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and 11% experienced adverse cardiac effects. 

Class III agents 
Class III agents, including sotalol and amio-

darone, have also been used to prevent recurrence of 
atrial fibrillation. Amiodarone in low doses is the 
most effective agent available for this purpose; in 
one large study in patients with atrial fibrillation 
resistant to other drugs, 5 3 % remained in sinus 
rhythm at 3 years with amiodarone therapy.44 Out-
side the United States, amiodarone is frequently a 
first-line drug for atrial fibrillation. 

At the higher doses used for ventricular arrhyth-
mias, amiodarone has multiple toxic effects. Cardiac 
effects include bradyarrhythmias, hypotension, 
heart failure, and ventricular proarrhythmia; non-
cardiac effects include thyroid disease (both hyper-
thyroidism and hypothyroidism), pulmonary toxic-
ity, hepatic toxicity, corneal deposits, neuropathy, 
photodermatitis, and skin discoloration.4 ' Non-
cardiac toxic effects appear to be dose-related and 
may reflect cumulative dose. 

In atrial fibrillation, in which lower doses are used 
but long-term therapy may be required, amiodarone's 
long-term safety has yet to be determined. At present, 
amiodarone is best used in patients with severe symp-
toms of atrial fibrillation that is refractory to other 
therapy (or who cannot tolerate other agents). 

The maze procedure 
The "maze" procedure consists of multiple inci-

sions made in a complex pattern throughout the 
atria, isolating the atrial segments and eliminating 
the critical mass of atrial tissue needed to sustain 
atrial fibrillation. Sinus impulses can therefore 
successfully depolarize the entire atrium, and or-
ganized contraction can take place.46 Initial expe-
rience, although limited, has shown the maze pro-
cedure highly successful at maintaining sinus 
rhythm without antiarrhythmic drugs in patients 
with atrial fibrillation previously refractory to 
drug therapy.46,47 Preliminary results suggest that 
the maze procedure may also be performed percu-
taneously, via a catheter. 

Wolff-Parkinson-White syndrome: 
The combination of atrial fibrillation and Wolff-

Parkinson-White syndrome, in which an accessory 
pathway bypasses the AV node, can be life-threaten-
ing, since rapid ventricular rates can progress into 
ventricular fibrillation.48 

Digoxin and verapamil should be avoided in such 
patients, as these agents can speed conduction 
through the bypass tract. Instead, medications such 
as procainamide that inhibit conduction through 
the bypass tract and prolong its refractory period 
should be used for rate control short-term. If the 
patient is hemodynamically compromised, urgent 
cardioversion is the most appropriate therapy. 

The same types of drugs (ie, the class I A, IC, or 
III antiarrhythmic agents; Table 3) can be used for 
long-term therapy. Patients with rapid conduction 
via the bypass tract or with supraventricular tachy-
cardia and Wolff -Parkinson-White syndrome 
should undergo radiofrequency ablation. 

L O N G - T E R M A N T I C O A G U L A T I O N T H E R A P Y 

In light of recent trials (see summary on page 
290), treatment to prevent thromboembolic com-
plications of atrial fibrillation must be individual-
ized.49 Patients younger than 60 years with lone 
atrial fibrillation may not require antithrombotic 
therapy, given their low risk.12,50"'2 Aspirin may suf-
fice for patients younger than 75 years with no 
SPAF risk factors; however, further long-term trials 
are needed before this can be formally recom-
mended. Other patients younger than 75 years 
should receive warfarin if they have no contraindi-
cations to it. The target INR is from 2.0 to 3.0.31 

Treating elderly patients is more difficult, as they 
have the highest embolic risk from atrial fibrillation 
and have not been reliably shown to benefit from 
aspirin.'5,54 Elderly patients may benefit from war-
farin, but are at increased risk of associated compli-
cations. When warfarin is used in the elderly, the 
patient and the INR should be followed closely. It 
has yet to be determined if lower levels of anticoagu-
lation are safer or effective. 
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THE C L E V E L A N D CLINIC 
FOUNDATION INTRODUCES: 

CLINICAL PRACTICE 
GUIDELINES FOR 
DIABETES MELLITUS 
Diabetes mellitus can result in serious complications, 
including blindness, end-stage renal disease, amputations, 
and an increased risk for cardiovascular disease. 

This self-instruction program is available for two hours 
of Category I CME credit. Produced by the Continuing 
Education Department at The Cleveland Clinic 
Foundation, the video features Dr. Byron J. Hoogwerf, 
Department of Endocrinology, discussing current 
guideline information based on the Clinical Practice 
Recommendations prepared by the American Diabetes 
Association. 

Along with the 22-minute video, you will receive: 

• A concise, current, and comprehensive monograph 

• A summary of the Clinical Practice 
Recommendations prepared by the American 
Diabetes Association 

• A patient education pamphlet 

• Pre/post-tests, registration and evaluation forms 

After viewing this video and reading the accompanying 
written material, the participant will be able to: 

• Describe the four major complications of Diabetes 
Mellitus; 

• Discuss the effectiveness of aggressive glycemic 
control in reducing the risks of medical 
complications; 

• Explain the Clinical Practice Guidelines applicable 
for the management of: diabetic retinopathy, 
diabetic nephropathy, diabetic-related peripheral 
neuropathy and associated foot problems, diabetic-
related macrovascular diseases. 

• Assess and provide referrals to a specialist when 
necessary 

Cost of the program is $84-95. All major credit cards 
are accepted. Shipping and handling is included. Ohio 
residents add 7 percent sales tax. 
To order the clinical practice guidelines video package, 
or for more information on this or other clinical 
practice guidelines videos, please call 800/238-6750. 
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