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Diagnosis difficulties in elderly patients with atrial fibrillation
and complete atrioventricular block
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The association of atrial fibrillation (AF) with complete atrioventricular block (CAVB) is a common clinical feature in elderly
patients. It is characterized by the loss of specific symptoms of AF (palpitations, intermissions); in the first place may come
CAVB symptoms: dizziness, Morgagni-Adams—Stokes (MAS) attacks.

Aim. The article objective is to illustrate the dynamic changes in the course of AF with the development of CAVB on the
example of a clinical case and to discuss the difficulties in timely diagnosis and therapy correction.

Case presentation. A 75-year-old male was diagnosed with a rapid ventricular response form of AF. The onset of CAVB caused
the transition from rapid ventricular response form of AF to slow ventricular response form, which was initially accompanied
by a subjective improvement in the patient's condition. As the disease progressed, the patient’s condition worsened due to
the development of MAS attacks.

The elderly patients with a permanent form of AF require constant cardiac monitoring by an experienced specialist who
has appropriate vigilance in management of patients with arrhythmias, awareness about possible concomitant conduction
disorders.

This provides comprehensive cardiac support, including timely pacemaker implantation which gives more options for AF
symptoms monitoring and heart rate control, has a positive modifying effect on drug therapy.

Conclusions. Changes in the clinical picture of AF after development of CAVB can lead to late diagnosis of CAVB, inade-
quate therapy and untimely pacemaker implantation, as a consequence, to progression of concomitant pathology and the
development of life-threatening complications, as in our clinical case.

TpyaHowj AiarHocTuku QpibpuAaLiii nepeacepAb | NOBHOI aTpioBEHTPUKYAAPHOI OAOKaAU
B NaLi€HTiB cTapeuoro BiKy

I. B. lon, €. 0. Toay6kiHa, T. M. TuxoHoBa, T. A. Aepi€HKo,
0. B. AAb-TpaBHeX

3B's30K (hibpunsLii nepeacepab i3 NOBHOK aTPIOBEHTPUKYMSAPHOK BNIOKaA0K — NOLUMPEHa KMiHiYHa 0COBMNMBICTb Y NaLieHTiB
cTapeyoro Biky. KniHiyHa KapTvHa xapaKTepuayeTbCs BTpaTor crieLmdidHmx cumntomis dhibpunsuii nepeacepap (cepuebutrs,
nepeboi B poboTi cepust); Nopsid i3 WM Ha nepLue MicLe MOXYTb BUIATM CUMNTOMM MOBHOT aTpiOBEHTPUKYNSPHOT Griokaau,
SIK-OT 3anamopoyeHHs, cnabkictb, Hanaau MopraHbi—Agamca—CTokca.

MeTa po60oTK — Ha NpuKnaai KNiHIYHOro BUNaaKy nokasaty AuHaMiYHI 3MiHK Y KniHiYHoMy nepebiry dibpunsuii nepeacepap,
LU0 BMHUKAKOTb Y 3B'SI3KY 3 PO3BMTKOM MOBHOI aTPiOBEHTPUKYNSPHOI Griokaam, a Takox 0BroBopuTW TPyOHOLLi CBOEYACHOI
ZiarHoCTUKM Ta TepaneBTUYHOT KOPEKLi B MaLieHTiB CTapeyoro Biky 3 L€t NaTomnorieto.

KniniuHuit Bunapok. Y yonosika Bikom 75 pokiB fiarHocTyBanu TaxicuctoniyHy dopmy cibpunsuii nepeacepab. BUHUKHEHHS
NOBHOI aTPIOBEHTPUKYNAPHOI Grokaam cnpuimMHUO Nepexia Bia TaxicuctonivHoi dhopmu chibpunsuii nepeacepar oo bpagw-
CMCTONMIYHOI, L0 croyYaTKy CynpoBOmLKyBanacs Cy6'eKTUBHIM MOMIMLLEHHSIM CTaHy. 3 MPOrpecyBaHHsIM 3aXBOPIOBaHHS CTaH
XBOPOTO MOTPLUMBCS, L0 NepeaycimM NoB’s3aHo 3 BUHWMKHEHHAM Hanagis MopraHbi-Agamca—CTokca.

XBOpi Noxunoro Biky 3 NOCTIiHOW dopmoto ibpunsLii nepeacepab NOTPEDYOTL NOCTIRHOTO KOHTPOITO CEpLEBOT AisNbHOCT
B 4OCBIAYEHOrO crnewianicta, sikui Mae BignoBigHY NUMbLHICTb Y BeAEHHI NaLiEHTIB 3 apuTMisiMK Ta 06i3HaHICTb NPO MOXIUBI
CynyTHi NOPYLLEHHS NPOBIQHOCTI.

Lle 3abe3nevye komMnnekcHy i afekBaTHy NiATPUMKY CepLeBoi AisnbHOCTI, BKMOYaUy CBOEYACHY iMMIaHTaLto KapgiocTumy-
naTopa, a omxe Ginblue MOXNMBOCTEN ANt MOHITOPUHTY CUMNTOMIB hibpUnsLT nepeacepab i KOHTPOSIO YacTOTU CepLEeBnX
CKOPOYEHb, MaA€E NO3UTVBHUI BNAIMB HA MEOUKAMEHTO3HY Teparito.

BucHoBku. 3MiHK KNiHIYHOI KapTUHU B NaLiEHTIB NoXworo Biky 3 pibpunsvieto nepeacepab Nicns po3BUTKY NMOBHOI aTpio-
BEHTPUKYNAPHOT Brnokaay MoxyTb NPU3BECTU A0 ii Ni3HBbOT AiarHOCTUKKM, HealeKBaTHOI Tepanii Ta HECBOEYaCHOI iMnnaHTauii
KapaiocTUMynsTopa, BpeLwTi 40 NPOrpecyBaHHs CynyTHBOI NaTonorii Ta PO3BUTKY YCKNaAHEHb, L0 3arpoXyHoTh XUTTIO, SK Y
HaBeaeHOMY KniHiYHOMY BUMagKy.
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TPYAHOCTH AUArHOCTUKN GUOPUAAALUM NPEACEPAUI U TIOAHOW aTPHOBEHTPUKYAAPHOW
6AOKaAbl Y NaLMEHTOB CTapueckoro Bo3pacra

W. B. LLon, E. A. TonybkuHa, T. M. TuxoHoBa, T. A. AepueHko, A. B. AAb-TpaBHex

Cas3b ombpunnaLmm Npeacepaunii C NONHOW aTpMOBEHTPUKYNSIPHO Griokaon — pacnpocTpaHéHHas KIimHuyYeckast 0cobeH-
HOCTb Y NaLMEHTOB CTApYeCKOro Bo3pacTa. B aTom cnyyae knnHnyeckas kapTuHa XapakTepuayeTcs yTpaToil cneumnduyeckux
cMNTOMOB hrbpunnsaLmMM npeacepann (cepaueduenmne, nepebou B pabote cepaua); BMECTE C TEM Ha NepBbI MiaH MoryT
BbIXOAWUTb CUMMTOMbI MOSHOW aTPYOBEHTPUKYMSIPHOI Briokadbl: ronoBoKpyxeHue, cnabocTb, npucTynel MopraHbn—Agam-
ca-Crokca.

Llenb pa6oTbl — Ha NpUMepe KMMHWYECKOTO CRyYas nokasaTb AMHAMUYECKUE U3MEHEHMS B KMMHUYECKOM TeYEHUN pnbpun-
NALMU NPELCEPANIA, BO3HUKAIOLLME B CBSI3U C PA3BUTUEM NONHOM aTpPUOBEHTPUKYNSIPHO Griokazsl, a Takke 00CyanTb Tpya-
HOCTM CBOEBPEMEHHO AMArHOCTVKY 1 TepaneBTNYECKO KOPPEKLM Y MaLMEHTOB CTap4YECKOro BO3pacTa ¢ 3Toi naTornorven.

KnuHuyeckuin cnyyair. Y MyxuuHbl 75 neT OnarHoCTUpoBaHa Taxucuctonmyeckas gopma hudpunnsaumm npeacepami.
Bo3HMKHOBEHWE MOMHOW aTPUOBEHTPUKYNSPHON Griokazbl NPUBENO K Nepexody OT TaxMCeUCTONMYeckon hopmbl pudpun-
Ay npeacepavn K 6pagucCTONMYECKON, YTO CHaYana ComnpoBOXAaNock CyObeKTUBHLIM YyYLIEeHEM COCTOSHUS. 1o
Mepe MporpeccrpoBaHmns 3abonesaHns COCTOsHIE BOMBHOTO YXyALUMIOCh, YTO NPEXAE BCETO CBA3aHO C BO3HUKHOBEHWEM
npuctynos MopraHbu—Agamca—Crokca.

lMaLumeHTbI CTapy4eckoro Bo3pacTa ¢ NOCTOsIHHON hopMOor oMbpUNNsALMM NPeacepanin HyXXOatoTCS B MOCTOSIHHOM KOHTpOne
CepaeqHoN AedTeNbHOCTY Y OMbITHOTO CreLmManmeTa, KoTopbll UMEET COOTBETCTBYHOLLYIO 6ANTENbLHOCTL B BEAESHUM NALMEHTOB
C apUTMUSIMW 1 OCBEAOMIEHHOCTb O BO3MOXHbIX COMYTCTBYHOLLIMX HAPYLLEHWUSIX MPOBOAMMOCTM. ITO 06ecneynBaeT KoMmnnek-
CHYIO 1 afieKBaTHYH NoAAepPXKy CepAeHHON AeATenbHOCTU, BKN0Yas CBOEBPEMEHHYIO UMMNAHTaLUMIO KapanocTumynsaTopa,
creposatenbHO AaET GorbLLe BOIMOXHOCTEN Ans MOHUTOPWHIA CUMNTOMOB oMOPUNNALIMM NPeacepanii U KOHTPONS YacToTbl
cepaeyHbIX COKpaLLEHWiA, OKa3bIBAET NONOXUTENBHOE BMWUSHWE HA MEANKAMEHTO3HYIO Tepanmio.

BbiBoAbI. VI3MeHeHNsi KNMHUYECKON KapTWHbI Yy MaLMEHTOB CTapyeckoro Bo3pacTta ¢ hmbpunnsaumnen npeacepavin nocne
pa3BUTHS MOMHON aTPUOBEHTPUKYNSIPHOW Grokazsl MOTYT NPUBECTY K €€ No3aHeN AMarHoCTvke, HealeKBaTHOM Tepaniv v
HECBOEBPEMEHHOW UMMNaHTaLuy KapamocTUMynATopa, kak CreacTBre, K NPOrpeccMpOBaHMI0 COMyTCTBYIOLLEH naTonorum

W pasBUTUIO OCIOXHEHUN.

Heart rhythm disturbances are frequent diagnostic finding
in elderly patients. An increase in the incidence of atrial
fibrillation (AF) with age has been proven by many studies
[1-4]. According to the authors, the prevalence of AF in
patients under 49 years old is 0.12-0.16 %, in the age
group 60-70 years old — 3.7-4.2 %, and among patients
older than 80 years old — 10-17 % [1].

Management of elderly patients with arrhythmias
is a difficult task for a medical practitioner. AF in elderly
patients is rarely an isolated disease, and most commonly
presents as a component of pathological functional, elec-
trophysiological and organic changes in the cardiovascu-
lar system [2,5]. The results of the large systematic review
of studies considering AF published from 2005 to 2016
demonstrate that AF is associated with arterial hyperten-
sion (AH) (in 22-36 % of cases), coronary heart disease
(in 14-32 % of cases), valvular heart disease (12-26 %
of cases), cardiomyopathy (6-10 % of cases) [1].

In elderly, pathological processes of the cardiovascu-
lar system are characterized by degenerative changes in
the cardiac conduction system with fibrous degeneration
of pacemaker cells in the sinoatrial and atrioventricular
nodes, damage to Purkinje fibers [2]. This leads to various
conduction disturbances, such as: sick sinus syndrome,
atrioventricular blockade (AVB) of varying degrees, etc.
These conduction disorders are often masked by existing
symptoms of AF, exacerbate the course of arrhythmia,
leading to increased risk of dangerous cardiovascular
complications such as thrombosis and thromboembolic
events, exacerbation of heart failure (HF) and myocardial
ischemia symptoms [6].

The Belgian scientist Liege Leon Frederic first
obtained the phenomenon of coexistence of complete
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atrioventricular block (CAVB) with AF experimentally
in 1904. Among the possible causes of this condition
there are: idiopathic fibrosis and sclerosis of the cardiac
conduction pathways (up to 50 % of cases), coronary
heart disease (up to 40 % of cases), uncontrolled intake
of antiarrhythmic drugs (digoxin, diltiazem, metoprolol,
propranolol, verapamil, etc.), prolonged course of AH,
thyroid gland dysfunction, obstructive pulmonary disease,
obstructive sleep apnea, valvular heart disease [10].
With the development of CAVB against the background
of AF the conduction of excitation impulses from the
atria to the ventricles is blocked with presence of chaotic
contractions of separate muscle fibers within the atria.
The ventricles are excited by the non-sinus pacemaker,
located in the atrioventricular junction orin the conduction
system of the ventricles. Electrocardiographic changes
are characterized by the absence of P waves substituted
by fibrillation waves (f-waves). Irregularly irregular pattern
of the ventricular rhythm specific for the AF is changed to
the regular rhythm with slow ventricular response, which is
evidence of the AV block development. If AV node serves
as non-sinus pacemaker the QRS complex width remains
unchanged, but in case of the idioventricular rhythm the
QRS complex becomes widened and deformed. Also
ventricular extrasystoles may be observed.

Aim

The aim of this article is to analyze the development
of CAVB in a patient with a permanent form of AF. The
main clinical changes of AF pattern on the background

of progression of cardiac conduction system degene-
rative lesions are described in the article. Comorbidity
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Fig. 1. Transient AV block

YC(  of the 3% degree on the

background of AF.

of somatic diseases in cardiology practice is one of the
main prognostic factors that affect the outcome of the
underlying disease. In this regard, an important task for
a practicing physician is the choice of the management
tactics for the elderly patients with comorbidities. This
article discusses the issues of rational management of
elderly patients, taking into account treatment guidelines
and randomized clinical trials.

Clinical case

A 75-year-old male patient presented with complaints
on feeling of retrosternal discomfort on physical exertion
relieved by rest or nitroglycerine intake, periodical lower
extremities edema, decreased workability. He has been
suffering from AH for the last 20 years with maximum
numbers of BP up to 160/100 mm Hg, controlled by the
intake of valsartan. In 2010 he first reported symptoms
of heart palpitations and intermissions during exercise,
and after full work-up including electrocardiogram
(ECG) recording and 24-hour Holter monitoring he was
diagnosed with: Ischemic heart disease. Diffuse cardio-
sclerosis. Combined acquired heart defect: mitral valve
insufficiency | degree, aortic insufficiency | degree. Atrial
fibrillation, permanent form; rapid ventricular response.
Arterial Hypertension 2 grade, high cardiovascular risk.
Hypertensive heart. Heart failure with preserved ejection
fraction (HFpEF) (EF — 64 %), Il Functional Class (FC).

Pathologia. Volume 18. No. 3, September — December 2021

After consultations about management strategy patient
declined catheter ablation and agreed on pharmacological
treatment. Medical management included the prescription
of amiodarone 200 mg QD, valsartan 50 mg, aspirin 75 mg
daily. The general condition of the patient has improved,
intensity of palpitations and heart irregularities decreased,
the heart rate was running at 60-70 bpm.

Subsequently the patient’s condition remained stable;
in 2016 he had significant improvement of his general
condition — he reported absence of palpitations and in-
termissions, the patient’s heart rate was detected at the
level of 60 bpm and the diagnosis of permanent AF with
slow ventricular response (SVR) was made. Due to these
changes the dosage of amiodarone was decreased to
200 mg once in two days regimen. Dynamic observation
of the patient after the transition of AF to the SVR variant
was not carried out.

In November 2019 the patient started to notice pro-
gressive decrease in physical load tolerance, general
weakness, and increased dyspnea. During previous year
he had experienced decreased workability, weakness
and tiredness. Since February 2019 periodically he had
episodes of loss of consciousness without obvious cause.
He was admitted to the clinic due to deterioration of his
condition.

Objective examination data: general condition of
moderate severity, height — 162 cm, weight — 76 kg,
body mass index (BMI) = 29 kg/m?. Skin was pale, there
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Fig. 2. Pacemaker rhythm
(VVI regimen), left axis
deviation (aFQRS = -46.2),
HR - 70 bpm, QRS - 54 ms,
QTc - 370 ms.
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were pitting edema of both shins. Lungs auscultation
revealed vesicular breathing, no wheezing. Heart exa-
mination showed shift of the heart borders to the left on
2 cm on percussion, on auscultation heart sounds were
rhythmic, muffled, accentuated S2 sound over aorta,
decrescendo systolic murmur at the apex, diastolic
murmur above the aorta, heart rate (HR) 40 bpm. Blood
pressure (BP) sin—140/80 mm Hg, dext—140/85 mm Hg
(on antihypertensive therapy), radial pulse was synchro-
nous, rhythmic at 40 bpm. On palpation abdomen was
painless; liver protruded for 1 ¢cm from costal margin,
painless; spleen was not palpable. Fist percussion was
negative on both sides.

Further investigation showed: total cholesterol —6.16
mmol/l, low density lipoprotein (LDL) — 3.87 mmol/l,
very-low-density lipoprotein (VLDL) — 1.31 mmol/l, tri-
glycerides —2.69 mmoll/l; level of electrolytes, liver function
tests, kidney function tests, fasting plasma glucose were
within the normal range. His ECG recording showed: left
axis deviation, signs of AF (absent p waves, present f
waves) with regular ventricular rhythm at rate of 60 bpm.
Echocardiography: sclerotic changes in the walls of the
aorta; signs of left ventricular hypertrophy (posterior walll
thickness in diastole 1.13 (0.60-1.10 cm), the interven-
tricular septum — 1.12 (0.60-1.10 cm)); increased size
of the left atrial chamber (anterior-posterior left atrial
size 4.5 (4.0 cm)); mitral regurgitation of I degree, aortic
regurgitation | degree, ejection fraction — 54 % (5565 %
Teincholz). 24-hour Holter monitoring showed signs of
transient AV block of the 3" degree on the background of
permanentAF (Fig. 1), with SVR, average daily heart rate
47 bpm and average night heart rate 38 bpm, maximum
heart rate 85 bpm at 09:09 (during physical activity — “fast
walking” according to the patient’s diary) and minimum
heart rate 31 bpm at 02:17 (during sleep according to
the patient’s diary).

The diagnosis was set: Ischemic heart disease.
Diffuse cardiosclerosis. Combined acquired heart defect:
mitral valve insufficiency Il degree, aortic insufficiency |
degree. Atrial fibrillation, permanent form; the 3™ degree
AV block with Morgagni—~Adam—-Stokes syndrome (MAS)
(2019). CHA2DS2-VASc -4, HAS-BLED Score — 2. Arte-
rial Hypertension 2 grade, high risk. Hypertensive heart.
HFpEF 1l FC (EF — 54 %). Dyslipidemia Ilb.

Considering the deterioration of the patient's condi-
tion due to the presence of the 3" degree AV block with
MAS syndrome the patient was referred for the cardiac
surgeon consult and subsequently implantation of perma-
nent pacemaker (VVI mode — single chamber ventricular
stimulator) with a HR of 70/min was performed.

Post-operative follow-up showed significantimprove-
ment of the patient’s condition with absence of episodes
of dizziness and loss of consciousness. Drug therapy
included: bisoprolol, ramipril, rosuvastatin, dabigatran. 1
year after surgery the general condition of the patient is
stable — he is considered about periodical dyspnea and
edema of lower extremities. His HR remains controlled
at rate of 70 bpm, his condition is dynamically monitored
with ECG (Fig. 2), echocardiography evaluation. His
drug therapy includes: indapamide, bisoprolol, ramipril,
rosuvastatin, dabigatran.
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Discussion

AF in our patient developed against the background of
acquired combined heart disease with lesions of the mitral
and aortic valves, structural remodeling of the heart and
comorbid pathology, such as arterial hypertension and
heart failure. Given that AF is associated with a decrease
in the quality of life, an increased risk of thromboembolic
and hemodynamic complications, as well as an increase
in mortality, the management of such patients requires
constant dynamic monitoring [6].

The clinical manifestations of AF are heterogeneous,
reflecting various pathophysiological disorders in cardiac
activity. Most often AF is characterized by the presence
of high and irregular ventricular contraction rate (VR), the
so-called rapid ventricular response (RVR). This leads not
only to a decrease in cardiac output and an insufficient
filling of the ventricles, but also to an increase in the myo-
cardial need for oxygen and ischemia. Thus, the control of
HR is one of the most important tasks in the management
of patients with AF, especially in cases where the need for
cardioversion is not appropriate [5,7]. In such cases, the
clinical improvement of the patient’s condition is achieved
not by restoring the sinus rhythm, but by reducing the heart
rate and associated symptoms. Levels of HR control in
patients with AF remain the subject of active discussion:
for example, according to the clinical recommendations
of the AHA/ACC/HRS Guideline, HR control of <80 bpm
is appropriate for patients with symptomatic AF, while the
European Society of Cardiology guidelines define less
stringent requirements for HR control: <110/min [5,7]. In
the ORBIT-AF study performed in 2812 patients with a
permanent form of AF by Benjamin A. Steinberg et al.,
the dependence of clinical manifestations of AF on the
level of heart rate was analyzed. It was concluded that a
higher level of HR in patients correlates with more severe
symptoms of AF according to the EHRA classification [8].
The HR estimation is an important predictor of worsening
of clinical condition, as well as the development of com-
plications in patients with AF [8].

A significant reduction in heart rate in patients who
have previously been diagnosed with tachyarrhythmias
in the form of AF with RVR may indicate not only inade-
quate therapy and the development of side effects of
drugs used for HR control (for example, beta-blockers),
but also the development of a concomitant lesions of the
heart conduction system [9]. With the development of
these disorders and the localization of the substituting
non-sinus pacemaker near the AV node, the level of VR
becomes regular and correlates within 50—-60 beats/min,
which against the background of the RVR form of AF with
its characteristic signs (feeling of palpitations, interruptions
in cardiac activity, chest discomfort) may be considered
by the patient, and even by the doctor, as a restored sinus
rhythm as in our clinical case. In case of VR of 30—40
beats/min and less (the pacemaker is in the bundle of His,
Purkinje fibers), the patient’s condition usually worsens
due to circulatory failure (reduced cardiac output) and
develops cerebral hypoxia, which is clinically manifested
by dizziness, weakness, loss of consciousness. This
condition is life-threatening in view of the increased risk of
developing of asystole, the clinical manifestations of which
can vary from dizziness to syncopal states, up to sudden
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death. A decrease in medical awareness in identification
of concomitant conduction disturbances in elderly patients
with arrhythmias, the absence of subsequent dynamic
monitoring of the patient’s condition led to a progressive
deterioration in his condition with the development of MAS
syndrome and worsening manifestations of heart failure.

According to the recommendations of the Europe-
an Association of Cardiology, presence of CAVB is an
absolute indication for the pacemaker implantation. The
presence of AV block in a patient against the background
of the previous permanent form of AF is an indication for
the installation of a single chamber ventricular stimulator
(VVI) [10]. There is also evidence of the rationality of
using implanted pacemakers or defibrillators with an
atrial electrode, which allows continuous monitoring of
atrial rhythm with the identification of episodes of rhythm
with increased heart rate. Depending on the level of risk
in the studied population, similar episodes are detected
in 10-15 % of patients with implanted devices [11]. The
implantation of pacemaker, in turn, has a modifying effect
on the pharmacodynamics of drugs. Thus, with constant
pacing for complete AV block, B-adrenergic blockers (BB)
lose the decreasing effect on the frequency of ventricular
contractions. Indication for the administration of BB in
patients with pacemaker, in addition to coronary artery
disease, AH, chronic heart failure, persistent AF is a
need to suppress the pacemaker-associated conditions
such as phenomenon of preexcitation and arrhythmias
[12-15]. The use of statins in patients with constant
pacing reduces the risk of AF [16]. Oral anticoagulant
therapy for the prevention of thromboembolic complica-
tions is recommended for all men with AF having a total
score of CHA2DS2-VASc 22. The antithrombotic effect
of dabigatran is linear dose-dependent and reversible,
which allows it to be used in a fixed dose throughout the
treatment and eliminates the need for routine laboratory
control, distinguishing it from warfarin [17].

In the presented clinical case, the patient had seve-
ral aggravating factors for the development of cardiac
conduction system disorders: long-term AH (more than
20 years), combined mitral-aortic valvular heart disease,
permanent AF, decompensated heart failure, uncon-
trolled intake of medications, including antiarrhythmic
(Amiodarone). The disease manifested from AF with RVR
with the transition to combined rhythm and conduction
disorder (arrhythmia) with the development of life-threa-
tening MAS attacks. During the period of imaginary clinical
improvement, the necessary cardiological monitoring
and drug correction of the patient's condition were not
carried out. After the patient was diagnosed with CAVB in
combination with AF and a specific surgical intervention —
pacemaker implantation was performed, the patient’'s
condition improved significantly. Supportive drug therapy
was selected taking into account the performed cardiac
surgery and presence of concomitant comorbidities of the
patient. Thus, timely diagnosis of combined rhythm and
conduction disorders can prevent a deterioration of the
quality of life of patients, as well as the development of
dangerous cardiovascular complications.

This clinical case demonstrates that after the dia-
gnosis CAVB in combination with AF and a specific
surgical intervention — pacemaker implantation, the
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patient’s condition improved significantly. Thus, timely
diagnosis of combined rhythm and conduction disorders
can prevent deterioration in the quality of life of patients,
as well as the development of dangerous cardiovascular
complications.

Conclusions

1. The issue of managing elderly patients in the pre-
sence of combined rhythm and conduction disturbances
depends on a huge number of factors that determine
the prognosis and quality of life of the patient. Untimely
pacemaker implantation and inadequate complex drug
therapy can lead to the development of life-threatening
complications and progression of concomitant pathology.

2. Late diagnosis of the conduction disturbances in
this patient was due to inappropriate timing of cardiac
monitoring against the background of a false clinical
improvement at the stage of a decrease in the HR after
the onset of CAVB on the background of the permanent
form of AF. This, in turn, contributed to the progression
of heart failure and significantly worsened the patient’s
total prognosis.

3. Timely referral of the patient for consultation to a
cardiologist who has sufficient alertness to manage a
patient with arrhythmias should provide comprehensive
cardiac treatment for the patient, including timely heart

surgery.
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