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Introduction 

AF is the most common arrhythmia requiring treatment. 
The overall prevalence in the general population is estimated to 
be 0.4 percent. This is likely an underestimate because many 
people with AF are asymptomatic. (Ostranderld JR, et al, 1965). 

The incidence and prevalence of AF steadily increase with 
age, such that this arrhythmia occurs in <0.5 percent of the 
population <50 years of age and increases to approximately 2 
percent at ages 60 to 69 years, 4.6 percent for ages 70 to 79 years, 
and 8.8 percent for ages 80 to 89 years. The age-adjusted 
prevalence of AF is higher for men than women and higher for 
whites than blacks. (Wolf PA, et al, 1991). 

Most cases of AF occur in patients with evidence of structural 

heart disease, but there may be no evidence of concomitant 

disease in >50 percent of patients with paroxysmal AF. In 

contrast, >80 percent of patients with permanent AF have an 

identifiable underlying cause. (Klein	EA.	2000). 

Classification 

AF traditionally has been described as either paroxysmal or 

chronic. However, the definition of chronic varies greatly in 

the literature, often  suggesting permanent AF. The American 

Heart Association (AHA), American College of Cardiology 

(ACC), and the European Society of Cardiology(ESC)  have 

proposed a standardized classification scheme to describe AF. 
(Fuster V, et al, 2006).  

At the initial detection of AF, it may be difficult to be 
certain of the subsequent pattern of duration and frequency of 
recurrences. First detected episode of AF is made on the initial 
diagnosis.  
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When the patient has experienced two or more episodes, 
AF is classified as recurrent. 

After the termination of an episode of AF, the rhythm can 
be classified as paroxysmal or persistent. 

Paroxysmal AF is characterized by self-terminating 
episodes that generally last <7 days (most <24 hours). 

Persistent AF generally lasts >7 days and often requires 
electrical or pharmacologic cardioversion. 

AF is classified as permanent when it has failed 
cardioversion or when further attempts to terminate the 
arrhythmia are deemed futile.  

It might be more appropriate to use the term established 
rather than permanent, because these patients can undergo 
successful ablation to restore and maintain sinus rhythm 
precluding the concept of permanent. 

Although this classification scheme is generally useful, the 
pattern of AF may change in response to treatment. Thus, AF that 
has been persistent may become paroxysmal during 
pharmacologic therapy with antiarrhythmic medications. 

Persistent atrial fibrillation (AF) may be terminated by 
transthoracic electrical cardioversion but recurrence of AF is 
common. Pharmacological therapy can reduce the risk of AF 
recurrence but carries a risk of adverse reactions and may not be 
tolerated. 

Knowledge of factors that predict recurrence of AF after 
electrical cardioversion may allow tailoring of therapy for specific 
groups of AF patients. 
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More aggressive therapy may be appropriate for patients at 
a higher risk of AF recurrence. 

Several factors have been identified that predict the risk of AF 

recurrence after electrical cardioversion including prolonged 

duration of AF, increased left atrial size, underlying heart 

disease, and increased heart rate variability. However, the 

predictive value of these risk factors is limited. (Brodsky MA, 
et al, 1989). 

Intermittent AF is precipitated by ectopic activation of the 

atria from the pulmonary veins in the majority of cases. However, 

the role of the pulmonary veins in persistent AF is less clear. 
Atrial tachycardia or focal ectopic beats initiate AF. Furthermore, 

focal atrial arrhythmias in the 2 min immediately following 

internal electrical cardioversion are common in persistent AF and 
have been shown to predict early AFrecurrence. (Haïssaguerre 
M, et al, 1998).  

Aim of the study 

We hypothesized that patients with frequent premature 
atrial complexes (PACs) or atrial arrhythmia in the 24 h after 
external electrical  cardioversion would be more likely to have 
recurrence of AF , so we aim to study the different clinical and 
ECG  predictorsof recurrence of AF following electrical 
cardioversion. 

 

 

 

 

 


