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THE FIRST CASE OF ATRIAL FIBRILLATION:
APPROACH ISSUES

Lutsyk M. V., Nesterenko N. L., Tselik N. E., Martymianova L. O.
V. N. Karazin Kharkiv National University, Kharkiv, Ukraine

On the example of the clinical case of newly diagnosed atrial fibrillation, against the background of
ischemic heart disease, diagnostic issues, clinical diagnosis, treatment tactics were considered. The emphasis
was placed on the importance of lifestyle, the need for outpatient monitoring, timely examination and
correction of patient treatment, including surgical intervention.
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MEPIIWHI EMI30/ ®IBPUJIALII MEPEACEPAb: MUTAHHA TAKTUKA

JIyyux M. B., Hecmepenxo H. L, Ilenix H. €., Mapmum’anoea JI. O.
XapkiBcbKkuit HamioHABHUN yHiIBepcuTeT iMeHi B. H. Kapasina, m. XapkiB, Ykpaina

Ha npukiai KIiHIYHOTO BUTIAJIKY BIEPIIE BUSBICHOT (QiOpHIIAIIT epencepb, Ha TIi iIeMiYHOT XBOpoOu
cepls PO3IJISIHYTI THTAaHHS [JIarHOCTHUKH, BCTAHOBJICHHS KJIIHIYHOIO JIarHO3y, TAaKTUKH JIKYBaHHS.
ITocraBieHi akUeHTH Ha 3HAYCHHI CIOCOOY JKUTTS, HEOOXITHOCTI aMOYIaTOPHOTO CIOCTCPEIKCHHS,
CBO€YaCHOMY OOCTEIKEHHI Ta KOPEKIiT JIIKyBaHHS MAIli€HTa, B TOMY YHCII i XIpYPTi4HOTO.

K/TIO490BI CJIOBA: imemivna xBopoOa ceplist, piOpwisIis mepeacepab

MEPBBI DIIN30,1 ®UBEPUJISILIUN ITPEJCEPIUI: BOITPOCHI TAKTUKH

Jyyuxk M. B., Hecmepenxo H. U., Ilenux H. E., Mapmumbanosa JI. A.
XapbKOBCKUI HalMOHaIbHBIA yHUBepcuTeT uMeHu B. H. Kapasuna, r. XaprekoB, YkpanHa

Ha mnpumepe KIMHHYECKOTro ciydas BIIEPBbIC BBISIBICHHOW GUOpWLIIIMM npeacepauid, Ha QoHe
UIIEMUYECKOH OOJIe3HH CepAlla PacCMOTPEHbI BOMPOCHI JMAarHOCTHKH, YCTAaHOBJICHHS KIMHUYECKOTO
JMarHo3a, TaKTHKH JieueHHs. [locTaBieHbl akmEHTh Ha 3HaYeHWH o0pasza JKM3HHM, HEOOXOAWMOCTH
amMOyJ1aTOPHOTO HaOJIIOIEHUsI, CBOEBPEMEHHOM 00CIIEI0BAaHNU M KOPPEKIMH JICUSHHsI MTAIIUEHTa, B TOM YHCIIe

U XUPYPrHUYECKOTO.

K/IFOYEBBIE CJ/IOBA: nemudeckas 00J1e3Hb cep/ua, Guopuiuisms npeacepaui

INTRODUCTION

Atrial fibrillation (AF) is a supraventricular
tachyarrhythmia characterized by chaotic atrial
electrical activity, high heart rate (> 350 bpm)
and irregular ventricular rhythm (with no total
AV  Dblockade), with ineffective atrial
contractions which 1is associated with an
increased risk of thromboembolism. AF is the
most common persistent cardiac arrhythmia,
frequency of which in the general population is
1-2 % [1-2].

AF affects more than 6 million people in
Europe and its prevalence in the next 50 years
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will at least double, considering aging of the
population.

AF increases the risk of stroke by 5 times,
and every fifth stroke develops against the
background of this arrhythmia. In patients with
AF ischemic stroke often end with death, leads
to more severe disability and recurs more often
than in patients with a stroke of a different
nature. Accordingly, the risk of death in
patients with stroke associated with AF
increases by 2 times and the financial costs of
treatment — by 1.5 times.

Prevalence of AF increases with age: from <
0.5 % at the age of 40-50 years to 5-15 % at
the age of 80 years [3—7]. This arrhythmia
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develops more often in men than in women.
The risk of developing AF is about 25 % after
40 years [8]. Prevalence and incidence of AF
among representatives of the non-European
race have been studied worse.

In most patients, AF progresses steadily with
the development of persistent or permanent

forms against the background of the
development of the underlying disease. Earlier
diagnosis of arrhythmia would allow

prescribing medications timely to prevent not
only the effects of arrhythmia, but also the
progression of AF with the development of
refractory arrhythmia [ 1, 9—10].

The main risk factors for AF are age over 65
years, arterial hypertension (AH), coronary
heart disease (CHD), structural heart disease
(valvular dysfunction, hypertrophic
cardiomyopathy, systolic/diastolic heart
dysfunction, chronic heart failure (CHF),
hyperthyroidism, obesity, diabetes, chronic
obstructive pulmonary disease (COPD), sleep
apnea, chronic kidney disease.

In the tactics of the introduction of patients,
key points are singled out: emergency reduction
of the first occurrence of an attack (ensuring
optimal blood pressure (BP) and sinus
rhythm));  eliminating provoking factors
(lifestyle modification, treatment of previous
cardiovascular  diseases); strokes  risk
assessment (prescription of oral anticoagulants
to high-risk patients); blood pressure evaluation
and the prescription of appropriate therapys;
eliminating the main symptoms (antiarrhythmic
drugs, cardioversion, catheter ablation) [1, 10].

CLINICAL CASE

The patient is 59 years old, occupies an
administrative job, complains of exertional
dyspnea while climbing the stairs to the 4th
floor, unproductive paroxysmal cough after
considerable physical exertion (skiing), shins
swelling in the evening, increased fatigue, a
feeling of general weakness.

Antecedent anamnesis: 03.2006 — for the
first time a constricting sternal pain, short
breath when climbing to the 7th floor with a
stop at the 3rd. Symptoms were relieved after 1
tablet of nitroglycerin (0.5 mg). 18.03.2006 -
the heart pain becomes more intense. There's no
relief after nitroglycerin. The ambulance
delivered the patient to the cardiological
department of the hospital with an urgent
diagnose of «acute myocardial infarction». The
hospital diagnosis: «IHD: acute (18.03.06) Q-
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positive  transmural myocardial posterior
infarction. Subocclusion of the right coronary
artery. 30%  stenosis of the right

interventricular brunch. Hypertensive disease,
stage IlI». 11.05.06. — RCA stenting. The
patient controlled BP irregularly, led an active
lifestyle, was fond of mountain skiing and
worked in an administrative position.
5.01.2017. — abrupt short breath when climbing
the stairs to the 5th floor, relieved after a short
rest. The symptom occurred repeatedly within
the next two weeks. 23.01.2017. — Atrial
fibrillation was registered for the first time on
the ECG in a clinic. 26.01.2017.
hospitalization in the cardiological department
of the hospital for examination and selection of
adequate therapy.

Patient anamnesis: Profession: radio
engineer. At the age of 17 the patient underwent
tonsillectomy. The patient smoked at the age of
45-50 years (1 pack/month for 5 vyears).
Tuberculosis, diabetes mellitus, venereal
diseases, rheumatism, oncological, psychiatric
illnesses, severe traumas are disclaimed by the
patient.

At the age of 16—17 — Botkin's disease.

Burdened hereditary anamnesis: father -
stable angina, hypertension. He died to a stroke
at the age of 79 years. Mother — cancer of the
gallbladder. The allergic anamnesis is not
burdened.

Objective status: The general condition is
relatively satisfactory. Consciousness is clear.
The position is active. Emotionally stable.
Hypersthenic. Height 176 cm, body weight
100 kg. BMI = 32.3 (obesity of the I degree).
Skin covers, visible mucous are pure, pale pink.
Peripheral lymph nodes are not palpable.
Thyroid gland is moderately enlarged, painless
on palpation. CVS: heart rate is 80, pulse
61 beats/min, pulse deficit is 19. BP on the left
arm is 135/80 mm Hg. BP on the right arm is
140/80 mm Hg against the background of
antihypertensive therapy. During percussion the
boundaries of relative cardiac dullness are
uniformly widened: the left border is in the 6th
intercostal space, 1 cm outward from the
midclavicular line, the right border is in the 4th
intercostal space, 2.5 cm righter from the
sternum, the upper border is in the 2nd
intercostal space. At auscultation heart sounds
are muffled, arrhythmic, there is an accent of
the second tone over the aorta. Respiratory
system: BR — 16. Percutally above the lungs a
clear pulmonary sound is identified.



Auscultatory: vesicular breathing above the
entire surface of the lungs. The tong is clear and
moist. The abdomen is soft, enlarged in volume
due to subcutaneous fat, painless during
palpation. The liver protrudes 1 cm from under
the edge of the costal arch, painless during
palpation. The symptom of effleurage in the
lumbar region is negative on both sides.
Moderate edema of both lower limbs in the
region is determined.

Laboratory findings: Clinical blood analysis
(from 02.02.2017): increase in hemoglobin (Hb

— 169 g/l), Iinsignificant  erythrocytosis
(5,91 g/l), lymphocytosis (I-38,6 %), increase
in hematocrit (Ht — 51,0). Clinical urine

analysis (from 01.21.2017): the indices within
the limits of the norm, except for insignificant
proteinuria — 0, 043 g/l. Biochemical blood test
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(from 01.21.2017): the parameters are within
the norm except for the increase in the level of
urea (90 mmol/l), aminotransferases (ALT-6
UL, AST-43 U|L), hyperkalemia (K
5.19 mmol/L), increased atherogenicity
coefficient (4,1) and lowered HDL cholesterol
level (0,78 mmol/l). Thyroid hormones analysis
(from 30.01.2017) — all indicators are within the
norm.

Instrumental diagnostics: ECG (from
01/26/2017): atrial fibrillation, heart rate
73 b/min.  Cicatricial  changes in the

myocardium of the left ventricle in the region of
the posterior wall. Nonspecific intraventricular
conduction abnormalities. Echocardiography.
The dynamics of the results is presented in
Table 1.

Table 1
Dynamics of EchoCG results
Factor 2006 2017
Myocardial hypertrophy in the left ventricle only in both of the ventricles

Dilatation of cordial cavities | not revealed

dilatation of all cavities

Atherosclerotic Changes in the aorta only

in the aorta, aortic and mitral valve

Dyskinesia

akinesia of the posterior-apex-
lateral segment of myocardium

akinesia in the posterior, posterolateral
and basal walls of the left ventricle

Pathological regurgitation not revealed

mitral regurgitation of II-11I degree;
tricuspid regurgitation of the I degree

Ejection fraction 61 %

44 %

Ultrasound of internal organs (from
01/30/2017): Diffusive changes in the liver and
pancreas. Diffusive changes in the liver
parenchyma with its enlargement by the type of
fatty hepatosis. Polyp, kink and stagnation
gallbladder. Microrolithiasis. Hyperplasia of
thyroid gland, degree II. Cysts of both parts of
the thyroid gland. Parathyroid hyperplasia on
the right.

Daily monitoring of ECG (from 30.01.17):
during all monitoring, atrial fibrillation was
recorded with an average heart rate of 71 b/min
with single and paired ventricular extrasystoles.
Supraventricular ectopic activity, «the mixed
type». Ventricular ectopic activity is the
«nocturnal type of arrhythmia». Circadian index
—1.09 (rigid rhythm).

Veloergometry  (from  30.01.17):  The
maximum power of the proposed load is 50 W.
The test is positive. The signs of coronary
insufficiency in the form of ST elevation in lead
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IIT and aVF by 1.5 mm were revealed. Angina
pain was not detected during the procedure.

Transesophageal echocardiogram  (from
03.03.17): a thrombus in the left atrial
appendage, no thrombi in the right ear and
atrium were detected. In the front part of the
NA a functioning oval aperture 0.15 cm in
diameter was detected.

Consultation of an arrhythmologists KNIUS
(from 03.03.17): The patient is recommended to
restore the heart rate a month after
anticoagulant therapy and repeated esophagus
EchoCG.

Clinical diagnosis:
Basic  diagnosis:  IHD:  postinfarction
(18.03.2006  Q-positive  posterior) cardio-

sclerosis. PCA subocclusion. 30 % stenosis of
the right interventicular brunch. PCA stenting
(11.05.06). Hypertensive disease, stage III, the
2nd degree. Newly identified secondary atrial
fibrillation. EHRA 1I, CHADS-VASc-2, HAS-
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BLEED-1, CH I-IIA with diastolic LV
myocardium dysfunction (EF 45 %). Very high
additional cardiovascular risk.

Concomitant  diagnosis:  thyroid gland
hyperplasia, the 2nd degree. Cysts of both parts
of the thyroid gland. Parathyroid hyperplasia on
the right. Diffusive changes in the liver with its
enlargement by the type of fatty hepatosis,
polyp of the gallbladder.

Recommendations  for  the  patient
approach: lifestyle modification; anticoagulant
therapy; sinus rhythm control: cardioversion or
heart rate control; treatment of arterial
hypertension; treatment of heart failure; re-
consultation of the arrhythmologists to
determine the tactics of restoring rhythm.

Taking into account the thrombus in the left
atrial appendage the patient should be treated
with a vitamin K antagonist (INR 2.0-3.0) and
repeat transesophageal echocardiography. If the
thrombus is dissolved, cardioversion can be
performed, after which lifelong therapy with
oral anticoagulants is prescribed. If the
thrombus persists, restoring the rhythm can be
refused in favor of controlling the frequency of
the ventricular rhythm, especially if the
symptoms of AF are controlled, given the high
risk of thromboembolism in the background of
cardioversion [1].

Treatment plan:

Non-drug treatment: diet: restriction of the
calorie value food, carbohydrates and fats, table
salt, adequate volume of consumed liquid;
physical activity (controlled physical activity);
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