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Fibrilacion auricular
Riesgo relativo en comparacion con los pacientes sin FA

Whitehall Whitehall

Regional Heart Study Framingham

(sin cardiopatia)
Framingham (global)
Manitoba

Framingham

Wolf PA et al. The Framingham Study. Arch Intern Med 1987; 147: 1561-4.
Regional Heart Study.
Framingham et al. Framingham Heart Study.

Flegel KM et al. Estudio Whitehall.
Krahn AD et al. Estudio Manitoba.




Gravedad del ictus en pacientes con FA

Efecto del primer ictus isquémico en pacientes con FA (n = 597)!
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Discapacidad grave post-ictus:
Efectos de la FA

The Framingham Study
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Lin HJ et al. Stroke 1996;27:1760-1764.




Mortalidad post-ictus:
Efectos de la FA

Estudio poblacional: Tasas de mortalidad

SIN AF (N=2661) CON AF (N=8609)

Tasa (%) IC del 95% Tasa (%) IC del 95%
25,3-28,8 46,1-52,8
7,1-9,4 10,8-17,5
4,9-7,3 10,0-17,1
4,8-7,2 6,8-13,5
4,3-6,6 7,7-14,8
2,4-4,4 1,3-6,0
2,5-4,9 2,1-8,7
1,3-3,6 0,3-7,4
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Marini et al, Ictus 2005: 36: 1115-9




FA es la arritmia que provoca mayor numero
de hospitalizaciones

n=517,699 (10% de ingresos de causa cardiovascular)

FA
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Paro cardiaco
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Camm AJ, Am J Cardiol 1996;78(8%): 3-11




Coste economico de la fibrilacion auricular
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EuroHeart Survey 2004-2005. Ringborg et al. Europace 2008; 10:403-11.




Prevision de adultos con FA en EEUU
(1995 and 2050)
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Go: JAMA, 2000



Prevision de adultos con FA en EEUU
(2000 and 2050)

Extrapolacion EEUU*
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Prevalencia de fibrilacidon auricular
en poblacion hipertensa espanola

n=32.051 (AP & CARDIOLOGIA)

Prevalencia 4.8% 111

<50 afios 70-79 >79 afnos

CARDIOTENS. Rev Esp Cardiol 2002; 55: 943-52




Prevalencia de FA en poblacion general espaiola

n=7.108 (>60a)—— prevalencia FA 8.5%
(% 7,9%; & 9,3%)

—

Estudio PREV-ICTUS. Rev Esp Cardiol 2007; 60: 616-24

65-69 70-74 75-79 80-84 >84




realse’”  RealiseAF: participating countries

Enroliment from October 30th, 2009 to May 3rd, 2010
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@Rfﬂ'iﬁii Patients and AF characteristics

e

N=10,523
Age z 60 years (%) 739 Lone AF*
Age mean (SD) 66.6 (12.2) Time since AF diagnosis
Males (%) 56.4 <3 months
Ethnicity(%)
Caucasian 842

Black 0.1
10.1 =12 months

Type of AF

3 to 6 months

6 fo 12 months

Asian

Hispanic 3.5
Other 21 Paroxysmal

BMI (kg/m2) mean (SD) 283(5.2) Persistent

SBP (mm Hg) mean (SD) 132.8(19.4) Permanent

DBP (mm Hg) mean (SD) f98(11.4) Unable to assign (first episode)

\'—

Paroxysmal+Persistent

* Patients aged under 60 years with no Coronary Artery Disease, no Heart Failure, no Valvular heart disease, no Chronic
pulmonary disease, no VTE and no Arterial Hypertension




reakse’”  Primary outcome: control of AF

Sinus rhythm or AF with HR < 80 bpm, on the ECG the day of the visit

Patients evaluable for primary criterion (n=9,665)

AF not controlled

99.0%

[58.0% ; 60.0%]

AF controlled
(SR or AF with HR <80bpm)




Realse’”  Primary outcome: control of AF

Sinus rhythm or AF with HR < 80 bpm, on the ECG the day of the visit

Patients evaluable for primary criterion (n=9,665)

AF not controlled

41.0%

[40.0% ; 42.0%]

Sinus Rhythm
26.5%

AF controlled
(SR or AF with HR <80bpm)

AF with HR 5«»9'.0%.,
< 80bpm [58.0% ; 60.0%]

32.5%




) Rectser History of CV disease according
v ===z o AF control

77% of pts had at least one comorbidity

323 318
I AF control
B AF not controlled

139 140

30 55

Valvular heart  Carotid stenosis
disease == 50%




@naunsm Frequent and severe CV events leading
MR unplanned hospitalisation in AF patients

In the last 12 months
"

20 1
I AF control

B AF not controlled

- 0 -
At least one Acute coronary Stroke Transient Non CNS Pulmonary
cardiovascular event decompensafion  syndrome izchemic attack  peripheral embaolism
of heart failul embolic events
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@ﬁ?ﬂi’fj CV interventions in AF patients

In the last 12 months
4

Yo

Parcutansous Coranary artery Valvulas surgery Caredid angloplasty  Other CV surgleal
corenary interventicn bypass graft or endarterectomy intervantion




@ imlhaAF

AF control was not indicative of
symptom control

-

At least one symptom®
%

=,

Symptom®

W AF control
B AF not controlied




Asymptomatic AF detected by
transtelephonic monitoring (TTM)

Ml uﬂwawwu% »JL o ——
PAFAC (788 pts, persistent AF after CV, 12mo FU)

73% of all TTM-recorded AF recurrences were not
associated with symptoms

SOPAT (1052 pts, paroxysmal AF, 12mo FU)

56% of all TTM-recorded AF recurrences were not
associated with symptoms

Fetsch T, et al. Eur Heart J.25: 1385-1394 (2004)
Patten M, et al. Eur Heart J.25: 1395-1404 (2004)
Kirchhof P, et al. Am Heart J.150: 899 (2005)



@EmlisaAF Rate control was the strategy most
= frequently chosen

II_J-

Therapeutic strategy chosen

Yo
B

at the end of the visit

57.5

-|..‘

Therapeutic strategy chosen at the end of the visit -
according to AF control

B AF control
B AF not controlled

.3




SR Maintenance at 12 Months with AADs

Patients with Persistent Atrial Fibrillation Patients with Persistent or Paroxysmal
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Flecainide? Propafenone? Flecainide®

1. Roy D, et al. N Engl J Med 2000;342:913-920. 2. Van Gelder IC, et al. Am J Cardiol 1989;64:1317-1321. 3. Capucci, et al. Int J Cardiol 1999;68(2):187—-196. 4. Chun Sh,
et al. Am J Cardiol 1995;76:47-50. 5. Naccarelli GV, et al. Am J Cardiol 1996;77:53A-59A. 6. Reimold SC, et al. Am J Cardiol 1993;71:558-563. 7. Benditt DG, et al. Am J
Cardiol 1999;84:270-277



Atrial fibrillation: management

o
NO (or minimal) heart disease

;

Hypertension Coronary
Artery disease l

Dronedarone Substantial LVH
Flecainide \ Dronedarone Amiodarone

Propafenone —‘ Dofetilide Dofetilide
yes
v

Sotalol No Sotalol

' v I

1 Dronedarone Dronedarone l
Amiodarone IC, Sotalol

Amiodarone Amiodarone

Dofetilide

Amiodarone
Dofetilide

Catheter ablation




Efecto de la Dronedarona
en la mortalidad y hospitalizacion CV

50

Placebo + tto estandar*
DR 400 mg /12h + tto estandar*
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0 6 12 18 24 30
Pacientes en riesgo:
Placebo 2327 1858 1625 1072 385 3
DR 400 mg /12h 2301 1963 1776 1177 403 2

Hohnloser SH et al. N Engl J Med 2009;360:668-78.



Efecto de la Dronedarona en la mortalidad

Mortalidad R 95%

Total 139 116 0.84 0.66; 1.08 0.18
Mort. NO CV 49 53 1.10 0.74;1.62 0.65

Mort. CV 90 63 0.51; 0.98 0.03

Mort. cardiaca NO

18 17 0.95 0.49;1.85 0.89

arritmica
Mort. cardiaca 48 26 0.34:0.88 0.1
arritmica
Mort vasc. NO cardiacal 24 20 0.84 0.47;152 0.57

Hohnloser SH et al. N Engl J Med 2009;360:668-78.



Dronedarona y hospitalitzacion CV

Motivo de la 12
hospitalizacion por
causas CV

Cualquier motivo
Fibrilacion auricular
ICC
SCA

Sincope

Arritmia ventricular o
PCR

859

510

132

89

32

12

675

335

112

62

27

13

0.67; 0.82

0.55; 0.72

0.67; 1.10

0.51; 0.97

0.51;1.42

0.50; 2.39

<0.001

<0.001

0.22

0.03

0.54

0.83

Hohnloser SH et al. N Engl J Med 2009;360:668-78.




Atrial fibrillation: surgery




Image fusion-guided AF ablation




Registro Espanol de ablacidon transcatéter

Procedimientos de ablacion

2%

22%

Procedimientos de ablacion

387
283 +16% 240 190 201
+9% 9% +40%

NAV TVIAM TVI

Diaz-Infante E, et al., Rev Esp Cardiol.2010; 63 :1329-39




Registro Espanol de ablacidon transcatéter

Complicaciones mayores (%)
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1,2 16 4,2
0,3 9,3 2,7
1,6 2,6 5,6
0,7 3,4 4,4
0,5 6,8 1,6
0,9 5,1 5,1
0,7 5,3 4,2
1,1 5,1 3,6

Diaz-Infante E, et al., Rev Esp Cardiol.2010; 63 :1329-39




HRS/EHRA/ECAS Expert Consensus Statement on
Catheter and Surgical Ablation of Atrial Fibrillation

“ Posteriormente a una ablacion,
NO puede recomendarse discon-
tinuar el tratamiento con warfarina

en adguellos pacientes con un
indice de CHADs >2”

Calkins et al. Europace 2007. 9 (6): 335-379.




Complicaciones mayores de la FA;
trombos & hemorragias




Realise AF

Management of AF in a real life setting deviates from
guidelines*

None
# Both
© Anticoagulant

Antiplatelet

24.8 259 283

CHADS2=0 CHADS2=1 CHADS2>=2 (VKA*
(antiplatelets (antiplatelets or recommended)
recommended)  VKA® recommended) n=6,004
n=1,262 n=2,810

ACC/AHAJESC guidelines



ACO en Espana (centros de excelencia)

Resumen

»ACO en 1,3% de la poblacidn
FA en 0.8% de la poblaciéon (12 causa de ACO)

»20.347 pacientes » 211.987 controles

v Tiempo en rango terapéutico 72,1%

4 v Hemorragias 2.369 (graves 8%) )

(0,1 muertes/100 paciente/ano)
v Tromboembolismo 299
(0,05 muertes/100 pacientes/afno)

v Maximo riesgo proétesis valvulares

Navarro JE, et al. Rev Esp Cardiol. 2007;60(12):1226-32




WATCHMAN LAA Closure Device In situ
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Conclusiones

FA es una creciente enfermedad CV que:

> T morbilidad y mortalidad, { calidad de viday T costes
individuales y sociales.

» Opciones terapéuticas farmacolégicas actuales dirigidas a
mejoria de sintomas y lo logran deficitariamente.

» Procedimentos invasivos curativos en expansion y pueden variar
el escenario, pero cobertura universal improbable en proximos
anos y aun muestra riesgo de complicaciones.

» La gran mayoria de pacientes necesitaran anticoagulacion
cronica. Los dicumarinicos muestran frecuentes complicaciones
(incluso en centros de excelencia). Estas son potencialmente
letales (hemorragia >>tromboembolismo). Los nuevos ACO son
una relevante innovacion terapeutica.




El paciente con fibrilacidon
auricular del Siglo del XXI
tiene aun multiples retos

MUCHAS GRACIAS

Antoni Martinez-Rubio
Hosp. Sabadell - Cardiologia

Univ. Autonoma de Barcelona

Sabadell (Barcelona)




