Surgery for Lone AF
Where have we been?
Where are we going?
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AF |s Dangerous

A-Fib Increases death rate 2 fold
Anti-coagulation risk 1-2%/yr

A-FIb Increases stroke rate 3 - 5 times

A-Fib Is responsible for 15 - 20 % of all
strokes




Projected number of
persons with AF (millions)
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How Do We Treat Atrial
Fibrillation?

Rate Control and Anti-coagulation



AFFIRM (Atrial Fibrillation Follow -
up Investigation of Rhythm
Management)

Randomized comparison of rate versus
rhythm control in high-risk patients

4060 patients enrolled (54.8% eligible)
Mean follow-up 3.5 years

Anticoagulation stopped if normal
sinus rhythm for 4-12 weeks



AFFIRM: Atrial Fibrillation Follow -up
Investigation of Rhythm Management
Investigators-Mean F/U 3.5 Years

AFFIRM. NEJM 2002; 347:1825-1833



AFFIRM TRIAL
Showed no difference in Mortality

N = 4060

Cumulative Mortality (%)

Years
No. oF DeaTHs number {percent}
Rhythm control 0 80 (4) 175 (9) 257(13)  314(18)  352(24)
Rate control 0 78 (4) 148 (7) 210(11)  275(16)  306(21)

Figure 1. Cumulative Mortality from Any Cause in the Rhythm-Control Group and the Rate-
Control Group.

Wyse G. NEJM 2002;347:1825
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Sinus Rhythm in AFFIRM
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Canadian Trial of Atrial Fibrillation: Amiodarone
v. Propafenone or Sotalol for Maintenance of sinus
Rhythm. Roy H. NEJM 2000;342:913.
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Mean age: 65 yrs No significant differences in medication related
PAF 49%, Persistant AF 51% Adverse events.

LA dimension: 41 °7 mm
Significant reduction in embolic
And hemorrhagic strokes in amiodarone group
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What did AFFIRM show but we NOT
learn?

TABLE 2. Covariates Significantly Associated With Survival
Results With Echocardiographic Data Included

Diabetes <0.0001
Stroke or transient ischemic attack — <<0.0004
Smoking =0.0001
Left ventricular dysfunction 0.0065
Mitral regurgitation 0.0043
Sinus rhythm =0.0004
Warfarin use =0.0001
Digoxin use 0.0007
Rhythm-control drug use 0.0005

*Per year of age.

Time i dependent, multivariate analysis
AFFIRM Investigators, Circulation 2002:109;1509-1513



What else did AFFIRM discover but did
NOT TEACH us?

37% of rhythm-control crossed over to rate control (10%
crossed back)

15% of rate-control crossed rhythm-control (intolerance)

>20% mortality over 5 years
(mean 3.5 years)

32% composite endpoint (death,
disabling CVA, major bleed,
cardiac arrest)



MYTH: Anti -Coagulation Is
Adequate Stroke Prevention

TABLE 2. Covariates Significantly Associated With Survival
Results With Echocardiographic Data Included

Congestive heart failure =0.0001

Diabetes =0.0001
Stroke or transient ischemic attack  <<0.0001
Smoking =0.0001
Left ventricular dysfunction 0.0065
Mitral regurgitation 0.0043
Sinus rhythm =0.0004
Warfarin use =20.0001
Digoxin use 0.0007
Rhythm-control drug use 0.0005

*Per year of age.




Translating the Results of Randomized Trials into
Clinical Practice

The Challenge of Warfarin Candidacy Among Hospitalized Elderly
Patients With Atrial Fibrillation

Elaine M. Hylek, MD, MPH: James D’ Antonio, MD: Carmella Evans-Molina, MD: Carol Shea, RN;
Lori E. Henault, MPH; Susan Regan, PhD

Background and Purpose—Numerous studies have documented under use of warfarin particularly among elderly patients.
A better understanding of the discrepancy between trials and clinical practice will help inform stroke prevention
strategies in this vulnerable age group. The study objective was to prospectively assess the use of antithrombotic therapy
among a contemporary cohort of patients with atrial fibrillation at the time of hospital discharge. In addition to baseline
characteristics, we sought to define the physician-cited reason for not prescribing warfarin for each patient.

Methods—Patients with atrial fibrillation were prospectively identified and followed to hospital discharge. Enrolled
patients were =635 years of age, not taking warfarin on admission, and had their longitudinal care provided at our
institution. Predictors of warfarin use were determined and physician-cited contraindications were compared across age
groups. _

Results » =206) of patients were discharged on warfarin: 75% of those 65 to 69 years of age, 59% 70
t0 79, 457% 8 89, and 24% age =90 years. Of the remaining 199 patients, 83% had =2 major risk factors for stroke,
and 98% were felt to have contraindications including nearly 25% who were unable to tolerate warfarin in the past.
Among patients age =80, falling was the most often physician-cited reason for not prescribing warfarin (41%) followed
by hemorrhage (28%).

Conclusion—Our findings suggest that many elderly patients at high risk for stroke may not be optimal candidates for
anticoagulant therapy. There is a pressing need for alternative stroke prevention strategies for this expanding patient
population. (Stroke. 2006;37:1075-1080.)

50% AF patients not on coumadin, 83% with 2 or more major RF
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J Thromb Thrombolysis (2006) 21: 191-198
DOI 10.1007/s11239-006-4968-z

Monitoring anticoagulation in atrial fibrillation

Chaitanya Sarawate - Mirko V. Sikirica -
Vincent J. Willey - Michael F. Bullano - Ole Hauch

Conclusion: Patients were observed within therapeutic
range less than 30% of their time on warfarin. While inpa-
tient INRs were clearly associated with both ischemic stroke
and bleed events, last outpatient INR before event was not
predictive.

(© Springer Science + Business Media, Inc. 2006

Patients on coumadin are therapeutic
less than 30% of the time




Annual adjusted odds ratios for ischemic stroke and

Intracranial bleeding in relation to intensity of
anticoagulation
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Fuster, V. et al. Circulation 2006;114:e257-e354

10 years = 20%, 20 years = 40%



A lILeading Cause (fSeigke

Strokes (%) Attributable to AF
% of Strokes
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1982 Gallagher and Scheinman introduce AV nodal
ablation for SVT
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1985 Guiraudon describes the corridor procedure
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