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Recommandations

( Long-term rhythm-control therapy for symptomatic AF )

(2014 AHA/ACC/HRS AF guidelines) ( 2016 ESC/EACTS AF guidelines ]

[ Heart failure ] [ Heart failure )

Amiodarone Catheter ., ]
[ dofetilide ] [ ablation ] (Patlentschmce)

Amiodarone Catheter
(I) ablation (lla)

J AmCollCardiol2014;64:et76

Europace2016;18:160978



Pourquol le rythme sinusal est si mal vu????

DIAMONDCHF
1518 patientsdanois

FA et InCardiaqudll ou IV / FE<35%

RandomiséDofetilide Vs Placebo

1.0

0.8+
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0.4+

Probability of Survival

0.2+

0.0

L] I L
0 12 24 a6
Month

Mo, aT Risx

Dofetilide 762 554 214 5
Placeba 756 536 188 1

N Engld Med 1999; 341:85865

AFCHF
1376 patientsinternationaux

FA et IngCardiaquél alV / FE<35%
RandomiséRate Vs Rhythm
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Rate control 604 521 381 219 69

N EnglJ Med 2008; 358:2664677



Pourguol le rythme sinusal est si
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Freedom from recurrent AF (%)
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N Engld Med 2018;378:4127.



StudyDesigm CASTLAEF Cid

A Essai thérapeutique controlé randomisé (31 sites, 9 pays),

153 pts (26 crossovers)

3013 pts
Eligibilité?
I .
FA parox ou persist Ablation
FE<35% 21 pts exclus \ PV|+/-é
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N Engld Med 2018;378:4127.



PatientsCASTLEF

(179patients) (184patients)

Agec years 64(5671) 64(5673.5)
New York Heart Associatiglass

| (%) 11 11

11 (%) 58 61

11(%) 29 27

1V (%) 2 1
Left ventricular ejection fractiog % 32.5(25.(88.0) 31.5(27.387.0)
Leftatrial diameterg mm 48 495
Current type of atriafibrillation

Paroxysma(%o) 30 35

Persistent(%) 70 65

Long standindPersistent(%) 28 29
CRD implanted %) 27 28

N EnglJ Med 2018;378:4127.



Castle AF Résultats

A Death or Hospitalization for Worsening Heart Failure

P Value for
Subgroup Ablation Medical Therapy Hazard Ratio (95% CI) Interaction
no. of events/no. of patients
Type of atrial fibrillation | 0.90
Paroxysmal 17/54 34/64 —m— 0.60 (0.34-1.08)
' U2 480120 == CIZTOD L —
CRT-D implanted i 0.60
No 37/131 57/132 —— 0.65 (0.43-0.98)
Yes 14/48 25/52 — 0.54 (0.28-1.04)
ICD indication : 020
Primary 43160 72/163 —— 0.57 (0.39-0.83)
Secondary /19 121 —m— 1.03 (0.41-2.62)
Sex i 036
Famale 9/23 12/29 - 0.93 (0.39-2.21)
Male 42/156 70/155 —— 0.58 [0.39-0.84)

1.0
0.94
¢
i 5 0.8+
E E 0.7 Ablation
eE 06
[ 0.5-
SE
25 044 Medical therapy
52 034
-E % .| Hazard ratio, 0.62 (95% Cl, 0.43-0.87)
o : P=0.007 by Cox regression
0.154 P=0.006 by log-rank test
0.0 T T T T 1
0 12 24 36 48 60
Months of Follow-up
No. at Risk
Ablation 179 141 114 76 58 22
Medical therapy 184 145 111 70 48 12
B Death from Any Cause
1.0+
0.9 Ablation
= 0.84
g
g 0.7
.‘g 0.6 Medical therapy
2z 0.5+
Z 041
3 0.3+
= 02| Hazard ratio, 0.53 (95% Cl, 0.32-0.86)
7| P=0.01 by Cox regression
0.19 P=0.009 by log-rank test
0.0 T T T T 1
0 12 24 36 48 60
Months of Follow-up
No. at Risk
Ablation 179 154 130 94 71 27
Medical therapy 184 168 138 97 63 19

Cause of heart failure

18/96

34/99

15/27
61/145

0.48 (0.27-0.85)

1.36 (0.69-2.65)
0.48 (0.31-0.74)

Nonischemic 26/107 29/38 —I—.— 0.74 (0.43-1.25)

Ischemic 25/73 53/96 — . 0.60 (0.37-0.57)
Diabetes i 0.06

No 32/136 48/117 —— : 0.52 (0.33-0.81)

Yes 19/43 34/67 —— 101 (0.58-178)
Hypertension i 0.88

No 12/50 1948 —— 0.59 (0.28-1.21)

Yes 39/129 63/136 —— i 0.63 (0.42-0.93)
Amiodarone use | 0.66

No 37/122 61/133 —I—: 0.65 (0.43-0.97)

Yes 13/55 18/46 —H 0.55 (0.27-1.13)
Digitalis use ! 0.68

No 41/146 52/124 —I—i 0.65 (0.43-0.98)

Yes 9/31 27/56 —— 0.56 (0.26-1.19)
Beta-blocker use i 047

No 4/12 4/9 » 1.01 (0.25-4.05)

Yas 46/165 75/171 —— 0.60 (0.42-0.87)

0.25 050 100 200 400
Ablation Medical Therapy
Better Better

N Engld Med 2018;378:4127.
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