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Objectives: Co-existing HF and AF

* Define the clinical significance and risk profile in this
population

* Recognize rate, rhythm and device considerations in HF and AF

* Discuss the impact of recent clinical trial data relevant to these
patients
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Common Comorbidities Associated with HF

Cardiovascular Comorbidities Non-cardiovascular comorbidities
e HTN 48% « COPD 35%
 Afib 44% * Anemia 30%

e Ml 26%  CKD 27%

* Valve disease 24% * Diabetes 25%

e Stroke 24%

Patients typically have multiple comorbidities: Mean 4.7 comorbidities per pt
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 Meta analysis of 7 RCTs in HF
* 30 248 patients

— 14% had AF
— 86% in sinus rhythm

e Presence of AF in HF
associated with increase risk
of death

— OR 1.40
— Not influenced by LVEF

Mamas et al, Eur J Heart Fail 2009

Does it matter?

Study name

V-HeFT 1 & 11 1993
SOLVD 1998

DIG 2000

PRIME II 2000
COMET 2005
CHARM 2006

DIAMOND 2007
POOLED

OR (95% CI)
0.73 (0.55-0.98)

1.86 (1.51-2.30)
1.61 (1.39-1.85)

1.65 (1.02-2.69)

1.34 (1.12-1.61)
1.59 (1.38-1.82)
1.25 (1.04-1.51)
1.39 (1.17-1.66)

Mortality/Total
SR worse  AF worse

AF SR
1027206 699/1221 _.—
149/419 1395/6098 .
375/866 2231/6922 .
50/84 153/325 B
258/600 874/2429 .
365/1148  1466/6451 .
634/818 195172661 .

4

Odds ratio
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Prognostic Impact of AF in HF

Consider:

70 F, ischemic CMP

NYHA 3

EF 30% on optimal medical Rx
ICD in situ

What is her predicted survival with
and without atrial fibrillation?

AF is associated with worse
survival at all time points

Alba et al, J Cardiac Fail, 2018

Heart Failure Meta-Score

Predictors Values 1st Scenario
Age: 70 years
Sex: O Male@Female
Black Race: OYes@No
Ischemic cardiomyopathy: ©Yes( No
Left Ventricular Ejection Fraction: 30 %
Creatinine: 1.3 mg/dL
NYHA class (Only 1, 2, 3 or 4): 3
Atrial fibrillation: Yes@No
Previous HF admission: ©Yes( No
Chronlc.Obstructlve Pulmonary “Yes@No
Disease:
Peripheral Vascular Disease: OYes@No
Diabetes: OYes@No
Wide QRS (>120 millisec): ©Yes( No
Secundary Prevention ICD: Yes@No
ICD shock: OYes@No
Score: 2.80
Reset 1st Scenario

Values 2nd Scenario
70 years
Male@Female
OYes@No
©VYes( No
30 %

13 mg/dL

3

©VYes( No
©VYes( No
OYes@No
OYes@No
OYes@No
©VYes( No

OYes@No

OYes@No
3.18

2nd Scenario

80 Without AF

704

60 -

40-

Predicted Survival [%)

301

0 T T T

501 With AF

0 1 2 3

Years from Baseline

o -

Years from baseline 1 2

3

4

5

1st Scenario o1 84 |77

70

64

2nd Scenario 88 77 68

59

52
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Same Patient:

70 F, EF 30% on optimal medical Rx, ICD in situ, NYHA 3 sx, unknown

duration of persistent AF
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What is the optimal strategy in this scenario?

A. Target rate control
B. Rhythm control

C. Upgrade ICD to CRT-D
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AF CHF Trial

1376 patients, persistent or
paroxysmal AF 100 e

LVEF <35%, NYHA II-IV \\&ii
80+ 7

Randomized to rate control (HR Rhythm control \_

<80 at rest) vs rhythm control _
(cardioversion +/- antiarrhythmics
drugs)

o
o
1

P=0.59

Survival Rate (%)
BN
o
L

N
o
|

Mean f/u 37 months — higher %
of patients in sinus rhythm at all 0 : : : . I
time points in rhytm control 0 12 24 36 483 60

group Months of Follow-up

. g . . No. at Risk
No significant difference in death Rhythm control 593 514 378 228 82

due to CV causes or any Rate control 604 521 381 219 69
secondary outcomes

()
Canadian Cardiovascular Society
Roy et aI' N Engl J Med 2008 Q2 Leadership. Knowledge. Community.



Rate control approach may be a reasonable first line
strategy

e Rate control is not associated with worse outcomes
for most patients

* Can assess clinical response

* Avoids procedures, hospitalization and AAD
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What heart rate should be targeted?

 RACE Il Trial

* 614 patients, permanent AF

 Randomized to one of two rate control
strategies

* Followed 2-3 years; approx. 10bpm difference
between groups at all time points

* No significant difference in cumulative
incidence of CV death, HF, stroke/embolism,
bleeding, serious arrhythmia

BUT... NOT a HF Trial
~10% patients had a history of HF

Lenient control

Van Gelder et al, NEJM 2010

Cumulative Incidence of Primary

20+

-]
w
|

Outcome (%)
=
|

p <0.001 for non-inferiority

HR <80 bpm
Strict control

-
_I Lenient control

No. at Risk
Strict control

- HR <110 bpm
54
0 ! | | | |
0 12 18 24 30 36
Months
303 273 262 246 212 131
311 290 285 255 218 138

QD Canadian Cardiovascular Society

Leadership. Knowledge. Community.




Heart rate targets for AF in HF patients?

A All-cause mortality: Atrial fibrillation B All-cause mortality: Sinus rhythm

100 10~
AS 0.0001*
p=0.3680 \ P
— 90 = ~ . 90 \\\ \\>\ .
§ ‘\\‘\ ‘ § \\ \
£ DS £ N h
[ \\ > c N ~
S 80 AN e 76-90bpm a 80 e -
= S <76 = ~
e ) “|9|-|??“bpm g S L) <56 bpm
8 >1 14 bpm 5 . - Y 56-64bpm
70 70 s \\\ 64-73bpm
b
Y > 73 bpm
L — L —
0 10 20 30 40 50 60 70 0 10 20 30 40 50 60 70

Time (months) Time (months)

Baseline HR predicts mortality in sinus rhythm

Post hoc patient-level analysis of combined AF-CHF
patients but NOT in AF patients in

and AFFIRM trials
5164 patients; 4848 AF and 2311 sinus rhythm

Mean f/u 40.8 months
36% of patients had LVEF <40%

*AF with HR> 114bpm was associated with more
hospitalizations vs HR <114bpm

()
QD Canadian Cardiovascular Society

Leadership. Knowledge. Community.

Andrade et al, Heart Rhythm, 2016
S



Recommendations: Rate Control
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Values and preferences
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Back to the case

 Still symptomatic, HR 110-120 on max beta blocker

* |s there a role for digoxin?
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Digoxin: friend or foe?

Dig Trial:

6800 patients, history of HF, EF <45%
Digoxin (med. dose 0.25mg/d) vs placebo
NB: pre beta blocker, MRA era

Overall mortality Death or HF Hospitalization

50 -
50 4 J
] < i
—_ — 40~ .
P 404 / §g\° g -
? 1 L~ ap s
g ] /“ 82 7 /
(8] = ® 30 o -
> 301 /‘/ SLL -~ _/'/
c ‘ —5 -
< '.4' Ta Placebo -
g 1 / gf ”,,—
s 204 - 22 20
z Placebo / L C i o
© J e oo 8 K -
[ 7 Py | r >
(=] 1 _.4',:,// So J J
2 10 e P=0.80 a 2 104 [ Digoxin
{1 .~ Digoxin 1/ P<0.001
4 /
o '
T S P ———
0 4 8 12 16 20 24 28 32 36 40 44 48 52 0 4 8 12 16 2 2 28 3 3% 40

Months Months
No. oF ParenTs AT Risx

Placebo 3403 3239 3105 2976 2868 2758 2652 2551 2205 1881 1506 1168 734 339
Digoxin 3397 3269 3144 3019 2882 2759 2644 2531 2184 1840 1475 1156 737 335
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Digoxin: friend or foe?

Mortality in women according to dig levels

100
—— SDC0.5-0.9ng/mL
—<— Placebo

—+— SDC=1.2-2.0ng/mL

g

g

751

701

Survival (%)

651

W<

551

00 05 10 15 20 25 30 35 40 45 50
Years of Follow-Up

* Dig Trial: post hoc analysis

Hazard Ratio (Digoxin vs Placebo)

1.87

1.67

1.4

1.2

1.0

0.81

0.67

0.4

Death/HF hospitalization in men
and women according to dig levels

* Women

a Men

ey T L Y T

0506 08 10 12 14 16 18

Serum Digoxin Concentration (ng/mL)

* Mortality with digoxin relates to serum dig levels rather than sex
* Low dig levels (<1.0 ng/mL) associated with lower risk of HF hospitalization

Adams et al, JACC 2005

20
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In DIG, patients did NOT have Afib!

Control Clin Trials. 1996 Feb;17(1):77-97.

Rationale, design, implementation, and baseline characteristics of patients in the DIG trial: a
large, simple, long-term trial to evaluate the effect of digitalis on mortality in heart failure.

[No authors listed]

Abstract

This article provides a detailed overview of the rationale for key aspects of the protocol of the Digitalis Investigation Group (DIG) trial.
It also highlights unusual aspects of the study implementation and the baseline characteristics. The DIG trial is a large, simple,
international placebo-contmﬁnmary objective is to determine the effect of digoxin on all cause mortality in patients with
clinical heart failure who areg]in sinus rhythmjand whose ejection fraction is < or = 0.45. An ancillary study examines the effect in those
with an ejection fraction > 0.45. Key aspects of the trial include the simplicity of the design, broad eligibility criteria, essential data

collection, and inclusion of various types of centers. A total of 302 centers in the United States and Canada enrolled 7788 patients
between February 1991 and September 1993. Follow-up continued until December 1995 with the results available in Spring 1996.

Wyse, George. Canadian Journal of Cardiology 30 (2014) 1145—1147 QD i K o




Digoxin: safety in AF?
Ongoing controversy

Digoxin Use and Subsequent Outcomes
Among Patients in a Contemporary
Atrial Fibrillation Cohort

Larry A. Allen, MD, MHS,* Gregg C. Fonarow, MD,* DaJuanicia N. Simon, MS,: Laine E. Thomas, PuD,:

Lucas N. Marzec, MD,* Sean D. Pokorney, MD, MBA,: Bernard J. Gersh, MB, CuB, DPuw,§ Alan S. Go, MD,

Elaine M. Hylek, MD, MPH,¥ Peter R. Kowey, MD,# Kenneth W. Mahaffey, MD,** Paul Chang, MD,{+
Eric D. Peterson, MD, MPH,i Jonathan P. Piccini, MD, MHS,i for the ORBIT-AF Investigators

JACC 2015

Increased Mortality Associated With
Digoxin in Contemporary Patients
With Atrial Fibrillation

Findings From the TREAT-AF Study

Mintu P. Turakhia, MD, MAS,*+ Pasquale Santangeli, MD,{: Wolfgang C. Winkelmayer, MD, MPH, ScD,§
Xiangyan Xu, MS,* Aditya J. Ullal, BA,* Claire T. Than, MPH,* Susan Schmitt, PuD,* Tyson H. Holmes, PsD,||
Susan M. Frayne, MD, MPH,*9 Ciaran S. Phibbs, PuD,*# Felix Yang, MD,** Donald D. Hoang, BA,*

P. Michael Ho, MD, PuD,ttif Paul A. Heidenreich, MD, MS*t

JACC 2014

Meta-Analysis of Digoxin Use and Risk of Mortality
in Patients With Atrial Fibrillation
Ai-Jun Ouyang, PhAM*, Yan-Ni Lv, PhD, Hai-Li Zhong, PhM, Jin-Hua Wen, PhD, Xiao-Hua Wei, |

Hong-Wei Peng, PhD, Jian Zhou, PhD, and Li-Li Liu, PhAM
Am J Cardiol 2015

Original Article

Digoxin and Risk of Death in Adults With Atrial Fibrillation

The ATRIA-CVRN Study
James V. Freeman, MD, MPH, MS; Kristi Reynolds, PhD; Margaret Fang, MD, MPH;
Natalia Udaltsova, PhD; Anthony Steimle, MD, MPH; Niela K. Pomernacki, BA;
Leila H. Borowsky, MPH; Teresa N. Harrison, SM; Daniel E. Singer, MD; Alan S, Go, MD

Circ Arrhythm Electrophysiol 2015

Digoxin use in patients with atrial fibrillation and adverse
cardiovascular outcomes: a retrospective analysis of the
Rivaroxaban Once Daily Oral Direct Factor Xa Inhibition
Compared with Vitamin K Antagonism for Prevention of
Stroke and Embolism Trial in Atrial Fibrillation (ROCKET AF)

feffrey 8 Washam, Susanna R Steverss, Yulya Lokhnyging, Jonathan L Halpenin, Glnter Beeithardt, Dariel £ Singer, Kenneth W Mahaffey,
Groerne | Mankey, Scott  Berkowitz, Christopher C Nessel, Keith A A Fow, Robert M (aiff, Jonathan P Piccini, Manesh & Patel
for the ROCKET AF Steering Committee and bvestigators

Lancet 2015
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Digoxin for Rate Control of AF

HF Guidelines

AF Guidelines

No specific recommendation for digoxin in HF population

Q‘D Canadian Cardiovascular Society
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Digoxin for Rate Control of AF

Values and preferences. Digoxin is considered a second-line agent
because although some published cohort, retrospective, and subgroup
studies show no harm, there are others that suggest possible harm.

Practical tips.
* Dosing should be adjusted according to renal function and potential drug interactions
* Maximum trough digoxin serum concentration of 1.2 ng/mL would be prudent

* Inthe setting of reduced EF, digoxin use should be dictated by the recommendations of
the CCS Heart Failure Clinical Guidelines
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Back to the case

HR 70-80bpm, persistent AF, now NYHA lI-1ll symptoms
One hospitalization in past 6 months

Meds:

— Bisoprolol 10mg g am, 5mg gpm
— Sacubitril-Valsartan 100mg bid
— Eplerenone 25mg/d

— Digoxin 0.125mg/d

Next Move?

Rhythm control?

CRT upgrade?

()
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CRT: CCS Recommendations
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Case: CRT-ICD follow-up

e After reviewing options with the patient, a decision is made to
proceed with CRT-D implant

— Uncomplicated procedure

6 month follow up:

— Feels about the same but struggling with intermittent
fluid retention

— No ICD shocks
— Lead thresholds all fine
— BiV paced 75%

)
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What would you like to do next?

A) Increase digoxin 0.25mg/d
B) Ablate AV node

C) Cardioversion +/- add amiodarone
D) AF ablation



Opportunities for optimization
Targeting 100% BiV pacing in AF

ALTITUDE Study 1.00
>36,000 patient database 0.95 -
Greatest difference in 0.90 -
survival observed with

BiV pacing >98% 0.85 -

w—— BiV pacing >98.5% - no AFib
------- BiV pacing <98.5% - no AFib
0.80 4 = = BiV pacing >98.5% - AFib

Worsening HF associated =SV 0 SRR =
with BiV pacing <98% 0.75 -
0.70 - 14,;22 13335(3) 10,662 8,700 5986 BIV pacing >98.5% ~ no AFib
H 1", i 8416 6,795 4563 BVp <88.5% - no AFib
chhotomy seen fOF 3,762 3,035 2430 1,974 1,315 B:V p:gnng >98.5% - AFib |
and AF patients 0 6 12 18 2
Months
()
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Systematic Review:
Effects of AV nodal ablation on permanent
AF patients with CRT

Risk Ratio Risk Ratio
. . A _Study or Subgroup Total Weight M.H, Random, 95% CI M.H, Random, 95% CI
Meta-analysis of observational Femeira 2008 27 103%  059(0.20,179) —-
. Gasparinl 2008 125 198% 0.4210.22,0.80) -
StUdles Dong 2010 109 12.2% 0.32(0.12,0.85) e
Eisen 2013 56  42% 0.35(0.05, 2.35) I
e >1200 patients W|th permanent Tolosana 2013 79 290% 0.97 |0.66,1.43) _I
Jedrzejezyk 2013 20 24.4% 085[0.51,1.41]
(mostly) AF and CRT
Total (95% CI) 416 1000%  0.63(0.42, 0.96) &
. . Heterogenelty. Tau*=0.12, ChF=9.70,dr=5(P=0.08), F= 48%
* Comparison: AVN ablation versus no Tes”o?mg effect Z= 247 (P=0.03) s " " : i
AVN ablation strategy 001 01 1 10 100
Favours AVNA+  Favours AVNA-
_ , _ Risk Ratio Risk Ratio
* BiV pacing: 100% AVN ablation group B _Studyor Subgroup Total Weight M.H, Random, 95% CI M.H, Random, 95¢% CI
82-95% no-AVN ablation group Ferrelra 2008 27 18.3% 0.45(0.13,1.54) — T
Gasparini 2008 125 356% 0.44[0.22,088) —*

. Tolosana 2013 79 461% 1.00(0,62, 1.61)
* Signal toward reduced all-cause(A)

-
and cardiovascular(B) mortality Total (95% C1) 231 100.0% 0.64[0.34, 1.21) R
Heterogeneity Tau®= 016, Chi*= 4,37, df=2(P=0.11), P= 54%
Test for overall effect Z=1.37 P=0.17) Yy : T
Favours AVNA+ Favours AVNA-

W,
. . . QD Canadian Cardiovascular Society
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Back to the case

* Continues to have NYHA Ill symptoms; low output and congestive features

* Persistent AF
— Avg. HR 70-80 bpm
— Cardioverted x 2, unsuccessful
— BiV pacing 80%

— Not happy with his quality of life

— Referred for AV node ablation...

)
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Presented with acute
pulmonary edema
and atrial fibrillation

LVEF 35-40%, normal
valves

Normal coronaries

Started on HF
medical therapy,

improved but still
NYHA Il-111 sx

Another Case: 59 F
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59 F

Outpatient monitoring

— Rhythm alternated between sinus and AF

Meds

— Perindopril, metoprolol, spironolatone

— Started amiodarone

Initially long periods of sinus rhythm (months)
— Improved LVEF (>50%)

After 2 years, increasing frequency of paroxysmal/persistent AF,
worsened HF symptoms and drop in LVEF (~40%)

Wished to pursue rhythm control

()
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Rate vs Rhythm Control in AF

Algorithm for Rate vs Rhythm Control for Patients With Symptomatic AF

" SYMPTOMATIC AF

Special circumstances in which to

consider early rhythm control: ATTEMPT RATE CONTROL:
* Highly symptomatic B-blocker

* Multiple recurrences .
- Extreme Impalrment In QOL Calcium channel blocker

* Arrhythmia-induced

cardiomyopathy
[YES CONTINUE RATE
‘ CONTROL

MODIFY RATE CONTROL
CONSIDER RHYTHM CONTROL

Persistent AF

P 2 e ‘Symptoms do not
Pill in pocket Maintenance Symptoms imS;:;;\)':r::d mnge in sinus
antiarrhythmic anti-arrhythmic improve, patient maintains rhythm and AF
therapy therapy but AF recurs sinus rhythm recurs

L Catheter J S,
recurs,

ablation determine if
sym

uj Canadian Cardiovascular Society
® Leadership. Knowledge. Community.




Recommendations: Rhythm Control

Qb Canadian Cardiovascular Society
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AF Ablation: Contemporary Evidence in HF

The NEW ENGLAN D
JOURNAL of MEDICINE

ESTABLISHED IN 1812 FEBRUARY 1, 2018 VOL. 378 NO. 5

Catheter Ablation for Atrial Fibrillation with Heart Failure

Nassir F. Marrouche, M.D., Johannes Brachmann, M.D., Dietrich Andresen, M.D., Jurgen Siebels, M.D.,
Lucas Boersma, M.D., Luc Jordaens, M.D., Béla Merkely, M.D., Evgeny Pokushalov, M.D.,
Prashanthan Sanders, M.D., Jochen Proff, B.S., Heribert Schunkert, M.D., Hildegard Christ, M.D.,
Jurgen Vogt, M.D., and Dietmar Bansch, M.D., for the CASTLE-AF Investigators*

 Multicentre, open label RCT

* 363 patients with paroxysmal/persistent AF

* LVEF <35%, NYHA lI-IV, ICD in situ

e Failed antiarrhythmic drugs

« Randomized to catheter ablation vs medical management (rate or rhythm control)
* Primary endpoint: death or HF hospitalization

()
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Catheter ablation improved primary endpoint, LVEF, HF symptoms

A Death or Hospitalization for Worsening Heart Failure B Death from Any Cause
1.0+ 1.0+
" 0.9 0.9+ Ablation
= S 0.8+ T; 0.8+
2 q 077 Ablation g 0.7
S .§ 0.6 L 0.6 Medical therapy
wn < o
w — 0.57 0.5
o= Medical thera ‘_Z’
28 04- e Py 2 044
598 i 3
8% 03 S 0.3-
-‘é s 0.2 Hazard ratio, 0.62 (95% Cl, 0.43-0.87) a 0.2 Hazard ratio, 0.53 (95% Cl, 0.32-0.86)
a ' P=0.007 by Cox regression ’ P=0.01 by Cox regression
0.14 P=0.006 by log-rank test 0.14 P=0.009 by log-rank test
0.0 T T T T | 0.0 T T T T 1
0 12 24 36 48 60 0 12 24 36 48 60
Months of Follow-up Months of Follow-up
No. at Risk No. at Risk
Ablation 179 141 114 76 58 22 Ablation 179 154 130 94 71 27
Medical therapy 184 145 111 70 43 12 Medical therapy 184 168 138 97 63 19

3013 patients screened
Mean f/u 38 months
84% of ablation group received an ablation (1.3 +/-0.5 procedures per pt)
10% of medical therapy group crossed over to receive ablation
50% of patients in ablation group had recurrence of AF M
QD Canadian Cardiovascular Society
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Recommendations: Rhythm Control
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CABANA Trial and Generalizability

@ ESC European Heart journal (2019 40, 12571264 FASTTRACK CLINICAL RESEARCH

European Society doi:10.1093/eurheartj/ehz085 Atrial fibrillation
of Cardiology

Atrial fibrillation ablation in practice: assessing
CABANA generalizability

Peter A. Noseworthy'?* Bernard ). Gersh?, David M. Kent**, Jonathan P. Piccini®,
Douglas L. Packer?, Nilay D. Shah"®’, and Xiaoxi Yao"*

"Robert D. and Patricia E. Kern Center for the Science of Health Care Defivery, Mayo Clinic, 200 15t St SW, Rochester, MN, USA; *Department of Cardiovascutar Medicine,
Mayo Clinic, 200 1st St SW, Rochester, MN, USA; *Predictive Analytics and Comparative Effectiveness (PACE) Center, Institute for Clinical Research and Health Policy Studies,
Tufts Madical Center/Tufts University School of Medicine, 800 Washington St, Boston, MA 02111, USA; “Department of Neurology, Tufts Medical Center/Tufts University
School of Medicine, 800 Washington St, Boston, MA 02111, USA; *Duke Center for Atrial Fibrillation, Duke Clinical Ressarch Institute, Duke University Medical Center, 2400
Pratt St, Durham, NC 27705, USA; “Division of Health Care Policy and Research, Department of Health Sciences Research, Mayo Clinic, 205 3rd Ave SW, Rochester, MN
55505, USA: and 'OptumlLabs, One Main Street, 10th Flocr, Cambridge, MA 02142, USA

Received 17 April 2018; revised 16 May 2018; editarial dacision 9 February 2019; occepted 11 February 2019; online publish-ahead-of-print 15 March 2019

See page 1265 for the editorial comment on this article (doi: 10.1093/eurheartj/ehz168)

Aims The Catheter Ablation vs. Antiarrhythmic Drug Therapy for Atrial Fibrillation (CABANA) trial aimed to assess the
impact of ablation on morbidity and mortality. This observational study was conducted in parallel to CABANA to
assess trial generalizability.

fueawina/woo dno'oiwapese)): sdyy WoJlj papeoumoq
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CABANA Trial and Generalizability

Table 2 Outcomes in overall propensity score-weighted patients (N = 183 760)

Drug treated (N=171728) Ablated (N=12032) Absolute reduction Hazard ratio  P-value
Number Person Eventrate Number Person Evene Mevenrate(9SXCI)  (95%
of events years ofevents years rate
Composite 848 13972 607 672 14912 451 156 (1.19-192) 0.75 (0.70-081) <0.001
All-cause mortality 520 14522 358 369 15513 238 120 (0.94-146) 067 (0.61-0.74) <0.001
Ischaemic stroke 135 14347 054 83 15414 054 040 (027-053) 059 (048-0.73) <0.001
Major bleeding 286 14133 202 310 15010 207 -0.04 (-028 10 0.19) 105 (094-1.18) 0.39
Cardiac ar 01
] Hazard Ratio (95% Cl) B
Event rate w
—— CABANA-eligible H 0.70 (0.63,0.77) —

n=6355] Fail to meet inclusion

 — 67 (0.29,1.
(44%) LA =1 0.67(0.29,1.56)

Meet exclusion H 0.85 (0.75,0.95)

for CABANA

01 — 1—>
Favor Ablation  Favor Med

n Cardiovascular Society
dership. Knowledge. Community.

Take home figure Hazard ratio for primary outcome stratified by potential trial-eligibility in the overall population (N = 183 760).




Back to our case....

Patient amenable to catheter ablation

Underwent uncomplicated PVI
— 2 procedures over 18 months

Sinus rhythm documented in follow up at all time points after 2"
ablation (2 year f/u)

Rare palpitations, NYHA 1

LVEF 55%

)
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Table 3. Randomized studies of AF ablation in heart failure

Catheter ablation of AF in HF

PABA-CHF'” MacDonald et al."** ARC-HF'” CAMTAF" AATAC™ CAMERA-MRI™" CASTLE-AF"!
Medical
AV node ablation Amiodarone Medical therapy (rate or
Comparator with biventricular pacing ~ Medical rate control Medical rate control ~ Medical rate control  thythm control rate control thythm control)
Patient n 81 41 52 55 203 68 179
o Dersistent AF 48% 100% 100% 100% 100% 72% 70%
Follow-up, months 6 6 12 12 24 6 37

Outcomes'”’
o HF hospitalization,
RR (95% CI)
o All-cause mortality, - -
RR (95% CI)
Standard mean difference in:
o LVEF improvement
¢ 6-MW distance

2.93 (0.12-69.83)" 271 (0.12-62.70)*

9.00 (6.26-11.74) 170 (=4.17 10 7.57)"

55.0 (26.56-83.44)  —1.30 (=54.75 to 52.15)"

5.5 (0.00-11.00)*

42.34 (-7.51-92.19)°

031 (0.01-7.23)* 0.4 (0.20-0.97) -

11.70 (5.62-17.78)  1.90 (0.55-3.25)*  14.0 (8.50-19.50)
— 12,0 (0.51-23.49)*  27.0 (-28.0 to 82.0)*  31.60 (—49.03 to 112.23)

- 0.55 (0.39-0.76) ~ 0.20 (0.01-4.01)" 0.58 (0.41-0.81)

0.54 (0.34-0.84)

9.70 (2.57-16.83)

Lower HF hospitalization rates
Reduced all-cause mortality
Improved LV function

Increased 6-min walk test
Improved peak VO2

No difference in adverse events

« The consideration of patients with structural heart disease as an appropriate ablation candidate does represent a
philosophical shift in practice because these patients were previously discouraged from ablation because of
concerns regarding potential inefficacy and harm. »
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Finallv. don’t forget the basics

The “CCS Algorithm” (“CHADS-65")
for OAC Therapy in AF

Age 2 65 years Yes OAC!

No

Prior Strokeor TIA or
Hypertension or
Heart failure or
Diabetes Mellitus
(CHADS, risk factors)

Canadian Cardiovascular Society
® Leadership. Knowledge. Community.



Thank you!
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