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ABSTRACT 
 

Aim: To examine the role of amiodarone in terms of reduction in the postoperative atrial fibrillation in patients 

undergoing coronary artery bypass grafting. 
Study Design: Prospectivestudy 
Place & Duration: Department of Cardiac Surgery, Sandeman Provincial Hospital Quetta over a period of 1 year 

from1st June 2017 to 31stMay2018. 
Methods: In this study 120 patients of both genders were included. Patient’sages were ranging from30 to 

80years. The patients weredivided into twogroups, 60 patients in amiodarone (Group A) and 60 in control 
(GroupB). Detailed medical history andinformed consent was taken from all the patients.Patients with history of 
atrial fibrillation and chronicobstructivepulmonary disease wereexcluded from the study. In groupA, all the patients 
received oral amiodarone 400mg the night before surgery , 400mg at 5 AM on the day of surgery and 400 mg 
PO/NGT BID for four days post operatively .Group B 60 patients received placebo. 
Results: In Group A 49(81.67%) patients were males while 11(18.33%) patients were females with mean age 

56.7±9.6 years. In Group B, 45(75%) patients were males while 15(25%) patients were females with mean age 
58.4±7.5 years. Post operative atrial fibrillation occurred in 7(11.67%) patients in group A (amiodarone) while in 
placebo group 15(25%) patients had atrial fibrillation (p-value 0.015).In group A (amiodarone) atrial fibrillation 
duration was 11.7±5.8 hrs and in control group (Group B) it was 35.8±26.6 hrs respectively. The maximum 
ventricular rate during atrial fibrillation was slower in the amiodarone group than in the control group (103.7±20.3 
beats per minute and 128.0±16.5 beats per minutes respectively.Group A patients had less hospital stay than that 
of Group B (placebo). There was no difference found in term of mortality between two groups (P value >0.05) 
Conclusion: Perioperative oral amiodarone administration shows better results in terms of postoperative atrial 

fibrillation. Amiodarone group had less hospital stay than control group. 
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INTRODUCTION 
 

Globally, atrial fibrillation (AF) is the most common clinical 
disorder found in approximately in 1/3rd of patients 
underwent coronary artery bypass grafting (CABG). It 
occurs most frequently on the 2nd and 3rd postoperative 
day.1-4Advanced age and withdrawal of preoperative beta-
blockers, together with postoperative sympathetic 
activation and a history of preoperative paroxysmal supra 
ventricular arrhythmia, seems to play a major role in the 
development of atrial fibrillation5. Atrial fibrillation resulted in 
increased duration of hospital stay and cost of 
management due to hemodynamic compromise or 
thromboembolic complications6. The loss of contribution of 
normal atrial contraction on cardiac performance. 
Currentlydifferent treatment protocols propound to reduce 
the incidence of post-operative atrial fibrillation. Multiple 
pharmacologic agents such as digoxin, beta-blockers, 
calcium-channel blockers, quinidine, magnesiumandsotalol 
have been applied to reduce the incidence of AF after 
coronary artery bypass grafting surgery7-12. Most of these 
agents does not show satisfactory results to prevent the 
incidence rate and none of them is strongly Recommended 
to prevent the post- operative atrial fibrillation as a drug  
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of choice. Amiodarone, aclass III antiarrhythmic drug with 
anti-adrenergic properties, has been shown to be effective 
inconvertingatrialfibrillationto sinusrhythm and in the 
treatment of refractory atrial fibrillation13,14. Although 
considered to be aclass III anti arrhythmic, amiodarone 
also has class I,II,and IVproperties, whichgives it a unique 
pharmacologicandanti-arrhythmic profile.15 It can be taken 
orallyafter a high-dosepreloading.16 Many of the previous 
studies reportedthe use of oral amiodarone peri-operatively 
shows better results in reducing the incidence of post-
operative atrial fibrillation17. 
 We aimed to assess the efficacy of a short-course of 
oral amiodarone in the prevention of new-onset atrial 
fibrillation after CABG. 
 

MATERIALS AND METHODS 
 

This prospective study was conducted at the Department of 
Cardiac Surgery, Sandeman Provincial Hospital Quetta 
over a period of one year from 1st June 2017 to 31st May 
2018. In this study 120 patients of both genders were 
included. Patient’s ages ranged from30 to 80 years. All 
thepatients weredivided into two groups, 60 patients in 
amiodarone group (Group A) and 60 in the control group 
(Group B).Detailed medical history and an informedconsent 
were takenfrom all the patients. Patients with history of 
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chronic obstructive pulmonary disease or atrial fibrillation, 
and those who were not interested to participate were 
excluded fromthis study.All the patients were undergoing 
coronary artery bypass surgery. In group A, patients 
received amiodarone 400mg orally the night before 
surgery, 400mg orally at 5 AM on the day of surgery and 
400mg BID for four days postoperatively PO/NGT. In 
Group B 60 patients received placebo. The data was 
entered and analyzed through SPSS-20. 
 

RESULTS 
 

All the patients were divided into two groups, 60 (100%) 
patients in each group. In Group A 49 (81.67%) patients 
were men while 11 (18.33%) patients were women with 
mean age 56.7±9.6 years. In Group B, 45 (75%) patients 
were males while 25% patients were females with mean 
age 58.4±7.5 years. Post-operativeatrial fibrillation occurred 
in 7 (11.67%) patients in group A (amiodarone) while in 
placebo group 15(25%) patients had atrial fibrillation (p-
value 0.015). In group A (amiodarone) atrial fibrillation 
duration was 11.7±5.8 hrs and in control group (Group B) it 
was 35.8±26.6 hrs respectively. The maximum ventricular 
rate during atrial fibrillation was slower in the amiodarone 
group than in the control group (103.7±20.3 beats per 
minute and 128.0±16.5 beats per minute (Tables 1-2). 
 
Table 1:Demographicalinformation of the patients 

Variable Group A (n=60) Group B (n=60) 

Gender 

Male 49 (81.67%) 45 (75%) 

Female 11 (18.33%) 15 (25%) 

Mean age 56.7±9.6 58.4±7.5 

Body surface area 1.65±1.02 2.02±1.25 

LVEF (%) 46.3±10.7 46.9±11.6 

AST level (IU/L) 23.02±8.9 25.4±14.3 

ALT level (IU/L) 26.6±7.3 30.1±17.5 

Preoperative medication 

Beta-blockers 19 (31.67%) 14 (23.3%) 

Ca-channel blocker 18 (30%) 18 (30%) 

Digitalis 3 (5%) 2 (3.3%) 

 
Table 2:Postoperative findings associated to atrial fibrillation 

Atrial Fibrillation Group A (n=60) Group B (n=60) 

Found  7 (11.67%) 15 (25%) 

Not Found 53 (88.33%) 45 (70%) 

AF duration (hrs) 11.7±5.8 35.8±26.6 

Ventricular rate bpm 103.7±20.3 128.0±16.5 

 
Tale 3:Postoperative complications and mortality and hospital stay 

Complications 
Group A 
(n=60) 

Group 
B(n=60) 

Acute renal failure  2 1 

Pulmonary complications  1 1 

Woundinfection 3 2 

GI bleeding  2 1 

Stroke 2 1 

Transient neurologic deficit - 5 

Ventriculartachyarrythmia 4 11 

Hospitalstay 5.9±2.6 6.8±3.7 

Mortality 2 (3.33%) 3 (5%) 

 

 Postoperative complications (morbidity)were noted in 
14 (23.33%) patientsin GroupA and 13 (21.67%) ingroup B. 
Acute renal failurerequiringhemodialysisoccurred in 2 

patients in GroupA and 1 inGroupB.Pulmonary 
complications occurred in 1 in GroupA and 1 in B. 
Woundinfectionin 3 patients in group A and 2 in B. 
Gastrointestinal bleeding in 2 patients in Group A and 1 in 
Group B. Two patients had stroke in group A while 1 in 
group B.Transient neurologic deficit 0 in group A while 5 in 
Group B. Ventricular tachyarrythmia 4 in group A and 11 in 
Group B .Group A patients had less hospital stay 5.9±2.6 
days than that of Group B 6.8±3.7 days [placebo] (P 
value0.016). There was no difference found in terms of 
mortality between the two groups 2 (3.33%) in Group A and 
3 (5%) in control group [p>0.05] (Table 3). 
 

DISCUSSION 
 

Worldwide, many advances hastaken place regarding 
pharmacological modalities and myocardial protection but 
the prevalence of AF (atrial fibrillation is still the most 
important cause of morbidity after CABG, and mostly 
effected the elderly age patients whoundergoCABG17,18. 
Advances in continuous monitoring techniques have led 
tomore frequentdiagnosis of atrialfibrillation. Our results 
confirm the high incidence of atrialfibrillationin patientswho 
had CABG. Atrialfibrillationhas beenthought of as transient 
and benign, but it can lead to hemodynamic instability or 
peripheral embolization. Post-operative atrial fibrillationis a 
widely known risk factor for postoperative stroke19. Most of 
the studies has illustrated that the occurrence of atrial 
fibrillation may result from different factors such as elderly 
age, hypertension, chronic obstructive-pulmonary disease, 
greater numberofgrafts, poorleft ventricularfunction, 
preoperative beta-blocker withdrawal, and history of atrial 
fibrillation5,20,21. Previous studies have indicated that atrial 
fibrillation after CABG is associated with sympatheticover 
activity22/. Pericardialinflammation or effusionhas been 
detected after cardiacsurgery before atrial 
fibrillationdevelops23. The incidence of postoperative atrial 
arrythmia has been found to be higher in patients with 
ahistory of paroxysmal atrialfibrillation.24 A combination of 
the factors outlined above might be important in the 
occurrence of this complication.  
 In our study, the incidence of post-operative atrial 
fibrillation was 7(11.67%) in group A (amiodarone) while in 
placebo group the it was 15(25%) (p-value 0.015). These 
results shows similarity to some other studies in which the 
use of amiodarone resulted in lower prevalence of atrial 
fibrillation as compared to placebo26,27. 
 Present study shows that Group A patients had less 
hospital stay 5.9±2.6 days than that of Group B 6.8±3.7 
days (p-value 0.016). There was no difference found in 
term of mortality between the two groups 2(3.33%) in 
Group A and 3(5%) in control group (p-value >0.05). These 
results were similar to another study in which hospital stay 
in the amiodarone group was shorter than the control 
group28. 
 Thus we evaluated that amiodarone shows better 
results regarding post operative atrial fibrillation. Moreover, 
we should have to do more work to reduce the morbidity 
and mortality rates. 
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CONCLUSION 
 

After coronary artery bypass grafting surgery perioperative 
oral amiodarone shows better results in terms of reduction 
in postoperative atrial fibrillation. Amiodarone group had 
less hospital stay than the control group. We 
alsoobservedthatthe prevalence of complications in both 
groups did not showanysignificant difference. 
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