12 Cardiovascular Medicine

FamiLy PRACTICE NEwWS e January 1, 2005

Studies Identify Risk Factors for Atrial Fibrillation

BY MITCHEL L. ZOLER
Philadelphia Bureau

NEw ORLEANS — Taller stature boost-
ed the risk of atrial fibrillation while bet-
ter blood pressure control cut the risk in
a pair of studies presented at the annual
scientific sessions of the American Heart
Association.

Taller height was linked with an in-
creased risk of atrial fibrillation in a review
of more than 25,000 patients with a left
ventricular ejection fraction of less than
40%, Jonathan J. Langberg, M.D., report-
ed at the meeting.

The hypothesized link between stature
and atrial fibrillation is through heart size
and atrial surface area. Taller people have
larger hearts and atria, and larger atrial sur-
face area raises the risk that simultaneous
waveforms will appear in the atrium and
trigger atrial fibrillation, said Dr. Langberg,
director of electrophysiology at Emory
University  in
Atlanta.

To test this
hypothesis, Dr.
Langberg and
his associates
reviewed
records from
25,268 patients
with impaired
left ventricular
function who
were enrolled
in a national
database.

Their aver-
age age was 66 years, their average left ven-
tricular ejection fraction was 31%, and
28% had atrial fibrillation.

Separate analyses for men and women
showed that both genders had a significant
and direct correlation between height and
prevalence of atrial fibrillation.

In a multivariate analysis that controlled
for several potential confounders, the risk
of atrial fibrillation rose by 3.5% for every
additional inch of height in both men and
women.

The consequence of this relationship is
that a man who is 6 feet 5 inches tall has
a 35% greater risk of developing atrial fib-
rillation than does a man in similar health
who is 10 inches shorter, or 5 feet 7 inch-
es tall, Dr. Langberg said.

A relationship between hypertension
and atrial fibrillation is well established:
Patients with hypertension have an in-
creased risk of atrial fibrillation, said
Shmuel Ravid, M.D,, as he presented a
poster at the meeting.

Based on this, he and his associates hy-
pothesized that improved hypertension
control would cut the risk of new-onset
atrial fibrillation.

To test this idea, they reviewed the
records of 226 patients with hypertension
and a diagnosis of coronary artery disease
who had no atrial fibrillation at the start
of a study that was primarily designed to
follow the outcome of their coronary dis-
ease.

The blood pressure of each patient was
measured several times each year, and for
this study all of the pressure readings tak-
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en in a single year from each patient were
averaged together to track each patient’s
history of pressure control. Each patient
was followed for a mean of 4 years.

During follow-up, 68 patients main-
tained an average systolic pressure of less
than 120 mm Hg, 11 patients developed
atrial fibrillation.

Of the 99 patients who maintained an
average systolic pressure of 120-139 mm
Hg, 14 patients developed atrial fibrilla-

an average systolic pressure of 140-159
mm Hg, 7 developed atrial fibrillation.
And of 14 patients with an average systolic
pressure of 160 mm Hg or greater, 1 pa-
tient developed atrial fibrillation during
follow-up.

An analysis of these results showed that
patients who maintained a systolic pres-
sure of less than 120 mm Hg on treatment
had a statistically significant 61% reduced
risk of atrial fibrillation, compared with

was above this level. A similar analysis for
diastolic pressure showed that patients
who maintained their average pressure
below 80 mm Hg had a 66% reduced risk
of developing atrial fibrillation, said Dr.
Ravid, director of the Lown Cardiovascu-
lar Center at Brigham and Women’s Hos-
pital in Boston.

Because these findings were not the
prespecified end point of the study, they

were tentative and need confirmation in

tion. Of the 45 patients who maintained

patients whose average systolic pressure additional studies, Dr. Ravid said. m

Live vaccines: a tradition
of safety

Over 200 years ago,

Edward Jenner changed

the landscape of disease
prevention by demonstrating
the effectiveness and safety of
the first attenuated live vaccine. |
Since then, vaccines based 0N jenner vaccinates James Phipps,
the same principle have been 14 May 1796.
used with great success in preventing diseases,

including measles, mumps, rubella, and varicella.

A temperature-sensitive,
intranasally administered
influenza vaccine

FluMist® (Influenza Virus Vaccine Live, Intranasal) is the
only attenuated live, cold-adapted influenza vaccine.
The attenuated vaccine strains used in FluMist® replicate
primarily in the nasopharynx, initiating an immune
response at influenza’s point of entry in addition to a
serum antibody response. Because they are temperature-
sensitive, the vaccine strains do not replicate efficiently in
the warmer temperatures of the lower airways and lungs."

Extensive clinical trials

FluMist® has demonstrated its safety and efficacy.
Clinical trials of FluMist® included more than
20,000 individuals.’

Growing real-world
experience

Approximately 450,000 individuals received FluMist®
during the 2003-2004 season and many more are
expected to receive it this flu season.?

FluMist® is indicated for active immunization for the
prevention of disease caused by influenza A and B
viruses in healthy children and adolescents, 5 to

17 years of age, and healthy adults, 18 to 49 years
of age. There are risks associated with all vaccines,
including FluMist®. FluMist® does not protect 100%

of individuals vaccinated, and may not protect against
viral strains not represented in the vaccine.



