal kamra functio esetén gyakorlatilag csak amiodaron
kezelés johet széba.)

- I/B, I/A, 1/C - novelhetik a mortalitast!



VENTRICULARIS RHYTHMUSZAVAROK
KEZELESE - 2

Kamrai tachycardia (széles QRS tachycardia)
Acut ellatas: - Vagus mandverek (carotis sinus massage, Valsalva)
- Gyogyszerek i.v.: Adenaosin, Il (Amiodaron),
| (Procainamid, Lidocain-ACS)
- Elektromos cardioversio

Hosszutavu kezelés: - Gyogyszerek: Il és

- Automata cardioverter-defibrillator (ICD)
- A fékusz katéteres ablatioja

Kamrafibrillatio

Acut ellatas: - Azonnali resuscitatio
- Defibrillatio
Megelbzeés: - Gyogyszerek: Il és

- Automata cardioverter-defibrillator
- A fokusz katéteres ablatioja



PROCAMIO tanulmany - VT

Randomized 1:1
(n=74)

Allocated to Procainamide (n=39)
Single dose: 10 mg/kg over 20 min
34 received allocated intervention
0 did not received allocated intervention

Allocated to Amiodarone (n=35)
Single dose: 5 mg/kg over 20 min
34 received allocated intervention
1 did not received allocated intervention

Analyzed (n=33)
6 excluded from analysis:
= Non sustained VT (2)
* Peripheral hypoperfusion before starting
treatment (1)
* iv amiodarone in the preceeding 24 hours (1)
» Acute myocardial infarction (1)
* Tachycardia rate of 100 bpm (1)

Analyzed (n=29)
6 excluded from analysis:
* Protocol violation (1)
* Non sustained VT (2)
* Peripheral hypoperfusion before starting
treatment (1)
» iv amiodarone in the preceeding 24 hours (2)

Death (n=0)

Lost to follow-up (n=0)
Tachycardia termination (n=22)
Primary endpoint (n=3)

Death (n=0)

Lost to follow-up (n=0)
Tachycardia termination (n=11)
Primary endpoint (n=12)

M. Ortiz et al. Eur Heart J, 38, 1329, 2017.



PROCAMIO tanulmany - Eredmeény

Amiodarone Procainamide

The Human
Action
Potential

Yentncular Tachycard|a i Which drug best

to convert?

'\

1/3 of patients given 360J 2/3 of patients given
Amiodarone % « procainamide

everted to sinus rhythm reverted to sinus rhyth

But a large proportion of patients
still require

M. C. Finlay et al. Eur Heart J, 38, 1336, 2017.
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KEZELESE - 3
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AV VEZETESI ZAVAROK

|. foku AV block
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BRADYCARDIAK OSZTALYOZASA

Intermittalé forma
lgazolt
Gyanitott
Jellemzben szinkopét, preszinkopet okoz.

Permanens forma

A sinuscsomo v. AV csomo allandé mukodészavara.
Altalanos tuneteket (pl. terhelhet6ség csokkeneése, fulladas, stb.) okoz.
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