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Paradigm shifts in the clinical care of AF
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Cardiovert & Forget
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\
Past ¥
[ Anticoagulate & A 2 C
Forget * Cardioversion and appropriate OAC (also post Comorbidities/
Cardioversion) Anticoagulation/ Better Cardiovascular
Avoid stroke symptom risk factor
f * However no focus on management of control management
iJJ a underlying conditions and lifestyle
- '
Comprehensive AF ————— —
1. |dentify low-risk patients Assess symptoms, Comorbidities and
Care * Focus on above - PLUS risk factor management CHA,DS;-VASc 0(m), 1(f) Qol and patient’s cardiovascular risk
C u r re nt and lifestyle modification 2. Offer stroke prevention if preferences factors
ﬁ é * Patient engagement and education CHA;DS;VASc 21(m), 2(f) Optimize rate
* Patient-centred care / shared decision making Assess bleeding risk, address control Lifestyle changes
. modifiable bleeding risk factors Consid bvh (obesilty reduc?ion.
- ‘onsider a rnythm reguiar exercise,
R I s k fa Cto r 3. Choose OAC (NOAC or VKA control strategy reduction of alcohol use,
with well-managed TTR) (CV, AADs, ablation) etc.)
managemen t
Future AF Care . ifici i L.
AnlﬁC|at_InteII|ger!o!:/ eHealth / mHealth ESC AF Guideline 2020
* Personalised medicine
F u t ure = * Integration of primary and primordial
@ » prevention
] * Integration of primary and secondary care

Hendriks et. al Europace 2021;23, ii52-ii60
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Risk Factors for AF — Intervention: Who? When? How?

Interventlon for risk factors

Risk factors for AF

Primary prevention X \

Secondary prevention

Non-dfiagnosed
with AF

Subclinical AF - Clinical events
- CIED detected AF Clinical AF (Stroke, dementia, CV

death, etc)

/ underdiagnosed AF
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Who?

Who should we Intervene?

Who should Intervene?
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What are the risk factors for AF that can be intervened?

AF risk factors

AF risk factors LA remodeling

Primary|prevention

Partially modifiable Reversible
or non-modifiable

Partially modifiable

Medifiable

Modifiable

* Electrical . pe
- Biochemica or non-modifiable
Reduction of mortality Hypertension HF, CAD, VHD, ! 5
= Inflammation
and morbidity COPD
Primary prevention of AF Diabetes mellitus MNon-reversible

Obesity * Fborosis Hypertension HF, CAD, VHD,

* Life-style modification * Scaring
« AF risk factors modification OsA » Dilatation CO PD
* Treatment of underlying conditions i :

Alcohol Diabetes mellitus

Dyslipidaemia AF development and

Secondary prevention progression Obesity

Physical activity

Aging
Genetics

Paroxysmal — Persistent —+ Permanent

Reduction of mortality and morbidity: Smoking
Symptomatic improvement
Secondary prevention of AF 0,. OSA
L 4
L 2

+ Life-style modification .'4F outcomes
* AF risk factors modification M rta\:y'
+ Treatment of underlying conditions . Strlkar‘syste.m’lﬁs A|C0h0|

* Symptoms and qua\ﬂd.\ife

* Heart failure O.

. i * a_ e .
* Stroke modification  * Cardioversion . a::;ﬂ;l P 'O. Dysl|p|daem|a
+ Rate control + Catheter ablation - Flospitalzation and . .
* AAD therapy * Surgery health care costs .O.

‘e g —
R Physical activity
L4
‘e
‘e
L 4
L4
L 4 .
‘e, Smoking
‘e

Who should we Intervene?

: All patients with modifiable risk factors for AF. ESC AF Guideline 2020
(HTN, DM, obesity, OSA, alcohol intake, dyslipidemia, low physical activity, or smoking)
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Who should intervene? EP/cardiologist alone?

Wﬁ/a The average outpatients consultation time per person at
i..f-‘.- Is it possible to manage general hospitals in Korea is between 6.2 to 7.4 minutes.

3 . Cardiology: mean 3.5 min per person
t91 “Z these risk factors by the &y Pere
r — EP/ ca rdiOIOgiSt alonE? st (mean patiePr?ci?ti;] Iile;'ai:h section) el
- Total 1,105 42+27%
ettt ettt ererererererns ettt ettt Gender
. H H = Male 475 43+29"
Anticoagulation : Rhythm/rate control ol 520 41026""

: Modifiable Risk Factors to intervene

Clinical department

l_ﬁa;\ug@)uv a5 (38) A4:99%
Cardiology 105 (65) 35+2.1%

; ° Hypertension ; Pulmonology 47 (39) 54+21
. . Endocrinology 55(49) 40+15™
: «  Diabetes mellitus 5 Nephrology 66/(36) 37421"
: H : Hemato-oncology 41(186) 3424
) :

: Obes Ity : Infection 28(22) 7.0+46

: ¢« Obstructive sleep apnea Rheumatology 60 (47) 26:13"
Neurology 50 (38) 40+22*!
: * Alcohol : Neuropsychiatry 53(49) 49+47"
. dyslipidemia Surgery 81(28) 45+29*
. . . Orthopedic surgery 88(32) 40+30%
: ¢ Phy5|ca| aCt|V|ty : Neurosurgery 40(11) 47428
‘e S mo ki n g Obstetrics-avnecoloav 43(28) 51+34'
PP : Health Policy Manag. 2014;24(3):254-260.
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Comprehensive AF care / Multidisciplinary team approach (1)

ALL-IN trial in primary care setting

AF-Clinic effectively reduce all-cause mortality

j -
@
10 ﬂ:.}
b4 0.101
2
_ | Usualcae | o
—_ 4 ! -
g it E
> r =
% o 7.—' O 0,051
2 6 1
3 T
7 I
2z ur
e ! o % — 0.001
s 3 AF-Glinic 0 05 ] 15 2
E
3 2- Time
Number at risk
o
0 1 C’iO 200 360 400 560 600 760 800 9(‘)0 -
Days since randomisation
No. at risk 0 05 1 15 2
AF-Clinic 356 352 349 347 334 295 256 181 119 62 Time
Usual care 356 345 341 336 323 289 241 168 79 46 ;
Intervention  Control Relative risk (95% CI)®
rate (events)  rate (events)
Mortality AF-Clinic Usualcare Hazard ratio P-value Primary Qutcome:
(n=356) (n=356) (95% CI) All-cause mortality 3.45 (39) 6.72 (96) 055(037-082)  —m—i
............................................................................................................................... T—
All-cause, n (%) 13(3.7) 29 (8.1) 0.44 (0.23-0.85) 0.014
) Cardiovascular mortality 1.86 (21) 3.22(46) 0.63 (0.37 - 1.06) —.—
Non-cardiovascular, n (%) 9(2.5) 15 (4.2) 0.59 (0.26-1.34) 0.206
i Non-cardiovascular mortality 1.59 (18) 3.50 (50) 0.47 (027-082) +—m—— H
Cardiovascular, n (%) 4(1.1) 14 (3.9) 0.28 (0.09-0.85) 0.025 i
MACE 476 (50) 459 (62) 0.90 (0.62 - 1.32) —
Hendriks et. al. Europace 2019; 21, 1785-1792 J ! ! L : J
0 05 1 15 2 25

Favors intervention

Favors control

Carline et. al. European Heart Journal 2020;41,2836-2844
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Comprehensive AF care / Multidisciplinary team approach (2)

RACE 4 trial
A 40- .
Hazard ratio 0.85,95%C10.69 -1.04,p=0.12
£ 304 Usual-care
E
g Nurse-led care
2
w 20"
E
=
o
10+
o L] L] L] L] 1
0 1 2 3 4 5
Years since randomisation
671 572 419 259 118 55
683 578 414 251 81 21
409 Experienced centers
301 A=
Usual-care __’__f
201 > o
_t/-f_F
4—/-{ —Nurse-led care

10+

Wijtvlietet. al European Heart Journal 2020;41, 634-641

Cost-effectiveness of a specialized AF clinic vs. usual care

Usual care better

¢+ Difference in costs

*le

0,06 0,08

Difference in LYs

AF-Clinic better

Cost-effectiveness analysis demonstrated a reduction
in the mean healthcare cost per patient in the AF-Clinic
(€ 2302) compared with usual care (€ 3037).

Hendriks et. al. Europace 2013;15, 1128-1135
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Who should Intervene?

AF Guideline 2020 from ESC Scientific Statement From the AHA

PRIMARY CARE
PHYSICIAN

PHARMACIST

DIETICIAN

PHYSICAL
Individualized Program INACTIVITY

ALCOHOL
EXCESS

ENDOCRINE
SPECIALIST

EXERCISE
PHYSIOLOGIST

PSYCHOLOGIST

ESC AF Guideline 2020 Circulation. 2020;141:e750-e772

* A multidisciplinary team approach is recommended rather than treatment by one single healthcare
professional due to the multifaceted nature of managing risk factors and comorbid conditions.

* Another fundamental thing is the patient-centered approach. Patients should be educated and
empowered to self-manage their risk factors, and lifestyle behaviors.
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When?

When should we Intervene?
Is there a starting point to Intervene in each risk factor?
(With focusing Korean population data)
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AF risk factors: HTN, DM

Pre-HTN, pre-DM (IFG) and AF incidence in the Korean population

HR for AF incidence

N %
No risk Factor (Ref=1) 77801 343
Single Factor HR LCL UCL
pre-HTN 69627 30.7 111 0.96 1.28
IFG 11773 5.2 1.21 0.96 1.54
BMI 225kg/m? 13176 5.8 a 1.51 1.21 1.88
Combined Factors
pre-HTN + IFG 16261 7.2 1.27 1.05 1.54
pre-HTN + BMI 225kg/m? 26171 1.5 X 1.45 1.2 1.72
e} 2]
IFG + BMI 225kg/m? 3413 1.5 \ 1.62 1.15 29
we-HTN + IFG + BMI 225kg/m® 8870 39
+ + + 1.50 1.19 1.89
0.5 1 (HRof norisk) 1.5 2 2.5

Lee SS, Park J. European Heart Journal 2017;38,2599-2607

HR for AF incidence
2.5 -
Non-diabetic IFG New-onset Diabetes Diabetes
diabetes < 5 years 2 5 years
2.0 1
1.5 4
Reference
1.0 4
S B B B S S B B S e e S B S e S S S S e s m e
N I I T TR~ TP B R R o S T R PR O T~ P P T R T TP R O L R .
BMI 2. V¥ 'rb‘l:b &V Y "51:5 &V Y "‘b‘&:‘:,\q;- YV NS VY ."5_”"5
"n.?") Ll qf: a.\%‘,: el t-\.b‘_: a» ,f: ;-\‘bf: o> ,f: A P W)

* Not only HTN and DM, but also pre-HTN and pre-DM (IFG) are risk factors for AF.
* Controlling the BP and blood glucose in the prehypertensive and pre-diabetic range should be needed.
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AF risk factors: Obesity

BMI and AF incidence in the Korean population Abdominal obesity and AF incidence in the Korean population

BMI (kg/m’) l;' 5 Underweight .- - mﬂ;:' E‘ 51 Normal
Underweight Normal Overweight Obese 'f 41 i .f 4.7
H i g
Numbers of events/person-y 121/75 358 19071 225 534 1231/559 989 183/72 002 % 3 T - % :
E 51  mem E .| Losg-rank test =
AF incidence per 1000 person-y | 1.61 156 220 254 e’ I e s’ vy
% ! ] —M“b""“'r']" % L —  Abdominal
' - obesity(-)
o o 12 24 36 48 60 By
overa” Months Menths
"":'::ﬂﬁ ] 12 x * » &0 g 0 2 4 3% s &0
Model HR (95% Cl) P Value Admbaduity oy 0 om wr n m | aemt sk ma e g e test
Adjusted for clinical variables* £ 0] Overweight ] Obese
S 4 A S a4 4
Underweight (<18.5) 1.21 (1.01-1.46) 0.041 § 3 50
2 | Log-rank test . E | ok
Normal (18.5 to <25) 1 s’ i o Moo
Overweight (25 to <30) 1.14 (1.06-1.23) <0.001 3o e ey M 30 T
12 24 E 48 60 o 12 24 3% 48 60
Obese (>30) 1.52 (1.30-1.78) <0.001 T ki A I Smyraa
e owd el - i i el e e .o e R T

Baek YS, Yang PS, Joung B. J Am Heart Assoc. 2017;6:e004705

Baek YS, Yang PS, Joung B. J Am Heart Assoc. 2017:6:e004705

* Not only obese, but also overweight (BMI: 25-30) and underweight (BMI: <18.5) are risk factors for AF.
* Abdominal obesity is a risk factor for AF, even with a normal BMI
* Controlling the bodyweight even in the overweight and underweight range should be needed.
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AF risk factor: Physical activity

AF incidence according to physical activity level in the Korean population

20 J .
O Overall Exercise frequency per week
1.2

-
o

=>- Men

Strenuous physical activity
= Moderate physical activity

\ Light physical activity
AN

Reference

-
o

= Women

-
=

V]
A

Hazard Ratio
© o =
o [+-] o
2
A
Y 4

group

— / g
, ING

Adjusted HR for new-onset AF

et
o

\

Q2
00 . 0.9
0 1 2 3 4 3 6 7
Physical activity
Choi YW, Park JK. Scientific report 2019;9:11228 Lee SR, Chi EK. Scientific report 2020;10:19224

* Those who do not exercise at all are at the highest risk of AF.
* Even small amounts of physical activity can reduce your AF risk.
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Adjusted HR for new-onset AF

AF risk factors: Alcohol

Alcohol and AF incidence in the Korean population 1.00-
Non-drinker
0.95
1.5+ 151 ©
| P <0.001 % 4l E“"
..?E wy
1.31 5 1.3 1 3
= i 0.97—
1.2 2 1.24 w
Reference <] Reference <
1.1 z M
2 T A 0.95
1.0 1 :5’3 1.0
8
0.9 o 08 0ss4 HR2.21 (95% CI 1.55-3.14, p < 0.001)
08 - T - - - 0_8 T - - - - T T . 9 T T T T T L T L] T T L T
0g <15g <30g =30g o 1 2 3 4 5 6 7 0 2 4 6 8 10
Amount of alcohol per week Number of drinking session per week Foilow-up duration (years)
Number at risk
[Time (year) 0 2 4 6 g uw
Non-drinke 6559 6305 5977 512 5917 85 4509
Kim YG, Choi JI. Europace 2020. 22, 216 iﬂ'i e ! 0 12530|[ w0 115T4| 6% 188

Cha MJ, Oh S. Heart rhythm 2020;17:2086—-2092

* Drinking more than alcohol 1 unit (=alcohol 14 g = Beer 1 can = Wine 1 glass = Soju 2 glasses = Whiskey 1 glass)
per week and more than once a week are risk factors for AF.

* Age-adjusted HR for AF incidence was 2.21 (95% Cl 1.55-3.14; p=0.001) in drinkers compared to non-drinkers.

e Control drinking even at the social drinking level should be needed.
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AF risk factor: Smoking

Smoking and AF incidence in the Korean population

Variables Cases/No. Multivariate analysis Smoking amount
OR (95% CI) P value 1.2
Cotinine-verified smoking status E
Never smoking 392/164,967 1 @
Current smoking? 13/36,821 1.24 (0.98-1.58) 0.080 g
Self-reported questionnaire ; 1.1
. 3 .
Never smokm.g 245/119,475 1 = Reference
Former smoking” 106/34,229 1.30 (0.97-1.73) 0.078 E group
Current smoking” 103/35,281 1.42 (1.06-1.97) 0.019 E
~ Daily amount of cigarette smoking, cigarettes/day” ==
<10 13/8,019 0.94 (0.54-1.65) 0.839 b4 1
el
10-19 50/18,596 1.40 (0.98-2.00) 0.068 g
2920 36/8,415 1.81 (1.19-2.76) 0.005 T
P for trend 0.012 <
Duration of cigarette smoking, yr® 0.9
<10 4/2,887 0.92 (0.34-2.50) 0.869 Non- Ex- Ex- Ex- Current Current Current
; DU ' smoker smoker smoker smoker smoker smoker smoker
210 96/31,970 143 (1.06-1.94) 0.020 <10 PY 10-20PY 220PY <10PY 10-20PY 220PY
P for trend 0.035

Lee SR, Chi EK. Scientific report 2020;10:19224

Lee SH. J Korean Med Sci. 2020;35:e296.

* AFrisk is higher for current smokers than former smokers, for former smokers than never smokers.
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How?

How should we Intervene?
Is there an optimal targets or way in the management of
each risk factor? (With focusing Korean population data)
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AF risk factors: HTN

Blood pressure control and CVD risk of AF patients in the Korean population

Major Cardiovascular Event Death from All Causes
13 13
o o
&= 12 £ 1.2
8 N 8 :
& 11 !_‘____,_f-"' = 11 ‘“a._\\ i)
k-] }--—..,_ ____._«}" k=1 e | —
2 Referencg) E, fReference
E 0.9 T 09 T T
<120/80 j120-129§ 130-139 =2140/90 <120/80 [ 120-129 130-139  =140/90
f<B80 /80-89 /<80 /80-89
Ischemic Stroke Intracranial Hemorrhage
13 16
w} o
i 1.2 B?u 14
a ] 2 .2 )
= 1.1 ._/,-/ g - //
e -~
- (Reference) 2 — (Reference)
E 09 - . T - 3 0.8 4 T - T
<120/80 120-129 130-139 =140/90 <120/80 120-129 130-139  =2140/90
[<B80 f80-89 /<80 /80-89

Myocardial Infarction Heart Failure Admission

’ ‘

P Aty
[w] =]
ﬁ 12 § 12 +
- — \"\
s
E 1 z 11 N '{__
o - M -
% 1 I_____,..--—" .E 1 ot U E L i
=2 (Reference) % (Reference)
E 09 : : : - 09 : : - :
<120/80 120-129 130-139 =140/90 <120/80 120-129 130-139  =140/90
[<80 /80-89 /<80 /80-89

Benefit-to-harm ratio of optimal BP control (120-129/<80 mmHg)
according to 10-year CVD risk

3.0 ~

B
:

1.5 4 *

0 T I

Benefit-to-Harm Ratio

0.5 4

0.0

L L] T
<10% 10-20% >20%
10-Year CVD Risk

* In patients with AF under HTN treatment, 120-129/<80
mmHg is the optimal blood pressure treatment target,
regardless of the estimated CVD risk.

Kim D, Yang PS, Joung B, G.Y.H Lip. JACC 2018;72:1233-45
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Blood pressure control and dementia risk of AF patients in the Korean population

A Systolic blood pressure and Dementia

1.4 T
I
|
_ 1.3 I
L] |
2 a4 | Overall dementia
in 1. !
2 |
r I
T 1.1 |
s i
@ |
ﬁ 1'0 e CCLELLE T T I
2, I
E HFIpeHommHg_l HR it 10 i 1
0.9 771,046 (1.001-1.082) | 1,044 (1.027-1.060)
I
|
0.8 T T T T T T T
100 110 120 130 140 150 160 170 180

Baseline systolic BP (mmHg)

B Diastolic blood pressure and Dementia

1.8 :
I
I
— 164 :
; Overall dementia :
in 147 :
2 I
" I
4 -
z 12 !
3 i
7
ﬁ 1'0 B SRR T \
=) I
a HR per 10 mmHg | I HR por 10 mmHg |
0.8 1.060 (1.008-1.115) H 1.064 (1.031-1.098)
I
;
0.6 T T T T T T T
40 50 60 70 80 a0 100 110 120

Baseline diastolic BP (mmHg)

Adjusted HR* (95% CI)

Adjusted HR* (95% CI)

1.4

1.3

1.2

1.1

1.0

Vascular dementia

Alzheimer’s disease

0.8

100

T
110

T T T T T T
120 130 140 150 160 170

Baseline systolic BP (mmHg)

180

1.8

1.6

1.4

1.2

1 D s SOLLLEE L TR P

0.8

Vascular dementia

Alzheimer’s disease

0.6

40

T
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T T
60 70

T T L)

80 a0 100 110

Baseline diastolic BP (mmHg)

120

Adjusted HR* (95% Cl)

HTN burden: the proportion of days with increased BP
(at least 140/90 mmHg) to the observation time interval.

3.0
_ Vascular dementia
2.5 HR per 10% increase
:1.14 (1.10-1.18)
2.0 Alzheimer dementia
HR per 10% increase
: 1.08 (1.06 - 1.10)
1.5
1.0 =
0.5 T T T T T
40 50 60 70 80 a0 100
HTN burden during FU (%)

Optimal BP range for preventing dementia
in AF: 120 to 129/80 to 84 mmHg.
Reducing the HTN burden help to minimize
the risk of subsequent dementia in AF.

Kim D, Yang PS, G.Y.H Lip, Joung B. Hypertension. 2020;75:1296-1304
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Taiwan, 645,710 DM patients, AF incidence

AF risk factors: DM

Cleveland Clinic, 298 patients with DM undergoing AF ablation

g 600 -0 Non-users|
o —e— Users 1o 1.0 4
L 500 3
: Somom
S 400 E i B s 2 0.8 -
g . Non-user : g
S 300 - H @
8 T B . ¢ 06
‘g—- ol T3 T T e ! l;
3 . E v 0.4 -
5 Metformin user g oo £
B 100 g —
£ § é 0.2
w i .
el T T T T T T T T T T E " %
1 2 3 4 5 6 7 8 9 =10 L4
DM duration (years) 0.0
Non-users 560512 482018 419237 365608 317792 275025 235521 197233 160513 126240 N : x . . r r T
Users 85198 89705 74306 60552 49142 30347 31257 24930 19332 14631 0 10 2 10 “0 o b 0 10 20 30 40 50 60
Numbers at risk Follow-up (months) Follow-Up (Months)
At risk:
1.000 — —— Users
— — Non-users At risk >10%: 49 48 33 27 12 4
0.995 | > <7%: 148 116 84 52 23 9 0-10%: 148 n4 87 43 17 7
0.990 - 7-9%: 118 81 51 29 12 3 Increase: 101 53 27 17 7 1
: >9%: 32 18 w2 3 2 1 —— >10% Reduction —— 0-10% Reduction
‘3 0.985 Metformin user — Increase in A1C
8 0.980 h
£
w
< 0975 -
070 No‘r;]];é‘r" * Higher Hb Alc and worsening glycemic control prior to ablation
0.965 - . .
1 predict AF recurrence after ablation.
I 1 2 3 4 & @6 7 5 s © u ¥ M han 10% reducti f Hb A1 be beneficial
0 1 2 3 4 5 6 7 8 9 10 11 12 Ore t an (1] re uctlon o c can e ene |C|a .
Follow-up(years) - . .
Users 115120 112673 92254 74504 59822 47386 37096 20045 21857 16047 11219 6008 3083 o RedUC|ng bIOOd sugar Ievel IS the best Way to |mprove the outcome_

Non-users 530581 459050 401289 351656 306956 266986 229682 193218 157988 124824 90952 58986 28663

Numbers at risk

Chang SH. Cardiovasc Diabetol 2014;13:123

Eoin Donnellan. JACC EP 2019;5:897-903
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AF risk factors: Obesity

Adjusted HR for AF incidence according to BMI in
the Korean population

Obesity and AF progression / burden/ ablation outcome

2.5
Non-diabetic IFG New-onset Diabetes Diabetes
diabetes <Syears 2 Syears LEGACY study REVERSE-AF study
1.0 4
o 48% P<0.001 100 P<0.001
2.0 1 88%
0B 45 90
40 80
35 . 70
oel 32%
30 60
1-5 . 25 50
04 + 20 40
Reference 1 15 30
i 10 20
l 02 Group 3%
4 1 WLz210% 5 10
1.0 1 1 WL3-9% 0 o
0.0 T =17 WL < 3% or Gain PROGRESSION REVERSAL
t T } T t T t T t T t (Paroxysmal to Persistent AF) (%) (Persistent to Paroxysmal or No AF) (%)
U A SR L. L B L . . B . L O L . . . G 2 965 F:ﬁ:w_up :[?;55) L e = Group 1: <3% WL/WG B Group 2 3-9% WL w Group 3 >10% WL
BML 8 e e P e P e e B
VY eV T EPY ThePwe Thet 0l
Kim YG, Choi JI. Cardiovasc Diabetol 2019;18:128 Pathak, Sanders. JACC 2015;65:2159 Middeldorp, Sanders. Europace 2018,;20:1929

* Weight loss reduced AF burden and reverses heart condition in AF patients
* Maintaining the body weight in the normal range is the best way to prevent AF.
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AF risk factor: Physical activity

AF incidence according to physical activity level Stroke in AF patients according to physical activity (HUNT study)
in the Korean population
124 AGUIDELINE
RECOMMENDED b
0 <x1 x1 Sx2 n Events Model 1* Model 2
O 1.0 .\ PA recommendations
X Inactive 306 42 1 (ref) 1 (ref.)
o Not meeting 447 58 097 (0.65-145) 0.99 (0.66-1.49)
o I eeting 364 30 0.68 (042-1.10) 0.70 (042-1.15) ]
T 0.8 P-trend 0.126 P-trend 0.177
o eCRF®
g Per MET 1117 130 0.93 (083-105) 0.93 (0.83-1.05)
£ Quartile 1 284 37 1 (ref) 1 (ref)
@ 06 Quartile 2 276 41 118 (0.76-1.85) 122 (0.77-191)
Quartile 3 282 29 0.86 (0.53-1.40) 0.87 (0.53-1.42)
_— ; Rof 3 o5t o5 Quartile 4 275 23 0.6 (0.39-1.11) 0.65 (0.39-1.11)
95% Cl (0.860-1.026) | (0.804-0.967) | (0.845-1.030) P-trend 0.071 P-rend 0.069
0.0 T T T T
0 1to 500 to =1000 Lars E. Garnvik. Eur Heart J 2020;41:1467
<500 <1000

MET x min / week

Jin MN, Yang PS, Joung B. Scientific report 2019;9:13270

 The guidelines recommended physical activity (500 to 1,000 MET-min/wk) was associated with a 12% decreased
the risk of AF (adjusted HR 0.88)

* Meeting the physical activity recommendations is the best way to prevent AF and improve the outcome.
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AF risk factors: Alcohol

Alcohol and AF incidence in the Korean population

Recurrence and burden of AF after alcohol abstinence

Adjusted HR for new-onset AF
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15, g

P < 0.001 T P < 0.001 o
c
?:- 1.4 1 '3- o
[0] e
2 13 68: =
H =
= 25
3 1.2] Zic
Reference _§ 14 Reference o .Te

= 34 z
4 T A =z
B 107 2%

s 8

g 091 a

0.8
Og <15g <30g >30g 0 1 2 3 4 5 6 7
Amount of alcohol per week Number of drinking session per week

Kim YG, Choi JI. Europace 2020. 22, 216 No. at Risk
Abstinence

Control

1.00
HR 0.55 (95%Cl 0.36-0.84, p=0.005)
0.75+
0.504 Abstinence
0.25+ Control
P=0.005
0.00 T T T T T 1
0 30 60 90 120 150 130
Days of Follow-up
70 61 49 43 37 34 33
70 51 36 28 22 19 18

Aleksandr Voskoboinik. N Engl J Med 2020; 382:20-28

* Drinking more than alcohol 1 unit (=alcohol 14 g = Beer 1 can = Wine 1 glass = Soju 2 glasses = Whiskey 1

glass) per week and more than once a week are risk factors for AF.

* To abstain from alcohol is the best way to prevent AF and improve the outcome.
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AF risk factor: Smoking

Outcomes according to smoking habit change of AF patients in the Korean population

Model 2 Model 2*
Group Number Events IR HR (95% CI) HR (95% CI)
Continual smokers JQuitters Sustained ex-smokers] Never smokers  p for trend ol ESo0 AL,

Cardiovascular disease Never smoker 50,036 1607 10.1 1 (reference) (] 0.589 (0.522-0.666) -¢=
Events 23 35 10 151 Ex=smoket 25521 795 97 1.022(0.917-1.139) 4= 0.602 (0.537-0.675) -4~
Person-years 2407 1312 3382 4666 Quitter 6768 200 92 1.191(1.014-1.398)  —g— 0.702 (0.595-0.827) —4—
aHR (95% CI)® 100 (reference) 065 (044-097) 0.76 (057-1.02) 068 (052-090) 0020 Currentsmoker 14212 507 1.1 1607(1.5021917) | == 1 (reference) '

Total stroke All-cause death p <0.001 p <0.001 i
Events 60 20 65 92 Never smoker 50,036 2201 135 1 (reference) . 0.579 (0.526-0.638) -
Person-years 2541 1374 3512 4871 Ex-smoker 25,521 1463 174 1.112(1.024-1.207) ... 0.644 (0.589-0.704)
aHR (95% CI)* 1.00 (reference) 059 (0.35-099) 0.72 (0.50-1.04) 066 (046-093) 0047 Quitter 6768 440 19.8 1.455(1.300-1.629) i 0.842 (0.748-0.948) &=

Current smoker 14,212 778 16.5 1.727 (1.569-1.902) —— 1 (reference) "
Choi S, etc. BMC Public Health 2020 3;20(1):168 s 0w B s

Lee SR, Chi EK. J. Clin. Med. 2021, 10, 2238.

* Even if patients were already smoking, quitting smoking could reduce AF-related risk.
* Quitting smoking as soon as possible is the best way to prevent AF and improve outcomes.
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Summary

e Risk factor management is an important paradigm shift in the current clinical care of AF.

Who?

— We should intervene in all patients with modifiable risk factors for AF (HTN, DM, obesity, OSA, alcohol

intake, dyslipidemia, low physical activity, or smoking).

— A multidisciplinary team based and patient-centered approach are recommended rather than treatment by

one single healthcare professional.

When?

— Risk management is required from the pre-risk state.

How?

HTN: For AF patients, 120-129/<80 mmHg is the optimal blood pressure treatment target.
DM: Reducing blood sugar level is the best way to improve the outcome.
Obesity: Maintaining the body weight in the normal range (BMI : 18.5-25 in Asian) is the best way to prevent AF.

Physical activity: Meeting the physical activity recommendations (500 to 1,000 MET-min/wk) is the best way to prevent
AF and improve the outcome.

Alcohol: To abstain from alcohol is the best way to prevent AF and improve the outcome.
Smoking: Quitting smoking as soon as possible is the best way to prevent AF and improve outcomes.
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Thank you for your attention!
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