‘4 Maastricht UMC+

Leefstijl behandeling ter preventie van
atriumfibrilleren

Theo Lankveld
Cardioloog MUMC+

17.05.2021

‘{( Maastricht UMC+
Hart+Vaat Centrum



Inhoud

* Guidelines

* Modificeerbare risicofactoren en atriumfibrilleren
* 1 risicofactor vs de patiént als geheel

* De praktijk

Q} Maastricht UMC+
Hart+Vaat Centrum



CC To ABC

Confirm AF

|l A 12-lead ECG or a rhythm strip showing AF pattern for 230 s

Characterise AF (the 4S-AF scheme)

Stroke risk (St) §\)_I\/} Severlty ofAF burden {Sb) §\)_I\/?
%_h-} S}rmptom severny (5:,) Substrate seventy {Su}
(e.5.. EHRA symptom scor

reat AF: The ABC pathway

A

B C

Comorbidities/

Anticoagulation/ Better Cardiovascular
Avoid stroke symptom risk factor
control management
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Reduction of mortality

and morbidity
Primary prevention of AF

e+ Life-style modification

* AF risk factors modification
* Treatment of underlying conditions

Reduction of mortality and morbidity
Symptomatic improvement
Secondary prevention of AF

» Life-style modification
« AF risk factors modification
« Treatment of underlying conditions

* Cardioversion
* Catheter ablation

* Surgery

* Stroke modification
* Rate control
* AAD therapy

AF risk factors

LA remodeling

Reversible
* Electrical

* Biochemical

* Inflammation

» Fibrosis

Non-reversible
* Scaring
* Dilatation

l

AF development and

progression

Paroxysmal — Persistent — Permanent

I Partially modifiable
Modble or non-modifiable
Hypertension HF, CAD, VHD,
COPD >
Diabetes mellitus
Aging
Obesity Genetics
OSA
Alcohol
Dyslipidaemia
Physical activity
Smoking

l

AF outcomes
* Mortality
+ Strokelsystemic TE
* Symptoms and quality of ife
* Heart failure
* Dementia
» Myocardial infarction
* Hospitalization and
health care costs
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Hypertensie en AF

* Populatiestudie, kans 1
op ontstaan van
atriumfibrilleren.

Odds Ratio (95% ClI)

1 @

<120 120-129 130-139 140-149 150-159 160-169
Average Achieved Systolic Blood Pressure (mm Hg)

-
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Hypertensie en AF

e Behandeling van Major Cardiovascular Event

hypertensie in een 137

S
populatie met § 12
atriumfibrilleren. E 114
=]
I 1
a (Reference)
b
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/<80 /80-89
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Diabetes en AF g4
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Diabetes en AF

* |n een populatie van diabetes patiénten verschilde AF
incidentie niet tussen strenge glucose controle (HbAlc < 6%)
of standaard (HbAlc 7.0-7.9%).

B
1/ Maastricht UMC+ Fatemi et al; Am J cardiol 2014
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CENTRAL ILLUSTRATION Atrial Fibrillation Recurrence
Rates After Ablation in Patients Divided by Percentage
Change in Glycated Hemoglobin During the 12 Months Prior
to Ablation

Diabetes en AF

FIGURE 1 Atrial Fibrillation Recurrence Rates After Ablation in Patients Stratified 1.0 1
According to Glycated Hemoglobin at the Time of Ablation
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Overgewicht en AF

 Overgewicht zorgt
voor verhoogde kans
op iCVA, embolie of
overlijden
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Figure 2

Body mass index and the risk of ischemic stroke, thromboembolism, or death among

men (top row) and women (bottom row) at full follow-up.
Fractional polynomials of the 5™ to 95" percentile of body mass index. Dashed lines indicate 95%

I confidence intervals. All analyses adjusted for vitamin K antagonist treatment.

Overvad et al; Am J Med 2013



Gewichtsreductie en AF burden

* Patienten met PAF
of persistent AF,
SR bij inclusie.

* BMI =27

(:1 Maastricht UMC+
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FIGURE 2 Atrial Fibrillation Freedom O ding to Group
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OSAS en AF

30% 45% 50% 60% 90%
: AHI = 20/h ; AHI 2 15/h ; AHI 2 15/h : AHI 2 15/h : AHI 2 10/h
CORONARY HYPERTENSION CHRONIC ATRIAL RESISTANT
HEART DISEASES HEART FAILURE FIBRILLATION HYPERTENTION

. PATIENTS WITH SLEEP DISORDERED BREATHING
D PATIENTS WITHOUT SLEEP DISORDERED BREATHING

\/ Maastricht UMC+ Linz et al; Clin Res Cardiol 2015
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OSAS en AF; AF na PVI

Study Events, Events, %
ID RR (95% Cl) Treatment Control  Weight
OSA vs non-0OSA
Jongnarangsin K. 2008 _ 1.61(1.16,2.22) 19/32 108/292 7.70
Patel D. 2010 .~.7 1.21(1.03,1.43) 152/640 462/2360 71.19
Matiello M. 2010 1.563(1.21,1.92) 33/42 68/132 11.86
Fein A.5.2013 - 1.35(0.76, 2.41) 28/62 10/30 4.87
Naruse Y. 2013 £ 1.71(0.89, 3.31) 43/116 8/37 4.38
Subtotal (l-squared = 15.9%, P = 0.313) <> 1.31(1.16, 1.48) 275/892 656/2851 100.00
OSA and no CPAP vs non-OSA
Jongnarangsin K. 2008 _ 1.93(1.34,2.78) 10/14 108/292 5.98
Patel D. 2010 1.49 (1.24, 1.80) 95/325 462/2360 67.68
Matiello M. 2010 1.38 (1.04, 1.82) 22/31 68/132 15.65
Fein A.S.2013 - - 1.90 (1.07, 3.38) 19/30 10/30 6.05
Naruse Y. 2013 i 2.45(1.23,4.88) 18/34 8/37 4.64
Subtotal (l-squared = 8.6%, P = 0.358) '<> 1.57 (1.36, 1.81) 164/434 656/2851 100.00
[ I [
.5 1.5 2 25
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OSAS behandeling en AF recurrence.

FIGURE 3 AF Recurrence in Users Versus Nonusers of CPAP in 2 Groups of Patients With 0SA: PVI and Non-PVI Groups

-
Shukla et al; JACC EP 2015
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Study
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No PVI
Kanagala et.al
Bazan et al

Subtotal (I-squared =

Post PVI
Jongnarangsin et.al
Patel et.al

Fein et.al

Maruse et.al

Neilan et.al

Subtotal (I-squared =

Overall (l-squared = 0.0%, p = 0.919) <>

:
|
i
.
—_—
i
i
—
:

0.0%, p = 0.61 1)<1>

0.0%, p = 0.782) <>

%

RR (95% CI)  Weight

0.51(0.26, 1.02) 4.43
0.66 (0.33, 1.34)4.10
0.58 (0.36, 0.96) 8.53

0.70 (0.40, 1.24) 3.68
0.61(0.51,0.73)57.34
0.44 (0.24, 0.82)6.42
0.58 (0.37, 0.91)8.33
0.52 (0.37, 0.74) 15.71
0.58 (0.50, 0.67) 91.47

0.58 (0.51, 0.67) 100.00

Favors CPAP use

Favors no CPAP use

10

PVI = pulmonary vein isolation; other abbreviations as in Figure 2.




Alcohol en AF

* Populatiestudies
en ontstaan van
atriumfibrilleren.

(:1 Maastricht UMC+
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Author Year RR(95% Cl) weight

Djousse 2004 1,10 (1.03, 1.17) 750

i
l.
1
i
Frost 2005 ——— 1.05(1.00,1.11)  13.08

Mukamal 2005 1.08 (1.04,111)  24.65

Mukamal 2007 L 1.07 (0.98,117) 415

Conen 2008

= 112(0.99,1.27) 208
Liang 2012 —— 110(1.03,117)  8.84

Larsson 2014

1.09(1.05,1.12) 39.69

Overall (I-squared = 0.0%, p = .93) 1.08 (1.06,1.10) 100.00

o

09 1 1.1 1.2 1.3

CENTRAL ILLUSTRATION Forest Plot of Relative Risks of Atrial Fibrillation
Per 1 Drink/Day Increment in Alcohol Consumption

Larsson et al; JACC 2014




Alcoholreductie?

* Patiénten met PAF of persistent AF maar huidig SR.
 Tenminste 10 eenheden alcohol per week.

140 patiénten 1:1 randomisatie naar onthouding of doorgaan
met alcohol consumptie.

(7 Maastricht UMC+ Voskoboinik et al; NEJM 2020
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Alcoholreductie?

1.00+
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S E 0.504 Abstinence
S5
.‘é © 0254 Control
& P=0.005
000 ] | I ] | |
0 30 60 90 120 150 180
Days of Follow-up
No. at Risk
Abstinence 70 61 49 43 37 34 33
Control 70 51 36 28 22 19 18
Figure 2. Time to Recurrence of Atrial Fibrillation.
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Dyslipidemie en AF

* Tegenstrijdige gegevens over het ontstaan van
atriumfibrilleren en de hoogte van het LDL.

 “Cholesterol paradox”.

Q} Maastricht UMC+
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Dyslipidemie en AF

Panel A - All-cause mortality
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Study HR
AFFIRM (2010) 0.77
Girerd (2012) 0.38
Wandell (2013) (Men <80) 0.51
Wandell(2013) (Men 280) 1.07
Wandell (2013) (Women <80) 0.54
Wandell (2013) (Women 280) 0.97
Athens Stroke Registry (2014) 0.49
J-RHYTHM Registry (2017) 0.57
EORP-AF (2017) 0.61
Taiwan National Health Insurance Database (2019) 0.55
START registry (2019) 0.61
K-ATTENTION (2020) 0.53

0.59

95% CI
0.62 - 0.95 —_——
02 - 072 ——
0.38 - 0.7 —_——
0.77 - 1.54 -
0.35 - 0.82 _—
0.68 - 1.38 ———
0.26 - 0.92
0.38 - 0.87 R
0.42 - 0.88 ————
0.49 - 0.61 e
0.48 - 0.74 -
0.45 - 0.63 ——
0.54 - 0.65 &

0.2 Oyl 06 o'a 1

Pastrori et al; Pharm Res 2021



Fysieke activiteit en AF

Study Controls Athletes OR (95% CI) Weight%
Karjalainen —_——— 5.83(1.29,2638) 849

.
Heidbuchel —— 4.67(1.77,1230) 1894
Elosua —_— 2.86(1.28,640) 2838
Molina —_— 7.45(1.59,3487) 636
Mont — 6.54(3.58,1197) 3589
Baldsberger 5 - 14.38 (0.79,261.05) 194

.
Overall test for OR=1: p<0.0001 @ 5.29(3.57,7.85  100.00
Heterogeneity: 2=0%, p=0.633

:

T 1 1 T
5

O |
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Study AF Total AF Total

High versus none or very low intensity PA

Frost-1 34 2224 203 17651
Muzaffarian-1192 983 247 851
Everett-1 180 6762 231 6726

Subtotal: test for OR=1: p<0.000!
Heterogeneity: F=80%, p=0,007

1gh versus low nensity P

Frost-2 34 2224 82 8365
Everett-2 180 6762 201 6755
Muzaffarian-2192 983 208 873
Subtotal test for OR=1:p=0.22
Heterogeneity: F'=74.3%, p=0.020

High versus moderate intensity PA

Forst-3 34 2224 96 9754
Muzaffarian-3192 983 192 900
Everett-3 180 6762 181 6776
Subtotal test for OR=1: p=0.86
Heterogeneity: F=62.7%, p=0.068
High versus moderate-high ntensity PA
Everett4 180 6762 175 6772
Muzaffarian4192 983 222 868
Subtotal test for OR=1: p=0.12
Heterogeneity: IF'=73.8%, p=0.051

Overall test for OR=1: p=0.002
Heterogeneity: '=70.6%, p<0.0001
Fixed effects model

Favors high PA

Favors no PA

©

OR (95% CI) Weight%

1.33(0.92,1.92)
0.67(0.55, 0.83)
0.78(0.64, 0.94)
0.78(0.68, 0.89)

1.56(1.04,2.33)
0.89(0.73, 1.10)
0.82(0.66, 1.02)
0.92(0.80, 1.05)

1.55(1.05, 2.30)
0.92(0.74, 1.14)
1.00(0.81,1.23)
1.01(0.88, 1.17)

1.03(0.83,1.27)
0.76(0.62, 0.95)
0.89(0.77, 1.03)

0.89(0.83, 0.96)

2.75

13.06
13.78
29.56

2.08

11.96
11.08
25.13

2.16

10.18
10.77
23.11

10.42
11.78

22.20

100.00

Nielsen et al; JAFIB 2013



Fysieke activiteit en AF

CARDIO-FIT trial

* Patienten met PAF
of persistent AF,
SR bij inclusie.

* BMI =27

(g Maastricht UMC+
Hart+Vaat Centrum

FIGURE 2 AF Freedom Outcome According to Baseline Cardiorespiratory Fitness (Baseline METs Achieved)
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CARDIO-FIT trial
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Roken en AF (ARIC studie)

Number of Events Person-years Incidence Rate” Hazard Ratio” 95% CI

Smoking Status

Never (ref.) 270 86,307 28 1.00 ref.
Ever 606 115,048 41 1.58 (1.35-1.85)
Former 333 64,887 36 1.32 (1.10-1.57)
Current 273 50,161 48 2.05 (1.71-2.47)
Non-Current (ref.) 603 151,194 31 1.00 ref.
Current 273 50,161 48 1.76 (1.52-2.05)

Cigarette-Years

Zero (ref.) 270 86,307 28 1.00 ref.

<300 120 39,660 28 1.04 (0.83-1.30)
>300 to 2675 180 37.422 41 1.60 (1.30-1.95)
=675 285 34,759 55 2.10 (1.74-2.53)

B
1/ Maastricht UMC+ Chamberlain et al; Heart Rhythm 2011
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Behandelen we de risicofactor of de patiént als geheel?
ARREST-AF trial

e Patiénten met BMI > 27 met tenminste 1 extra risicofactor.

e AF ablatie

* 61 patiénten onderging risicofactor management en 88
controle patiénten.

S
(7 Maastricht UMC+ Pathak et al; JACC 2014
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ARREST-AF trial

e Risicofactoren reductie:

— RR < 130/80 mmHg; 80% van de tijd op 24 uurs
bloeddrukmeting.

— Gewichtsreductie 10%, indien gehaald dan naar streef BMI < 25.
— LDL< 2.5

— HbAlc < 6.5%

— OSAS behandelen in AHI > 30/uur

— Stoppen met roken

— Max 3 eenheden alcohol per week.

S
(7 Maastricht UMC+ Pathak et al; JACC 2014

Hart+Vaat Centrum



ARREST-AF trial
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Te behalen targets?

AGGRESSIVE RISK FACTOR MANAGEMENT

WEIGHT TARGET
*Target: 210% weight lo
*BMI <27 kg/m?

*Avoid fluctuation

EVALUATE | DM TARGET
*Diet i+ Dietary changes
*Glucose tolerance E « Start Metformin: if HbAlc
test i >6.5% @ 3mths
1 * Endocrinologist if required
EVALUATE OSA TARGET

*Overnight sleep ' * CPAP if AHI 230
study “» or >20/hr with resistant HT
“or daytime sleepiness
_* CPAP adherence checks

EVALUATE
ss *Diet plan
*Current activity levels
*Educate — permanent
change

WEIGHT LOSS
& EXERCISE

b

GLYCEMIC
CONTROL

Comprehensive Risk
Factor Manag it

EXERCISE TARGET
*30mins, 3-4 x per week

*Activity increase to

200mins/week

*BP diary

EVALUATE

*Exercise stress test for
intolerance
*Record 2-3 x daily

BP TARGET
+<130/80mmHg (rest)
+<200/100mmHg (exercise)
*ACEl or ARB if required
*Sodium reduction

SMOKING

EVALUATE '
+Assess smoking
status ;

SMOKING TARGET
* Cease all forms of tobacco

]
Q} Maastricht UMC+
Hart+Vaat Centrum

[ EVALUATE LIPID TARGET
*Cholesterol <Dietary changes
levels *@3mths: Start statins if LDL>100mg/dl|
*Diet *Add fibrates if TG>200mg/d|
Start fibrates if TG>500mg/d|
EVALUATE ALCOHOL TARGET
«Assess intake *Reduction to <30g/week

*Complete abstinence if required




Wat doen we in de praktijk??

Ik in ieder geval te weinig

QQ Maastricht UMC+
Hart+Vaat Centrum



Te veel? Te weinig tijd?

| PATIENT INVOLVEMENT MULTIDISCIPLINARY TEAMS TECHNOLOGY ACEESSI0 ALEIREATMENT
’ Shivel e OPTIONS FOR AF
e 9 s = o a
va 0o0 - ‘ (X [
fe. 8o 2| (a6 =z Om Al &% e B2 UQ
PATIENT ~ UFESTYLE&RISK  SHARED TEAM OF HEALTH MIX OF COMMUNICATION CLINICAL CHECKLIST&  MONITORING SUPPORTFOR  oac’RATER  CATHETER &
EDUCATION FACTOR DECISION PROFESSIONALS SKILLS, EXPERIENCE & DECISION  COMMUNICATION  THERAPY LIFESTYLE bl propotiry
MANAGEMENT MAKING EDUCATION SUPPORT ToOLS ADHERENCE CHANGES DRUGS  INTERVENTIONS
WORKING TOGETHER IN A NAVIGATION SYSTEM TO COMPLEX MANAGEMENT
MULTIDISCIPLINARY CHRONIC SUPPORT DECISION MAKING IN DECISIONS UNDERPINNED BY AN
AF CARE TEAM TREATMENT TEAM AF HEART TEAM

FUNDAMENTALS OF TEAM-BASED INTEGRATED CARE MODEL IN AF

CARDIOLOGIST

PHYSICIAN I IA*

PATIENT

(3] Maastricht UMC+
Hart+Vaat Centrum




AF care

e Cardioloog

De patiént en zijn/haar
motivatie

e Huisarts/ praktijkondersteuner
* Neuroloog/ internist/ Hartchirurg/ longarts etc indien nodig.

(g Maastricht UMC+
Hart+Vaat Centrum



Take home messages

 Het behandelen van risicofactoren helpt in het verlagen van
het cardiovasculair risico, de burden van AF en het ontstaan

van AF.
e Zie het behandelen van risicofactoren als onderdeel van de
behandeling.

* \Verlies de doelen van de patiént zelf niet uit het oog.

( :} Maastricht UMC+
Hart+Vaat Centrum



Vragen?
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