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Introduction

Since the publication of Lone Atrial Fibrillation: Towards a Cure in
December 2002 research into atrial fibrillation has grown exponentially.
This emphasis on AF research is not coincidental. Recent studies
conclude that more than 5.5 million Americans and Europeans now suffer
from atrial fibrillation and that the incidence of the disorder increased by
300% between 1986 and 1996. Another study reached the sobering
conclusion that one out of every four men and women over the age of 55
years will develop atrial fibrillation during their lifetime. It is estimated
that about 20% of all AF patients have lone atrial fibrillation, that is, atrial
fibrillation without any underlying heart disease. Truly an epidemic of
enormous proportions.

Over the past year The AFIB Report has kept subscribers informed of new
developments in atrial fibrillation research as reported in the leading
journals such as Journal of Cardiovascular Electrophysiology, Pacing and
Clinical Electrophysiology, Circulation, etc. The subjects covered in our
journal summaries range from details of the latest ablation procedures,
their outcome and potential complications, to the safety and efficacy of
antiarrhythmic drugs. The latest insights into the mechanism of atrial
fibrillation as well as important information about stroke risk and
prevention are also covered. In addition, The AFIB Report has, in detail,
covered the results of our most recent LAF survey dealing with the
effectiveness of ablation and surgical procedures for eliminating LAF.
Numerous afibbers who have found ways of controlling their afib have
shared their experience for the benefit of others and specific approaches
to AF management and stroke prevention have been thoroughly
researched and the results disseminated in The AFIB Report.

Truly, the 2006 issues of The AFIB Report are a treasure trove of
immensely valuable information. Unfortunately the vast volume of data
contained in the newsletter makes it very difficult to quickly and
conveniently locate a particular piece of information. My new book Lone
Atrial Fibrillation: Toward a Cure - Volume IV, hopefully, solves this
problem. Its 230 pages contain all the information published in the 2006
issues arranged in logical sections. The comprehensive subject index
makes it easy to find the elusive, but important information you know is
there - somewhere! In addition, the wealth of important new LAF
information contained in Lone Atrial Fibrillation: Toward a Cure - Volume
IV makes it an ideal and essential companion to Lone Atrial Fibrillation:
Towards a Cure and Lone Atrial Fibrillation: Toward A Cure - Volumes Il
and Ill.
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This book would not have been possible without the whole-hearted
support of my wife Judi who was instrumental in seeing it come to fruition.
Without her word processing skills, editing advice, and encouragement |
couldn’t have accomplished it. Anthony Bestwick, Michael Coleman, and
David Booth deserve my special thanks for taking the time to put their
own personal afib experience into words for others to share. Also my
heartfelt thanks to Patrick Chambers for his excellent article LAF vs AF:
Shape Matters and to Jackie Burgess for her concise summary and
observations from the October 2005 Atrial Fibrillation Summit. My
gratitude also to the many afibbers who participated in the 2006
Ablation/Maze Survey and thereby helped other afibbers find a way to
manage their condition. Finally, a huge thank you to the many
enthusiastic and caring contributors to the Bulletin Board and to the
subscribers to The AFIB Report without whose support my research would
not have been possible.

Hans R. Larsen
Victoria, BC, Canada
April 2007
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My AF Story - Or How it Zaps You
When You’re Not Looking

Anthony Bestwick

My story starts some 12 years ago in those heady days when the world
didn’t seem to have quite so many problems as it does now. | was a 50
year old silversmith with my own small business in a small town on the
coast of Devon, in the south west peninsula of the United Kingdom, and
spent my leisure time collecting rocks, exploring the old tin and copper
mines of Devon and Cornwall, playing the melodeon and bodhran in the
local pubs, and flying small aeroplanes from nearby Dunkeswell
aerodrome, a one-time US Navy wartime bomber base flying Liberators
across the Bay of Biscay.

| had been divorced for a few years after a long marriage and was,
emotionally, on the fragile side of neutral, though | doubt | would have
agreed with that if you’d mentioned it then! As is the way of these things
I'd eventually found myself with a new girlfriend and that, dear reader, is
where my story really starts.

We split up. Nothing really unusual about that, although it was as always
painful, but this split coincided with one of my frequent bright (or, in this
case, not-so-bright) ideas. I'd lose weight. Go on a diet. Not eat very much.
In fact, not eat at all. | certainly was not overweight at 13 stone (184Lb)
but summer was coming and | was determined to lose a few pounds to be
able to get into my summer shorts.

Now, | don’t know whether you’ve tried not eating but | don’t recommend
it. In my case it brought on quite persistent pangs of hunger and a distant
rumbling from down-under which, try as | might, | could not ignore. | cast
around for some way to lessen the noise and my gaze fell on ..... the
coffee maker, with its usual welcoming smile, in the corner of my office-
cum-workshop.

And so it came to pass that, in the same week as the emotionally draining
split from my girlfriend, | came to live on strong black coffee - as black as
the night and as strong as the bond between miser and dollar. The coffee
machine happily worked overtime, spewing out great mugs of the stuff in
response to my ever-increasing hunger pangs until | looked more like a
coffee picker than an English silversmith.

By the third day | began to suffer bouts of what | fondly thought was
indigestion, a general rumbling and banging inside which reminded me
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very much of an old car | once had. | ignored it, and carried on with the
coffee therapy but by the following Monday, a full seven days after the
start of my crash diet, | felt unwell enough to take the monumental plunge
of visiting my local doctor, to complain about my indigestion.

| duly arrived at the appointed hour, expecting - indeed resigned - to be
given some indigestion medicine and be sent on my way with a flea in my
ear for wasting his time. But no! ‘Come in’ he said ‘you don’t look terribly
well’. ‘No’ | said ‘I think I've overdosed on coffee and it's given me
indigestion’. ‘Well’ he said ‘let’s just listen to your ...... Nurse!” he shouted
‘get the ECG equipment ready’.

And that, fellow afibber, was the first time | knew I'd got a problem!

To cut a long story short, my ECG showed the usual and | was whisked off
to the hospital in nearby Exeter, a rather grand place smelling of
disinfectant and full of ill people. | say ‘whisked’ but in the absence of any
form of public transport including an ambulance | was apologetically
asked if | would make my own way there, which | did.

On arrival at the hospital | was taken to a ward, made a fuss of, given a
loading dose of sotalol and asked to get into bed. Now, | have to confess
that | don’t like hospitals. Even less do | like wearing pyjamas or getting
into bed in the daytime - and anyway, | only had indigestion - so this now
became a battle of wills. ‘I'm not taking my jeans off’ | said. ‘You must’
they said. ‘l won't’ | said, ‘I'm not ill'. Well, we eventually compromised. My
jeans didn’t come off but | did eventually get into bed, though only when it
got dark. They didn’t really mind. They were very good.

| was hooked up to a variety of machinery and told that cardio-reversion
was going to be done the following day but, during the night, my heart
went back into sinus and the following day, to my great relief, | was given
my freedom and let out. Before leaving I'd had a long chat with a heart
specialist who told me that | had had Atrial Fibrillation, probably caused by
too much caffeine, and that it would probably now be a feature in my life.
‘One more thing’ he said ‘You'd better tell the Civil Aviation Authority
about this’.

| did, and they very unhelpfully suspended my flying medical certificate.
That was the first impact that AF had on my life. There were to be others.

After discharge from hospital | had, as a follow-up, the usual thyroid test
and echo-cardiogram, all of which proved to be normal. Slowly, | reverted
back to my usual way of life and resumed ‘business as usual’ apart from
the flying, which | really missed. Months went by, and | started to think
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that it had all been a bad dream. | began to rediscover my love of strong
black coffee when suddenly, out of the blue, wham! AF again.

This time the episode did not last long, just a few hours, but | knew then
that the original ‘happening’ had not been a one-off and that AF was
probably here to stay.

In those far off days ablation was very much in its infancy in the UK and
only done for flutter - to some extent it still is even today, as we shall see
- so the solution put forward by medical opinion in the form of the local
doctor offered nothing more than pills. True, there was available an
intriguing variety of pills and as many as | could eat, but pills are
something else | don’t much care for. | decided this was not an option.

Months passed with a few minor episodes of AF, all of which reverted to
sinus within a fairly short time but which nevertheless made me very
conscious that ‘I had a problem’. As these months passed | became more
and more determined that the solution - for me - would be to beat this
thing on my own terms. | began to realize that, to some extent and in
some people, AF is life-style problem and so | determined to find out, as
far as was possible, what might be triggering these episodes in me.

First, my coffee machine was consigned to history, though | subsequently
bought another when | realized you can make thoroughly decent
decaffeinated coffee which tastes just as good as the stuff with caffeine! |
had always taken several grams of vitamin C a day but | now included a
whole range of other vitamins and health supplements and made serious
efforts to determine what part of my daily life might be causing my AF.

Eventually, through trial and error, | found that caffeine, emotional
sadness, hard cheese, bananas and sleeping on my left side were the
main triggers for me. Alcohol, to my delight and the relief of the world’s
wine growers, has never been a trigger but | know that it is for many. | only
ever drink red wine in moderation and the occasional beer when playing
my melodeon (though not at the same time) so it may be that spirits do
not agree with me, but red wine and the odd beer certainly do.

Time passed and | formed a folk band with a banjo-playing friend, and
then a delightful lady who sings and plays the guitar also joined the band.
Dear reader, the course of true love ran true, and this lady has now been
my wife for the past 6 years.

Happiness does I'm sure lessen the effects and frequency of AF but, to
counter that, the taxman certainly does not so | continued to have the odd
episode of AF as the months and years went by. And then, a dear old
friend died.
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This friend was rather old and had been the best friend of my own dear
father, who had died when | was 13, so there was a great bond of
fondness between us, reinforced by the fact that he did not himself have
any family. By this time my wife and | had moved from Devon to South
West Wales, where we now live, so as soon as we heard the sad news we
drove the 200 miles to where he lived and started to make arrangements
for his funeral.

By the time | arrived, | was in the grip of the worst AF episode | had ever
had. My heart was fluttering, racing and banging like an old tin can, | had
no discernable pulse, and | was as white as a sheet and feeling pretty low.
There was no alternative but to carry on with the arrangements and
attend the funeral but after that, in company with good friends and with a
glass of red wine, | began to feel better and as | did so my heart reverted
to sinus. But it was a terrible shock and what has since followed, and the
subsequent operation to cure my AF, is all as a direct result of knowing
that extreme sadness was always going to trigger AF no matter how well |
looked after myself.

Months passed without any further serious episodes, but in my mind was
the certainty that sooner or later this thing would rise up and strike me
again. I'd heard of catheter ablation and had been told that it offered the
best chance of a cure, so | made real efforts to see whether this could be
done for me ‘free’ on our National Health Service. | say ‘free’ but of course
although the NHS is free at the point of contact we do pay for it through
our taxes, and in my lifetime | must have paid for the operation many
times over.

Although kind and considerate and ready to offer a whole warehouse full
of pills the NHS - bless them, they only get 90 thousand million pounds
sterling a year in funding - simply could not offer me catheter RF ablation
for AF. They might, just might, have been able to offer flutter ablation if I'd
waited until | was dead, but what would be the point of that when I
needed AF ablation and wanted to get on with my life now?

The next avenue to explore was to see if the operation could be done
privately within the United Kingdom at reasonable cost and in a
reasonable time scale. Nope! £15,000 and a long wait if you were lucky
enough to find someone needing to practice the operation, in an
environment where AF ablation is a pretty new science. First of all,
£15,000 was simply off the board - | don’t actually believe there’s that
much money in the world - and secondly, I'd prefer not to be somebody
else’s learning curve.
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So, what to do? The usual well-known centers of medical excellence such
as the USA, Canada, France and Germany were all very expensive or still
learning how to respond to emails. It seemed | had reached an impasse
and was doomed! And then, like a sunbeam bursting through clouds, |
discovered India!

India, as many will know, is a land of gentle friendly intelligent people. It is
a pragmatic land, an emerging world power and - more importantly - the
world’s largest democracy. A land of the future certainly, but not, in my
mind, a world centre of excellence for medical procedures.

How wrong | was! A few simple clicks on my computer and the amazing
medical facilities of India lay before my eyes - and there it was! At the
Escorts Heart Institute and Research Centre (EHIRC) in New Delhi | could
get RF catheter ablation for AF, including carto-mapping, for the all-
inclusive price of £2,300.

| contacted the Taj Medical Group within the UK, who can facilitate
arrangements for medical procedures in India, and within days | had
made the decision to go to EHIRC and have the full works. Arrangements
were soon made and within weeks of discovering the medical facilities of
India | found myself at Heathrow Airport in London going through the
interminable - Take your belt off. Take your keys out. No, don’t let your
trousers fall down, shuffle through that archway - but necessary security
checks before boarding an overnight flight to New Delhi with the excellent
Virgin Atlantic.

There can be few finer things than to arrive in India, bleary-eyed from an
overnight flight, in the morning rush-hour! Well, perhaps a few but the first
thing | saw on leaving the baggage reclaim, apart from a few welcoming
flies and the lovely sunshine, was a smiling young Indian holding up a
board upon which was written my name in very large letters. Yes, EHIRC
had sent a chauffeured car, and the head of their hospitality department,
to whisk me off to the hospital! Despite the traffic and the odd cow we
arrived and, after a few formalities, | was shown to a spotless room with
panoramic views of New Delhi - and a daunting array of medical
machinery on the wall above the bed.

| had many visitors during my stay, and without any doubt, received VIP
treatment from everybody. Tests started almost immediately, and | was
wheeled down to various laboratories over the next two days for a variety
of procedures which were designed to diagnose my condition exactly and
determine the treatment required. My only real problem was with the
enormous baggy white draw-string two-part smock everyone has to wear,
which needs a masters in cunning if you are to avoid it falling down to
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your ankles every few minutes. | never quite got the hang of it. They
probably still talk about it.

The tests, apart from one, were all quite reasonable and very thorough. |
was always wheeled to these tests by two or three impossibly young but
excellently trained nurses, one to push, one to make sure | didn’t fall out
and probably one to make sure my smock stayed up. The hospital was
very busy - they do over 500 catheter ablations per year plus every other
form of heart surgery including pediatric - and was highly efficient and
superbly well organized.

India, as you will know, is a land of Tigers and Elephants. The Tigers tend
to snack off people so are avoided but Elephants are very popular. They
come in all sizes, are usually grey and most of them have trunks. | say
‘most’ because some must be missing their trunks because that, dear
reader, is what they put down your throat when they do the
transesophageal echocardiogram - and they must be from fully-grown
Elephants, too.

My surgeon was the brilliant Dr. Balbir Singh, principal consultant
cardiologist working with the world famous heart surgeon Dr. Naresh
Trehan and, all tests being OK, my operation was scheduled for the
following day. Everything went well. The AF was induced, carto-mapped
and ablated, and after 4 hours | was wheeled into catheter recovery for a
very welcome cup of tea. The operation itself consists of feeding 4
catheters up through veins in your groin into your heart, which sounds
scary but is in fact quite OK. The surgeon then induces the AF and maps
the electrical conductivity of the heart to determine the areas to ablate,
and then zaps these areas with RF energy.

The hospital was superbly equipped and the surgeons, doctors and
nurses are clearly as good as any in the world. The food was excellent,
with a choice of continental or Indian cuisine (I had fish curry every day.
I’d go back just for that!) and the care and cleanliness is exceptional, the
hospital priding itself on a 0.3% infection rate.

Following my ablation | had a 24-hour Holter monitoring and then, when
that was complete and the results checked | was pronounced free to
leave. | could have stayed on in India - the Taj Mahal is not far way - and
the hospital would gladly have arranged things for me but my wife was at
home in Wales so | was keen to return. Normally, when | find myself in a
land of sunshine and about to board a plane to return to rain and grey
skies, | have to be forced aboard and chained to my seat but this time the
allure of my wife made me happy to skip aboard for the 8 hour flight to
London and the inevitable rain. | had been in India altogether for 5 days,
but it seemed rather longer.
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As | write this it is now just three months since | returned from India. | was
told by Dr. Balbir Singh that the heart can take this long to heal and settle
down, but | have experienced no problems so far and | am confident, as is
Dr. Balbir, that my AF really has been ablated. Time will tell, but as each
day passes my confidence increases.

Did | make the right decision to go to India? Definitely. Five days in an
excellent air-conditioned room with panoramic views, satellite TV, Internet
facilities and all the tests and treatment for £2,300 sterling (less than
4,000 USD) was simply amazing. Would | recommend the medical
facilities of India to anyone else who needs treatment that they cannot get
or cannot afford in the affluent west? Certainly, without doubt. There are
many world centers of excellence in India offering almost every medical
procedure.

As far as one can enjoy these things, | did enjoy my trip to India. From the
excellent Virgin Atlantic flight to the friendliness and competence of the
hospital staff, from the delicious food to the friendships made, from the
sunshine to the allure of a new and exciting land - yes, | did enjoy it. But |
will never be able to look at an Elephant in quite the same way again and |
will never, but never again, wear a huge and baggy white two-piece draw-
string smock with a mind of its own!

Anthony Bestwick: Anthony.bestwick@btinternet.com

Escorts Heart Institute and Research Centre website: www.ehirc.com
The Taj Medical Group: info@tajmedicalgroup.co.uk

The Medical Tourist Company: www.medicaltourist.co.uk

February 2007

P.S. Happily, | continue to enjoy my afib-free life.


mailto:Anthony.bestwick@btinternet.com
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How Suffering and Curing
Atrial Fibrillation Changed My Life

Michael Coleman

The two visits for my Executive Health Check, one in September 2002,
and the next September 2003, could not have presented more surprising
or contrasting advice on my heart function.

Having maintained a regular diet/exercise regime all my adult life,
including competing in long “community” running events and ocean
swims, | watched on with near smugness as my doctor tore off the
cardiogram, knowingly surveyed the pattern and would pronounce, year
after year “this Michael, is a heart that functions in the top 5% for your
age, you have been blessed with a “Ferrari of an engine”!

In September of 2003 at the age of 42 all this veered wildly onto a totally
unfamiliar road. After feeling uncharacteristically light-headed and
fatigued following several exercise sessions, my vigilant gym manager
suggested that | promptly see my doctor. The same doctor’s cardiogram
revealed that my heart was in atrial fibrillation...I needed to see a
cardiologist fast!!

The early days with AF were a mixture of disbelief that my previously bullet
proof heart function had gone awry, with general confidence that a cure
would be quickly found, and life as usual, would return.

The “cure” presented to me by my cardiologist was to medicate the heart
into finding it's former silky rhythm. | was given a 60% chance that the
prescribed beta-blocker would fix the AF. When, after 3 weeks, this
medication had no effect, | had an electro cardioversion, which held me in
normal sinus rhythm for just 2 days. | was also told from this point that |
needed to try other medications and that there could be some side
effects.

Though every body is different, in my case | was hit hard by the drug
protocol, and in hindsight should have listened much more carefully to my
protesting body... instead | embarked on an increasingly desperate quest
to find normal sinus rhythm, with drugs as my only “hope” for a cure. This
guest saw me anxiously consuming increasingly high doses of Sotalol,
Amiodarone, Tambocor, Quinidine, Metoprolol, Isoptin, and Rythmodan.
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Daily life began to become more challenging, with the combination of an
average 5 hrs/day in AF, as well as a constant run of side effects from the
medications. Lethargy would descend over me, insomnia, headaches,
weight loss, and most debilitating of all, depression, littered my life.

My former rigorous exercise regime was pared back to shuffling my local
streets... wondering “why me”?

After 12 months (August 2004) | underwent a flutter ablation in Sydney.
This, combined with a huge (450 mg) daily dose of Tambocor, kept me in
NSR for about 1 month. The resumption of AF coincided with the sad
passing of my dear Dad. | can’'t help think, in hindsight, that the
“heartbreak” | felt at the time translated literally to my physiology.

When we are sick or suffering disease, every person has, in trying to
rebalance their health, a threshold of questioning whether their path is
correct. The turning point for me was sitting, half asleep in front of my
family doctor, desperately seeking yet one more medication solution. “We
can try something experimental, he offered. You can take 2 different anti-
arrhythmic drugs, as well as a beta-blocker. This should cover ALL
electrical paths, and stop the AF”. | pondered this strategy, quietly
desperate, “What'’s the worst case scenario doc?” | asked. “Heart block”,
he replied, “where you heart stops and you lose consciousness”. |
thanked him for his time and walked out of his surgery. Knowing that he
was recommending | experiment out of desperation with even more drugs
- effectively putting my hand up and saying. “Body | have no respect for
your myriad of miraculous healing systems, and opt to become a western
medicine junkie”. | knew this was just a “band aid” approach, and vowed
to start looking at more natural alternatives.

About this time, | discovered Hans Larsen’s research, and was extremely
impressed by his drive to assist others dealing with AF. | subscribed to his
newsletter, made contact with nutrient specialist Dr Michael Lam in
California, and commenced a new “hope inspiring” nutrient protocol, in
concert with visits to an excellent Sydney-based naturopath, Catherine
Pritchard.

Sadly, solving the AF riddle with nutrients alone was never possible in my
case, for every time | reduced the drug dosage, my AF would “spike”, and |
never had the nerve to withstand 24/7 AF, while waiting to see if the
nutrients alone would cure me.

In the background, my Sydney cardiologist, a caring guy with a big
reputation, Dr David Whalley, was increasingly blunt about my best
possibility of a cure. He was suggesting pulmonary vein ablation (with
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about a 40% chance of a cure, [ie. no AF, no drugs, 6 months after
procedure]).

It was Hans’ research into global PVI success rates that convinced me to
finally try and get off the medication merry go round, and have the
ablation procedure- in France. My confidence was further buoyed, when
Hans reported on his web site that he had travelled to France for a
completely successful cure.

| booked my PVI and flights for my wife and 2 children, just days later, in
May 2005. Every aspect of my dealing with the Hospital Haut Leveque,
Bordeaux, was impressive. The French have constructed a formidably
efficient, professional healing system.

During the 7 months waiting time, | admit trying desperately, to find an
alternative cure, which would allow me to defer or avoid what | had
convinced myself was “playing my last card”. | was still telling friends as
close as 2 weeks from departure for France, that | thought | was “stable”
enough to delay the procedure. A positive aspect of my nutrient protocol
was that | was so full of vitamins that my immune system had been
failsafe, for 24 months | had no illness of any sort. Interestingly, the
mounting stress of the journey, as a family, “into the French unknown”,
crashed into me just 1 week prior to departure, when | contracted a nasty
respiratory virus spending the first 4 days in years in bed. | recall
corresponding 2 days before leaving Australia, with Dr Pierre Jais (who
replied patiently to a stream of my emails over 6 months) at the Bordeaux
Hospital, and telling him of my concern for undergoing surgery, after being
belted by a virus...”You should come, Mr. Coleman, we can wait until your
chance of success is best”.

In reality, the PVI procedure is now so regularly performed in Bordeaux,
that significant risk of injury/mortality has practically been eliminated.
The “last card” | had imagined, was a classic case of patient anxiety.

Prof Michel Haissaguerre had been “talked up” to legendary status by
Hans Larsen and even my own Australian cardiologist, but meeting him
and witnessing the total passion and confidence with which he operates,
took my estimation to a new level. He is an exceptional
electrophysiologist. | noticed very soon after my first meeting with Michel,
that he moved at most times around the hospital with a small army of
supporters, all seeming to hang on every word of his medical judgment
and experience.

For my first procedure, December 12, 2005, | was surprised at the
resources involved - 5 EPs, (including three professors of cardiology and
2 nurses). The procedure consisted of a PVI of all 4 veins. An ablation
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line was performed at the roof of the left atrium connecting both superior
pulmonary veins and terminating AF.

| was carefully monitored for several days in Bordeaux, which has some of
the best post-operative care for this procedure, worldwide. Just as well, as
in my case, one of the 4 veins had become conductive.... and this
necessitated a second procedure 3 days after the first. | was naturally
quite apprehensive about needing a second procedure so soon after the
first, but Prof Michel soon allayed my fears with his absolute conviction
that my history of numerous 24 hr+ episodes of AF, pre-determined that |
would be a “difficult” case to cure.

The second procedure consisted of a second line performed at the left
isthmus between the left inferior pulmonary vein and mitral annulus
resulting in a complete bi-directional block. All in all, in Prof
Haissaguerre’s words, “The ablation equivalent of the surgical maze
procedure...”

The care shown by all at Haut Leveque was exceptional. | felt like | was
being treated as though | was “family” to Prof Haissaguerre and his team.
I had my own young family with me (my beloved Jacqueline refused point
blank to have it any other way), and an abiding memory of Prof Michel, is
the way in which he reacted to meeting my 9-year-old son, Callum.

Cal was clearly overwhelmed by the sight of me returning from the first
procedure, a little pale and lethargic. Prof Haissaguerre quickly assumed
the role of ‘surrogate dad’, put a comforting arm around my son, and led
him quietly to the telemetry station, to show and explain to him the new
sinus rhythm of my heart. This man is a completely empathetic, dedicated
practitioner!

The day after the second procedure, Prof Michel confidently informed my
wife that | may well have small episodes of AF and extra “ectopic” beats
for the next months as the scar tissue formed new electrical pathways,
but ... “he is cured”. He said this with such confident emphasis that |
remember feeling quietly elated that my suffering would soon be over.

Two other doctors deserve special mention, being Dr Pierre Jais, and Prof
Prash Sanders. They were completely involved in thoroughly addressing
my myriad of questions pre and post procedures, and struck me as both
being “at the top of their game”.

Haissaguerre’s prediction of slight AF and ectopic beats was very
accurate. | had several 15-min AF episodes during the ensuing 3 weeks.
In addition, extra beats have occurred spasmodically right up until the last
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few days. As any doctor will advise, “ectopic” heartbeats are quite
normal.

However, it is now over 4.5 months since | have experienced an AF
episode, and following an extremely slow medication withdrawal, | am
practically “drug free” (1.25mg bisoprolol/day) | am also back in training
for a 10km community fun run in 8 weeks time.

My life has changed irrevocably to being far more mindful of “living in the
moment”. Mainly, | have discovered this simple joy through the practice of
daily relaxation meditation. | am a more compassionate, and grateful,
human being than ever. | have never felt physically or mentally tougher in
my entire life. | have a new depth of love and respect for my wife
Jacqueline and children Kaitlin and Callum. We did it as a team!

The journey through AF has given me all of these insights. If | can help
alleviate the torment of just one person’s AF through this story, | will be
content. | sincerely hope that my story provides further belief to those who
need it.

Michael Coleman michaelc@harbourcityproperty.com.au
Prof. Michel Haissaguerre c/o laurence.deixonne@chu-bordeaux.fr

February 2007

My life continues happily with normal sinus rhythm and | am so grateful.
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Living with Vagal Lone AF
David Booth

History

My first episode of AF occurred in the middle of winter. | was then 50,
active, in good health and working under some stress. After 3 more
episodes and a visit to emergency, | became a patient of the heart clinic.
Tests revealed no obvious cause and the cardiologist prescribed Sotalol. It
was considered to be a prescription for life, a prospect that grated against
values that dated back to childhood when my parents mistrusted use of
any unnecessary medicines. Within a couple of months, | had abandoned
the medication in the hope that the whole experience was an isolated
one.

Athletic sports were a major part of my life as teenager. Since then, non-
competitive physical activity has remained imbedded in daily life. The
body worked and performed well and | believed that | was looking after its
well-being. There was, however, a tendency to push myself in order to
achieve various goals, both at work and of a personal nature. Many of
these had as an underlying aim to prove my own existence.

Four years after the first episode, again at a time of stress in the middle of
winter, four more episodes hit me. With the heart thumping wildly, | got to
emergency where another cardiologist gave me the same prescription as
before. | left with the impression that indeed the problem was serious and
followed instructions by taking the medication. Spring did not bring me
the usual revival of energy and enthusiasm. My family doctor was
concerned about high blood pressure. In June, more episodes of AF
occurred with two more visits to emergency. The dose of Sotalol was
increased. | spent the summer devoid of energy. The cardiologist
explained that according to her experience AF was usually just the tip of
the iceberg and that the symptoms increased with age. It was at that
moment that the need to understand became urgent. Soon afterwards, |
found the www.afibbers.org site, which gave me the tools to take
responsibility for my own condition.

During the autumn, several more episodes occurred and the level of
anxiety increased to a level that made work as a university teacher
virtually impossible. My family doctor took me off work but learning that
the insurance did not recognise AF as a valid reason for sick leave only
added to the anxiety. The episodes became more frequent and | came to
believe that this half existence was to be my lot for the rest of my life.
Medication was again increased and the feeling of vulnerability became
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ever more present until | started to question the medication itself. In an
attempt to find some solution, | stopped the medication. After a couple of
weeks, some normality returned, and | started to regain a little energy and
plan a return to work. The cardiologist accepted that the medication might
be unsuitable and suggested a milder Beta-blocker. She also brought up
the possibility of ablation but | was far from ready to accept such an
intervention. | did try the new medication for a short while but regarded it
with suspicion as the feeling of vulnerability returned.

The next series of episodes happened again in the middle of winter. By
now, | was accustomed to the experience and the intensity of AF was
much reduced. A further series occurred later in the spring, once again
during a period of stress.

During this past year and a half, | have become more familiar with my own
body. Some observations seem particularly important and it is these that |
wish to share. Many of these observations are in agreement with those
found in Hans Larsen’s books.

Use of a journal

Although it may seem obsessive to the medical profession, writing a
journal to keep track of episodes of AF has been beneficial. Not only does
it help in identifying patterns but it also allows one to stand back from the
experience.

Classification of AF

Initial episodes of fibrillation were generally intense and lasted several
hours. Later, the intensity decreased and the duration became more
variable, ranging from a few minutes to a whole day. Virtually all of my
episodes of AF began just after a meal, getting into bed, while in bed or on
getting up. The very occasional episode that did not fall into this pattern
started soon after a séance of meditation. Although the classification of
vagal AF is not generally recognised, the pattern in my case is very clear
and undoubtedly important when deciding how to deal with the problem.

Symptoms

Apart from the discomfort of a crazy heart, other symptoms include a
pressure and irritation in stomach, considerable belching, exhaustion, a
salty taste in the mouth, and a need to urinate frequently. The most
consistent symptom, however, is a tension in the region of the diaphragm,
just under the solar plexus.

Triggers

Episodes of AF always occurred during periods of stress, often at work.
After an initial episode, there were almost always a few more during the
following days. An initial event made me more vulnerable, but the
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background of stress always seemed to be present during these periods.
Foods that irritated the gut or the stomach, spicy or salty dishes for
example, appeared to initiate episodes. Watching the television news just
before bed also increased my vulnerability, as did the obligation to be in a
noisy or crowded place. In bed, | was more likely to have an episode while
lying on my side, particularly the left side. When AF started in the middle
of night, | had usually just woken up on my side with the impression that |
had stopped breathing.

Strategies used to end an episode

Visits to emergency were, at first, the only way | knew of dealing with an
prolonged episode, and indeed the official medical advise was to do just
that. On the fourth visit, however, a doctor questioned the nurse as to why
| had come in with just fibrillation. It was then that | realised that, despite
the gloomy predictions of the cardiologist, this was something that could
be dealt with. | have now come to use several ways of attempting to end
an episode. The first “technique” is to stand with knees slightly bent and
to shake the hands vigorously, if necessary for some minutes. This has
worked for me many times. If not, | try relaxing in a warm bath: AF often
calms and stops by itself. While in bed, the intensity of AF seems to be
reduced by sitting up. If already in AF, | try sleeping in a reclining long
chair rather than in bed. Free breathing, however, appears to be an
important aspect of any attempt to stop AF. By free breathing | mean
natural deep unforced breathing and it is particularly helpful to turn one’s
attention to a part of the body other than the abdomen area, the nose for
example.

Strategies used to reduce risk

Probably the most important is an attempt to reduce stress, not by forcing
anything, but by facing and dealing with it as soon as it arises. This, of
course, is easier said than achieved, and sometimes requires
considerable attention and honesty with oneself. For me, however,
dealing with sources of stress has made me question many aspects of
life, including my professional priorities and objectives. In general,
however, it means being attentive to one’s state of mind and responding
to its needs. In my case, fighting against emotions may be one major
source of stress. It may help to give oneself space to acknowledge them
and allow them to be.

The second change | made to my daily life was to give myself whenever
possible ample time to digest after meals. | now try to sit and read simply
for relaxation after eating. This, apart from avoiding irritating foods and
eating slowly, seems to be the most important way of avoiding episodes
after meals.

My wife urges me to rediscover the pleasures of being. This may be rich
advice indeed, for | wonder now if AF may be in some way a manifestation
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of a stressed-out body. | do notice that, in spite of fatigue, my body seems
more at peace after an episode of AF than before. Maybe the heart needs
to dissipate pent up tension and chaotic oscillation is its only way. If so,
the pleasures of being may help us find a more balanced frame of mind.

Other strategies include avoiding prolonged work at the computer, a
reduction in daily work objectives, an acceptance of need to relax at
frequent intervals and a recognition that the body is no longer as young
and able as it was.

Diet

My diet has become simpler. Although vegetarian, apart from an
occasional meal of seafood, for the past two decades, | feel the increasing
need for the most basic of foods prepared in simple ways. Added salt and
all processed additives have been eliminated even to the extent that the
food may appear fad to another, but this is what my body seems to want.
Refined sugar too has been eliminated, and just this one change seems
to have decreased considerably my everyday blood pressure. Fresh fruit
now tastes sweet while a sugared muffin, for example, is now almost
inedible. | limit my intake of bread, which seems to irritate the stomach.
The breakfast that seems to suit me best is one based on cooked quinoa
with some fruit, a soy based yogurt and flax oil. Lunch is simple, often a
thick soup with some source of protein. Supper is still the main meal, but
more modest and less rushed. | drink little but water and soymilk, which
helps calm the stomach. A very occasional beer is sometimes welcome,
but even this can sometimes instil a sense of vulnerability. | now distrust
restaurant meals, particularly those with sauces. Although | prefer to eat
at home, when eating out | choose the simpler dishes.

| take no supplements other than a little fish oil. For many months during
the winter, however, | had the almost insatiable urge to eat cooked dates.
Whether or not this has anything to do with a bodily need, | do not know,
but the urge diminished as spring arrived.

Sleep

| accept now that the body needs seven or eight hours of sleep each day. |
no longer force the body to get up in an attempt to get more out of the
day. It may be simply an acceptance of corporal limits. The fact that
vulnerability to AF increases when the body is fatigued is reason enough
to give oneself ample sleep. | suspect that many of my episodes occurred
during periods of sleep deficiency.

T’ai Chi

This slow precise form of exercise is of great benefit; at least it seems so
in my case. Not only have | recorded a drop of 12 points in systolic blood
pressure during a single half-hour of T'ai Chi, but | have also been able to
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terminate episodes of AF while exercising. In general, T'ai Chi does help to
keep the body supple and relaxed, a condition that can only help minimise
AF. It seems particularly important to keep the torso relaxed.

Meditation

Meditation has been an important part of me life for many years. Although
simple meditation can be done for relaxation, on deepening the practice,
one enters into the conflicting tensions of life. This can bring to the
surface and thus amplify confusion, dread, depression and anxiety, all of
which need to be faced for what they are. This level of meditation should
be undertaken under the guidance of a competent master. Otherwise, it is
very easy to slip into a practice of endless rumination or of a dreary
stupor. What is of interest, however, is that meditation seems to change
the functioning of the nervous system. In my case, episodes of AF often
occur around periods of intense meditation, and in particular when the
body tightens after a deep letting-go. Meditation can thus help us learn
how we function, but working with this kind of practice is difficult and
guidance is essential. Despite periods of difficulty, | am convinced that
such practice can be deeply beneficial, although in the end meditation is
of no use if undertaken with a particular objective in mind; doing so
immediately puts a stick between the spokes.

Osteopathy

Treatment from a competent and sensitive osteopath has been of the
utmost help. By feeling tension in the body and working with his hands,
the osteopath is able to influence the nervous systems. On one occasion, |
arrived for treatment with the heart already in AF. He was able to relieve
the tension and stop the fibrillation. | now go for a monthly treatment in
an attempt to limit the accumulation of tension. In my case, the
sympathetic nervous system is generally overactive. Gradually, the upper
body seems to be learning how to relax. Of interest however is the feeling
after a treatment. For a couple of days, there is a general feeling of well-
being and a desire for action. At the same time, the body feels unusually
vulnerable to AF, especially during the first night. It thus appears
important to stay particularly attentive and avoid excessive activity while
the body readjusts itself. In this respect, | suspect that osteopathy and
meditation can affect the body in similar ways. It is worth noting here,
however, that there are many kinds of osteopathic manipulations. Not all
are necessarily beneficial. With me the osteopath works, usually in a very
gentle and sensitive manner, around the abdomen area, at the lower and
upper ends of the spine, and around the top of the head. He is able to
sense the state of tension and resistance in the body and thus ease it out
of its usual defence.
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Emotions

| have come to recognhise the emotions that prevail during periods of
frequent episodes. For me these are in the main a simmering anger or
frustration with the “system” in which | work, often with a feeling of being
up against a brick wall. | realise now that my values are not those of the
institution, and this constantly puts me in a situation of tension. Within
myself, the tension manifests as a tug of war between what | believe is
essential and what | believe is expected of me. Coming to terms with this
tension is, | suspect, an important step. To be able to step back and see
this dynamic as a construction rather than a reality does take the sting
out of the tension. Gradually it may be possible to enter into the
simmering emotion and allow it dissipate before any accumulation of
tension. Some might see this as an attempt to give more space to the
heart. It is of interest that on the two occasions that | broke down into
tears through despair during an episode of intense AF, the heart regained
its normal rhythm within minutes.

Tension in the abdomen

Tension just below the solar plexus in the region of the diaphragm is the
most persistent and frequent symptom during periods of AF. Whenever
the heart is in fibrillation, the diaphragm muscles feel tight and taut.
Breathing lacks its usual fluidity. Well before the onset of an episode, one
of the very early signs is a conscious feeling of the pulse just below the
solar plexus. This is an indication of the need to stop and relax and
increasingly it is possible to avoid an episode before any clear symptoms
in the heart rhythm. | now suspect that muscle system of the diaphragm
may play an important part in the process.

Conclusion

My understanding of what happens is based on a mechanical viewpoint.
This may be naive and simplistic but the model gives us a means to link
some of the observations thus far. The heart is, in mechanical terms, a
complicated forced oscillator, sitting just above the diaphragm and held in
place by elastic suspenders. Some mechanical oscillators can go into
chaotic movement as the elasticity is changed. The fact that AF symptoms
change with orientation of the body does suggest that gravity affects the
dynamic. | wonder therefore if tension in the muscular system simply
limits the supporting elasticity and constricts the usual heart movement
thus driving it into fibrillation. This does not reject the role of the
autonomic nervous systems and indeed the suggestion that variations in
the balance between the sympathetic and parasympathetic branches play
a role in the onset of AF may be supported by what | experience after an
osteopathy treatment or a period of deep meditation. Nevertheless,
whether the process is a mechanical interaction or an adjustment in the
nervous system, being mindful of tension in the upper abdomen and
diaphragm region does appear to minimise and weaken episodes of AF.
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With this limited understanding of the workings of my own body, | try
therefore in whatever way possible to allow the upper body to relax. All the
strategies that seem to work for me, whether to reduce the risk of an
episode or to weaken and stop the fibrillation, have this effect. | strongly
suspect that when the diaphragm is relaxed and supple, risk of AF is
considerably reduced. Even if a relaxed diaphragm is but a sign of
something underneath such as balanced nervous system, tension in the
diaphragm remains a clear warning indicator.

It would be tempting to claim that nothing is wrong with the heart and that
it is all in the mind. There is obviously a weakness and fibrillation is its
manifestation. But perhaps, AF in some cases may be a symptom of
something much more general and should therefore be welcomed as an
invitation to learn. Perhaps the cardiologist was right in saying that it is
just the tip of the iceberg. This iceberg, | now suspect however, is not just
physiological but encompasses the whole workings of the human being. It
is my hope that by taking a holistic viewpoint, | may be able to learn and
eventually find a way of allowing the body and all its being function in
relative harmony, even in times of difficulty. | tend to take things to heart
but do not allow the heart to express itself. Maybe my fibrillation is a call
from the heart. Maybe it is no wonder that the heart is considered the
centre of emotion.
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Incidence & Management

Prevalence and incidence of AF

ROTTERDAM, THE NETHERLANDS. It is becoming increasingly clear that
atrial fibrillation is reaching epidemic proportions and that the incidence
(new cases per 1000 person-years) and prevalence (percent of a given
population having the disorder at any given point in time) of the condition
continue to rise. A team of Dutch and British researchers has just
reported the results of a 7-year study involving 6400 inhabitants (aged 55
years or older in 1990) of a suburb of Rotterdam. At the start of the study
5.5% of the participants had been diagnosed with afib for an average
prevalence among men of 6.0% and a prevalence of 5.1% among women.
The prevalence increased significantly with age, with the prevalence being
only 0.7% in the 55-60 year age group versus 17.8% in the over 85 year
age group. By January 2000, the overall prevalence had increased to
8.3%.

The incidence (new cases) over an average of 7 years was 9.9/1000
person-years or about 1% a year. The incidence was highly dependent on
age with the group aged 55-60 having an incidence of 0.1% a year and
the age group 80-85 having an incidence of 2.1% a year. The incidence
was higher in men than in women across all age groups. The results of
the study also showed that a 55-year-old man has a 25% chance of
developing afib during his remaining life. The average lifetime risk for a
55-year-old woman was found to be 23%. Lifetime risk remained pretty
well constant until age 75 when it began to decline. This means that
about a quarter of the population between the ages of 55 and 75 years
can expect to develop afib at some point in their lives - a sobering
thought indeed!

Heeringa, J, et al. Prevalence, incidence and lifetime risk of atrial
fibrillation: the Rotterdam study. European Heart Journal, Vol. 27, 2006,
pp. 949-53

Boriani, G, et al. The epidemiological burden of atrial fibrillation: a
challenge for clinicians and health care systems. European Heart
Journal, Vol. 27, 2006, pp. 893-94 (editorial)

Editor's comment: This study, as is unfortunately often the case, did not
distinguish between lone atrial fibrillation and atrial fibrillation associated
with heart disease or other conditions. However, reviewing the baseline
data it would appear that about 50% of the study participants probably
did develop lone afib. It is also highly likely that both the incidence and
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prevalence figures are understated since it is now known that a
substantial proportion of afibbers have asymptomatic episodes which
may not have been detected either by the patient or through the 3 routine
follow-ups where 10-second ECGs were used to check for afib.

AF prevalence higher than expected

ROCHESTER, MINNESOTA. A 2001 study by Kaiser Permanente
researchers estimated the number of afibbers in the United States at 2.3
million rising to 5.6 million in 2050. Mayo Clinic researchers now report
that these estimates are likely to be low by a factor of two to three. The
Mayo study determined the incidence (first AF episode documented by an
electrocardiogram) of atrial fibrillation in Olmsted County, MN. They found
that the number of new afib cases in 1980 was 4.09 per 1000 person-
years for men and 2.36 per 1000 person-years for women. By the year
2000, the incidence had increased to 4.89 per 1000 person-years for
men and 2.80 per 1000 person-years for women. This corresponds to an
overall increase of 12.6% over 21 years. Applying their data to the entire
US population, the researchers estimate that 5.1 million Americans were
suffering from AF in 2000. The prevalence in 2006 would be about 6
million and by 2050 it would be 15.9 million assuming the growth rate
observed over the period 1980-2000 continues.

The Mayo researchers point out that the prevalence of obesity (BMI of 30
or more) increased from 10% in 1980 to 25% in 2000 and suggest that
about 60% of the observed increase in AF cases could be due to the
increase in obesity.

Miyasaka, Y, et al. Secular trends in incidence of atrial fibrillation in
Olmsted County, Minnesota, 1980 to 2000, and implications on the
projections for future prevalence. Circulation, Vol. 114, July 11, 2006, pp.
119-25

Editor's comment: It is quite possible that even the Mayo Clinic numbers
for afib incidence and prevalence are low. Less than 20% of Olmsted
County residents had an ECG in any one year and some presumably never
had one. Whatever the real prevalence is, it is obviously high and
growing. Itis to be hoped that this new reminder of the seriousness of the
AF epidemic will result in more research being directed toward finding the
cause(s).
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Mechanistic Insights

Inflammation and atrial fibrillation

IRMINGHAM, UNITED KINGDOM. British researchers present a thorough
review of the current knowledge regarding an association between
systemic inflammation and atrial fibrillation. Please note that the review
does not distinguish between lone AF and atrial fibrillation with underlying
heart disease. Thus the conclusions presented may or may not apply to
lone afib.

The researchers point out that it is generally accepted that afib results in
both electrical and structural remodeling of the atria. The main features
of the electrical remodeling are shortening of the atrial refractory period
(the rest period following a contraction of the heart muscle. The cell
[myocyte] does not respond to stimulation during this period),
prolongation of atrial conductivity, and the loss of rate adaptation.
Another feature of the electrical remodeling is the accumulation of
calcium within atrial myocytes leading to a further shortening of the atrial
refractory period. The main features of the mechanical remodeling are
enlargement of the left atrium and increasing atrial fibrosis (deposition of
connective tissue between individual myocytes). These electrical and
structural changes increase the likelihood of further afib episodes (afib
begets afib).

There is now also increasing evidence that atrial fibrillation is linked to a
systemic inflammation. Atrial biopsies have demonstrated the presence
of inflamed tissue in both lone and non-lone afibbers. Measurements of
blood levels of the inflammatory marker C-reactive protein (hs-CRP) have
shown that levels tend to be higher among people with afib than among
normal controls. There is also evidence that levels are higher among
persistent afibbers than among paroxysmal afibbers, and finally, studies
have shown that high hs-CRP levels are associated with an increased risk
of developing new onset AF.

Several drugs and supplements have anti-inflammatory properties and
have been found to reduce the risk of developing afib and/or reduce the
number of episodes. Four studies have shown that statin drugs may have
a role in the prevention of afib in humans, and animal studies have shown
that statins may also reduce the frequency of episodes. Methyl
prednisolone, a steroid anti-inflammatory drug, has been found to reduce
recurrence of afib episodes when taken together with propafenone. There
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is evidence that both ACE inhibitors and angiotensin-receptor blockers
(ARBs) have significant anti-inflammatory properties and may help
prevent both the development and recurrence of AF - at least in patients
with hypertension or heart disease. Fish oils also have significant anti-
inflammatory properties and may be beneficial in preventing ventricular
arrhythmias and AF occurring after bypass surgery. However, there is no
convincing evidence that fish oils help prevent lone AF. Vitamin C has
also been found to reduce the incidence of post-surgery afib and may help
reduce the risk of early recurrence after cardioversion.

The researchers conclude that there is ample evidence of a link between
inflammation and afib, and that anti-inflammatory drugs or supplements
may play a role in preventing atrial fibrillation and its recurrence.

Boos, CJ, et al. Is atrial fibrillation an inflammatory disorder? European
Heart Journal, Vol. 27, 2006, pp. 136-149

Editor's comment: As is, unfortunately, often the case in articles dealing
with AF, no attempt was made here to distinguish between lone afib and
afib with underlying heart disease. This is perhaps understandable since
lone afibbers are a distinct minority (perhaps 20% of all afibbers).
Nevertheless, recent work by Patrick Chambers, MD (The AFIB Report,
February 2006) points to the very real possibility that lone AF may be a
condition distinctly different from AF related to heart disease. Thus, the
findings of the review may be only partly applicable to lone atrial
fibrillation.

More evidence of asymptomatic AF episodes

HAMBURG, GERMANY. There is increasing recognition that even a
seemingly successful pulmonary vein isolation (PVI) may not keep the
patient in continuous normal sinus rhythm (NSR) when asymptomatic
(silent) AF episodes are included in the evaluation of success.

German researchers recently reported on a study of 80 highly
symptomatic, paroxysmal afibbers who had undergone a first-time PVI
(segmental ostial ablation). Only 10% of the afibbers had coronary artery
disease. After a seemingly successful ablation involving complete
entrance and exit block of all pulmonary veins and bidirectional right atrial
isthmus block (flutter ablation), the patients were provided with a
transtelephonic ECG recorder for use during the 6 months following the
ablation. They were instructed to transmit a 1-minute recording once a
day as well as recordings whenever they felt symptoms that could be afib.
They were also instructed to specify their symptoms by telephone.

A total of 6835 transtelephonic recordings were gathered and analyzed
over the 6-month period. NSR was observed in 79.5% of the recordings
with the remaining showing afib. Only 28% of participants showed
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continuous NSR during the entire 6-month study period. Seventy-two per
cent of participants experienced an episode during the first month;
however, about half of them were afib-free after 3 months. Thus, the total
number of patients in NSR after 3 months was 52 or 65%. After 6
months, the success rate had declined to 61% and 23% of the patients
underwent a second ablation.

Ninety per cent of patients who were in NSR reported being so, while 10%
reported symptoms, predominantly palpitation (73%), tachycardia (13%),
breathing difficulties (10%), and chest pain (4%). Conversely, when
patients actually were in afib (as per recordings) only 46% of them
reported symptoms, while the remaining 54% reported no symptoms. The
most commonly reported symptoms were palpitation (60%), tachycardia
(31%), breathing difficulties (5%), and chest pain (3%). The percentage of
asymptomatic episodes increased from the first month after PVI (43.5%)
to the 2nd to 6th month (57.5%). This confirms earlier reports that the
preponderance of asymptomatic episodes tends to increase over time.
The researchers conclude that success of a PVI cannot be accurately
judged by just considering patients with symptoms since more than half of
all episodes are likely to be entirely symptomless (asymptomatic). This
clearly has significant implications as far as anticoagulation and drug
treatment is concerned.

Klemm, HU, et al. Correlation of symptoms to ECG diagnosis following
atrial fibrillation ablation. Journal of Cardiovascular Electrophysiology,
Vol. 17, February 2006, pp. 146-50

Inflammation and atrial fibrillation

THRACE, GREECE. The association between systemic inflammation and
lone atrial fibrillation (LAF) has fascinated researchers ever since 1997
when Dr. Andrea Frustaci and colleagues at the Catholic University of
Rome discovered that lone afibbers tend to show evidence of current or
past inflammation in their heart tissue. Later research confirmed an
association between elevated levels of high-sensitivity C-reative protein
(hs-CRP), a marker of systemic inflammation, and the presence of LAF.
Paroxysmal afibbers were found to have higher hs-CRP levels than
controls, and persistent and permanent afibbers were found to have
higher levels than paroxysmal afibbers.

Researchers at the University of Thrace now report that hs-CRP levels
measured during a first LAF episode are significantly higher than those of
controls and that a higher CRP level during the first episode predicts the
risk of recurrence. Their study included 125 patients with a first,
documented paroxysmal episode of LAF who had blood samples drawn for
hs-CRP analysis while in afib. Their CRP values were compared to those
of matched controls who had never been diagnosed with AF. The average
(median) value for the afibbers was 0.23 mg/dL (2.3 mg/L), while the
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median for controls was 0.087 mg/dL (0.9 mg/L). Sixty per cent of the
125 afibbers whose first episode was documented had recurrences
during a mean follow-up of 2 years. Patients with CRP levels in the top
quartile (0.23 mg/dL) were 15% more likely to have a recurrence than
were patients in the bottom quartile (median of 0.1 mg/dL).

The researchers also observed that the hs-CRP levels of afibbers were
significantly lower (median of 0.14 mg/dL) during sinus rhythm than
during an episode (median of 0.28 mg/dL). The researchers conclude
that hs-CRP may be a marker for inflammatory states that may promote
the initiation of lone atrial fibrillation.

Hatzinikolaou-Kotsakou, E, et al. Relation of C-reactive protein to the first
onset and the recurrence rate in lone atrial fibrillation. American Journal
of Cardiology, Vol. 97, 2006, pp. 659-61

Editor's comment: There seems to be little doubt that inflammation and
LAF are somehow connected. What is much less clear is the mechanism
by which they are linked. The University of Thrace researchers and, as far
as | know, all other researchers (myself included) who have given the
matter some thought believe that inflammation is a causative factor in the
initiation and recurrence of afib. The possibility that the association may
be the opposite of what seems intuitively right, in other words, that
fibrillation may result in inflammation has not been given much credence.
However, this may now change with the discovery by Martin Rotter and
colleagues in Bordeaux who recently reported that hs-CRP levels decrease
markedly after a successful pulmonary vein isolation procedure. They
concluded that restoration of sinus rhythm results in a significant
decrease in inflammation. Which interpretation is correct? More
research is required to determine this, but it is certainly not beyond the
realm of possibilities that atrial fibrillation may result in inflammation
rather than inflammation causing afib.

Successful ablation reduces inflammation

BORDEAUX, FRANCE. Several studies have shown that afibbers with
persistent or permanent afib tend to have higher C-reactive protein (CRP)
levels than do paroxysmal afibbers and those in sinus rhythm. What is
not known is whether restoring sinus rhythm through radiofrequency
ablation will reduce CRP levels to normal. Martin Rotter, MD and
colleagues at the Hopital Cardiologique du Haut-Leveque have now
answered this question.

Their clinical trial included 50 patients aged 43 to 63 years (49 male and
1 female). Five of the patients had long-lasting persistent afib (episode
duration of 3-10 months), while the remaining 45 were in permanent afib.
The patients all underwent a single pulmonary vein isolation (PVI)
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procedure with additional lesion lines as required to restore sinus rhythm.
The patients were examined 1 and 3 months after their ablation and
remained on their pre-ablation medications throughout the trial period. At
3 months, 66% (33 patients) were still in sinus rhythm, while 12 had
paroxysmal afib, and 5 had atrial tachycardia. While the CRP levels
among the successful and unsuccessful ablatees were similar prior to the
ablation (2.82 mg/L or 0.28 mg/dL vs 2.46 mg/L or 0.25 mg/dL), there
was a significant decline in the level among patients still in sinus rhythm
at the 3-month checkup. Among these patients the CRP level had
declined from 2.82 mg/L to 1.37 mg/L. In comparison, the average CRP
level in the unsuccessful group did not change significantly (2.46 mg/L vs
2.58 mg/L).

The researchers also noted a significant decrease in left atrial size
(parasternal diameter) from 45.8 mm to 42.6 mm in the successfully
treated group. No such change was observed in the unsuccessful group
(45.2 mm vs 45.4 mm). The study clearly demonstrates that it is not
radiofrequency ablation as such that reduces atrial size and
inflammation, but rather the restoration of sinus rhythm. The Bordeaux
researchers conclude that restoration of sinus rhythm by a PVI results in
reverse remodeling of the left atrium and a significant decrease in
inflammation.

Rotter, M, et al. Decline in C-reactive protein after successful ablation of
long-lasting persistent atrial fibrillation. Journal of the American College
of Cardiology, Vol. 47, No. 6, March 21, 2006, pp. 1231-33 (letter to the
editor)

Editor's comment: It is also evident from the results of this trial that being
out of sinus rhythm causes inflammation (high CRP levels) rather than the
other way around. This would explain why CRP levels increase from
paroxysmal to persistent to permanent afib.

Lone atrial fibrillation and C-reactive protein

BOSTON, MASSACHUSETTS. There is considerable evidence of an
association between inflammation and atrial fibrillation. Biopsies have
found inflammatory infiltrates in patients with AF and several studies have
found that AF patients tend to have higher blood levels of inflammatory
markers such as C-reactive protein (CRP), prothrombin fragments and
interleukin-6. Unfortunately, most studies involving atrial fibrillation do
not distinguish between AF with and without underlying cardiovascular
disease, so it is not at all clear whether the inflammation connection
applies to lone atrial fibrillation, that is, AF without underlying heart
disease.

A group of researchers at the Massachusetts General Hospital recently
released the results of a study designed to determine if systemic
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inflammation (as measured by CRP level) is associated with AF per se, or
rather with an underlying cardiovascular disease. The study involved 121
lone afibbers (no history of coronary artery disease, rheumatic heart
disease, cardiomyopathy, significant valvular disease, hyperthyroidism, or
hypertension), 52 patients with none of the above conditions except
hypertension, and 75 healthy controls without heart disease,
hypertension and AF. The mean age of the lone afibbers at enrolment
was 54.3 years and the mean age at diagnosis was 44.8 years. The
mean age of the AF + hypertension participants at enrolment was 60.2
years and the mean age at diagnosis was 50.6 years. Most study
participants (83%) were men, and most lone afibbers (91.7%) and AF +
hypertension patients (84.6%) had paroxysmal afib. Just over 56% of the
lone afibbers had experienced more than 100 episodes. It is interesting
that 34% of the lone afibbers and 37% of the AF + hypertension patients
had a first-degree relative with AF.

All study participants underwent a detailed medical examination and had
an electrocardiogram and an echocardiogram at enrolment. They also
provided a blood sample for CRP analysis. The researchers observed no
statistically significant difference in CRP levels between lone afibbers and
controls (1.34 vs 1.21 mg/L); however, they did note a significant
difference between AF + hypertension patients and controls (1.90 vs 1.21
mg/L), but suggest that this is primarily due to a greater proportion of
overweight and obese individuals in the hypertensive group. They found
no difference in CRP levels between the 20% of afibbers taking statin
drugs and those not taking them. They also found no significant
difference in CRP level among lone afibbers who were in sinus rhythm at
time of blood sampling versus those in afib (1.37 vs 1.38 mg/L).

Finally, they observed no significant difference in CRP values between
paroxysmal and permanent afibbers. They did, however, observe a strong
correlation between a high body mass index and an elevated CRP level.
The researchers conclude that atrial fibrillation on its own (without
underlying heart disease, hypertension or obesity) is not associated with
evidence of systemic inflammation.

Ellinor, PT, et al. C-reactive protein in lone atrial fibrillation. American
Journal of Cardiology, Vol. 97, May 1, 2006, pp. 1346-50

Editor's comment: This study confirms my own intuitive feeling that
systemic inflammation (high CRP levels) may not be as important in true
lone atrial fibrillation as previously thought. It also strongly underlines the
importance of not automatically assuming that data obtained from
studies of AF patients in general are necessarily applicable to lone
afibbers. The study is also of considerable interest in that it confirms
many of the values obtained in our early LAF surveys. For example, the
percentage of women in the sample of lone afibbers was 17% vs 21% in
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our database of 625 lone afibbers. The average age at diagnosis was 45
years vs 47 years in our database; the average blood pressure was
122/75 vs 124/76 in our LAF Survey V. This is a comforting confirmation
that our surveys do indeed reflect the general population of lone afibbers.

Fibrinogen level linked to afib

COPENHAGEN, DENMARK. An elevated level of the blood coagulation
factor fibrinogen has been linked to inflammation and in increased risk of
heart disease, stroke, and periodontal (gum) disease. Danish researchers
now report an association between high fibrinogen levels and an
increased risk of developing atrial fibrillation. Their study involved 8870
men and women free of cardiovascular disease who were enrolled in the
Copenhagen City Heart Study. During an average 7.5 years of follow-up,
286 of the participants developed AF (4.3 cases per 1000 person-years).

The researchers observed that men with a plasma fibrinogen level above
353 grams/L had twice the risk of developing AF than did those with a
level below 243 grams/L. Among women, those with a fibrinogen level
above 360 grams/L had a 2.14 times higher risk of AF than did those with
a level below 250 grams/L. There was also a clear correlation between a
low level of serum albumin in women and an increased risk of AF. No
such correlation was observed for the men.

Both an elevated level of fibrinogen and a low level of albumin are
markers of inflammation. The Danish researchers conclude that their
findings support the hypothesis that inflammation contributes to the
etiology of atrial fibrillation.

Mukamal, KJ, et al. Fibrinogen and albumin levels and risk of atrial
fibrillation in men and women (the Copenhagen City Heart Study).
American Journal of Cardiology, Vol. 98, July 1, 2006, pp. 75-81

Editor's comment: High fibrinogen levels are also an important risk factor
for stroke. An increased water intake and supplementation with fish oils
and niacin have been found to lower fibrinogen levels.

AF and the renin-angiotensin system

BOSTON, MASSACHUSETTS. Evidence is mounting to the effect that the
renin-angiotensin system (RAS) also known as the renin-angiotensin-
aldosterone system (RAAS) is involved in the initiation and recurrence of
afib, at least in afibbers with hypertension or congestive heart failure
(CHF). The RAS is the body’s main system for dealing with a decrease in
blood pressure that is too great to be dealt with by the automatic nervous
system alone. It works as follows:
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The low blood pressure is first sensed by the kidneys which proceed to
secrete a small peptide called renin. Renin is transported to the liver
where it helps to produce angiotensin | from a large protein called
angiotensinogen. Angiotensin |, in turn, is carried by the blood to the
lungs where it is converted into angiotensin Il. Angiotensin Il (inhibited by
ACE inhibitors) is the most potent vasoconstrictor in the body. It causes
the blood vessels to constrict and potentiates the sympathetic nervous
system resulting in an increase in blood pressure.

Recent research has shown that structural and electrophysiologic
changes in atrial tissue result in an arrhythmogenic substrate susceptible
to induction and maintenance of afib. The electrophysiologic changes
relate mainly to a shortening of the atrial effective refractory period
(AERP) - the rest period following a contraction of heart muscle; the cell
does not respond to stimulation during this period. The structural
changes involve fibrosis (the formation of scar-like [fibrous] tissue) which,
in turn, is associated with excessive collagen production. Animal and
human experiments have shown that angiotensin-converting enzyme and
angiotensin Il may be involved in fibrosis and that the RAS is also involved
in the shortening of AERP.

Researchers at the University of Massachusetts Medical School have just
published a review of the current knowledge of the effect of the RAS on
afib and the possible role of angiotensin-converting enzyme inhibitors
(ACE inhibitors) and angiotensin receptor blockers (ARBs) in the
prevention of AF. They conclude that ACE inhibitors such as trandolapril
(Mavik) and enalapril (Vasotec) help to prevent the development of afib in
patients with CHF and left ventricular dysfunction. Similar observations
have been made in studies involving the ARBs valsartan (Diovan) and
candesartan (Atacand). There is also evidence that ACE inhibitors can
help prevent the development and recurrence of afib in patients with
hypertension.

Finally, there is some evidence that inhibition of the RAS (with ACE
inhibitors or ARBs) can help in maintaining sinus rhythm after
cardioversion. It is not yet known whether RAS inhibition may be useful in
lone atrial fibrillation, but the Massachusetts researchers tend to believe
that the major effect will be found among patients with left ventricular
hypertrophy, left ventricular dysfunction, heart failure, or hypertension.
Patlolla, V, et al. The renin-angiotensin system: A therapeutic target in
atrial fibrillation. PACE, Vol. 29, September 2006, pp. 1006-12
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Risk Factors & Triggers

Atrial fibrillation: The genetic component

REYKJAVIK, ICELAND. Iceland is unique in the fact that it has a genealogy
database containing records for all 284,000 living Icelanders and a large
proportion of their ancestors as far back as 930 AD. NOTE: According to
studies based on Y-chromosome and mitochondrial polymorphism, it
appears that 75% of all male Icelanders originally came from Norway,
while 66% of all female Icelanders are of Celtic origin - seems that the
Vikings went far afield for their wives!

A team of researchers from the University Hospital in Reykjavik and the
National Institutes of Health in the US has just completed a study using
the genealogy database and hospital records for 5269 patients admitted
with atrial fibrillation during the period 1987-2003. The aim of the study
was to determine the inherited risk of developing AF.

The researchers conclude that Icelanders with a first-degree relative with
afib have a 77% (RR=1.77) greater risk of developing afib than do
members of the general population. The risk declines the further the
afflicted family member is removed. Thus, an Icelander with a third-
degree relative diagnosed with afib has an 18% increase in risk. The
heritability factor was particularly pronounced in afibbers who were
diagnosed prior to the age of 60 years. Their immediate offspring were
almost 5 times (RR=4.67) more likely to develop AF than were matched
members of the general population. The researchers speculate that this
may indicate that a genetic connection is much more common among
lone afibbers than among afibbers with heart disease.

Arnar, David O, et al. Familial aggregation of atrial fibrillation in Iceland.
European Heart Journal, Vol. 27, March 2006, pp. 708-12

Editor's comment: One of the early LAF surveys found that 43% of the
100 lone afibbers responding had a close relative who also suffered from
atrial fibrillation. Either the mother or the father was “the carrier” for 23%
of the 100 respondents.

Fish consumption and atrial fibrillation

ROTTERDAM, THE NETHERLANDS. There is substantial evidence that a
high consumption of oily fish or more specifically, long-chain omega-3
fatty acids (eicosapentaenoic acid [EPA] and docosahexaenoic acid [DHA])
is associated with a reduced risk of sudden cardiac death and ventricular
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fibrillation. This fact prompted Dutch researchers to investigate if a high
intake of fish would decrease the risk of developing atrial fibrillation.

Their study involved 5184 men and women aged 55 years or older who
were afib-free at baseline. The participants completed a validated food
frequency questionnaire during an interview with a trained dietician and
were then followed for an average period of 6.4 years. During this period,
312 participants (6%) were diagnosed with atrial fibrillation. The
researchers found no correlation between the consumption of fish and
the risk of developing afib. They also found no correlation between the
(calculated) intake of EPA and DHA and the risk of developing afib. The
calculated daily intake of EPA plus DHA ranged from an average of 20 mg
to an average of 330 mg with the maximum being 570 mg/day. Only
0.5% of participants were taking fish oils supplements. The researchers
conclude that their findings do not support the hypothesis that long-chain
omega-3 fatty acids (fish oils) have a general antiarrhythmic effect.
Brouwer, IA, et al. Intake of very long-chain n-3 fatty acids from fish and
incidence of atrial fibrillation. The Rotterdam Study. American Heart
Journal, Vol. 151, April 2006, pp. 857-62

Editor's comment: This study confirms the findings of a previous Danish
study but contradicts the findings of an American study, which observed
an inverse association between the intake of tuna and other broiled and
baked fish and the occurrence of atrial fibrillation.

The Dutch study raises a couple of interesting points.

. Is fish a good source of EPA and DHA? The answer,
unfortunately, is probably not. There is substantial evidence
that most fish (except wild Pacific salmon) is contaminated
with mercury. A landmark study at Harvard Medical School
found that there is a direct relationship between fish
consumption and mercury levels in humans with an average
consumption of 3 Ib (357 grams) of fish per week
corresponding to a mercury level of 0.75 micrograms/gram
(in toenail clippings). In contrast, a consumption of 1/3 Ib
(145 grams) per week was associated with a mercury level of
only 0.29 micrograms/gram.[1-3] Thus, it is clear that
nowadays an increased fish consumption is associated with
an increased intake of mercury. Could the beneficial effects
of EPA + DHA from fish be cancelled by the detrimental
effects of mercury from the same fish? | am not aware of
any research addressing this very key question.

. Were the amounts of EPA + DHA consumed by the
participants in the Dutch study too low to be likely to have an
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effect? Hard to know, but three afibbers who eliminated afib
through major dietary changes had average intakes of 2000
mg of EPA and 2200 mg of DHA for a total of 4200 mg/day
of long-chain omega-3 fatty acids.[4] This amount is almost
30 times higher than the average amount (146 mg/day)
consumed by the participants of the Rotterdam study. So,
the study does not, in any way, prove or disprove whether
therapeutic amounts of EPA + DHA would be effective in
reversing or preventing afib.

Fish oils have many beneficial properties and are an essential part of a
natural stroke prevention program. The minimum recommended daily
intake is 650 mg/day. It is vitally important, however, that fish oil
supplements be of the highest quality. Only fresh, molecular-distilled
(pharmaceutical grade) products should be consumed.
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Cardioversion

Cardioversion success and CRP level

ROCHESTER, MINNESOTA. Electrical cardioversion is a common
procedure for converting atrial flutter and persistent afib to normal sinus
rhythm (NSR). Persistent afib is defined as afib lasting longer than 7 days
without converting spontaneously to NSR. Unfortunately, in as much as
two thirds of cases the conversion does not hold and afib or flutter recurs
within one month of cardioversion.

Researchers at the Mayo Clinic now report that a high blood level of C-
reactive protein (CRP), a marker of systemic inflammation, prior to
cardioversion is associated with a greater probability of afib recurrence
within one month. The researchers studied 17 patients with atrial flutter
and 50 patients with persistent afib. They measured CRP level just prior
to cardioversion and observed that the average level in patients who
remained in sinus rhythm after cardioversion (6.0 mg/L) was significantly
lower than the level (10.7 mg/L) in patients who reverted to afib or flutter
within one month after cardioversion. They conclude that high CRP levels
prior to conversion double the risk that the cardioversion will not result in
maintenance of NSR beyond the first month (after adjusting for other
relevant factors such as age, gender, and medications used prior to
cardioversion). About two thirds of the patients cardioverted had no
recurrence within the first month. The researchers conclude that anti-
inflammatory medications may help retain NSR after cardioversion and
that measuring CRP prior to cardioversion may provide valuable
information as to the likelihood of the cardioversion being successful
beyond the first month.

Malouf, JF, et al. High sensitivity C-reactive protein: a novel predictor for
recurrence of atrial fibrillation after successful cardioversion. Journal of
the American College of Cardiology, Vol. 46, October 4, 2005, pp. 1284-
87

Editor's comment: There is usually a 6-week waiting period between
establishing the need for cardioversion and actually carrying out the
procedure. During this period warfarin is administered to prevent blood
clotting and a potential ischemic stroke immediately following the
procedure. It would seem prud