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Antiarrhythmic Effect of Statin

Therapy and Atrial Fibrillation
A Meta-Analysis of Randomized Controlled Trials

Laurent Fauchier, MD, PHD, Bertrand Pierre, MD, Axel de Labriolle, MD, Caroline Grimard, MD,
Noura Zannad, MD, Dominique Babuty, MD, PHD

Tours, France

To improve the evaluation of the possible antiarrhythmic effect of statins, we performed a meta-analysis of ran-

domized trials with statins on the end point of incidence or recurrence of atrial fibrillation (AF).

The use of statins had been suggested to protect against AF in some clinical observational and experimental

A systematic review of controlled trials with statins was performed. Eligible studies had to have been ran-

domized controlled parallel-design human trials with use of statins that collected data on incidence or re-

Objectives
Background
studies but remained inadequately explored.
Methods
currence of AF.
Results

Six studies with 3,557 patients in sinus rhythm were included in the analysis. Three studies investigated the use

of statins in patients with a history of paroxysmal AF (n = 1) or persistent AF undergoing electrical cardioversion
(n = 2), and 3 investigated the use of statins in primary prevention of AF in patients undergoing cardiac surgery
or after acute coronary syndrome. Incidence or recurrence of AF occurred in 386 patients. Overall, the use of
statins was significantly associated with a decreased risk of AF compared with control (odds ratio [OR] 0.39,
95% confidence interval [CI] 0.18 to 0.85, p = 0.02). Benefit of statin therapy seemed more marked in second-
ary prevention of AF (OR 0.33, 95% CI 0.10 to 1.03, p = 0.06) than for new-onset or postoperative AF (OR 0.60,

95% Cl 0.27 to 1.37, p = 0.23).

Conclusions

Use of statins was significantly associated with a decreased risk of incidence or recurrence of AF in patients in

sinus rhythm with a history of previous AF or undergoing cardiac surgery or after acute coronary

syndrome.

(J Am Coll Cardiol 2008;xx:xxx) © 2008 by the American College of Cardiology Foundation

The 3-hydroxy-3-methylglutaryl coenzyme A (HMG-
CoA) reductase inhibitors (statins) are hypothesized to have
a benefit against arrhythmias in addition to well-established
secondary prevention benefits for atherosclerotic coronary
artery disease, yet the data are inconsistent. The use of
statins had been suggested to protect against atrial fibrilla-
tion (AF) in some clinical and experimental studies but
remained inadequately explored. Specifically, observational
studies provided evidence supporting a protective role of
statins against AF. However, insufficient data are available
at this time to allow recommendations for prevention of AF
with statins (1,2). To improve the evaluation of the possible
benefit of statins, we performed a meta-analysis of random-
ized trials with statins on the end point of incidence or
recurrence of AF.

From Cardiologie, Centre Hospitalier Universitaire Trousseau, Tours, France. The
authors declare no conflicts of interest.
Manuscript received August 17, 2007; accepted September 19, 2007.
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Methods

Data collection. We searched through Medline for all
randomized controlled trials published from January 1980
through June 2007 that compared statins with placebo or a
control treatment. We combined the terms “statin” and
“atrial fibrillation” with text searches with the term “ran-

dom.” We looked for randomized controlled outcome trials AQ:1

that met all of the following specified criteria: 1) direct
comparison between a statin and control treatment or
placebo regardless of the background therapy in either
group; 2) publication before June 1, 2007 in peer-reviewed
journals indexed in Medline; 3) incidence or recurrence of
AF as a specified event, although not necessarily a primary
end point; and 4) follow-up of at least 3 weeks. We also
manually searched references from selected clinical trials,
recent meta-analysis, and review articles. Finally, we re-
viewed abstracts from the 2001 to 2007 conference proceed-
ings of the American College of Cardiology, American
Heart Association, and European Society of Cardiology.
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Abbreviations
and Acronyms

AF = atrial fibrillation

The final search identified 6 tri-
als (3—8) that fulfilled all inclu-
sion criteria. We extracted infor-
mation on study design, sample
characteristics, sample size, in-
tervention strategies, outcome
measures, and other study char-
acteristics from the included ran-
domized controlled trials and/or
previous published data for re-
sults published in abstract form (4,9,10). We reviewed the
methodological quality of randomized controlled trials by
using a scoring system developed by Jadad et al. (11). The
numbers of events in each trial were extracted when avail-
able on the basis of an intention-to-treat approach. All the
analysis on the end point of AF was performed at the trial
level, and none of the data of the individual studies were
obtained from sponsoring institutions. A Quality of Report-
ing of Meta-Analysis (QUOROM) (12) flow diagram of
the study selection process is illustrated in Figure 1.
Statistical analysis. We calculated values for agreement by
using the methods described by Fleiss (13). We calculated
an odds ratio (OR) for each study outcome to allow for
pooling of similar outcomes. We calculated ORs and 95%
confidence intervals (Cls) for incidence or recurrence of AF
of each trial separately and for combinations of studies
according to fixed-effect and random-effect models. We
used a chi-square test to assess heterogeneity. In the
presence of statistical homogeneity defined as a chi-square
test p value more than 0.10, we analyzed the data by using
fixed-effects models. Pooled ORs and 95% Cls for fixed-
effects models were calculated on the basis of the Mantel-
Haenszel method (14). Otherwise, we used random-effects
models (15). The p value threshold for statistical signifi-
cance was set at 0.05 for effect sizes. We also generated a
Funnel plot of randomized, controlled trials with estimable
ORs for considered end point to assess the presence of
publication bias. We plotted the inverse of the standard
error of the natural logarithm of the OR against the OR.
Statistical calculations were performed by using RevMan,
version 4.2.6 (The Cochrane Collaboration, Oxford, United
Kingdom). No funding source had a role in the design of the
study or in the decision to submit the manuscript for
publication.

Cl = confidence interval
CRP = C-reactive protein
LDL = low-density
lipoprotein

OR = odds ratio

Results

Six studies with 3,557 patients in sinus rhythm were
included in the analysis. Three studies investigated the use
of statins in patients with a history of paroxysmal AF (n =
1) or persistent AF undergoing electrical cardioversion (n =
2), and 3 investigated the use of statins in primary preven-
tion of AF in patients undergoing cardiac surgery (post-
operative AF, n = 2) or after acute coronary syndrome
(new-onset AF, n = 1). Table 1 summarizes the character-
istics of the 6 trials. All included controlled trials were

dochead=Clinical Research

JACC Vol. xx, No. x, 2008
Month 2008:xxx

randomized and received Jadad scores of 2 (n = 2), 3 (n =
1), 4 (n = 1), or 5 (n = 2) points. The 6 eligible trials
included 1,542 patients randomized to statins and 1,559
patients randomized to placebo or control regimen. The
following statins were studied: atorvastatin (n = 5), and
pravastatin (n = 1). Intervention doses for statins were
variable. Comparisons were made with placebo (n = 4) or a
control regimen (n = 2). In this latter situation, medication
and antiarrhythmic use was similar in the control group and
in the statin group, particularly for the use of beta-blocker
drugs (25% in the study by Ozaydin et al. [6], and 65% in
the study by Tveit et al. [3]).

Follow-up durations varied from 3 to 26 weeks. All 6
studies reported AF outcomes. For the considered end
point, Funnel plot of trials with estimable ORs appeared to
be relatively symmetrical, suggesting the absence of major
publication bias (Fig. 2). Coronary artery disease was
present in 3,306 of 3,557 patients (93%). Coronary artery
disease was present in 219 of 470 of the patients (47%)
when the MIRACL (Myocardial Ischemia Reduction with
Aggressive Cholesterol Lowering) study published in ab-
stract form was removed. Other characteristics of patients in
each study, including concomitant medical treatment, are in

84 Potentially relevant
citations/abstracts screened|

20 Excluded (reviews and
commentaries)

9

64 Reports retrieved for
review

48 Excluded (not english
language, not controlled trial’
not human study)

16 Studies about statins and
AF

10 Excluded (non randomized,
presence of AF outcomes
unknown)

6 Trials included in analysis:

- 3 in Recurrent AF
- 2 in Post operative AF
- 1in Acute Coronary Syndrome

AF = atrial fibrillation.

Selection Process for Randomized
Controlled Trials on Statin and AF
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(secondary end point)

ECG monitoring during ICU stay

Incidence of postoperative AF

40 Scheduled coronary bypass surgery 20 mg atorvastatin vs. placebo 3 weeks

Chello et al., 2006 (5)

(secondary end point)

24-h ambulatory ECG monitoring

Recurrence of AF >10 min (primary end point)

10 mg atorvastatin vs. standard therapy 3 months

48 Persistent AF and scheduled EC
200 Scheduled cardiac surgery without

Ozaydin et al., 2006 (6)
ARMYDA-3, 2006 (7)

ECG monitoring during hospital stay

Incidence of postoperative AF =5 min

30 days

40 mg atorvastatin vs. placebo

and clinical follow-up with ECG

(primary end point)

history of AF

130 Paroxysmal AF

48-h ambulatory ECG monitoring

4-6 months Recurrence of AF =1 min (primary end point)

20-40 mg atorvastatin vs. placebo

Dernellis and Panaretou,

2006 (8)

*0n a scale of O to 5; see Methods section.

Myocardial Ischemia Reduction with Aggressive Cholesterol

intensive care unit; MIRACL

Atorvastatin for Reduction of MYocardial Dysrhythmia After cardiac surgery study; EC = electrical cardioversion; ECG = electrocardiography; ICU

AF = atrial fibrillation; ARMYDA-3

Lowering study.
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Tables 2 and 3. Incidence or recurrence of AF occurred in
386 patients: 165 of 1,775 in patients treated with statin
versus 221 of 1,782 in control subjects. Data of the
comparison groups for end point were not homogeneous on
the basis of the chi-square statistic. Therefore, we assumed
random-effects models. Overall, the use of statins was
significantly associated with a decreased risk of recurrence of
AF compared with control (OR 0.39, 95% CI 0.18 to 0.85,
p = 0.02) (Fig. 3). Benefit of statin therapy seemed more
marked in secondary prevention of AF (OR 0.33, 95% CI
0.10 to 1.03, p = 0.06) than for new-onset or postoperative
AF (OR 0.60, 95% CI 0.27 to 1.37, p = 0.23) (Fig. 3).
When atorvastatin was considered alone, benefit was higher
(OR 0.30, 95% CI 0.12 to 0.78, p = 0.01 on the end point
of both incidence or recurrence of AF) (Fig. 4). Finally,
results were similar when ORs were calculated after exclu-
sion of the MIRACL study, which was only published in
abstract form (OR 0.30, 95% CI 0.11 to 0.76, p = 0.01, on
the end point of either incidence or recurrence of AF) or
when studies with Jadad score <3 were removed from the
analysis (OR 0.34, 95% CI 0.12 to 0.96, p = 0.04) (Fig. 5).

Discussion

Our systematic analysis suggests that use of statins was
significantly associated with a decreased risk of incidence or
recurrence of AF in patients in sinus rhythm with a history
of previous AF or undergoing cardiac surgery or after acute
coronary syndrome. This beneficial effect seemed more
marked in the prevention of AF recurrences than in primary
prevention of AF, although this might not be certain,
because none of the subset analyses came out statistically
significant. The lower number of patients with new-onset or
postoperative AF might in part explain the lack of signifi-

Review: Statin  AF
Comparison: 015tatin vs Control
Outcome D1 AF

700 SE(ieg OR)
L]
+0.2
L
0.4 -
_‘\E;‘E
-
+08
L
01 02 05 1 2 5 10

OR (fixed)

m Funnel Plot of the Meta-Analysis

Review: statins versus placebo or control regimen for the end point of first epi-
sode (new-onset or post-operative) or recurrence of atrial fibrillation (AF). Fun-
nel plot allows assessment of publication bias. Bias is suspected if the plots
are asymmetric on each side of the dashed line. Present plot shows no clear
evidence of bias. OR = odds ratio.
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Class 1 AA

Amiodarone Use Digoxine Use

Beta-Blocker ACEIl Use

CAD History of MI LV EF

(%)

Hypertension Diabetes

Baseline Characteristics of the Patients in the 6 Trials Included in the Meta-Analysis
Mean Age

Table 2
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Use (%)

(%)
24
11

(%) (%)

(%) Use (%)

(%)

(%)

(%)

43

(yrs)
68
65
65
61
66
54

Study, Year (Ref. #)
Tveit et al., 2004 (3)
MIRACL, 2004 (4)

66
78

11
100
100

114
3,086

49

25

23

55

45

40
48
200
130

Chello et al., 2006 (5)
Ozaydin et al., 2006 (6)
ARMYDA-3, 2006 (7)

29
66
28

23
37

40

49

52

43

84

87

28

25

43

20

65

Dernellis and Panaretou, 2006 (8)

left ventricular ejection fraction; other abbreviations as in Table 1.

coronary artery disease; Ml = myocardial infarction; LVEF =

antiarrhythmic agent; ACEl = angiotensin converting enzyme inhibitor; CAD =

AA =

JACC Vol. xx, No. x, 2008
Month 2008:xxx

cance for this subgroup. Of note, although the number of
patients in each study was highly variable, we had a
relatively well balanced contribution of each of the 6 studies
with weight ranging from 10% to 22%.

Duration of follow-up in the 6 studies was variable and
might seem relatively short. However, different types of AF
have varying expected times to development or onset. In each
study, patients were appropriately monitored on the basis of
the type of AF. Recurrences of paroxysmal AF or AF after
cardioversion frequently occur within the first month (1). All of
the patients with recurrent AF included in our analysis had a
follow-up period >1 month (6 weeks to 6 months). Postop-
erative AF patients were followed for at least 3 days and up to
30 days. Because the risk of developing postoperative AF is
greatest on postoperative days 2 and 3 and lower after day 10,
these periods of follow-up were sufficient (16). The MIRACL
study was the only one that did not show a clear reduction in
AF with atorvastatin use, particularly in the subgroup of
patients that had new-onset AF analyzed with a relatively short
follow-up of 16 weeks. This shorter duration of follow-up
(considering new-onset AF) might explain why a beneficial
effect against AF was not observed with statin in the MIR-
ACL study. This relatively inadequate follow-up duration
might also explain the lack of benefit of statin use on the
primary prevention of AF (postoperative or new-onset AF),
because these results were essentially driven by the MIRACL
study.

The present analysis ignored in part varying doses of
statins and varying durations of therapy, as in most of
meta-analyses. Because populations were different, we
thought it was inappropriate to compare the OR in each
trial and draw precise conclusions on dose effect. However,
the benefit against AF did not seem clearly related to statin
dose, particularly for atorvastatin use, because OR was not
lower in the ARMYDA-3 (Atorvastatin for Reduction of
MYocardial Dysrhythmia After cardiac surgery) study and
the MIRACL studies in which a high dose of atorvastatin
was used (40 and 80 mg/day, respectively). A beneficial
effect was not found in the only study performed with
pravastatin in contrast to those that used atorvastatin.
Whether the benefit obtained against AF, at least at some
extent, in almost all the populations studied with atorvasta-
tin might be obtained with other statins is unknown.

The mechanisms by which statins might prevent AF have
been in part delineated. Inflammation is involved in the
development, recurrence, and persistence of AF (17). These
conditions are associated with enhanced myocardial tissue
inflammation and atrial remodeling that might serve as a
substrate for the development of AF (2). Moreover, elevated
C-reactive protein (CRP) levels have been shown to be
independently associated with an increased risk for the
development or recurrence of AF (18). The capacity of
statins to reduce inflammation and CRP levels is relatively
well established (19,20). This might explain a potential
beneficial effect of statins against AF. However, we were not
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226 . . . . . .
Table 3 Baseline Biochemical Characteristics of the Patients in the
227 6 Trials Included in the Meta-Analysis and Changes With Statin Therapy
228
229 Total Cholest LDL Cholest: HDL Cholesterol Triglycerides CRP Decrease in LDL Change in CRP
Study, Year (Ref. #) n (mg/dI) (mgy/dI) (mg/dl) (mg/dI) (mgy/dI) With Statin With Statin*
230 Tveit et al., 2004 (3) 114 216 139 = = — —33% =
’ v 1 - o = o
231 MIRACL, 2004 (4) 3,086 207 124 46 184 11.25 55% 34%
232 Chello et al., 2006 (5) 40 235 155 48 157 — — —
233 Ozaydin et al., 2006 (6) 48 171 99 44 140 2.85 —9% ~10%
234 ARMYDA-3, 2006 (7) 200 = = = = 3.65 = 1%
235 Dernellis and Panaretou, 130 224 154 48 110 6.1 —37% —50%
236 2006 (8)
237 CRP = C-reactive protein; HDL = high-density lipoprotein; LDL = low-density lipoprotein; other abbreviations as in Table 1.
238 *Compared with the control group.
239 . . . . . .
240 able to establish a clear relation between the decrease in sin II has a growth-enhancing effect on cardiac myocytes,
CRP with statin use and the benefit obtained against AF. vascular smooth muscle cells, and fibroblasts, thus resulting
241 . . . . . . .
249 Several risk factors for atherogenesis, such as age, obesity, ~ in remodeling and fibrosis of the atria that could also
243 and hypertension have been associated with increased risk provide a potential arrhythmogenic substrate for the devel-
244 for the development of AF (1), suggesting an association opment of AF (21). This association is supported by the fact
between AF and atherosclerotic vascular disease. Statins are that inhibition of the renin angiotensin system might
245
246 known to improve lipid abnormalities. Whether statins have ~ decrease the incidence of AF (22). There is also evidence
247 a protective role against AF development through anti- suggesting an interaction between dyslipidemia and renin
atherogenic properties remains to be established. angiotensin system activity (23). Statins decrease both
248 r. . .. L0 .
There is evidence suggesting an association between AF cholesterol levels and oxidative stress (24) and thus might
249 . ¢ ¢ .. . . . . .
250 and enhanced renin angiotensin system activity. Angioten- downregulate the renin angiotensin system. This mecha-
251
252 o o
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Total evertts. (2 (Statin). 84 (Control)
266 rmb'hclmoge::;fzcn- ;Edp?d';zw:oo-l.‘l =68 8%
Test for overall of =1 (Pe02Y)
01 02 oas 1 2 5 w0
267 e kot Pk S
268
269 Coman e AF recurrence
Ourzone 01 AF
270 Saudy Statin Controt OR [random) Weght OR (random|
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Tvied 18/51 1wis —h— F - 1.00 [0 48 2.47] 2004
272 Desnelis 14/ 40 3640 +—— n.or 0.08 |0.02 0.20) 2005
o Ozaydin M i — o e Q.17 (0.04, 0.72] 2008
273 L Total (95% C1) o ] m | —renPERE—— 100 00 0.33 [0.10. 1.03)
274 o ;ﬂT'.m.m:'?ﬁ'Z':chf':': 3P = 00004, = 816%
Test for averall effect Z = 102 (P = 0.08)
275 R 01 0z 05 2 5 10
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276
277 m Effect of Statins on the Occurrence of AF
278
279 Effect of statins versus placebo or control regimen on the occurrence of all types of atrial fibrillation (AF) (i.e., first episode or recurrence of AF, top panel), primary pre-
vention of AF (new-onset or postoperative AF, middle panel), or prevention of recurrence of AF (lower panel). MIRACL 1 and 2 indicate effect of statin in subgroups of
280 patients in the MIRACL study without or with a previous AF, respectively. Cl = confidence interval; OR = odds ratio.
281
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Saatn AF
01 Statin vs Control

Foeviea
Comparison

All AF - Atorvastatin

Effect of Atorvastatin on the Occurrence of AF

Effect of atorvastatin versus placebo or control regimen on the occurrence of

Cuteama 01 4F
Study Statin Ceerl OR {random) Wesght OR {random])
o sub-category N N 5% Cl % #5% CI Yoar
MIRACL 9371539 961 1528 .- .22 097 [0.72 1.3 2004
Deimelis 140 30 /40 — 870 0.08 [0.02 0.2 2005
ARMYDA S 357101 55109 —a— 24 84 0.41 [0.23 0.72] 2006
Chello 2120 5120 A 13,64 0.33 [0.08 1.7 2008
Opaydn 324 nis — 1660 0.17 [0.04 0 72 2006
Total (35% Ci) 1724 1T ~—eai—— 100 00 0.30 [0.12, 0.78
Total events: 147 (Statin). 204 (Contral)
Test for heterogenedy. ChF = 26.31, of = 4 (P < 0L0001), F = BS.9%
Test for overnll effect 2 =247 (P=001)

o1 o2 08 z 5 1w

Favours reatment  Fanvours control

first AF episode (new-onset or postoperative AF) or recurrence of AF. Abbreviations as in Figure 3.

nism might explain a possible antiarrhythmic effect of
statins against AF (23).

Finally, it has been suggested that a modulation of the
autonomic nervous system by statins might have a protective
role against AF in the particular setting of postoperative
patients with enhanced sympathetic activity (25).

Meta-analyses might help the integration of current
evidence into clinical practice. There is a need for contin-
ually updating meta-analyses when new randomized con-
trolled trials are available and to perform meta-analysis with
a sufficient power from all published trials. Findings from
meta-analyses change when data from a trial with a sub-
stantial number of patients are added, especially when
previous ORs border on the threshold of statistical signifi-
cance (26,27). An additional trial comparing 10 mg of
rosuvastatin with placebo in heart failure of ischemic etiol-

ogy, CORONA (Controlled Rosuvastatin Multinational

Study in Heart Failure) (28), is ongoing. Atrial fibrillation is
a common event in these patients. This trial combined with
our meta-analysis should provide further information, if
results on the end point of incidence of AF become
available. Results about statins and AF from new random-
ized studies will then be difficult to obtain in the particular
population of patients with coronary artery disease, because
it will seem unethical to build a study including a control
arm without any statin in these patients. Patients with
coronary heart disease are currently treated with statins in
most cases, and this might not have an impact on their
treatment. In contrast but possibly very interestingly, it
remains to be determined whether statins might bring some
benefit in patients with AF without any type of established
atherosclerotic disease or with a low risk of atherogenesis.

Study limitations. Jadad score was low in some studies,

and it is noteworthy that the results of the MIRACL study

R Statin  AF -

Comnsen - smnmcens AILAF - Full text articles

Qutcome 01 AF
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34 1M/24 — 7.8 01T D04 0. T72)] 2006

Tolal {85% CI) 2% EET) ——ei— 10000 0.30 (011, 0.78)

Total events: 72 {Statin), 125 (Contral)

Test for heterogenssty: Chi* = 16 53, of = 4 (P = 0.002) F = 75.8%

Test for overall eftect 7 = 251 (P = 0.01)
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o sub-category N N % Cl w W% Cl Year

MIRCAL 63/153 D6 1548 — 3 48 0.8 P.T2 1. 3] 2004

Dermalia 14040 W18 — F- 0.06 [0 02, 0. 20) 2008

ARMYOA 3 3571101 55109 —— .45 o4 023 0.72) 2006

Chelio. 2120 8120 e 1687 0.3 .05 1.57] 2008

Total (85% CI) 1700 77 ——e—— 00, 00 0.3 0,92 0.56]

Total events. 144 (S2atn), 193 (Control)

Test for heten Chi' = 2463 of = 3 (P < 00001, F = 87 0%
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o1 o2 as 2 5 10
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m Effect of Statins on the Occurrence of AF in Studies Published in Full Text Form and in Studies With Jadad Score =3

Effect of statins versus placebo or control regimen on the occurrence of first AF episode (new-onset or postoperative AF) or recurrence of AF. Odds ratio for occurrence of
AF in studies published in full text form is on the top panel and OR in studies with Jadad score =3 is on the lower panel. Jadad score =3 indicates that studies with a
lower methodological quality were excluded from the analysis. Abbreviations as in Figure 3.
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with AF have not been published in a full text article to
date. However, results were similar when the MIRACL
study was not included in our analysis or when ORs were
calculated after studies with Jadad score <3 were removed.

We were not able to assess the degree of low-density
lipoprotein cholesterol (LDL)-lowering versus incidence or
recurrence of AF, as was done with other events with statin
therapy (29). We cannot determine from our analysis whether
the benefit was seen because some type or dose of statins were
used or because low LDL levels were achieved. Thus, if a
patient achieved a certain goal of LDL (<100 or <70 mg/dl)
with moderate-dose statin, we are not able to say whether
outcomes would be better if a higher-dose statin was used.

idFinally, mechanisms of AF might be varied in different
groups of patients. Benefit of intervention therapies might be
due to different protective effects, and results cannot be directly
extrapolated to specific clinical settings. Significant heteroge-
neity found in OR calculations might also reflect heterogeneity
of different clinical settings included in the study.

Conclusions

Use of statins was significantly associated with a decreased
risk of incidence or recurrence of AF in patients in sinus
rhythm with a history of previous AF, in those undergoing
cardiac surgery, or after acute coronary syndrome. These
results provide some evidence of the benefit of statins
beyond their lipid-lowering activity. However, large-scale,
prospective, randomized clinical trials are still needed to
establish whether statins bring a similar benefit and are an
appropriate therapeutic option in all subgroups of patients
for the management of AF.

Reprint requests and correspondence: Dr. Laurent Fauchier,
Service de Cardiologie B et Laboratoire d’Electrophysiologie
Cardiaque, Pole Ceceur Thorax Vasculaire Hémostase, Centre
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Antiarrhythmic Effect of Statin Therapy and Atrial Fibrillation: A Meta-Analysis of
Randomized Controlled Trials

Laurent Fauchier, Bertrand Pierre, Axel de Labriolle, Caroline Grimard, Noura Zannad,
Dominique Babuty

A systematic review of randomized controlled trials with statins was performed with
analysis on the end point of incidence or recurrence of atrial fibrillation (AF). Six
studies with 3,557 patients in sinus rthythm were included in this analysis. Incidence
or recurrence of AF occurred in 386 patients. Overall, the use of statins was
significantly associated with a decreased risk of AF compared with control (odds
ratio [OR] 0.39, 95% confidence interval 0.18 to 0.85, p = 0.02). Benefit of statin
therapy seemed more marked in secondary prevention of AF (OR 0.33, p = 0.06)
than for new-onset or postoperative AF (OR 0.60, p = 0.23).

Antiarrhythmic Effect of Statin Therapy and Atrial Fibrillation: A Meta-Analysis of
Randomized Controlled Trials

Laurent Fauchier, Bertrand Pierre, Axel de Labriolle, Caroline Grimard, Noura Zannad,
Dominigue Babuty
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