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Sageduskontrolli ravim KVA diagnoosimise jarel (nn dge haige)
Kliiniline kiisimus
Kas sageduskontrolli saavutamiseks KVA diagnoosimisel tuleks esmavalikuna kasutada

beetablokaatoreid (BBL) vs mittedihtidropduridiinseid kaltsiumikanali blokaatoreid (KKB) vs muid
ravimeid?

Olulised tulemusnaditajad

vaga olulised: surm, elukvaliteet, sidame I66gisageduse eesmarkvaartuse (nt <100 x/min)
saavutamine, tOsine korvaltoime;

maooddukalt olulised: hospitaliseerimine, ravi katkestama sundiv korvaltoime, sidamepuudulikkus.
Kliinilise toenduse kokkuvote

On ohtralt uuringuid, mis kinnitavad i/v BBL ja KKB efektiivsust kiire sageduskontrolli saavutamisel.
Meile enam huvipakkuvaid tulemusnaitajaid ei ole uuritud.

AHA 2014 juhend esitab uuringutest Glevaate, mille kokkuvdte on jargmine:

— Beetabokaatorid, k.a. esmolool, propranolool ja metoprolool on efektiivsed sageduskontrolli
ravimid KVA patsiendil intravenoossel manustamisel (270, 273, 284).

- Intravenoosselt manustatav diltiaseem osutuks tdhusaks ja talutavaks sageduskontrolli
ravimiks 83% juhtudest (271).

— Verapamiil on efektiivhe sageduskontrolli ravim KVA patsiendil intravenoossel
manustamisel (273, 286, 287).

— Digoksiin langetab vatsakeste |66gisagedust, ent toime ilmneb tunni parast ning saavutab
maksimumi 6 tunniga (290).

— Amiodaroon on vahem efektiivne kui KKB ja toime ilmneb aeglasemalt (272, 298), ent ta
pohjustab vahem hemodiinaamilist ebastabiilsust. Intravenoosne amiodaroon vdib toimida
teistmoodi kui suukaudne ning kiirendada l66gisagedust ja provotseerida eluohtlikke
ritmihaired pre-eksitatsiooniga patsientidel.

Teiste ravijuhendite soovitused samal teemal

AHA 2014 juhend

HemodUnaamiliselt stabiilstel tahhikardilistel patsientidel vOib kasutada suukaudset ravi.
I klass

- I/v BBL voi KKB on soovitav vatsakeste |66gisageduse aeglustamiseks erakorralises
situatsioonis ilma pre-eksitatsioonita patsientidel (B).

ITa klass

— I/v voib olla kasulik vatsakeste 166gisageduse aeglustamiseks kriitiliselt haigetel ilma pre-
eksitatsioonita patsientidel (B)

ITI klass

— KKB ei tohiks kasutada stidamepuudulikkuse dekompensatsiooniga patsientidel, kuna need
vdivad halvendada hemodiinaamikat (C)

- Kodade virvendusaritmia ja pre-eksitatsiooniga patsientidel ei tohiks kasutada digoksiini,
KKB ega i/v amiodarooni, kuna need voivad kiirendada vatsakeste l6dgisagedust ning
pohjustada vatsakeste fibrillatsiooni (B)

Kanada ravijuhend

Ei raaqgi eraldi agedast situatsioonist.

ESC 2016 ravijuhend

- BBL ja kKB tuleks eelistada digoksiinile kiirema toime t&ttu.

— Langenud slstoolse funktsiooni korral tuleks kasuta BBL, digoksiini vdi nende
kombinatsiooni.

— Kriitiliselt haigetel ja vasaku vatsakese tugevasti langenud funktsiooni korral, kui
tahhiikardia pdhjustab hemodiinaamilist ebastabiilsust, vdib kasutada i/v amiodarooni.
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NICE ravijuhend
Ei raagi eraldi agedast situatsioonist.
Soome ravijuhend soovitab

— intravenoosset BBL vOi KKB (ettevaatusega stdamepuudulikkuse puhul hiipotensiooni ohu
tottu) voi digoksiini (aeglasem ja ndrgem toime kui eelmistel, stdamepuudulikkuse
dekompensatsuiooni puhul eelmistest ohutum);

— mitte kasutada KKB, digoksiini ja BBL WPW sindroomi puhul;

— amiodarooni (mitte esmavalikuna, aga ekstrakardiaalsed korvaltoimed ei ole luhiajalisel
kasutamisel probleemiks ning sobib, kui on vaja vdltida neg inotroopset toimet, sobib ka
WPW puhul);

—  mitte kasutada dronedarooni;
— mitte kasutada sotalooli;
— mitte kasutada I klassi antiaritmikume, v.a WPW sliindroomi puhul;

— mitte kombineerida BBL ja KKB, vajadusel manustada Uhte voi teist koos digoksiiniga.

Viidete kokkuvétlikud tabelid AHA 2014 juhendist

Study Name, Study Aim | Study Type/ | Intervention vs. Patient Population Study Endpoints P Values, Adverse Study
Author, Year Size (N) Comparater Intervention OR: HR: RR: Events | Limitations
(n) & 95% CI:
Inclusion Exclusion Primary Secondary
Criteria Criteria Endpoint & Endpoint &
Results Results
Abrams J, et Evaluation of | Randomized | IV esmaololvs. | Ptsoverage | WPW Esmolol vs. Composite NIA No difference | Hypotensi | Small
al., 1985 (157) | the efficacy prospective, | IV propranolol | 18 y with syndrome, propranolol endpoint of on sample size
3904379 and safety of | multicenter venfricular hypotension, either 220% (esmolol
esmolol in double-blind rates »120 sick sinus reduction from 45% vs. Only 66%
comparing to bpm 2° fo AF, | syndrome, AV average propranol | of pts had
propranalol atrial flutter, conduction baseline heart ol 18%) AF
for the acute SVT, atrial delay rate, reduction
control of tachycardia, | decompensate in heart rate to
SVT idiopathic dHF or <100 bpm, or
sinus noncardiac conversion to
tachycardia precipitated NSR
and AV arrhythmias esmolol 72%
reentrant vs. propranolol
tachycardias 69%
Study Name, Study Aim Study Type/ | Intervention vs. Patient Population Study Endpoints P Values, Study
Author, Year Size (N) Comparator (n) Intervention OR:HR:RR: & | Limitations
95% CI:
Inclusion Exclusion Criteria Primary Endpoint
Criteria & Results
Ellenbogen KA, et | To demonstrate Randomized, | IV diltiazemvs. | Pis>18 ywith AF | Severe CHF, sinus | IV diltiazem vs. | Therapeufic p<0.001 Small sample
al., 1991 (159) the safety and double-blind, | PC or afrial flutter node dysfunction, PC response size
1894881 efficacy of a parallel, PC- with duration >24 | 2% or 34 degree (ventricular
continuous [V confrolled hand HR=120 AV block, WPW response <100
diltiazem infusion bpm syndrome or bpm, 220%
for 24 h heart rate hypotension decrease in heart
control rate from baseline
or conversion to
NSR
T4% vs. 0%
Siu GW, 2009 et To compare the Randomized, | IV dilfiazem vs. | Hospitalized pts Ventricular IV diltiazem vs. | VR control (<890 p<047 N/A
al, (161) clinical efficacy of | prospective, IV amiodarone with symptomatic | response =200 IV amiodarone bpm) within 24 h:
184873941 IV diltiazem, open-label vs. [V digoxin AF<48 h with bpm, pre-excitation | vs. [V digoxin ventricular
digoxin, and ventricular syndrome, response <80 bpm
amiodarone for response >120 hypotension, CHF, sustained for 24 h
acute VR in bpm implanted
symptomatic AF pacemaker/defibrill Diltiazem 90% vs.
ator, recent MI, UA amiodarone 74%
or stroke vs. digoxin 74%
AF indicates atrial fibrillation; AV, atrioventricular; CHF, congestive heart failure; IV, intravenous; MI, myocardial infarction; N/A, not applicable; NSR, normal sinus rhythm; PC, placebo; pis, pafients; RR,

relative risk; UA, unstable angina; VR, ventricular rate; and WPW, Wolff-Parkinson-White.
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Study Name, Study Aim Study Type/ Intervention vs. Patient Population Study Endpoints P Values, Study
Author, Year Size (N) Comparator (n) Intervention OR: HR: RR: | Limitations
& 95% CI:
Inclusion Exclusion Primary Secondary
Criteria Criteria Endpoint & Endpoint &
Results Results
IV Digoxin in Acute | To examine Randomized, IV digoxinvs. PG | Pis >18 ywith | Ongoing Txwith | IV digoxin Conversion to | Effecton heart | p=0.37 NIA
AF (162) the effecis of | prospective, AF<7d digoxin or vs. PC sinus rhythm | rate:
9129897 IV digoxin in multicenter, antiarrhythmics, at 16 h
acute AF double-blind sick sinus 91.2+20vs p<0.0001
PC-controlled syndrome or 2nd Digoxin 46% | 116.2+25
137 degree AV vs. PC 51%
block without a
pacemaker,
WPW
syndrome, heart
rate <60 or
>170 bpm,
ongeing
ischemia or
recent MI
Study Name, Study Aim | Study Type/ | Intervention Patient Population Study Endpeints P Values, Adverse
Author, Year Size (N) vs. Intervention OR: HR: RR: Events
Comparator (n) & 95% CI:
Inclusion Exclusion Primary Safety Secondary
Criteria Criteria Endpoint & Endpoint & | Endpoint &
Results Results Results
Delle Karth G, et | To compare Randomized | IV diltiazem Critically il | N/A IV diltiazem | Sustained heart | Bradycardia | Unconfrolle | 1° endpoint: N/A
al., 2001 (184) the efficacy of | prospective, | bolus/infusion | pis with bolus/ rate reduction or d NS
11395561 IV diltiazem controlled vs. IV recent-onset infusion vs >30% within 4 h | hypotension | tachycardia
bolusfinfusion amiodarone AF with v 0% vs. 45% | 2° endpoint
vs. IV bolus vs. IV ventricular amiodarone | 70% vs. 55% 35%vs 0% | vs 5% p<0.00016
amiodarone amiodarone rate >120 bolusvs. IV | vs. 75% vs. 5%
bolus vs. IV bolus/infusion | bpm amiodarone Safety
amiodarone bolus/infusio endpoint
bolus/infusion n p=0.01
for immediate
(4 h) and 24-h
rate control
during AF
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