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Heart Rate Variability Predicts Therapeutic Response to Metoprolol in Children With Postural Tachycardia Syndrome
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Purpose: To improve the metoprolol therapeutic effectiveness, we aimed to explore whether baseline heart rate variability (HRV) indicators before metoprolol treatment were useful for predicting its efficacy for postural tachycardia syndrome (POTS).

Methods: We recruited 45 children with POTS who received metoprolol and 17 healthy controls. All children underwent a standing test or basic head-up tilt test and 24-h dynamic electrocardiography before treatment. After 3 months of metoprolol, therapeutic responsiveness was evaluated. The usefulness of baseline HRV parameters in predicting the effectiveness of metoprolol was studied and the long-term cumulative symptom rate was analyzed.

Results: The baseline HRV frequency domain indicators for power, ultra-low frequency, very-low frequency, low frequency (LF), high frequency (HF), and total power (TP) as well as time domain indicators were significantly lower for responders than non-responders to metoprolol; however, low-frequency normalized units and LF/HF ratio were markedly greater for responders than non-responders. On series-parallel analysis, combined baseline triangular (TR) index ≤ 33.7 and standard deviation of all normal-to-normal intervals (SDNN) index ≤ 79.0 ms as cut-off values yielded sensitivity, specificity and accuracy of 85.3, 81.8, and 84.4%, respectively, to predict therapeutic responsiveness to metoprolol. On long-term follow-up, the cumulative symptom rate was significantly higher with TR index > 33.7 and SDNN index ≤ 79.0 ms, TR index ≤ 33.7 and SDNN index > 79.0 ms or TR index > 33.7 and SDNN index > 79.0 ms than TR index ≤ 33.7 and SDNN index ≤ 79.0 ms (P < 0.05).

Conclusion: Combined TR index ≤ 33.7 and SDNN index ≤ 79.0 ms were useful preliminary measures to predict therapeutic response to metoprolol in pediatric POTS.
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INTRODUCTION

Postural tachycardia syndrome (POTS) is a common type of orthostatic intolerance (OI) and is characterized by excessive increase in heart rate (HR) when standing upright (Fedorowski et al., 2017). POTS is accompanied by symptoms of OI (Fedorowski, 2019) and results in serious physical and psychological problems in children (Bagai et al., 2011; Kizilbash et al., 2014). A beta-adrenoceptor blocker (β-blocker) is commonly used for treating POTS in children (Kernan and Tobias, 2010; Bryarly et al., 2019). It inhibits sympathetic nerve modulation, reducing HR and the stimulation of cardiac baroreceptors, thus blocking the action of increased catecholamine levels in circulation. Previous studies showed that β-blockers could improve symptoms only in some children with POTS (Lai et al., 2009; Chen et al., 2011). Additionally, β-blockers may impair the exercise tolerance of children (Ladage et al., 2013). Therefore, predicting the therapeutic effect of the β-blocker metoprolol on POTS before treatment is of great clinical importance to improve the effectiveness of the therapy.

In previous studies, we examined predictive indices of metoprolol efficacy before treating patients with POTS by detecting plasma levels of norepinephrine, copeptin and C-type natriuretic peptide (CNP) (Zhang et al., 2014; Zhao et al., 2014; Lin et al., 2015b). However, norepinephrine level in plasma is unstable, which limits its predictive accuracy, and the detection of plasma norepinephrine, copeptin, and CNP requires venipuncture to obtain blood samples for ELISA. Therefore, non-invasive and easy-to-measure indices are needed for predicting the therapeutic efficacy of metoprolol before POTS treatment.

HR variability (HRV) is an important measure that reflects the sympathetic and vagal modulation of the autonomic nervous system and its balance (Cygankiewicz and Zareba, 2013). It is primarily measured by 24-h dynamic Holter electrocardiography, which is non-invasive and easy-to-operate. Therefore, to improve the therapeutic effectiveness of metoprolol for pediatric POTS, we aimed to determine useful baseline HRV-based parameters to predict its efficacy for POTS.



MATERIALS AND METHODS


Study Population

From March 2012 to August 2018, 45 children with POTS admitted to the Pediatric Syncope Clinic of Peking University First Hospital were enrolled in the POTS group (23 males; mean age 12.2 ± 2.2 years). All received metoprolol. The control group consisted of 17 healthy children (11 males, mean age 11.5 ± 2.0 years) screened by medical history, physical examination, and laboratory investigations including ECG, Holter ECG, standing test, etc. This study was approved by the Ethics Committee of the First Hospital of Peking University (2018 [202]), and all parents or guardians of the children were informed of the research purpose and signed informed consent.



HRV Indices Analysis (Malik et al., 1989; Myers et al., 1992; Nguyen et al., 2017)

Heart rate variability was assessed by 3-channel 24-h Holter ECG (Mortara Dynamic ECG Recording Analyzer, United States), with sampling rate 10000 Hz and response band 0.05 to 60 Hz. All participants were required to be hospitalized during the recording and away from electronic products. Sitting, reading, walking, eating snacks, and drinking tea was allowed at the bedside. HRV indices were analyzed by using H scribe (Mortara Instruments). Each RR interval was validated visually before the analysis. Only normal-to-normal (NN) beats were considered for analysis with intervals. Interfering signal exclusion was performed by the analysis system automatically based on the normalized QRS peak detection, and abnormal heart beats were screened by an investigator who was blinded to the results. Abnormal heart beats included ventricular or supraventricular heart beats, artifacts and noise. We also excluded the recordings that provided < 20 h of usable data (≥240 of 288 5-min segments), requiring for time-domain analyses that at least 50% of each segment consisted of NN inter-beat intervals and for frequency-domain analyses at least 80%. After we checked manually, an automatic algorithm was applied to select the most stationary segments of 5-min duration, and 403 ± 92 beats were selected in each series. The time domain parameters were as follows: standard deviation of all NN intervals (SDNN), standard deviation of the averages of NN intervals in all 5-min segments of the entire recording (SDANN), mean of the standard deviation of NN intervals for each 5-min segment (SDNN index), root mean square of the successive NN interval difference (RMSSD), percentage difference between adjacent NN intervals > 50 ms (pNN50) and triangular (TR) index.

The frequency domain parameters of HRV were calculated by spectral analysis performed by Fast Fourier Transform methods. Recordings were detrended and low-pass–filtered to remove frequencies > 60 Hz. The power of frequency bands could be classified into four bands: ultra-low frequency (ULF; 0–0.003 Hz), very low frequency (VLF; 0.003–0.04 Hz), low frequency (LF; 0.04–0.15 Hz), high frequency (HF; 0.15–0.40 Hz), total power (TP; variance of all NN intervals, ≤0.4 Hz), and ratio of LF to HF (LF/HF). We defined 22:00–05:59 as the night time, and nighttime HRV indices were calculated. Participants were also asked to refrain from strenuous exercise and emotional excitement.



Standing Test and Basic Head-Up Tilt Test (BHUTT)


Standing Test (Liao et al., 2010; Wang et al., 2018)

The test environment requires dim light and a suitable temperature. The children first laid quietly for 10 min. The HR, blood pressure (BP), and ECG recordings were monitored by using a Dash 2000 multi-channel physiological monitor (General Electric, Co., New York, NY, United States) while children were lying supine. After HR and BP stabilized, children were then asked to stand for another 10 min, and HR, BP and ECG recordings were monitored dynamically during this process.



BHUTT (Lin et al., 2015a; Wang et al., 2018)

All drugs affecting autonomic function were discontinued for least five half-lives before the test. Children were required to fast for > 4 h before the test. Children were first asked to assume a supine position on the tilt bed (HUT-821; Beijing Juchi, Beijing) for 10 to 30 min. HR and ECG recordings were continuously monitored in a quiet, warm, and dim light environment with a multi-lead ECG monitor (General Electric, New York, NY, United States), and BP was monitored by using Finapres Medical System- FMS (FinometerPRO, FMS Company, Netherlands). After HR and BP stabilized, the tilt bed was raised to 60°, and HR, BP and ECG recordings were monitored until a positive reaction or until the children completed the entire 45-min examination.



Diagnosis of POTS

The diagnosis of POTS was mainly based on the following (Sheldon et al., 2015; Wang et al., 2018, 2019): (1) commonly seen in older children; (2) associated with inducements such as quick position change from supine to upright position, or long-term standing before the appearance of OI symptoms; (3) associated with OI symptoms such as dizziness, headache, fatigue, blurred vision, chest tightness, palpitations, hand tremors, and even syncope; (4) HR increased ≥ 40 bpm or the maximum HR ≥ 130 bpm (in children 6–12 years old) or ≥ 125 bpm (in adolescents 13–18 years old) without orthostatic hypotension (BP decrease > 20/10 mmHg) during the first 10 min of the standing test or BHUTT; and (5) exclusion of other diseases that cause OI symptoms such as cardiovascular diseases, metabolic diseases, neurologic diseases, or psychogenic disorders.



Symptom Score (SS) (Winker et al., 2005; Li et al., 2016)

SS was based primarily on symptoms of OI in children with POTS, including syncope, dizziness, chest tightness, nausea, palpitations, headache, hand tremors, sweating, blurred vision, and inattention. Scoring criteria were based on the frequency of an event during the observation: (0) no occurrence; (1) once per month; (2) 2 to 4 times per month; (3) 2 to 7 times per week; and (4) more than once per day. A child’s total SS was the sum of his/her individual SS. The baseline SS was determined when the child was first diagnosed with POTS before treatment, and it was recorded again at the end of the first follow-up after treatment. A reduction in score by ≥ 2 points after the treatment as compared to baseline SS indicated that the treatment was effective and the patient was considered a “responder.” Otherwise, an SS reduction < 2 points indicated that the treatment was ineffective, and the patient was considered a “non-responder.”



Treatment and Follow-Up


First Follow-Up

Children with POTS received metoprolol. The standard dosage was 12.5 mg twice a day, but for a few children the dose was adjusted according to age and weight. The course of treatment was 1 to 3 months. After 3 months of treatment, children were followed up for the first time. The follow-up was conducted by questionnaire implemented in an outpatient setting or via telephone and was recorded by a trained responsible person. Drug adherence, frequency of OI symptoms and adverse drug reactions were the focus of the follow-up.



Second Follow-Up

The second telephone follow-up time was scheduled from January to February 2019. The follow-up involved Kaplan–Meier curve analysis of children with POTS at 3 to 48 months after discontinuation of treatment. The flowchart of study enrollment is in Figure 1. According to the cut-off values for predicting the therapeutic response to metoprolol in the first follow-up, together with the symptom scores before and after treatment, we plotted the Kaplan–Meier curve to determine whether the cut-off values derived from the first follow-up could predict the long-term therapeutic response to metoprolol in children with POTS.
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FIGURE 1. Flowchart of enrollment of study population. POTS, postural tachycardia syndrome; HT, history taking; PE, physical examination; ECG, electrocardiography; EEG, electroencephalography; CT, computed tomography; MRI, magnetic resonance imaging; HUTT, head-up tilt test; TR index, triangular index.




Statistical Analysis

SPSS 23.0 (IBM, Armonk, NY, United States) was used for data analysis. Continuous data are expressed as mean ± SD. The data normality test was performed using the Shapiro–Wilk test. Independent sample t-test or Mann–Whitney U-test was used to compare other data between the two groups, and chi-square test was used for comparing categorical data. The Pearson correlation test was used to examine the correlation between normal distribution indices and the Spearman correlation test was used to examine the correlation between non-normal distribution indices. Receiver operator characteristic (ROC) curve analysis was used to evaluate the sensitivity and specificity of HRV indicators for predicting the short-term efficacy of metoprolol in children with POTS. An area under the ROC curve (AUC) 0.5 to 0.7 represented “low” predictive power, 0.7 to 0.9 “moderate” predictive power, and > 0.9 “high” predictive power. The optimal cutoff value was determined by the maximum Youden index, defined as sensitivity + specificity – 1, with sensitivity and specificity calculated as proportions (Schisterman et al., 2005).

According to the first follow-up-derived indices, children with POTS were divided into two groups. The OI symptoms and follow-up times were recorded at the second follow-up. The Kaplan–Meier curve was drawn, and symptom survival rate was compared by Log-rank test. The symptom rate over a certain period of time was defined as P (t) = 1 – (the number of asymptomatic cases after treatment that used to be symptomatic during this time/the number of cases observed at the beginning of this follow-up) × 100%, and cumulative symptom rate was calculated as S(t) = P(1) × P(2) × … × P (t). Statistical significance was set at P < 0.05.



RESULTS


Comparison of Baseline Demographic and HRV Parameters Between POTS and Control Groups

The two groups did not significantly differ in sex, age, height, weight and body mass index (BMI) (P > 0.05) (Table 1). However, SDNN index, pNN50, TR index, LF, and TP were significantly higher in POTS than control children all P < 0.05. The other HRV indicators were not significantly different between the two groups (P > 0.05) (Table 2).


TABLE 1. Demographic characteristics of children with postural tachycardia syndrome (POTS) and control groups.
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TABLE 2. Comparison of HRV indices between POTS and control groups.
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Comparison of Baseline Demographic, Hemodynamics, Pre-treatment SS and HRV Parameters Between Responders and Non-responders to Metoprolol in Children With POTS

The two response groups did not significantly differ in sex, age, height, weight, BMI, systolic BP, diastolic BP, HR, and HR change from supine to standing (ΔHR), or pre-treatment SS (P > 0.05) (Table 3). The time domain indices, ULF, VLF, LF, HF, and TP, were markedly lower in responders than in non-responders; however, LF/HF were significantly higher in responders than non-responders (P < 0.05 for SDANN and LF/HF, and P < 0.01 for other parameters) (Table 4). Night-time HRV indices did not significantly differ between responders and non-responders (Table 5).


TABLE 3. Comparison of demographic, hemodynamics parameters and pre-treatment SS (symptom scores) between POTS children with response and non-response to metoprolol.
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TABLE 4. Comparison of HRV indices between POTS children with response and non-response to metoprolol.
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TABLE 5. Comparison of HRV indices for the night between POTS children with response and non-response to metoprolol.
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Baseline HRV Time-Domain Indices Predict Short-Term Therapeutic Response to Oral Metoprolol in Children With POTS

Before ROC curve analysis, the non-normal distribution of SDNN, SDANN, HF, TP, ULF, and LF/HF parameters was converted to a log2 that conformed to a normal distribution. The AUC for log2SDNN (Figure 2A), SDNN index (Figure 2B), RMSSD (Figure 2C), pNN50 (Figure 2D), and TR index (Figure 2E) was 0.811 (95% confidence interval [CI] 0.688–0.935), 0.820 (95% CI 0.671–0.968), 0.807 (95% CI 0.659–0.956), 0.813 (95% CI 0.673–0.952) and 0.807 (95% CI 0.659–0.956), respectively, in predicting the therapeutic response to metoprolol in POTS children. The cut-off values of the indices were 7.2 ms, 79.0 ms, 45.5 ms, 20.0 ms and 33.7 ms, respectively, yielding sensitivities of 73.5, 94.1, 61.8, 64.7, and 85.6%, respectively, and specificities of 100, 63.6, 90.9, 90.9, and 72.7%, respectively.
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FIGURE 2. Receiver operating characteristic (ROC) curve analysis of HRV time domain indexes of SDNN(log2) (A), SDNN index (B), RMSSD (C), pNN50 (D), and TR index (E) as predictors of therapeutic response to metoprolol in children with POTS.




Baseline HRV Frequency-Domain Indices Predict Short-Term Therapeutic Response to Oral Metoprolol in Children With POTS

For the frequency-domain indices, the AUC values for HF (Figure 3A) and TP (Figure 3B) were 0.826 (95% CI 0.670–0.982) and 0.818 (95% CI 0.655–0.981), respectively, in predicting short-term therapeutic response to oral metoprolol. Cut-off values for the log2 indices were 10.1 and 11.8 ms2, respectively, yielding sensitivities of 88.2 and 85.3%, respectively, and specificities of 72.7 and 72.7%, respectively.
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FIGURE 3. Receiver operator characteristic curve analysis of HRV frequency domain indexes of HF (A) and TP (B) as predictors of therapeutic response to metoprolol in children with POTS.




Combined Baseline TR Index and SDNN Index for Predicting Outcome in Children With POTS

We showed that there was a strong correlation between HRV indicators. Please see the “Supplementary Table 1.” To find indicators with high sensitivity and specificity, we used series-parallel analysis of those indicators and found that the baseline TR index ≤ 33.7 and SDNN index ≤ 79.0 ms yielded sensitivity 85.3%, specificity 81.8% and accuracy 84.4% to predict response to metoprolol.

In the second follow-up studies, based on the combined cut-off values for the TR index and SDNN index, the children with POTS were divided into those with TR index ≤ 33.7 and SDNN index ≤ 79.0 ms (group I; n = 31) and with TR index > 33.7 and SDNN index ≤ 79.0 ms, TR index ≤ 33.7 and SDNN index > 79.0 ms, or TR index > 33.7 and SDNN index > 79.0 ms (group II; n = 14). The Kaplan–Meier curves of the two groups were plotted. Cumulative symptom rates were 92.9, 78.6, 69.8, 69.8, and 69.8% at 3, 6, 9, 12 and 48 months, respectively, for children in group II and 64.5, 48.4, 39.6, 23.8, and 11.9% at 3, 6, 9, 12 and 48 months, respectively, for children in group I. Cumulative symptom rates were significantly higher for children with POTS in group II than group I (χ2 = 5.952, P = 0.015) (Figure 4).
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FIGURE 4. Kaplan–Meier curve analysis of cumulative symptom rate between two groups of children with POTS. Group I: TR index ≤ 33.7 and SDNN index ≤ 79.0 ms, n = 31; Group II: TR index > 33.7 and SDNN index ≤ 79.0 ms, TR index ≤ 33.7 and SDNN index > 79.0 ms, or TR index > 33.7 and SDNN index > 79.0 ms, n = 14.




DISCUSSION

In this study, we found that values for the baseline HRV frequency domain indicators ULF, VLF, LF, HF, and TP and time domain indicators were significantly lower for responders than non-responders to metoprolol for POTS; however LF/HF values were markedly greater than those of non-responders. On further ROC curve analysis of HRV index, the baseline SDNN, SDNN index, RMSSD, pNN50, TR index, HF and TP were of value in predicting the efficacy of metoprolol. To improve the sensitivity and specificity of the prediction of drug efficacy, we used series-parallel analysis of the indicators. The combined baseline TR index ≤ 33.7 and SDNN index ≤ 79.0 ms as cut-off values yielded sensitivity, specificity and accuracy of 85.3, 81.8 and 84.4%, respectively, to predict the therapeutic response to metoprolol. The cumulative symptom rate in patients was significantly higher for group II than group I patients (TR index ≤ 33.7 and SDNN index ≤ 79.0 ms) (P < 0.05). Therefore, combined baseline TR index and SDNN index could be used as preliminary measures to predict responsiveness to metoprolol for POTS in children.

Postural tachycardia syndrome belongs to chronic OI in children, and patients often report dizziness, headache, palpitations and fatigue, believed to result from transient decreased blood flow to the brain (Stewart et al., 2018; Spahic et al., 2019). Metoprolol, a β-blocker, is considered an effective method for treating childhood POTS (Bryarly et al., 2019). Responders in our study showed marked reduction in SS on metoprolol as compared with non-responders. However, we also found that when we did not choose to use β-blockers in POTS, the effectiveness was limited. Additionally, hypotension, fatigue, and reduced exercise capacity are potential side effects of β-blockers. Therefore, exploring a non-invasive indicator of HRV is extremely important to predict the efficacy of metoprolol in the treatment of POTS.

Previous studies have shown that time domain indices of HRV are useful measures of the changes in HR over time or the intervals between successive normal cardiac cycles, and they reflect alterations in autonomic tone that are predominantly vagally mediated (Young and Benton, 2018). The ULF and VLF component was proposed as an auxiliary marker for sympathetic modulation (Kainuma et al., 2014). The interpretation of the LF component is controversial. Some authors consider it a combination of sympathetic and parasympathetic modulation, but others as a measure of sympathetic modulations. Research also shows that β-blockade resulted in a reduced LF power. Therefore, in practical terms, an increased LF component has been generally considered to result from sympathetic modulation (Sztajzel, 2004). The HF component is generally defined as a marker of vagal modulation (Zaravko et al., 2015).

According to previous literature, there are two types of POTS: neuropathic and hyperadrenergic. Neuropathic POTS is mainly characterized by vasodilation with over-enhanced vagal tone; nevertheless, hyperadrenergic POTS is mainly characterized by increased plasma noradrenaline level caused by sympathetic over-enhancement. Therefore, as compared with healthy controls, our POTS children presented increased vagal and sympathetic nerve tone. Our study showed that as compared with normal controls, SDNN index, pNN50, T R index, LF and TP were significantly increased, which suggests that vagal and sympathetic nerve tone in POTS patients was increased to a certain extent, which is consistent with previous research.

The pathogenesis of POTS is still unclear, possibly including autonomic dysfunction (Shannon et al., 2000), excessive vasodilation (Liao et al., 2013), and low central blood volume (Zhang et al., 2012). Providing active and effective treatment to children with POTS is an important clinical issue to investigate. Previous studies suggested that metoprolol could achieve better therapeutic effects in children with high catecholamine level, high adrenergic status, and β-receptor hypersensitivity (Thieben et al., 2007). To predict responders to metoprolol before treatment, we used to test plasma norepinephrine, copeptin and CNP levels, attempting to find predictive measures for therapeutic responders to metoprolol before treatment of children with POTS (Benditt and Chen, 2012; Zhang et al., 2014; Zhao et al., 2014; Lin et al., 2015b). However, the instability of plasma norepinephrine, the complexity of plasma copeptin detection and the invasiveness of CNP detection limited their clinical use to a certain extent.

Heart rate variability as a predictive measure reflecting the modulation of autonomic nervous function with the advantages of non-invasiveness and easy to perform was hypothesized to help in predicting the therapeutic response to metoprolol in treating POTS in children (Zygmunt and Stanczyk, 2004). The immediate HR is the result of the interaction between the sympathetic and vagal nerves, which suggests that the two are constantly coordinated to produce a difference in HR. HRV reflects changes in HR over a long period. When the HRV is within a certain range, the vagal-sympathetic nerve system is well-regulated. That is to say, the child has a certain reserve capacity in the nervous system. Nevertheless, when it functions beyond the reserve capacity, it will manifest as a clinical symptom dominated by sympathetic or vagal nerves. In the present study, we employed 24-h HRV analysis to see if it is useful for predicting the therapeutic response to metoprolol in pediatric POTS. The reason that we used 24-h HRV analysis, including daytime HRV data, is that for POTS cases, the pathogenesis is closely related to postural change from supine to upright and such a postural change often occurs during the daytime. Actually, patients with POTS have the disproportionately enhanced sympathetic activity and vagal withdrawal during sitting or standing (Baker et al., 2018), which are often at daytime. Such alterations in autonomic nervous system function in children with POTS were also demonstrated during the HUTT (Stewart, 2000). While, we did not find any differences in nighttime HRV between POTS and normal controls, which accorded with the findings in previous studies (Mallien et al., 2014), nor between responders and non-responders to metoprolol. The above facts support us to use 24-h HRV recording to analyze the abnormal autonomic nervous function in children with POTS to predict therapeutic response to metoprolol in pediatric POTS. Of course, we should pay attention to the fact that 24-h HRV is also influenced by physical activities on daytime in the clinical evaluation.

To examine whether baseline 24-h HRV indices could predict the therapeutic response to metoprolol in children with POTS before treatment, we found that LF/HF ratio were higher in responders but other HRV indicators were lower than in non-responders before metoprolol treatment. The results suggested that the baseline indicators of sympathetic and vagal nervous tone were significantly lower in responders than non-responders before metoprolol treatment, but the ratio of sympathetic to vagal nervous modulation was significantly higher in responders than non-responders before metoprolol treatment. That is to say, before metoprolol treatment for POTS, responders to metoprolol had a predominant baseline sympathetic nervous modulation as compared with non-responders. Also, metoprolol achieves its therapeutic effects by inhibiting excessive sympathetic modulation by blocking beta receptors (Mizumaki, 2011).

Additionally, we further showed that when we combined TR index ≤ 33.7 and SDNN index ≤ 79.0 ms as the cut-off values to predict the short-term efficacy of metoprolol in children with POTS, the sensitivity, specificity, and accuracy were 85.3, 81.8, and 84.4%, respectively. We further confirmed that the combined TR index ≤ 33.7 and SDNN index ≤ 79.0 ms were useful as effective predictors for long-term outcome after metoprolol treatment. Therefore, HRV indicators may be non-invasive and easy-to-use predictors that could be used to predict the efficacy of metoprolol for POTS in children before the implication of the treatment.

However, our research still had limitations. This study was from a single center, and the case number was not sufficiently large. Also, sympathetic nervous activity was not directly measured. The 24-h HRV is influenced by the physical activities on daytime, which needs the patients to avoid strenuous exercise and emotional excitement. The present study provided non-invasive and easy-to-use effective predictors for the therapeutic response to metoprolol in children with POTS, which would provide great help for deciding whether to choose metoprolol for pediatric POTS. In the future, multi-center studies should be conducted to validate the study findings.



DATA AVAILABILITY STATEMENT

The datasets generated for this study are available on request to the corresponding author.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by the Ethics Committee of the First Hospital of Peking University (2018 [202]). Written informed consent to participate in this study was provided by the participants legal guardian/next of kin.



AUTHOR CONTRIBUTIONS

JD, HJ, CT, and YYW conceived and designed the study. YYW, CZ, SC, and PL acquired the data. YYW and CZ analyzed and interpreted the data. YYW, HJ, and JD drafted the manuscript. CZ, SC, PL, and YLW revised the manuscript for important intellectual content. YYW, CZ, SC, PL, YLW, CT, JD, and HJ approved the final version to be submitted.



FUNDING

This study was supported by the Science and Technology Program of Beijing (Z171100001017253), Peking University Clinical Scientist Program (BMU2019LCKXJ001, Beijing), and Fundamental Research Funds for the Central Universities.


SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fnins.2019.01214/full#supplementary-material



REFERENCES

Bagai, K., Song, Y., Ling, J. F., Malow, B., Black, B. K., Biaggioni, I., et al. (2011). Sleep disturbances and diminished quality of life in postural tachycardia syndrome. J. Clin. Sleep Med. 7, 204–210.

Baker, J., Racosta, J. M., and Kimpinski, K. (2018). Comparison fo heart rate variability parameters to the autonomic reflex screen in postural orthostatic tachycardia syndrome and neurogenic orthostatci hypotension. J. Clin. Neurophysiol. 35, 115–122. doi: 10.1097/WNP.0000000000000436

Benditt, D. G., and Chen, L. Y. (2012). Peptides in postural orthostatic tachycardia syndrome: players or epiphenomena? J. Am. Coll. Cardiol. 60, 321–333. doi: 10.1016/j.jacc.2012.04.021

Bryarly, M., Phillips, L. T., Fu, Q., Vernino, S., and Levine, B. D. (2019). Postural orthostatic tachycardia syndrome: JACC focus seminar. J. Am. Coll. Cardiol. 73, 1207–1228. doi: 10.1016/j.jacc.2018.11.059

Chen, L., Wang, L., Sun, J. H., Qin, J., Tang, C. S., Jin, H. F., et al. (2011). Midodrine hydrochloride is effective in the treatment of children with postural orthostatic tachycardia syndrome. Circ. J. 75, 927–931. doi: 10.1253/circj.cj-10-0514

Cygankiewicz, I., and Zareba, W. (2013). Heart rate variability. Handb. Clin. Neurol. 117, 379–393. doi: 10.1016/B978-0-444-53491-0.00031-6

Fedorowski, A. (2019). Postural orthostatic tachycardia syndrome: clinical presentation, aetiology and management. J. Intern. Med. 285, 352–366. doi: 10.1111/joim.12852

Fedorowski, A., Li, H., Yu, X., Koelsch, K. A., Harris, V. M., Liles, C., et al. (2017). Antiadrenergic autoimmunity in postural tachycardia syndrome. Europace 19, 1211–1219. doi: 10.1093/europace/euw154

Kainuma, M., Furusyo, N., Ando, S., Mukae, H., Ogawa, E., Toyoda, K., et al. (2014). Nocturnal difference in the ultra low frequency band of heart rate variability in patients stratified by kampo medicine prescription. Circ. J. 78, 1924–1927. doi: 10.1253/circj.cj-14-0362

Kernan, S., and Tobias, J. D. (2010). Perioperative care of an adolescent with postural orthostatic tachycardia syndrome. Saudi J. Anaesth. 4, 23–27. doi: 10.4103/1658-354X.62611

Kizilbash, S. J., Ahrens, S. P., Bruce, B. K., Chelimsky, G., Driscoll, S. W., Harbeck-Weber, C., et al. (2014). Adolescent fatigue, POTS, and recovery: a guide for clinicians. Curr. Probl. Pediatr. Adolesc. Health Care 44, 108–133. doi: 10.1016/j.cppeds.2013.12.014

Ladage, D., Schwinger, R. H., and Brixius, K. (2013). Cardio-selective beta-blocker: pharmacological evidence and their influence on exercise capacity. Cardiovasc. Ther. 31, 76–83. doi: 10.1111/j.1755-5922.2011.00306.x

Lai, C. C., Fischer, P. R., Brands, C. K., Fisher, J. L., Porter, C. J., Driscoll, S. W., et al. (2009). Outcomes in adolescents with postural orthostatic tachycardia syndrome treated with midodrine and β-blockers. Pacing Clin. Electrophysiol. 32, 234–238. doi: 10.1111/j.1540-8159.2008.02207.x

Li, H. X., Wang, Y. L., Liu, P., Chen, Y. H., Feng, X. L., Tang, C. S., et al. (2016). Body mass index (BMI) is associated with the therapeutic response to oral rehydration solution in children with postural tachycardia syndrome. Pediatr. Cardiol. 37, 1313–1318. doi: 10.1007/s00246-016-1436-1

Liao, Y., Chen, S., Liu, X. Q., Zhang, Q. Y., Ai, Y., Wang, Y. L., et al. (2010). Flow-mediated vasodilation and endothelium function in children with postural orthostatic tachycardia syndrome. Am. J. Cardiol. 106, 378–382. doi: 10.1016/j.amjcard.2010.03.034

Liao, Y., Yang, J., Zhang, F. W., Chen, S., Liu, X. Q., Zhang, Q. Y., et al. (2013). Flow-mediated vasodilation as a predictor of therapeutic response to midodrine hydrochloride in children with postural orthostatic tachycardia syndrome. Am. J. Cardiol. 112, 816–820. doi: 10.1016/j.amjcard.2013.05.008

Lin, J., Han, Z. H., Li, H. X., Chen, S. Y., Li, X. Y., Liu, P., et al. (2015a). Plasma C-type natriuretic peptide as a predictor for therapeutic response to metoprolol in children with postural tachycardia syndrome. PLoS One 10:e0121913. doi: 10.1371/journal.pone.0121913

Lin, J., Wang, Y. L., Ochs, T., Tang, C. S., Du, J. B., and Jin, H. F. (2015b). Tilt angles and positive response of head-up tilt test in children with orthostatic intolerance. Cardiol. Young 25, 76–80. doi: 10.1017/S1047951113001601

Malik, M., Farrell, T., Cripps, T., and Camm, A. J. (1989). Heart rate variability in relation to prognosis after myocardial infarction: selection of optimal processing techniques. Eur. Heart J. 10, 1060–1074. doi: 10.1093/oxfordjournals.eurheartj.a059428

Mallien, J., Lsenmann, S., Mrazek, A., and Haensch, C.-A. (2014). Sleep disturbances and autonomic dysfunction in patients with postural orthostatic tachycarida syndrome. Front. Neurol. 5:118. doi: 10.3389/fneur.2014.00118

Mizumaki, K. (2011). Postural orthostatic tachycardia syndrome (POTS). J. Arrhythmia 27, 289–306. doi: 10.1016/s1880-4276(11)80031-1

Myers, G., Workman, M., Birkett, C., Ferguson, D., and Kienzle, M. (1992). Problems in measuring heart rate variability of patients with congestive heart failure. J. Electrocardiol. 25, 214–219. doi: 10.1016/0022-0736(92)90105-9

Nguyen, N., Vandenbroucke, L., Hernandez, A., Pham, T., Beuchee, A., Pladys, P., et al. (2017). Early-onset neonatal sepsis is associated with a high heart rate during automatically selected stationary periods. Acta Paediatr. 106, 749–754. doi: 10.1111/apa.13782

Schisterman, E. F., Perkins, N. J., Liu, A., and Bondell, H. (2005). Optimal cut-point and its corresponding Youden index to discriminate individuals using pooled blood samples. Epidemiology 16, 73–81. doi: 10.1097/01.ede.0000147512.81966.ba

Shannon, J. R., Flattem, N. L., Jordan, J., Jacob, G., Jacob, G., Black, B. K., et al. (2000). Orthostatic intolerance and tachycardia associated with norepinephrine-transporter deficiency. N. Engl. J. Med. 324, 541–548. doi: 10.1056/NEJM200002243420803

Sheldon, R. S., Grubb, B. P., Olshansky, B., Shen, W.-K., Calkins, H., Brignole, M., et al. (2015). 2015 Heart Rhythm Society Expert consensus statement on the diagnosis and treatment of postural tachycardia syndrome, inappropriate sinus tachycardia, and vasovagal syncope. Heart Rhythm. 12, e41–e63. doi: 10.1016/j.hrthm.2015.03.029

Spahic, J. M., Ricci, F., Aung, N., Axelsson, J., Melander, O., Sutton, R., et al. (2019). Proconvertase furin is downregulated in postural orthostatic tachycardia syndrome. Front. Neurosci. 13:301. doi: 10.3389/fnins.2019.00301

Stewart, J. M. (2000). Autonomic nerous system dysfunction in adolescents with postural orthostatic tachycardia syndrome and chronic fatigue syndrome is characterized by attenuated vagal baroreflex and potentiated sympathetic vasomotion. Pediatr. Res. 48, 218–226. doi: 10.1203/00006450-200008000-00016

Stewart, J. M., Boris, J. R., Chelimsky, G., Fischer, P. R., Fortunato, J. E., Grubb, B. P., et al. (2018). Pediatric disorders of orthostatic intolerance. Pediatrics 141:e20171673. doi: 10.1542/peds.2017-1673

Sztajzel, J. (2004). Heart rate variability: a noninvasive electrocardiographic method to measure the autonomic nervous system. Swiss Med. Wkly 134, 514–522.

Thieben, M. J., Sandroni, P., Sletten, D. M., Benrud-Larson, L. M., Fealey, R. D., Vernino, S., et al. (2007). Postural orthostatic tachycardia syndrome: the Mayo clinic experience. Mayo Clin. Proc. 82, 308–313. doi: 10.4065/82.3.308

Wang, C., Li, Y., Liao, Y., Tian, H., Huang, M., Dong, X. Y., et al. (2018). 2018 Chinese Pediatric Cardiology Society (CPCS) guideline for diagnosis and treatment of syncope in children and adolescents. Sci. Bull. 63, 1558–1564. doi: 10.1016/j.scib.2018.09.019

Wang, Y., Zhang, C., Chen, S., Li, X., Jin, H., and Du, J. (2019). Frequency domain indices of heart rate variability are useful for differentiating vasovagal syncope and postural tachycardia syndrome in children. J. Pediatr. 207, 59–63. doi: 10.1016/j.jpeds.2018.11.054

Winker, R., Barth, A., Bidmon, D., Ponocny, I., Weber, M., Mayr, O., et al. (2005). Endurance exercise training in orthostatic intolerance: a randomized, controlled trial. Hypertension 45, 391–398. doi: 10.1161/01.HYP.0000156540.25707.af

Young, H. A., and Benton, D. (2018). Heart-rate variability: a biomarker to study the influence of nutrition on physiological and psychological health? Behav. Pharmacol. 29, 140–151. doi: 10.1097/FBP.0000000000000383

Zaravko, Z. T., Kiril, V. T., and Stefan, S. K. (2015). Heart rate variability as a method for assessment of the autonomic nervous system and the adaptations to different physiological and pathological conditions. Folia Med. 57, 173–180. doi: 10.1515/folmed-2015-0036

Zhang, Q. Y., Chen, X., Li, J. W., and Du, J. B. (2014). Orthostatic plasma norepinephrine level as a predictor for therapeutic response to metoprolol in children with postural tachycardia syndrome. J. Transl. Med. 12, 2–6. doi: 10.1111/j.1755-5922.2011.00306.x

Zhang, Q. Y., Liao, Y., Tang, C. S., Du, J. B., and Jin, H. F. (2012). Twenty-four-hour urinary sodium excretion and postural orthostatic tachycardia syndrome. J. Pediatr. 161, 281–284. doi: 10.1016/j.jpeds.2012.01.054

Zhao, J., Du, S. X., Yang, J. Y., Lin, J., Tang, C. S., Du, J. B., et al. (2014). Usefulness of plasma copeptin as a biomarker to predict the therapeutic effectiveness of metoprolol for postural tachycardia syndrome in children. Am. J. Cardiol. 114, 601–605. doi: 10.1016/j.amjcard.2014.05.039

Zygmunt, A., and Stanczyk, J. (2004). Heart rate variability in children with neurocardiogenic syncope. Clin. Auton. Res. 14, 99–106. doi: 10.1007/s10286-004-0168-0


Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Wang, Zhang, Chen, Liu, Wang, Tang, Jin and Du. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OPS/images/fnins-13-01214-t001.jpg
Groups Case (n) Sex (M/F)
POTS 45 23/22
Control 17 11/6
t/x%/2 - 0.454
P = 0.501

Data are mean + SD. @Non-normal distribution.

Age (y)

122422
11.6+2.0
—1.235

0.221

Height (cm)

168.0 £ 13.7
1656.7 £11.9
—0.614
0.541

Weight (kg)

50.2+17.12

483 £ 11.7
—-0.197
0.848

BMI (kg/m?)

19.6 £4.22
19.7 £ 2.9
—1.271
0.207





OPS/images/fnins-13-01214-t002.jpg
Groups SDNN (ms) SDANN (ms) SDNN index (ms) RMSSD (ms) pNN50(%) TR index ULF (ms?) VLF (ms?) LF (ms?) HF (ms?) TP (ms?) LF/HF

POTS 1432+ 339 133.7 £42.52 68.4 +16.9 49.3+20.52 206+ 11.4 294473 15650.7 & 7954.02 2443.7 +965.32 1075.3 £ 561.7% 901.4 £ 756.6% 3384.9+ 1774.12 1.6+ 0.82
Control  130.6 +31.7 1445+ 7292 55.0+13.5 384+132 144+86 245+7.0 13801.6+8333.4% 1954.3+£856.2 747.7 £401.3% 554.7 +388.5% 23952 + 117548 1.6+0.72
vz —-1.317 —0.253 —2.934 —1.879 —2.038 —2.356 —1.034 —1.633 —-2.012 —1.649 —1.996 —0.395
P 0.193 0.806 0.005 0.060 0.046 0.022 0.308 0.1056 0.044 0.101 0.046 0.699

Data are mean + SD. HRV, Heart rate variability; SDNN, standard deviation of all NN intervals during 24-h recording; SDANN, standard deviation of the average of NN intervals in all 5-min segments of the entire recording;
SDNN index, mean of the standard deviation of NN intervals for each 5-min segment; RMSSD, root mean square of the successive NN interval difference; pNN50, percentage of adjacent RR intervals > 50 ms; TR index,
triangular index; ULF, ultra low frequency; VLF, very low frequency; LF, low frequency; HF, high frequency; TF, total power; LF/HF, ratio of low to high frequency power. Data are mean + SD. @Non-normal distribution.





OPS/images/fnins-13-01214-t005.jpg
Groups nSDNN (ms) nRMSSD (ms) nPNN50 (%) nTR index nULF (ms?) nVLF (ms?) nLF (ms?) nHF (ms?) nTP (ms?) nLF/HF

Responders 734 =199 581 £25.32 33.0+17.0 117 £ 2:5 244 +741 999.0 + 290.3 712.7 £ 280.5 909.5 + 696.52 2308.7 £+ 1029.5 1.3+0.62
Non-responders 88.3 & 30.1 80.3 & 40.8 44.3 +£20.8 183.3+4.2 228 +6.0 997.4 + 304.8 893.8 + 496.9 1694.7 £ 1273.5 3188.5 + 1920.3 1.2+£1.12
vz 1.564 —1.664 1.812 1.270 —0.686 —-0.016 1.5622 —1.611 1.453 —1.604
P 0.142 0.096 0.077 0.228 0.497 0.988 0.135 0.107 0.172 0.109

HRYV, Heart rate variability; nSDNN, night standard deviation of all NN intervals during 24-h recording; nRMSSD, night root mean square of the successive NN interval difference; npNN50, night percentage of adjacent
RR intervals > 50 ms; nTR index, night triangular index; nULF, night ultra low frequency; nVLF, night very low frequency; nLF, night low frequency; nHF, night high frequency; nTR, night total power; nLF/HF, night ratio of
low to high frequency power. Data are mean + SD. @Non-normal distribution.





OPS/images/fnins-13-01214-t003.jpg
Groups Cases (n; %) Sex (M/F) Age (y) Height (cm) Weight (kg) BMI (kg/m?) HR (bpm) SBP (mmHg) DBP(mmHg) AHR (bpm) Pre-treatment SS (point)
Responders 34 (75.6) 18/16 12.0+2.3 156.8 £ 152  49.8 +18.3 19.6 +£4.32 78 £18° 109 +£ 12 63+ 11 48 +£ 8 6.6 +£3.92
Non-responders 11 (24.4) 5/6 129+1.6 1616 +7.2 51.4+13.4 19.56 £ 41 74 +£15 1056+ 8 62+9 47 + 82 71+44

t/Z/x2 - 0.007 1.201 1.015 0.259 —0.092 -1.375 —0.805 —0.183 —0.595 —0.346

P-value - 0.932 0.236 0.316 0.797 0.926 0.169 0.425 0.855 0.552 0.729

HR, heart rate; SBR, systolic blood pressure; DBF, diastolic blood pressure; AHR, heart rate change from supine to standing. Data are mean + SD. @ Non-normal distribution.





OPS/images/fnins-13-01214-t004.jpg
Groups SDNN (ms) SDANN (ms) SDNN index (ms) RMSSD (ms) pNN50 (%) TR index ULF (ms2) VLF (ms?) LF (ms?) HF (ms?) TP (ms?) LF/HF

Responders 134.6 + 32.6% 128.4 + 44.42 63.2+12.8 432+152 17.5+9.6 27.3+6.1 14083.5+8129.12 2196.2+ 770.7 883.4 £340.6 665.4 +£478.22 2811.5+1147.9% 1.7+0.82

Non- 169.5 £+ 23.5% 150.3 + 32.32 84.5+18.3 6794242 3024115 3674172 2040484561126 3208.8:+ 11349 1630.7 19948 1630.7 £ 994.8 5257.3+22198 12405
responders

774 -3.078 —2.206 4.305 4.013 3.634 3.779 —2.958 —2.588 5.013 —-3.222 —3.143 —2.166

P 0.002 0.027 <0.001 <0.001 0.001 <0.001 0.003 0.010 <0.001 0.001 0.002 0.030

HRV, Heart rate variability; SDNN, standard deviation of all NN intervals during 24-h recording; SDANN, standard deviation of the average of NN intervals in all 5-min segments of the entire recording; SDNN index, mean
of the standard deviation of NN intervals for each 5-min segment; RMSSD, root mean square of the successive NN interval difference; pNN50, percentage of adjacent RR intervals > 50 ms; TR index, triangular index;
ULF, ultra low frequency; VLF, very low frequency; LF, low frequency; HF, high frequency; TR total power; LF/HF, ratio of low to high frequency power. Data are mean + SD. @Non-normal distribution.





OPS/images/cross.jpg
3,

i





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Heart Rate Variability Predicts Therapeutic Response to Metoprolol in Children With Postural Tachycardia Syndrome



		INTRODUCTION



		MATERIALS AND METHODS



		Study Population



		HRV Indices Analysis (Malik et al., 1989; Myers et al., 1992; Nguyen et al., 2017)



		Standing Test and Basic Head-Up Tilt Test (BHUTT)



		Standing Test (Liao et al., 2010; Wang et al., 2018)



		BHUTT (Lin et al., 2015a; Wang et al., 2018)







		Diagnosis of POTS



		Symptom Score (SS) (Winker et al., 2005; Li et al., 2016)



		Treatment and Follow-Up



		First Follow-Up



		Second Follow-Up







		Statistical Analysis







		RESULTS



		Comparison of Baseline Demographic and HRV Parameters Between POTS and Control Groups



		Comparison of Baseline Demographic, Hemodynamics, Pre-treatment SS and HRV Parameters Between Responders and Non-responders to Metoprolol in Children With POTS



		Baseline HRV Time-Domain Indices Predict Short-Term Therapeutic Response to Oral Metoprolol in Children With POTS



		Baseline HRV Frequency-Domain Indices Predict Short-Term Therapeutic Response to Oral Metoprolol in Children With POTS



		Combined Baseline TR Index and SDNN Index for Predicting Outcome in Children With POTS







		DISCUSSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		SUPPLEMENTARY MATERIAL



		REFERENCES

















OPS/images/cover.jpg
, frontiers
In Neuroscience

Heart Rate Variability Predicts
Therapeutic Response
to Metoprolol in Children With
Postural Tachycardia Syndrome






OPS/images/fnins-13-01214-g001.jpg
POTS cases diagnosed by HT, PE, ECG,
standing test, Holter, EEG, cranial CT or . _
MRI, HUTT and psychological test (n=45) PE, standing test and Holter (n=17)

Comparison | Controls subjects evidenced by HT,

-—]l Metoprolol for 1-3 months

The first follow-up (n=45)

/\

| Responders (n=34) ‘ | Non-responders (n=11)

| POTS cases after the first follow-up ‘

/\

Basoline TR index < 33.7 and SDNN index £79.0 ms

Basoline TR index > 33.7 or SDNN index >79.0 ms

(n=31)
|

(n=14)
|

l

’ The second follow-up: 3 to 48 months after treatment (n=45)









OPS/images/logo.jpg
' frontiers

in Neuroscience





OPS/images/fnins-13-01214-g002.jpg
Auc=0.811
P=0002

Sensitivity (%)

Sensivity (%)

SDNN index

.820

T % & % B e

1-Speciity ()

1001 RMSSD

PNNSO

Sonstity (4)

1-Specifcity (4

AUC=0.813
P=0.002

'

AuC=0.807
P=0.002

R
1- Specificity (%)

B %

~Specifcity (4)





OPS/images/fnins-13-01214-g003.jpg
>

Sensitivity (%)

100+

80~

60+

40-

20+

HF

AUC=0.826
P=0.001

20 40 60 80 100
1 - Specificity (%)

Sensitivity (%)

B
100+

80~

404

20+

TP

AUC=0.818
P=0.002

20 40 60 80 100
1 - Specificity (%)





OPS/images/fnins-13-01214-g004.jpg
Cumulative symptom rate (%)

-
Q
T

o
T

=<« Group lI: TR index > 33.7 or SDNN index> 79.0 ms
lL =i Group I: TR index < 33.7 and SDNN index < 79.0 ms
b

Time (months)





