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Conflits d’intéréets

Aucun C.l. a déclarer pour cette présentation



John B. 57 ans
Ancien athléte professionnel, sportif (4 heures/sem.)
Légere HTA, pas d’autres facteurs de risque, - palpitations

Quasi tous mes compagnons
font aussi de la FA...




Epreuve d'effort :
Effort mené par paliers de 20 W / minute.

Passage en flutter auriculaire avec réponse ventriculaire jusque 166 bpm,
asymptomatique.

11:02:46 03:50 0.0 tpm

Conclusions :

HTA traitée et bien maitrisée.
Traitement médical et, mesures hygiéno-diététiques. MMMW\TV\F\ | W

Passage en Flutter auriculaire avec réponse ventriculaire rapide a I' effort ( 166
bpm ), patient quasi asymptomatique.

Un avis rythmologique est programmé: Ablation de I' isthme cavo-tricuspidien ?
Anticoagulation initiée vu le score CHADSVASC a 1.
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Une relation entre son passeé de sportif de haut
niveau et sa FA est plausible

Vrai
Faux

Je ne sais pas
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Le meilleur traitement pour ce patient est de
stopper le sport (detraining)

Vrai
Faux

Je ne sais pas
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S C Q D ‘ E Karsten Madsen: Triathlete With Atrial Fibrillation I
Continues to Compete

Haimar Zubeldia: Cyclist Continued to Compete
After Atrial Fibrillation

Deke Slayton: Astronaut Flew With Atrial Fibrillation
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90 km cross-country skiing event

European Heart Journal (2013) 34, 36243631 CLINICAL RESEARCH
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47.477 male and 5.278 female
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 L|activité physique est trés bénéfique
pour le ceeur, le corps et I'esprit.

 |activité physique contribue a la
prévention des maladies CV, cancer et le
diabete e.a.

 Lactivité physique X les 2: dépression et
d’anxiété.

 Lactivité physique A le bien-étre
général.

Physical inactivity is a major risk factor
for cardiovascular disease

»1 adulte/4 dans le monde ne pratique pas une
activité physique aux niveaux recommandeés.

Neurological
Js Anxiety/depression <-----..
J Dementia

M Cognitive function
J CVAs

Endocrine

¢ Weight .
J, Diabetes

J LDL

‘N HDL

Oncological
J/ Prostate Ca
J, Breast Ca
J, Bowel Ca

Cardiovascular

» | mortality

J CAD
J BP

Cardiacrehab

Musculoskeletal
J, Osteoporosis
J Falls

\/ Disability
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Les adultes :

Endurance intensité modérée: minimum 150 a 300’/semaine.

ou

Endurance intensité soutenue: minimum 75 a 150’/sem.

+

2x/semaine ou davantage des activités de renforcement musculaire
« — solliciter les principaux groupes musculaires — bienfaits + pour la santé

>300’/semaine = ?
* Qui,
...afin d’en retirer des bienfaits supplémentaires pour la
santeé
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Risques de FA (homme et femme) si sédentaire

[ Pl |\

akh K

7 studies Odds Ratio and 95% CL OR LCL Variance
93,995 participants
Sun et al., 2015 } - | 2875 2.036 406 0177
Rienstra et al., 2013 -y 192 158 234 0.1007
Calvo, HRS 2014 } = { 385 1.04 1429 06719
Giaccardi et al., 2011 - i 5.37 207 13.91 0.4885
Frost et al., 2005 : = ! N 1.187 0.93 1514 0125
Sedentary individuals =
Mozaffarian et al. 2008 (I — 2.47x higher risk of 1739 1374 2202 041209
incident AF
Andersen et al., 2013 - 1.29 1.04 161 0.1121
Overall (p=0.005) © E 24759 1.2518 37
1 1 || | | | |
1 2 4 6 8 10 14

J Cardiovasc Electrophysiol, Vol. 27, pp. 1021-1029, September 2016



Morbidité cardio-vasculaire dans le sport ?
Fitness, activité physique et FA

Adults, 265y.0.
Leisure-time activity, walking

-
.
-

Probability of Freedom from Atrial Fibrillation (%)

64.561 adults,
= 54 y.o. ~
-— F-U 5,4 years poor fitness
o
b ) - 71 MET = NMAF 7% ME Ts Groups
n T
— as —
O |l | [l D D | B -2 PP 10 - 11
00 - Log rank <0.001 R
] || | ]
0 4 O 8 10
Number "' risk Time to Atrial Fibrillation (years)
Group <
10304 8101 6025 4125 2004 1730
Group 69
02 03 04 18152 14708 11142 572 4506 2897
Group 10-11
i 23016 10223 14747 10297 6333 4042
Distance/Pace Walked Ao
13973 12100 9725 7362 5123 3512
Mozaffarian et al.Circulation. 2008;118:800-807 Quershi et al. 2015. Circulation.



FIGURE 3 Outcomes of AF Freedom According to Cardiorespiratory Fitness Gain (<=2 METs Gain vs. =2 METs Gain)

CRF Gain Group

<2 MET Gain
M >2 MET Gain
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0 365 730 1,095 1,460 1,825 0 365 730 1,095 1,460 1,825
Follow-Up (Days) Follow-Up (Days)
Time (Days) 0 365 730 1,095 1,460 1,825 0 365 730 1,095 1,460 1,825
>2 MET Gain 127 105 78 52 38 19 127 124 109 84 62 33
<2 MET Gain 181 104 63 36 20 16 181 166 132 86 51 32

(A) Kaplan-Meier curve for total AF-free survival (multiple ablation procedures + drugs) according to weight trend. (B) Kaplan-Meier curve for total AF-free

survival (multiple ablation procedures + drugs) according to weight fluctuation. Abbreviations as in Figure 1.

Impact of a Weight Loss on the Burden of AF in Obese Patients
CARDIO-FIT study

Normal

Atrial fibrillation

JACC VOL. 66, NO. 9, 2015
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Normal responses to training (endurance)...

= Left atrial dilatation U“RATRM[
‘ QU MONTBLANC

» Left ventricular dilatation and hypertrophy

» Sinus bradycardia (vagal)

» First-degree atrioventricular block (vagal)

19h01...Frangois D'Haene

» Second-degree atrioventricular block type | (Wenckebach) - vagal

—» structural changes are at least partly reversible
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o La FA peut-elle étre causée par le sport ?

The phrase “mhdén adgan” carved into the Temple of Apollo at
Delphi.

= “nothing in excess”

One belief was that a healthy life is
achieved by following the principle of
moderation.

Christian Eriksen
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The U-shaped relationship between exercise and
cardiac morbidity

Ahmed Merghani, Aneil Malhotra, and Sanjay Sharma*

Department of Cardiovascular Sciences, St George's, University of London, Cranmer Terrace, London SW17 ORE, UK

ABSTRACT

Exercise confers a plethora of health benefits that are well documented, whereas physical inactivity is a leading risk factor for
cardiovascular morbidity and mortality. The dose of physical activity required to achieve these benefits is relatively modest and equates
to jogging at a pace of 15 min per mile for 20-30 min daily. In the current era, most athletes engage in a volume and intensity of exercise
that is at least 5-10-fold greater than the general recommendations for physical activity. Such practice is evidenced by the fact that
many sportsmen have achieved athletic feats that were considered impossible only 2 decades ago. Numerous studies in retired athletes
have consistently shown a reduced incidence of heart disease and an increased longevity of life. Occasionally, however, intense exercise
is associated with sudden deaths in athletes harboring quiescent yet potentially sinister cardiac diseases. Despite the visibility afforded
by such catastrophes, the reputation of exercise remains unscathed because most deaths can be accounted for by an underlying cardiac
abnormality where exercise is a mere trigger for a fatal arrhythmia rather than the actual cause of death. More recently, there have been
an emerging number of reports suggesting that intense exercise may have an adverse impact on an otherwise normal heart. This article
will review the morbidity and mortality associated with sport and pose the question whether one can have “too much of a good thing.”

Keywords: Athlete's Heart, sports cardiology, veteran athlete, atrial fibrillation, myocardial fibrosis, sudden cardiac death, cardiomyopathy.

© 2015 Elsevier Inc. All rights reserved.
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Morbidité cardio-vasculaire dans le sport ?

J Obesity

J Diabetes

Jrisk of CAD

Jrisk of AF
M Coronary reserve in CAD
T Functional capacity and
prognosis in HF

can 1
!/

?T RV dysfunctionl
? Myocardial  J

fibrosis /

AF (5fold 1) [/
SND g

Troponin T /
post exercise [/

/
/

Recommended level of
exercise 150 mins/week

13% L in cardiac mortality per MET increase

—

Risk of SCD in CAD,
congenital and inherited
heart disease

B £l
> -

>

Sedentary

5 METS 6-8 METS

Physical activity

10-12 METS

>12 METS 30 METS



CARDIO Risk of incident atrial fibrillation

Men with Intense Physical Activity

Odds Ratio and 95% CL OR LCL UCL  Variance

Calvo, HRS 2014 ; - | 580 127 27.31 0.7867

Drcaetal, 2014 =i 1.561 1.305 1.748 0.0578

Frostetal., 2005 ' - { 1.063 0.719 1572 0.2008

Thelle etal. 2013 p——q 3.484 2.425 5.008 0.188

Mont et al., 2008 } - | 7.31 233 229 0.586

Aizer et al., 2009 - 1.38 1.08 1.79 0.1343

Sunetal, 2015 } - | 280 0.881 0477 0.6091

Elosua et al., 2005 t - i 3.13 1.30 7.05 0.4163

Myrstad et al., 2014 = 1.16 1.08 1.28 0.0484

Molina et al. 2008 t - i 7.448 159 34873 0.7918

Heidbuchel et al., 2005 t - f 1.81 1.1 208 0.2555

Myrstad et al,, 2015 b - . 1.81 1.04 3.14 0.2833

Karjalainen et al., 1998 k - { 55 1.3 24.4 0.7519

S, (001 | : , S Intense PA: no protective effect; but

1 10 15 20 25 35 associated with an 21 AF risk

Heterogeneity: B 75%, p <0.001 (pooled OR 3.30[1.97-4.63], P =

J Cardiovasc Electrophysiol, Vol. 27, pp. 1021-1029, September 201 00002)



géggl‘% Cumulative incidence of any arrhythmia

Finishing time group i Number of races
§ R
] § ) /
= S~ § d ,///
§ L ] T 8 /f
0 R 8 g SR &
INuTobot: é&’!‘ 9411 9297 e 8;2:: k (y“':zo 4896 Number at risk T rac e
160-200% 17098 16891 16689 16499 10244 ; 3;3;5 §§$§° %96 ﬁ? 2?2';’5
160—200% 15673 15500 15309 15119 10201 3-4 8390 8277 8189 8110 4244
>240% 10573 10467 10328 10213 6841 5 7012 6933 6845 6753 1776
100-160% 160-200% 3 2
————— 200-240% >240 3-4 25
Atrial fibrillation (n = 681, Atrial fibrillation (n = 681,
PYAR = 514550) PYAR = 514 550)
=>240% 1.00 (ref.) 1 1.00 (ref.)
200-240% 1.02 (0.82-1.28) 2 1.22 (0.99-1.51)
160-200% 0.98 (0.79-1.22) 3-4 127 (1.02-1.57)
100-160% 1.20 (0.93-1.55) ~5 1.29 (1.04-1.61)
Per category 104 (096-1.13) o

Per category  1.09 (1.02-1.17)
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Relative
Risk of AF

Low-intensity exercise Moderate-intensity exercise High-intensity exercise

La Gerche A et al. European Heart Journal. 2013; 34 (47): 3599




SCOPI|E Risk of incident atrial fibrillation
Women with Intense Physical Activity

B Odds Ratio and 95% CL OR LCL UCL Variance
Everett et al., 2011 b 0.768 0.657 0899 0.0804
Azarbal et al., 2014 f@ 0.906 0.85 0966 00328
Sun et al., 2015 I = { 0.453 0.14 1471 0.6031
Frost et al., 2005 t = { 0672 0422 2257 0.4299
Drca et al., 2015 e 0.92 0.81 103 00616
Myrstad et al., 2015(<20 yrs) I - i 0.81 0.49 1.35 0.2599
Myrstad et al., 2015 (20-39 yrs) } - { 053 0.25 112 0.3845
Overall (p<0.001) <& 07227 05685 08769
Heterogeneity: I? 8%, p=0.96

T T T fr—p————
0.25 05 0.7 1 125 175 225

J Cardiovasc Electrophysiol, Vol. 27, pp. 1021-1029, September 2016



Homme

Femme
[

Sédentaire Modéré Intense

1,30

1,10
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0,70
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0,30

0,10

-0,10

-0,30

-0,50
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2]
Q0
o
—
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.
o
o
(a1

J Cardiovasc Electrophysiol, Vol. 27, pp. 1021-1029, September 2016
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» Retroscpective study
» 51 males with AF
= Sports: 3 hours/w. for 2 years

Clinical characteristics of male patients

Sportsmen n=32 (63%) vs Non-sportsmen n=19 (37%)

‘ Paroxysmal 22 (69%) vs 12 (63%)
Persistent 7 (22%) vs 7 (37%)
Permanent 3 (9%) vs O

!

Vagal AF 17 (57%) vs  3(18%) <0-01

Eur heart Journal 2002; 23 (6): 477-82
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Caracteristiques cliniques des sujets sportifs avec de la FA
- Hommes 9x/10

- Age: 40-50 ans
- Sport: d’endurance, intense durant de nombreuses années
- Type de FA: paroxystique

- Déclencheur: vagal

Facteurs favorisants

1. Intensité de la pratique
Taille de l'individu

Taille de l'oreillette gauche

N WD

Fonction du ventricule gauche



“It is generally believed that embolic ischemic stroke
associated with AF is more severe and more often
fatal, and survivors are left more disabled than
patients with other causes of stroke”

J Am Heart Assoc. 2015;4:e002469



Event-free survival

1.0

0.8

0.6

0.4

0.2

0.0

Non-skiers - = = Skiers
B o SR !
| | | 1 | | 1 | |
No AF AF

HR [CI): 0.80 [0.70; 0.93)

HR [CI]: 0.64 [0.49; 0.83]

y —

e £ I o
4 6 8 10

| I | |

Participants of the Vasaloppet

(world’s largest ski-race)

“The skiers had a higher incidence of AF but still

no increased risk of recurring stroke”.

29% relative risk reduction of all-cause death

C

Nonskiers Skiers ‘
Time (years) Events (%/py*) Events (%/py*) HR [95% CI] Adj HR' [95% CI] Adj HR? [95% CI]
Death 1089 (5.8) 163 (3.8) 0.66 [0.56, 0.78] 0.71 [0.57, 0.88] 0.70 [0.56, 0.87]
Death/re-stroke 1744 (11.1) 303 (8.3) 0.76 [0.67, 0.86] 0.86 [0.74, 1.00] 0.88 [0.75, 1.03]
Death/re-stroke/MI 1825 (11.9) 323 (9.0) 0.77 [0.69, 0.87] 0.88 [0.76, 1.02] 0.91 [0.78, 1.05]
Re-stroke 941 (6.0) 177 (4.8) 0.82 [0.70, 0.96] 0.96 [0.79, 1.17] 1.02 [0.84, 1.24]
Mi 261 (1.4) 203 (1.0) 0.69 [0.50, 0.96] 0.74 [0.47, 1.15] 0.85 [0.54, 1.33]
Re-stroke/MI 1086 (7.1) 177 (5.6) 0.81 [0.70, 0.94] 0.95 [0.79, 1.14] 1.02 [0.85, 1.23]




gé (F%% l% Extrasystoles chez I’athlete
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80+
99 recreational endurance athletes - £55y.o. ~ arae o
E
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Elliott et al. 2018. Clin Cardiol. https://doi.org/10.1002/clc.22967 McNamara et al (2018; Circulation)



Enlarged ventricle
= Enhanced relaxation
- Enhanced compliance
- High cavity/mass ratio

Enlarged atrium

- Stretched with exercise
- Low strain
- Low atrial/ ventricle ratio

Athlete

Stretch
Inflammation
Fibrosis

\{y ,

Small ventricle

- Impaired relaxation
- Reduced compliance
- Low cavity/mass ratio

o, SHEERC

Enlarged atrium

- Stretched at rest due to
diastolic dysfunction
- Low strain
- High atrial/ ventricle ratio

Non-athlete

Atrial Fibrillation

LA size and function

LA minimum volume indexed (ml/m?)

Non athletes Athletes
24+
22
20.4
18-
16 LA conduit strain
14+
12+
10 p < 0.001 p=0.022
T T T T
No AF AF No AF AF
LA reservoir strain LA contractile strain|
p < 0.001 for athlete vs. non-athlete groups
p = 0.010 for interaction (athlete status impact on AF remodeling)

European Heart Journal - Cardiovascular Imaging (2020) 21, 1374-1383

Athletes, including those with AF, have normal diastolic parameters, with

atrial enlargement proportional to LV remodelling




CA R D | O e Atrial fibrosis = the most promi
S C O p ‘ E atrial structural remodeling

o Aberrant activation

o Proliferation

o Differentiation

of fibroblasts

- Excessive synthesis and
irregular deposition of extracellular matrix

P Fibroblast i Cardiomyocyte Normal conduction Focal ectopy

x Myofibroblast / Perivascular cells || Conduction block Reentry

Fibrocytes <@ Endothelial cells Slow conduction I[ Gap junction
-..J Epicardial cells ° Hematopoietic and bone © Angiotensin I1 kY Transforming
marrow-derived cells growth factor

|—> Fibrosis-related genes (Colal, Col3al, TGFB1, CCN2, ACTA2...)

https://doi.org/10.3892/ijmm.2020.4842
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Fibrose de l'oreillette

chez des souris b R o
(] Sedentary D 3' ek
. B Swim exercised * % %
« sportives » - S A lSed % %k
2
o =
10 4
i Swim : .g
g 550 1 n=6 A 0
Q:_ § 0 n=9 e
= 2 20 LaA =
2 525 4 @ w
@ (=
= # 2 154
= - 7 % NS
w K
2 500 - | |
g = RA LA Total
g 475 LV Guasch et al. JACC 2015.
< | | | | |

04s

sococy N
Aschar Sobbi et al. 2015, Nat Comm Swim 'mllum T




https://www.cfp.ca/content/61/12/1061

Triggers
® Pulmonary vein ectopy
® Performance-enhancing drugs

Endurance sport

\

Modulators

® [ncreased vagal tone
® Bradycardia
® Reduced atrial refractory period

AF

Substrate

® |ncreased volume load
® Increased stretch

® [ibrosis

® |[nflammation
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Bilan
= ECG — brady, bloc AV, HVG, WPW, ...

Echographie cardiaque — fonction ? HVG ? Valvulopathie ?
» Epreuve d’effort — coronaropathie ?

= Holter — FA focale, flutter ? ESA (P/T) ?

» Biologie: — TSH, ionogramme

» |[RM ? — fibrose

» Génétique — Syndrome de Brugada, CMPH, CMPD, CPV'T ont une A risques de
FA
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Produits — FA

= Hormones de croissance

» Stimulants — caféine — RedBull
» Amphétamines

= Drogues: cocaine, ecstasy

= Diurétiques
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Prise en charge thérapeutique et disqualification

Recommandation

= Peu de crises de FA, bien supportées, bilan (-)

= Participation autorisées a tous les sports, y compris la compétition

= Sinécessité d’'une anticoagulation (selon le CHA2DS2-VASc)

= Considérer les risques de saignement

= Sj une canalopathie est suspectée: tous les sports de compeétition sont

interdits (jusqu’au bilan)
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Athletes detraining

" (e point n’a pas fait I'objet d'études scientifiques approfondies.

" FEtudes préliminaires évaluant la taille ou le volume de I‘OG: aucun changement

significatit” apres 4-8 semaines ou a plus long terme: 1-13 ans de désentrainement
physique.

"  Weiner et al. : cohorte de joueurs universitaires de football américain, période de
désentrainement de 6 mois (limitée a < 2 heures d'exercice par semaine)

" N des dimensions de I'‘OG, et de I'hypertrophie concentrique du VG

" Impact + sur les ESA

J Am Coll Cardiol, 59 (22) (2012), pp. 1992-1994
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O A Obel, C Davidson

Postgrad Med J 2005;81:62-64. doi: 10.1136/pgmj.2004.021493

A LV Mass (g/m) B LV Wall Thickness (mm)
160+ 14+ Vi
_____ B S S DL | PRIy . f N~ A I
1004 bae 10- :;-' ~ V5
80 Y Y Y T 9 13 T T T aVF L‘LJM\LAJW
Baseline Peak S mos. 6 mos, Baseline Peak Smos 6 mos.,
Fitness Detraning Detraining Fitness Detraining Detraning /\,\J
C Relative Wall Thickness D Left Atrial Dimension (mm) W\J V4 ﬂ)ﬁ rJ(J
0.45+ P =
40+
0.40- i i At follow up after 3 months: amelioration of palpitations
o and light headedness. Follow up Holter monitor at that
0354 . . . .
e e s Sl e weke o ok time yielded only 7 atrial ectopics/24 hours compared

Fitness  Detraining Detraning

it il toniveeind B s with 8510 ectopics/24 hours before de-training therapy,
J Am Coll Cardiol, 59 (22) (2012), pp. 1992-1994 and no atrial fibrillation
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Prise en charge thérapeutique et disqualification

v Les antiarythmiques chez les sportifs avec FA sont généralement trés peu

désirés — tolerance !
v' BB et dopage ! Interdit dans certains sports comme le tir...

v Ablation par RF reste le choix n°1 !

v’ Si flutter documenté, ablation de l'isthme cavo-tricuspide (Classe )
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Radiofrequency Catheter Ablation of Atrial Fibrillation
in Athletes Referred for Disabling Symptoms Preventing Usual
Training Schedule and Sport Competition

During a follow-up of 36.1 £ 12.7
months free of AADs, 18 (90.0%)

patients did not present any subjective
FRANCESCO FURLANELLO, M.D..* PIERPAOLO LUPO, M.D..* MARIO PITTALIS, M.D..*

SARA FORESTI, M.D.,* LAURA VITALI-SERDOZ, M.D..* PIETRO FRANCIA, M.D..* or objective (i.e., during 2,880 hours of
GUIDO DE AMBROGGI, M.D.,* PAOLO FERRERO, M.D.,* STEFANO NARDI, M.D..i ; ; i
GIUSEPPE INAMA, M.D..§ LUIGI DE AMBROGGI, M.D..*,{ and RICCARDO CAPPATO, M.D.* Holter momtormg) evidence of AF
From the * Arrhythmia and Electrophysiology Center, IRCCS, Policlinico San Donato, University of Milan, San Donato Milanese, Milan, recurrence
Italy: {University of Milan; {Santa Maria di Terni Hospital: and §Division of Cardiology, Ospedale Maggiore, Crema, Italy
Catheter Ablation of Atrial Fibrillation in Athletes. Introduction: Atrial fibrillation (AF) may i
occasionally affect athletes by impairing their ability to compete, and leading to noneligibility at prequai- CO m pa re.d to p re? b Iat|0 n, .
ification screening. The impact of catheter ablation (CA) in restoring full competitive activity of athletes posta blat|0n maxi mal exercise
affected by AF is not known. The aim of our study was to investigate the effectiveness of CA of idiopathic AF . . . .
in athletes with palpitations impairing physical performance and compromising eligibility for competitive ca pa C|ty S|gn |f| ca ntly Im p roved
activities.

Methods and Results: Twenty consecutive competitive athletes (all males; 44.4 + 13.0 years) with disabling (from 183 + 32 to 2 18 + 20 W’ P <
palpitations on the basis of idiopathic drug-refractory AF underwent 46 procedures (2.3 == 0.4 per patient) . ..
according to a prospectively designed multiprocedural CA approach that consolidates pulmonary veins 002) A” patlents cou Id reinitiate
(PV)isolation through subsequent steps. Preablation, effort-induced AF could be documented in 13 patients ..

(65%) during stress ECG and significantly reduced maximal effort capacity (176 £ 21 W), as compared the same traini ng SChEd u |e as

with patients with no AF during effort (207 £ 43 W, P < 0.05). At the end of CA protocol, which also

included ablation of atrial flutter (AFL) in 7 patients, 18 (90.0% ) patients were free of AF and two (10.0%) befO re th ea p pea rance Of AF (220
reported short-lasting (minutes) episodes of palpitations during 36.1 + 12.7 months follow-up. Compared

with preablation, postablation maximal exercise capacity significantly improved (from 183 + 32 to 218 + hours per Week)

20 W, P < 0.02). All baseline quality of life (QoL) parameters pertinent to physical activity significantly

improved (P < 0.05) at the end of CA protocol. All athletes obtained reeligibility and could effectively
reinitiate sport activity.

Conclusions: AF, alone or in combination with AFL, may significantly impair maximal effort capacity
thereby limiting competitive performance. Multiple PV isolation proved very effective in these patients to
restore full competitive activity and allow reeligibility. (J Cardiovasc Electrophysiol, Vol. 19, pp. 457462, M¢
2008.)
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En conclusion

« La FA peut étre liée a des exercices d'endurance intenses.
« Elle touche principalement les hommes dans la quarantaine

» Cette vulnérabilité a la FA est probablement associée a de l'inflammation, de la fibrose, et a

I'augmentation du tonus vagal.

« Le déconditionnement physique peut améliorer certains parametres comme la taille de 'OG,

les extrasystoles atriales. Toutefois son impact sur la FA reste inconnu.

* Le meilleur R/ est probablement I'approche curative par ablation: du flutter, isolation des

veines pulmonaire, et recherche d’'un foyer extraveineux pulmonaire
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