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BACKGROUND Atrial arrhythmias (ie, intra-atrial reentrant
tachycardia and atrial fibrillation) are a leading cause of morbidity
and hospitalization in adults with congenital heart disease (CHD).
Little is known about their effect on quality of life and other
patient-reported outcomes (PROs) in adults with CHD.

OBJECTIVE The purpose of this study was to assess the impact of
atrial arrhythmias on PROs in adults with CHD and explore
geographic variations.

METHODS Associations between atrial arrhythmias and PROs were
assessed in a cross-sectional study of adults with CHD from 15 coun-
tries spanning 5 continents. A propensity-based matching weight
analysis was performed to compare quality of life, perceived health
status, psychological distress, sense of coherence, and illness
perception in patients with and those without atrial arrhythmias.

RESULTS A total of 4028 adults with CHD were enrolled, 707
(17.6%) of whom had atrial arrhythmias. After applying matching
weights, patients with and those without atrial arrhythmias were
FLA 5.6.0 DTD � HRTHM8541_proof
comparable with regard to age (mean 40.1 vs 40.2 years), demo-
graphic variables (52.5% vs 52.2% women), and complexity of
CHD (15.9% simple, 44.8% moderate, and 39.2% complex in both
groups). Patients with atrial arrhythmias had significantly worse
PRO scores with respect to quality of life, perceived health status,
psychological distress (ie, depression), and illness perception. A
summary score that combines all PRO measures was significantly
lower in patients with atrial arrhythmias (–3.3%; P 5 .0006).
Differences in PROs were consistent across geographic regions.

CONCLUSION Atrial arrhythmias in adults with CHD are associated
with an adverse impact on a broad range of PROs consistently across
various geographic regions.

KEYWORDS Atrial fibrillation; Congenital heart disease; Intra-atrial
reentrant tachycardia; Patient-reported outcomes; Quality of life

(Heart Rhythm 2020;-:1–8) © 2020 Heart Rhythm Society.
All rights reserved.
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Introduction
Atrial arrhythmias are prevalent in up to 20% of adults with
congenital heart disease (CHD).1 Intra-atrial reentrant tachy-
cardia (IART) is the most common presenting atrial
arrhythmia, followed by atrial fibrillation (AF).2 These
arrhythmias have been associated with heart failure, throm-
boembolic events, and sudden death, and they are a leading
cause of hospitalizations in this patient population.3

Although much attention has been directed toward reducing
the incidence of adverse cardiovascular events resulting from
atrial arrhythmias in adults with CHD, little is known about
their association with quality of life and other patient-
reported outcomes (PROs). Cardiovascular societies have
increasingly recognized the critical role of outcomes reported
directly by patients, particularly those with chronic diseases,
in assessing patient well-being and morbidity. As such, they
have called for cardiovascular research to shift its focus to
include PROs in comprehensive and holistic evaluations
that inform decision-making.4

In this study, we sought to assess the impact of atrial ar-
rhythmias in the largest study of PROs conducted in adults
with CHD. The Assessment of Patterns of Patient-
Reported Outcomes in Adults with Congenital Heart
disease–International Study (APPROACH-IS) enrolled
.4000 patients from 15 countries spanning 5 continents.5

Outcomes included quality of life, perceived health status,
psychological distress, sense of coherence, and illness
perception. In addition, we explored potential geographic
variations.
Methods
Study population
The design and methods of APPROACH-IS have previously
been reported (ClinicalTrials.gov Identifier:
NCT02150603).5 In brief, APPROACH-IS is an interna-
tional cross-sectional study of 4028 adults with CHD from
24 centers. In partnership with the International Society for
Adult Congenital Heart Disease (ISACHD), patients were
enrolled between 2013 and 2015 from Argentina, Australia,
Belgium, Canada, France, India, Italy, Japan, Malta, Norway,
Taiwan, the Netherlands, Sweden, Switzerland, and the
United States. Patients were required to be diagnosed with
CHD before adolescence, be �18 years of age, and possess
physical, cognitive, and language capabilities required to
complete self-report questionnaires. Those who had a cardiac
transplantation were excluded. All patients enrolled in
APPROACH-IS completed PROs and qualified for this
substudy on atrial arrhythmias. The study was conducted in
accordance with the International Council of Harmonization
Tripartite Guidelines for Good Clinical Practice and adhered
to the Helsinki Declaration as revised in 2013. The study was
approved by the institutional review board of each
participating center. All patients consented to participate.
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Data collection and atrial arrhythmias
Demographic data including age, sex, education level,
marital status, religion, ethnicity, and smoking status were
collected from a self-reported questionnaire. Details of the
medical history were extracted from patient records by site
investigators. Medical history data included type of CHD,
other medical conditions, cognitive impairment, cardiac
implantable electronic devices (eg, pacemakers and defibril-
lators), and atrial arrhythmias. Type of CHD was categorized
according to complexity (ie, simple, moderate, or complex)
based on a previously defined classification scheme.6

The data collection form for APPROACH-IS requested
that the type of arrhythmia, if present, be specified. For the
purpose of the current analysis, sustained IART and AF
were grouped together as “atrial tachycardia.” AF was
diagnosed based on standard definitions.7 IART encom-
passed all forms of rapid and regular atrial rhythms, including
typical and reverse typical atrial flutter, scar-based macro-
reentrant tachycardia, microreentrant atrial tachycardia,
lower loop flutter, double wave reentry, and left atrial
reentrant tachycardia8 but excluded accessory pathway-
mediated tachycardia and atrioventricular nodal reentrant
tachycardia.
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PROs
The PROs assessed in APPROACH-IS have previously been
described5 and are summarized in Table 1. Quality of life,
which refers to the extent of satisfaction with life,9 was
assessed by 2 metrics. The linear analogue scale (LAS) of
quality of life is a graded vertical scale ranging from 0 (worst)
to 100 (best) imaginable quality of life. The SatisfactionWith
Life Scale (SWLS) consists of a survey that assesses overall
life satisfaction.10 Perceived health status, which captures the
perceived impact of the disease on health-related quality of
life, functional status, and symptoms,11 was assessed by the
12-Item Short-Form Health Survey Version 2 (SF-12) and
European Quality of Life–5 Dimension (EQ-5D) score.12

The SF-12 is further divided into physical (PCS) and mental
(MCS) component scores. Anxiety and depression, 2
elements of psychological distress, were assessed by the
Hospital Anxiety (HADS-Anxiety) and Depression
(HADS-Depression) Scale.13 Sense of coherence (SOC),
which refers to the extent to which one feels confident that
one’s environment is predictable and that demands will
work out as well as could be reasonably expected,14 was as-
sessed by the Orientation to Life Questionnaire.15 Illness
perception (ie, cognitive representations or beliefs about
one’s illness) was evaluated by the Brief Illness Perception
Questionnaire (Brief IPQ).16 Finally, a composite score
was developed by APPROACH-IS Investigators (APPRtot)
to assess total well-being by incorporating the various
PROs.17
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Statistical analysis
Categorical variables are summarized by frequency and
percentage and continuous variables by mean 6 SD or me-
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dian [interquartile range (IQR)] as appropriate. A
propensity-matched analysis was used to assess the impact
of atrial arrhythmias on PROs. To balance patient character-
istics among those with and those without atrial arrhythmias,
a matching weight (MW) approach was applied.18 A
nonparsimonious logistic regression model with atrial ar-
rhythmias modeled as the dependent variable was fitted to es-
timate propensity scores and calculate MWs based on inverse
probability weighting.18 Patient-level variables included in
the logistic regression model are listed in Table 2. A LOVE
plot was created to compare the percentage of pooled
weighted SDs for the values of standard differences in
weighted means or weighted proportions for each covariate
among patients with and without atrial arrhythmias. An
absolute standardized difference ,10% was considered to
indicate excellent balance between groups and was obtained
for all covariates.

Centers were categorized into 4 geographic regions:
Europe (Belgium, France, Italy, Malta, Norway, Sweden,
Switzerland and the Netherlands); Americas (Canada, United
States, and Argentina); Eastern region (India and Taiwan);
and Pacific region (Australia and Japan). Two-sided
P ,.05 was considered significant. All analyses were
performed using SAS Version 9.4 (SAS Institute, Cary,
NC) and R Version 3.2.5 (RStudio, Inc., Boston, MA).
Results
Baseline characteristics
A total of 4028 adults with CHD patients were enrolled, of
whom 707 (17.6%) had atrial arrhythmias. Patient character-
istics before and after application of MWs are listed in
Table 2. Before matching, CHD patients with atrial arrhyth-
mias were older (mean 41.4 vs 32.3 years) and were more
likely to have complex forms of CHD (42.0% vs 23.5%)
compared to those without atrial arrhythmias (standardized
mean difference .10% for both). The proportion of women
was similar between groups (52.8% vs 53.6%, standardized
mean difference ,10%). After matching, all patient
characteristics included in the propensity-score model were
well balanced between the groups with and without atrial
arrhythmias (standardized mean differences ,5% for all
variables) (Figure 1).
Impact of atrial arrhythmias on outcomes
Patients with atrial arrhythmias had a higher hospitalization
rate in the preceding year (29.7% vs 13.8%; P ,.0001) and
more hospital admissions in adulthood [2 (1–3) vs 0 (0–1);
P ,.0001] compared to those without atrial arrhythmias.
Moreover, patients with arrhythmias required more frequent
follow-up visits than those without (at least twice per year in
43.2% vs 24.0%; P ,.0001).

Atrial arrhythmias were associated with consistently
worse PROs across the spectrum of domains measured,
with significantly poorer scores related to quality of life
(SWLS: P 5 .002), perceived health status (SF-12 PCS:
P ,.0001; SF-12 MCS: P 5 .001; EQ-5D: P 5 .019),
� 4 October 2020 � 11:13 am � ce



Table 1 Summary of PROs

Questionnaire Scale Description

Quality of life
Linear Analogue Scale (LAS) 0–100 Vertical line: higher score reflects better

quality of life
Satisfaction With Life Scale (SWLS) 5–35 Five statements with scores from 1–7;

higher score reflects better quality of
life

Perceived health status
12-Item Short-Form Health Survey
Version 2 (SF-12); divided into
physical (PCS) and mental (MCS)
component scores

0–100 for both PCS and MCS Higher score reflects better perceived
health status

Eight health domains:
� PCS: (1) physical functioning; (2) role
participation with physical health
problems; (3) bodily pain; (4) general
health

� MCS: (5) vitality; (6) social
functioning; (7) emotional health; (8)
mental health

European Quality of Life–5 Dimension
Score (EQ-5D)

5–15 Higher score reflects lower perceived
health status

Five dimensions: (1) mobility; (2) self-
care; (3) usual activities; (4) pain and
discomfort; (5) anxiety and
depression

European Quality of Life–Visual
Analogue Scale (EQ-VAS)

0–100 Vertical line: higher score reflects better
global assessment of health

Psychological distress
Hospital Anxiety (HADS-A) and
Depression (HADS-D) Scale

0–21 for anxiety and depression Higher score reflects greater
psychological distress

Sense of coherence
Sense of Coherence Score–Orientation
to Life Questionnaire (SOC)

13–91 Higher score reflects higher sense of
coherence

Three components: (1)
comprehensibility; (2) manageability;
(3) meaningfulness

Illness perception
Brief Illness Perception Questionnaire
(Brief IPQ)

0–80 Higher score reflects worse illness
perception

Nine items: (1) consequences; (2)
timeline; (3) personal control; (4)
treatment control; (5) identity; (6)
coherence; (7) concern; (8) emotional
response; (9) perceived causes

Overall well-being
APPROACH-IS total score (APPRtot) 0–100 Higher score reflects better state of well-

being
Composite of all PROs listed above

PRO 5 patient-reported outcome.
Adapted with permission from Apers et al.5
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psychological distress (HADS-Depression: P 5 .049), and
illness perception (Brief IPQ: P ,.0001) (Table 3). The
PRO scores that did not differ statistically between groups
(LAS, EQ-VAS [European Quality of Life–Visual Analogue
Scale], HADS-Anxiety, and SOC) showed nonsignificant
trends toward worse outcomes in patients with atrial arrhyth-
mias (P5 .06–.07). The PRO composite score (ie, APPRtot)
was significantly lower (ie, indicative of poorer outcomes) in
patients with atrial arrhythmias (72.46 14.0 vs 74.96 14.0;
P 5 .0006).

Geographic variations in PROs in patients with and those
without atrial arrhythmias
FLA 5.6.0 DTD � HRTHM8541_proof
Mean differences in PRO scores in patients with and those
without atrial arrhythmias were generally consistent across
geographic regions (Figure 2). Overlapping 95% confidence
intervals were observed for all PROs except LAS, in which
scores were lower in patients with atrial arrhythmias in all
geographic regions except Eastern countries. Patients with
atrial arrhythmias from the Pacific region had the greatest
reduction inLAS score, albeitwith awide confidence interval.

Discussion
Atrial arrhythmias are frequently encountered in adults with
CHD.1,3 The incidence of atrial arrhythmia increases with
� 4 October 2020 � 11:14 am � ce



Table 2 Patient characteristics before and after match weighting

Before match weighting After match weighting

Atrial arrhythmia
(N 5 707)

No atrial arrhythmia
(N 5 3321)

Atrial arrhythmia
(N 5 707)

No atrial arrhythmia
(N 5 3321)

Age (y) 41.4 6 14.2 32.3 6 11.4 40.1 6 13.7 40.2 6 14.3
Female sex 52.8 53.5 52.5 52.2
Ethnicity
Middle-Eastern/Arabic 0.9 1.3 1.0 1.0
Asian 15.1 24.1 16.3 16.5
African 1.6 1.0 1.7 1.7
Hispanic 3.3 3.4 3.2 3.1
Caucasian 78.5 69.6 77.0 76.7
Other 0.7 0.6 0.8 1.0

Education level
Less than high school 6.3 4.7 6.1 6.0
High school 44.1 42.6 44.6 45.3
College 23.4 23.6 22.4 22.0
University 26.2 29.1 26.9 26.8

Marital status
Unmarried/never married 6.0 48.6 17.7 35.5
Separated, divorced, or widowed 1.3 4.0 3.5 7.4
Married or with partner 10.4 47.2 28.8 57.2

Tobacco use 11.1 12.2 11.3 11.4
Cognitive impairment 1.4 1.0 1.4 1.3
Complexity of congenital heart disease
Simple 14.9 26.1 15.9 15.9
Moderate 43.1 50.4 44.8 44.8
Complex 42.0 23.5 39.2 39.2

Cardiac implantable electronic device
Pacemaker 8.2 2.5 7.6 17.2
Defibrillator 22.7 4.8 17.2 17.5

Values are given as mean 6 SD or percent.
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Figure 1 LOVE plot depicting the percentage of weighted standard deviations for the standard differences in weighted means or weighted proportions for each
covariate in patients with and those without atrial arrhythmias before (X) and after (O) matching. Dotted blue lines represent 10% cutoff values; dotted red lines
represent 5% cutoff values. After applying the matching weights (MW), an absolute standardized difference ,5% was obtained for all covariates, indicative of
excellent balance between groups.
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Table 3 Comparison of PROs in matched patients with and those without atrial arrhythmias

PRO
Atrial arrhythmia
(N 5 707)

No atrial arrhythmia
(N 5 3321)

Relative
difference (%) P value

Quality of life
LAS 74.9 6 17.1 76.5 6 17.9 –2.2 .060
SWLS 23.8 6 6.9 24.9 6 6.7 –4.1 .002

Perceived health status
SF-12 PCS 69.4 6 21.7 73.9 6 22.2 –6.0 ,.0001
SF-12 MCS 67.9 6 19.9 71.0 6 18.9 –4.4 .001
EQ-5D 1.4 6 1.5 1.2 6 1.5 14.1 .019
EQ-VAS 73.4 6 17.6 75.0 6 18.0 –2.1 .070

Psychological distress
HADS-Anxiety 6.1 6 3.9 5.8 6 4.0 6.1 .067
HADS-Depression 3.8 6 3.6 3.4 6 3.3 9.9 .049

Sense of coherence
SOC 64.0 6 13.5 65.2 6 13.3 –1.9 .060

Illness perception
Brief IPQ 36.4 6 13.0 32.9 6 13.5 10.8 ,.0001

Summary score
APPRtot 72.4 6 14.0 74.9 6 14.0 –3.3 .0006

Values are given as mean 6 SD unless otherwise indicated.
APPRtot5 summary score of all PRO measures; EQ-5D5 European Quality of Life–5 Dimensions; EQ-VAS5 European Quality of Life–Visual Analogue Scale;

HADS 5 Hospital Anxiety and Depression Scale; IPQ 5 Illness Perception Questionnaire; LAS 5 Linear Analogue Scale; MCS 5 Mental Component Score;
PCS 5 Physical Component Score; PRO 5 patient-reported outcome; SF-12 5 12-Item Short-Form Health Survey; SWLS 5 Satisfaction With Life Scale; SOC 5
Sense of Coherence–Orientation to Life Questionnaire.
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age such that the prevalence of IART or AF has been reported
to be nearly 40% in adults with CHD aged.50 years.19 Both
can be poorly tolerated and lead to increased rates of morbid-
ities and hospitalizations, as observed in our study.3,19 To our
knowledge, this is the first study to comprehensively assess
the impact of atrial arrhythmias on PROs in adults with
Figure 2 Regional variations in patient-reported outcomes (PROs). Differences i
atrial arrhythmias are plotted according to geographic region (Eastern, Europe, Am
Survey Version 2; EQ-5D5 European Quality of Life–5 Dimension Score; EQ-Sca
sion Scale; SOC 5 Sense of Coherence Score–Orientation to Life Questionnaire;
Linear Analogue Scale; SWLS 5 Satisfaction With Life Scale.

FLA 5.6.0 DTD � HRTHM8541_proof
CHD. Our key findings are that (1) atrial arrhythmias in
CHD are associated with poor PROs, including quality of
life, perceived health status, psychological distress, and
illness perception; and (2) differences in PROs in CHD
patients with and those without atrial arrhythmias are
generally consistent across geographic locations.
n estimated means of various PROs between patients with and those without
ericas, and Pacific). From left to right: SF-12 5 12-Item Short-Form Health
le5 European Quality of Life Scale; HADS5Hospital Anxiety and Depres-
Brief IPQ 5 Brief Illness Perception Questionnaire; LAS 5 Quality of life
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Impact of atrial arrhythmias on PROs
In patients without CHD, AF is a well-established predictor
of worse PRO scores and, hence, poorer quality of life.20

The recurrent nature of these arrhythmias may lead to
inherent psychological uncertainty further exacerbated by
the medical regimens recommended for effective manage-
ment. Medical visits, symptoms, and complications
associated with AF (eg, stroke and heart failure) seem to
contribute to worse PROs.21,22 Consistently, alleviation of
symptoms23,24 and the need for less frequent thrombopro-
phylactic monitoring with direct-acting oral anticoagu-
lants25,26 have been shown to improve quality of life.

The current study expands these findings to patients with
CHDwho must also endure the uncertainty of their illness. In
this population, atrial arrhythmias were associated with
poorer quality of life, lower perceived mental and physical
health status, greater psychological distress, and a worse
perception of illness. Defining clinically meaningful changes
in PROs remains controversial, with antagonists who oppose
the concept claiming that single threshold values are
misleading by virtue of conceptual problems, dependency
on the distributional index, and a variable meaning of change
according to baseline values.27 Nevertheless, to place these
findings in perspective, previous studies have considered a
3- to 5-point change in SF-12 to be clinically important.28

Differences observed in the population of adults with CHD
with and those without arrhythmias meet this criterion. To
further contextualize our findings, the between-group
differences in our study surpassed the statistically significant
mean differences in SF-12 PCS and MCS scores reported in
a meta-analysis of randomized trials of catheter ablation vs
medical therapy for AF (0.57 and 0.56, respectively).29

Whether arrhythmia treatment strategies and/or targeted
psychoeducational interventions could mitigate the adverse
impact of atrial arrhythmias on PROs in patients with
CHD remains to be determined.
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Effect of comorbidities on PROs in adults with CHD
Little is known about the impact of comorbidities on PROs in
adults with CHD. As a chronic lifelong disease, CHD itself
has been associated with an inconsistent reduction in quality
of life.30,31 However, in patients with CHD, older age,
severity of illness, and more advanced functional class symp-
toms predict worse PRO scores.31–33 Moreover, the presence
of an implantable cardioverter-defibrillator has been
associated with a more threatening view of illness in adults
with CHD, with a worse quality of life in those with second-
ary prevention indications.34 The current study adds to the
growing knowledge base by demonstrating that atrial
arrhythmias should be considered among the important
predictors of worse PROs, with an influence that extends
across a broad spectrum of domains.
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Geographic variability
With the exception of the LAS, the magnitude of reduction in
PRO scores due to atrial arrhythmias was reasonably
FLA 5.6.0 DTD � HRTHM8541_proof
coherent across regions, regardless of variations in individual
PRO scores between regions. In adults with CHD as a whole,
marginal regional variations in PRO scores have been
attributed to differences in standard of living and health
care systems.17 The absence of marked regional variations
in PROs due to atrial arrhythmias is consistent with the fact
that both standard of living and health care systems remain
constant in 2-group comparisons within each geographic
region.

There is a paucity of studies on geographic variations in
PROs related to atrial arrhythmias in patients without
CHD. One small study (N 5 129) that compared patients
with AF in the United States and South Korea suggested
that culture had an interactive effect on PRO scores.35 Future
studies are warranted to determine the association between
country-specific factors on PROs in patients with atrial
arrhythmias.
Study limitations
Although APPROACH-IS is the largest international study
of its kind in adults with CHD, its design is cross-sectional
such that causality cannot be inferred. A volunteer bias
(type of selection bias) may be present if study participants
were more cognizant about their health or more symptomatic
than the general CHD population. The MW approach is
recognized as a highly effective means of creating compara-
ble groups with regard to measured covariates but cannot
directly adjust for potential confounders for which data
were not collected. Given the overlap and frequent coexis-
tence of IART and AF and the fact that diagnoses were based
on data reported in case report forms by site investigators
without an independent adjudicating committee, the impact
of subtype of arrhythmia on PROs was not assessed. The
study did not collect data on catheter ablation or rhythm at
time of the surveys, both of which could potentially influence
PROs.23,24 The possible inclusion of patients in the atrial
arrhythmia group who underwent catheter ablation and/or
had a low symptom burden could conservatively bias results
toward the null hypothesis and, hence, result in an underesti-
mation of between-group differences in PROs. Further
studies are required to assess the effect of these potential
explanatory variables. Finally, APPROACH-IS focused on
the PROs applicable to a more general population of adults
with CHD, such that questionnaires specifically tailored to
patients with atrial arrhythmias (eg, Atrial Fibrillation Effect
on QualiTy-of-life [AFEQT]) were not administered.
Conclusion
In this international study of more than 4000 adults with
CHD, atrial arrhythmias were associated with an adverse
impact on a spectrum of PROs, including metrics of quality
of life, perceived health status, psychological distress, and
illness perception. On the whole, results were consistent
across various geographic regions. These findings call
attention to the distressing consequences of atrial arrhythmias
� 4 October 2020 � 11:14 am � ce
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in adults with CHD and pave the way for future studies to
assess the impact of therapeutic interventions on PROs.
1023

1024

1025

1026

1027

1028

1029

1030

1031

1032

1033

1034

1035

1036

1037

1038

1039

1040

1041

1042

1043

1044

1045

1046

1047

1048

1049

1050

1051

1052

1053

1054

1055

1056

1057

1058

1059

1060

1061

1062

1063

1064

1065

1066

1067
References
1. Koyak Z, Achterbergh R, De Groot J, et al. Postoperative arrhythmias in adults

with congenital heart disease: incidence and risk factors. Int J Cardiol 2013;
169:139–144.

2. Labombarda F, Hamilton R, Shohoudi A, et al. Increasing prevalence of atrial
fibrillation and permanent atrial arrhythmias in congenital heart disease. J Am
Coll Cardiol 2017;70:857–865.

3. Khairy P, Van Hare GF, Balaji S, et al. PACES/HRS expert consensus statement
on the recognition and management of arrhythmias in adult congenital heart
disease. Heart Rhythm 2014;11:e102–e165.

4. Anker SD, Agewall S, Borggrefe M, et al. The importance of patient-reported
outcomes: a call for their comprehensive integration in cardiovascular clinical
trials. Eur Heart J 2014;35:2001–2009.

5. Apers S, Kovacs AH, Luyckx K, et al. Assessment of Patterns of Patient-Reported
Outcomes in Adults with Congenital Heart disease–International Study
(APPROACH-IS): rationale, design, and methods. Int J Cardiol 2015;
179:334–342.

6. Warnes CA, Williams RG, Bashore TM, et al. ACC/AHA 2008 guidelines for the
management of adults with congenital heart disease. Circulation 2008;
118:e714–e833.

7. January CT, Wann LS, Alpert JS, et al. 2014 AHA/ACC/HRS guideline for the
management of patients with atrial fibrillation. Circulation 2014;130:e199–e267.

8. Saoudi N, Cosio F, Waldo A, et al. A classification of atrial flutter and regular
atrial tachycardia according to electrophysiological mechanisms and anatomical
bases. Eur Heart J 2001;22:1162–1182.

9. Moons P, Budts W, De Geest S. Critique on the conceptualisation of quality of
life: a review and evaluation of different conceptual approaches. Int J Nurs
Stud 2006;43:891–901.

10. Diener E, Emmons RA, Larsen RJ, Griffin S. The Satisfaction With Life Scale. J
Pers Assess 1985;49:71–75.

11. Rumsfeld JS. Health status and clinical practice: when will they meet? Circulation
2002;106:5–7.

12. Johnson JA, Coons SJ. Comparison of the EQ-5D and SF-12 in an adult US sam-
ple. Qual Life Res 1998;7:155–166.

13. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta
Psychiatr Scand 1983;67:361–370.

14. Muller J, Hess J, Hager A. Sense of coherence, rather than exercise capacity, is the
stronger predictor to obtain health-related quality of life in adults with congenital
heart disease. Eur J Prev Cardiol 2014;21:949–955.

15. Antonovsky A. The structure and properties of the sense of coherence scale. Soc
Sci Med 1993;36:725–733.

16. Broadbent E, Petrie KJ, Main J, Weinman J. The brief illness perception question-
naire. J Psychosom Res 2006;60:631–637.

17. Moons P, Kovacs AH, Luyckx K, et al. Patient-reported outcomes in adults with
congenital heart disease: inter-country variation, standard of living and healthcare
system factors. Int J Cardiol 2018;251:34–41.
FLA 5.6.0 DTD � HRTHM8541_proof
18. Li L, Greene T. A weighting analogue to pair matching in propensity score
analysis. Int J Biostats 2013;9:215–234.

19. Bouchardy J, Therrien J, Pilote L, et al. Atrial arrhythmias in adults with
congenital heart disease. Circulation 2009;120:1679–1686.

20. Jenkins LS, Brodsky M, Schron E, et al. Quality of life in atrial fibrillation: the
Atrial Fibrillation Follow-up Investigation of Rhythm Management (AFFIRM)
study. Am Heart J 2005;149:112–120.

21. Dorian P, Jung W, Newman D, et al. The impairment of health-related quality of
life in patients with intermittent atrial fibrillation: implications for the assessment
of investigational therapy. J Am Coll Cardiol 2000;36:1303–1309.

22. Steinberg BA, Turner J, Lyons A, et al. Systematic collection of patient-reported
outcomes in atrial fibrillation: feasibility and initial results of the Utah mEVAL
AF programme. Europace 2020;22:368–374.

23. Mark DB, Anstrom KJ, Sheng S, et al. Effect of catheter ablation vs medical
therapy on quality of life among patients with atrial fibrillation: the CABANA
randomized clinical trial. JAMA 2019;321:1275–1285.

24. Evans JM,Withers KL, Lencioni M, et al. Quality of life benefits from arrhythmia
ablation: a longitudinal study using the C-CAP questionnaire and EQ5D. Pacing
Clin Electrophysiol 2019;42:705–711.

25. Perino AC, Shrader P, Turakhia MP, et al. Comparison of patient-reported care
satisfaction, quality of warfarin therapy, and outcomes of atrial fibrillation. J
Am Heart Assoc 2019;8:e011205.

26. Afzal SK, Hasan SS, Babar ZU. A systematic review of patient-reported outcomes
associated with the use of direct-acting oral anticoagulants. Br J Clin Pharmacol
2019;85:2652–2667.

27. Hays RD,Woolley JM. The concept of clinically meaningful difference in health-
related quality-of-life research. How meaningful is it? Pharmacoeconomics 2000;
18:419–423.

28. Samsa G, Edelman D, Rothman ML, Williams GR, Lipscomb J, Matchar D.
Determining clinically important differences in health status measures: a general
approach with illustration to the Health Utilities IndexMark II. Pharmacoeconom-
ics 1999;15:141–155.

29. Allan KS, Aves T, Henry S, et al. Health-related quality of life in patients
with atrial fibrillation treated with catheter ablation or antiarrhythmic
drug therapy: a systematic review and meta-analysis. CJC Open 2020;
2:286–295.

30. Kovacs AH, Moons P. Psychosocial functioning and quality of life in adults with
congenital heart disease and heart failure. Heart Fail Clin 2014;10:35–42.

31. Apers S, Kovacs AH, Luyckx K, et al. Quality of life of adults with congenital
heart disease in 15 countries: evaluating country-specific characteristics. J Am
Coll Cardiol 2016;67:2237–2245.

32. Fogleman ND, Apers S, Moons P, et al. Regional variation in quality of life in
patients with a Fontan circulation: a multinational perspective. Am Heart J
2017;193:55–62.

33. Rassart J, Apers S, Kovacs AH, et al. Illness perceptions in adult congenital
heart disease: a multi-center international study. Int J Cardiol 2017;
244:130–138.

34. Levesque V, Laplante L, Shohoudi A, et al. Implantable cardioverter-
defibrillators and patient-reported outcomes in adults with congenital heart
disease: an international study. Heart Rhythm 2020;17:768–776.

35. Kang Y. Gender and culture differences in the quality of life among Americans
and Koreans with atrial fibrillation. Nurs Health Sci 2009;11:301–305.
1068

1069

1070

1071

1072

1073

1074

1075

1076

1077

1078

1079

1080

1081

1082

1083

1084

1085

1086

1087

1088

� 4 October 2020 � 11:14 am � ce


	Atrial arrhythmias and patient-reported outcomes in adults with congenital heart disease: An international study
	Introduction
	Methods
	Study population
	Data collection and atrial arrhythmias
	PROs
	Statistical analysis

	Results
	Baseline characteristics
	Impact of atrial arrhythmias on outcomes

	Discussion
	Impact of atrial arrhythmias on PROs
	Effect of comorbidities on PROs in adults with CHD
	Geographic variability
	Study limitations

	Conclusion
	References


