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Typicky pripad

* 66 lety pacient, kurak
* Prodélal nékolik TIA za jejichz pficinu povazovan plat v
leveé a carotis, MRl mozku mnohocetna embolicka loziska

* Neékolik let sledovan pro FS, posledni rok perzistujici,
vedena jako asymptomatickd, LAVI 59 cm3/m?2

* Pres znameé se dostal ke konzultaci, udava zhorseni
dusnosti (vyjde pomalu 2 patra), unavnost, nevykonnost

* Provedena ablace pulznim polem, zlepseni vykonnosti a
namahove dusnosti




Fibrilace sini je spojena s vétsi mortalitou
a morbiditou

Dusledek FS Cetnost u FS Mechanismus
Umrti 1,5-3,5x zvyseni Zvy$end mortalita v dusledku srdeéniho selhdni, komorbidit, CMP
Cévni mozkova prihoda 20-30 % viech iCMP, 10 % Kardioembolické nebo v dusledku vaskularnich ateromu

kryptogennich CMP
Dysfunkce LK/srdecni selhani  20-30 % pacientu s FS Zvysena frekvence a nepravidelné kontrakce komor, zakladni pficina FS
Kognitivni zhorseni/ HR 1,4/1,6 (bez ohledu na Léze v bilé hmoté& mozkové, zanét, hypoperfuze, mikroembolismus
vaskularni demence anamnézu CMP)
Deprese 16-20 % pacientl (véetné Zavazné symptomy a sniZeni kvality Zivota, nezadouci U¢inky |éku

sebevrazednych uvah)

Snizena kvalita Zivota > 60 % pacientl Zavisla na zatézi FS, komorbiditach, psychologickém fungovani,
medikaci, stresovy osobnostni typ

Hospitalizace 10-40% rocni podil Lécba pro srde¢ni selhani nebo symptom souvisejich s FS a komplikaci
souvisejicich s 1écbou

Fiala M, et al. Doporuceni ESC pro diagnostiku a Iécbu fibrilace sini, 2020 Cor Vasa 2021;63:135-161.




ProcC se fibrilace sini bagatelizuje?
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Casné studie “rate vs rhythm control”

Rate control  Rhythm control Risk ratio Hﬂ
Study or subgroup Events Total Events Total Weight M-H, Random, 95% Cl Year M-H, Ragdom, §5%: Cl
PIAF 2 125 2 127 0.3% 1.02 [0.15, 7.10] 2000
AFFIRM 310 2027 356 2033 52.1% 0.87 [0.76, 1.00) 2002 { | \
RACE 21 256 19 266 2.8% 1.15 [0.63, 2.09) 2002 —t
STAF 3 100 4 100 0.7%% 2.00 [0.62, 6.43] 2003
HOT CAFE 1 101 3 104 0.2% 0.34 [0.04, 3.25] 2004
AF-CHF 228 694 217 682 43.2% 1.03 [0.89, 1.20] 2008 -
J-RHYTHM 3 404 4 418 0.5% 0.78 [0.18, 3.45] 2008 -
CAFE-I 1 31 1 30 0.1% 0.97 [0.06, 14.78) 2009
Total (95% CI) 3738 3761 100.0%%: 0.85 [0.86, 1.05] \ 4 /
Total events 574 506
Heterogeneity : Tau® = 0.00 ; Chif = 3.57, df = 7 (P= 0.61); F = 0% r y . T
Test for overall effect : £ =0.99 (P=0.32) 0.05 0.2 \/ 5 20

Fawours Fawours.
rate control rhythm control

..updated data pooled from a large AF population suggest that rate and rhythm control
strategies have similar effects on major clinical outcomes....

Caldeira D, et al. Arch Cardiovasc Dis (2012) 105, 226—238



Fibrilace sini neni pouha arytmie




FS vznika u vétsiny nemocnych v dusledku prfitomnosti morfologického substratu
ve svalovineé sini
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FS

PRIDRUZENE KVS
NEMOCI

KVALITA ZIVOTA A
ZIVOTNI STYL

Novakova

PRIDRUZENE
NEMOCI
OSTATNICH
SYSTEMU
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In conclusion, a consideration of our current state of knowledge about AF and the
Inconsistency in usage of the term leads to the logical proposal that the historical term ‘lone
AF’ should be avoided. A thorough search for risk factors and cardiovascular disease is

recommended. Future studies should investigate whether optimal treatment of these sk
factors may prevent or delay the development of AF, improve maintenance of sinus thythm,

and ultimately improve prognosis once AF appears.

Wyse DG, et al. JACC 2014; 63(17): 1715-1723

REGISTR
studie RE-LY
15 400 pts —
17 pts (0,1%)
lone FS




Krevni tlak a FS

4.3 million adults, aged 30 to 90 years, in the UK.

Adjusted hazard ratios of systolic blood pressure and diastolic blood

pressure for incident atrial fibrillation by age.
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Obezita a riziko vzniku FS

Kaplan-Meier Plot
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Berkovitch A, et al. Am Heart ) 2016;173:41-48

18290 jedincu, 3 skupiny podle BMI
Normalni (<25, n=7692)

Nadvaha (25-30, n=8032)

Obezita (>30, n= 2566)

Vek 49 + 11 let, 73% muii

Primarni endpoint: prvni epizoda FS
Incidence: 288 (1,6 %)

Pokles BMI o 1 kg/m2 v case:
7% redukce vzniku FS




Moznost korekce ovlivnitelnych faktoru...
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Postup pri diagnostice FS (patrani po ovlivnitelnych
faktorech)

Vsichni pacienti s FS R — Vybrani pacienti s FS e Strukturované sledovani
Anamnéza a zdravotni stav: Ambulantni monitorace EKG: Zajisténi pokracovani
* Symptomy z FS e Adekvatni kontrola frekvence optimalni péce
e Typ FS ® VVztah symptomu k recidivé FS
* Soubé&zné stavy Kardiolog/specialista na FS
e Skére CHA,DS,-VASc Jicnova echokardiografie: koordinuje sledovani ve
e Onemocnéni srde¢nich chlopni spolupraci s trénovanymi
12svodové EKG e Trombus v ousku levé siné sestrami a lékafi primarni
éce
Funkce stitné zlazy a ledvin, hs-cTnT, CRP, (NT-pro)BNP E
elektrolyty a krevni obraz Zhodnoceni kognitivnich
funkci

Transtorakalni

echokardiografie Koronarni CTA nebo
zobrazeni ischemie:
* Pacienti s podezienim na ICHS

CT mozku a MR
* Pacienti s podezienim na CMP

LGE-CMR levé siné

* Pomocné pfi rozhodovani
o |écbé FS

Fiala M, et al. Doporuceni ESC pro diagnostiku a Iécbu fibrilace sini, 2020 Cor Vasa 2021;63:135-161.



Poskozuje FS zdravi (bez ohledu na symptomy)?

ﬁl



Symptomatické mozkove prihody
Jjsou pouze spickou ledovce ...

44 FS pts bez CMP,
60£7 let

Pred ablaci 20 % infarkty
v Sedé hmotée
(14=7mm), 85 % (6*1
mm) v bilé hmoté

Vice s vysSSim
CHADSVASCc skore (2.7
vs 1.5, p 0.03)

Mozkovy infarkt - léze >3mm zobrazena jak v T1, tak T2 Sramko M, et al, JCE 2013



Rada rizikovych pacientd ma némé mozkové infarkty a ty jsou
Castéjsi u pacientu s FS
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FS zhorsuje sama o sobé perfuzi mozku a to muze
prispivat k rozvoji kognitivnich poruch

Stroke. 2013 _Feb 26. [Epub ahead of print] I A 1 18 ki°
Atrial Fibrillation is Assc':ciated With Reduced Brain prurezovg .StU’dle 4251 UcaSt!']IkU .
Volume and Cognitive Function Independent of bez kognltlvnl dysfunkce (prum vek

Cerebral Infarcts.
Stefansdottir H, Arnar DO, Aspelund T, Sigurdsson S, Jonsdottir MK,

765 let) z populacni studie

Slatason . Launer L), Gudnason V. Reykjavik Study, 330 ucastnikl
From the Faculty of Medicine, University of Iceland, Reykjavik, Iceland. meélo FS
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Nase pilotni data: pokles lokalni perfuze mozku pri FS

* 10 pts (6 muzl; vék: 70.3+3.8 let) s perzistujici FS a bez anamnézy jiného
kardiovaskularniho onemocnéni nebo demence, indikace k EKV
* MRI mozku pred EKV a za 6.8+1.3 tydn(

SPM({T,}

Vzestup perfuze po EKV ve
frontalni oblasti a v occipitalnich
lalocich

Blaha M, et al. ESC 2019




FS je bézné spojena s vyskytem srdecniho selhani (HFrEF)

REAL'SE AF - Paroxysmal Persistent Permanent PValue
P rarezova velka Patients, n (%) 2606 (26.5) 2341(23.9) 4869 (49.6) NA
studie, mezinarodni Age iny, mean (SD) 64.7 (124) 66.0(11.8) 68.3(11.9) <0.0001
. 275y, % 2.4 2.3 328 <0.0001
pruzkum Male, % 555 579 55,4 018
Pts s min 1 epizodou Systalic blood pressure, mm Hg, mean (SD) 133.8(195) 132.7(19.5) 132.4(19.0) 0.0110
FS v poslednich 12 Diastolic blood pressure, mm Hg, mean (SD) 79.7(109) 80.3(11.2) 795(11.5) 0.0413
. Heart rate, bpm, mean (SD) 77.0(24.8) 83.124.3) 84.0(19.7) <0.0001
mes - 9816 pts BMI, kg/m?, mean (SD) 28.0(5.0) 287(53) 28.3(5.3) <0.0001

Paroxysmal Persistent Permanent FPValue

At least 1 comorbidity, % 59.3 7.7 84.8 <0.0001
g~ ILTE dd=s, 70 L LS
Mo HF or NYHA | T2.7 62.0 50.3
MY HA T 20.0 24.3 29.5
MY HA -V 7.3 13.7 20.2

Chiang CE, et al. Circ A&E. 2012;5:632-639



FS vede casto i k HFpEF

HFpEF

LV hypertrophy and fibrosis
Diastolic dysfunction

Kotecha D, et al. ] Am Coll Cardiol 2016;68:2217-28

Prevalence of AF (%)

Prevalence HFpEF ve studiich s FS
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Registries Trials




AF je nazavislym rizikovym faktorem pro FK

* Komunitni, pfipadova kontrolovana studie
* Obéhova zastava mimo nemocnici (FK) vs kontrolni pts prifazeni dle véku a pohlavi
* 1397 pripad( zastavy vs 3474 kontrolnich pts

Characteristic Cases Controls OR
n=1397 n=3474 (95% CI)
No co-morbidities n=389 n=2600
MNo atrial fibrillation 372 (95.6) 2565 (98.7) 1.0 (95% CI)
Atrial fibrillation 17 (4.4) 35(1.3) 3.0 (1.6-5.5)
~

Pts without AA or QT prolonging drugs

Ch ¢ isti Cases Controls DR*
wrmeErsiie n=647 n=1581 (959 CI)
Mo atrial Abrillation 542 (B3R 1S538 (7.2 1.0n

Atrial fibrillation 105 (16.2) 43 (2.8) 3.1 (1.8-5.4)

Mo antiarrhyvithmic drugst

88 (14.4) 43 (2.8) 2.4 (1.4-4.3)

Bardai A, et al. Circ A&E 2014 - DOI: 10.1161/CIRCEP.114.002094



Muzeme lécbou FS ovlivnit prognézu?




Prvni studie, ktera prokazala pokles mortality po

katetrizacni ablaci FS - Studie CASTLE AF

é

Symptomatic paroxysmal or
persistent AF

3013 pts  |ver < 35%; NYHA class > 11

Eligibility ICD/CRT-D with Home Monitoring

implanted due to primary or
Assessment secondary prevention

21 pts excluded>
200 pts
Enrolled/

LELELLELLY Run-in 5 weeks

197 pts
397 pts )
13 pts excluded

179 pts 153 pts

(26 cross-overs)

Follow-up:
3,6,12, 24, 36, 48, 60 months

Conventional

165 pts
(18 cross-overs)

184 pts

Primary
Endpoint

All-cause
mortality
+
Worsening
heart failure
admissions

N. Marrouche (Sait Lake City, USA) 1148

Probability of Survival Free
of Hospital Admission

1.04
0.9+
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0.6+
05
0.4
0.3
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0.1+
0.0

Medical therapy 184

.

Hazard ratio, 0.62 (95% Cl, 0.43-0.87)
P«0.007 by Cox regression
P=0.006 by log-rank test

Months of Follow-up

Probability of Survival

Marrouche NF, et al. N Engl J Med 2018;378:417-27

B Death from Any Cause
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0.6
0.54
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Hazard ratio, 0.53 (95% CI, 0.32-0.86)
P=0.01 by Cox regression
P=0.009 by log-rank test

0.0

179
Medical therapy 184

Months of Follow-up

... Ablation
T —
-y
Medical therapy
T 1
43 60
58 22
43 12
- ANa.bon
Medical therapy
T Y
43 60
71 27
63 19




EAST — AFNET 4 study: casna vs obvykla |écba FS
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Zavery

* FS je u vétsiny pacientu markerem kardiovaskularniho rizika nebo
onemocneni

* Prvni zachyt FS by meél vést k podrobnému vysSetreni a patrani po
rizikovych faktorech a pridruzenych onemocnénich

« FS poskozuje organismus ruznymi zpusoby, a to bez ohledu na
symptomy

« Udrzeni SR vede (kromé zlepSeni kvality zivota) u nemocnych s FS
K zlepseni progndzy




