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the chronic forms, i.e., paroxysmal or per-
sistent. Patients with chronic permanent 
atrial fibrillation are mainly encountered 
in the outpatients’ clinic or medicine ward 
as this is the sole diagnosis, and less in the 
emergency room.  There is a continuous 
increase in the prevalence of atrial fibril-
lation, and the number of patients is 
expected to double by 2050 [3]. Parallel 
to the increase in frequency of total refer-
rals to the emergency department, the 
number of patients presenting with atrial 
fibrillation is also continually increasing 
[6]. However, in the USA the percentage 
of patients admitted to hospital with atrial 
fibrillation was found to be constant dur-
ing 10 years. This discrepancy suggests 
that the number of patients with atrial 
fibrillation treated in the emergency 
department is also continually increasing. 
Several reports from different regions in 
the world describe their treatment policy 
for patients with atrial fibrillation in the 
emergency department [7-11]. 

The approach to these patients in the 
emergency department is determined 
by the patient’s clinical condition, dura-
tion of the fibrillation episode, previous 
medical treatment, associated clinical 
conditions, previous medical history and 
previous history of atrial fibrillation. If the 
patient is unstable, accelerated processing 
and termination of the atrial fibrillation 
is required. A minimal evaluation is fol-
lowed by electric cardioversion. If the 
patient is not on chronic anticoagula-
tion, transesophageal echocardiography 
may be needed. If the patient is not on 
anti-arrhythmic treatment there is a 
high probability of fibrillation recur-
rence. The third concern in emergency 
cardioversion is the associated clinical 

a  vast amount of knowledge has been 
 accumulated on atrial fibrillation 

during the last two decades. From among 
24,078 publications in 2000 until now, 
only 452 (0.019%) mention the words 
“emergency department” (PubMed) and 
very few describe the approach in an 
ambulatory cardiology clinic. Only a few 
publications (less than 100) question the 
epidemiology of the patients presenting 
with atrial fibrillation in the emergency 
department. For this reason the study 
published by Antoneli and colleagues in 
this issue of IMAJ may add to our under-
standing of the profile and behavior of 
patients with this arrhythmia in a clinical 
environment [1]. Their study describes 
the clinical presentation of patients with 
the primary diagnosis of atrial fibrillation 
in the ambulatory cardiology clinic at a 
large regional medical center.

Atrial fibrillation is the most common 
type of arrhythmia, affecting 0.89% of the 
population in the United States and prob-
ably anywhere in the industrialized world 
[2,3]. In the third world, atrial fibrillation 
is still frequent because of the high preva-
lence of rheumatic valvular disease [4]. 
In the western world the main etiology is 
hypertension [5].

A patient may be referred to the 
emergency room either because of a new 
onset of symptomatic atrial fibrillation 
persisting for at least 1–2 hours, or one of 

condition, e.g., acute coronary syndrome, 
decompensated heart failure, disturbed 
thyroid function, or acute exacerbation 
of obstructive lunge disease. In all these 
conditions the success of cardioversion 
is limited and hospitalization to stabilize 
the clinical condition must precede the 
electric shock. The percent of patients in 
a compromised clinical condition is about 
11% [11].

If the patient is stable hemodynami-
cally, the duration of the episode must be 
determined. The duration for acute car-
dioversion without previous anticoagula-
tion should not exceed 24–48 hours. Two 
types of episode may qualify for acute car-
dioversion: recent-onset first episodes, or 
episodes with a previous history of atrial 
fibrillation. Patients with recurrent epi-
sodes of atrial fibrillation may or may not 
be on chronic anticoagulation, depending 
on the CHADS2 or CHADS2-vasc score. 
If the patient is on anticoagulation he or 
she may be electrically cardioverted 6 
hours after the last oral intake. Medical 
cardioversion may be performed at any 
time subject to the patient being suitable.

Patients with longer episodes and 
without previous anticoagulation are dis-
charged from the emergency department 
with the recommendation for anticoagu-
lation and future cardioversion. However, 
the natural history of the atrial fibrillation 
in these patients is not well described, and 
publications like that of Antonelli et al. in 
this issue of IMAJ may contribute to our 
knowledge on this subject [1]. 

In the clinic, the cardiologist decides 
upon cardioversion or rate control. Unfor- 
tunately, there is no unanimously accepted 
approach to the decision whether or not 
to cardiovert.The safety of cardiover-
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sion is very high if the patient is appro-
priately prepared with anticoagulation. 
Transesophageal echo is not necessary in 
these patients [12]. Several studies have 
suggested that the outcome of patients on 
rate control or rhythm control regime is 
similar [13-15]. However, the outcome is 
not similar in patients with sinus rhythm 
or atrial fibrillation [16]. This means that 
we still need a safe and effective therapy for 
rhythm control [17].

The second group of patients present-
ing to the cardiology clinic are those who 
were successfully cardioverted in the 
emergency department or in hospital. The 
follow-up clinician decides on the length 
of anticoagulation and intervention if the 
fibrillation reoccurs. 

The third group of patients is referred 
for further intervention, such as cath-
eter ablation. Since catheter ablation 
has become a routine treatment for 
atrial fibrillation, a significant number 
of patients referred to the cardiology 
clinic are further referred for an invasive 
approach. 

The study by Antonelli et al. [1] presents  
a snapshot picture of patients with atrial 
fibrillation in the cardiology clinic. The 
outcome of these patients, the length of 
anticoagulation, the therapeutic approach 
taken, the decision on rate or rhythm 

control, and referral to catheter ablation 
are not provided in their article and future 
large clinical studies are needed.
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“an honest man in politics shines more there than he would elsewhere”
Mark Twain (1835-1910), American author and humorist, most noted for his novels, The Adventures of Tom Sawyer and its sequel, 

Adventures of Huckleberry Finn 

To study the evolution of recombination rates in apes, Auton 
et al. developed methodology to construct a fine-scale 
genetic map from high-throughput sequence data from 10 
Western chimpanzees, Pan troglodytes verus. Compared to 
the human genetic map, broad-scale recombination rates 
tend to be conserved, but with exceptions, particularly in 
regions of chromosomal rearrangements and around the site 
of ancestral fusion in human chromosome 2. At fine scales, 
chimpanzee recombination is dominated by hotspots, which 
show no overlap with those of humans even though rates 

are similarly elevated around CpG islands and decreased 
within genes. The hotspot-specifying protein PRDM9 shows 
extensive variation among western chimpanzees, and there 
is little evidence that any sequence motifs are enriched in 
hotspots. The contrasting locations of hotspots provide 
a natural experiment, which demonstrates the impact of 
recombination on base composition.
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a fine-scale chimpanzee genetic map from population sequencing




