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Concernant l’épidémiologie de la FA

A.  La prévalence de la FA dans la population générale en 
Europe est de 1 %

B.  En Allemagne, 1,8 millions de personnes sont atteintes
C.  20 % des patients en FA sont hypertendus
D.  60 % des FA sont idiopathiques
E.  Lorsque la FA est idiopathique le pronostic est 

comparable à celui de la population générale 



Prévalence de la FA en Europe

Zoni-Berisso M et al. Clin Epidemiol 2014, 16: 213.



L’épidémie de FA annoncée est-elle survenue (1)?

•  Allemagne (1er janvier 2007 -  12 décembre 2008)
•  8,3 millions de personnes
•  Prévalence de la FA:
•  2 diagnostics chez pts ambulatoires en un an (ICD10-code: 

I48.1)        et/ou
•  1 diagnostic principal chez un patient hospitalisé

•  Incidence de la FA (Premier épisode en 2008): 

•  Pas de FA en 2007
•  Pas de TRT anticoagulant en 2007
•  2 diagnostics ambulatoire et/ou 1 diagnostic hospitalier

•  Résultats:
•  Prévalence: 176 891 pts en FA; H: 55,5%
•  Incidence: H: 4.358 cas/1000; F: 3.868 cas/1000

Wilke Th. Et al Europace 2013; 15: 468.



L’épidémie de FA annoncée est-elle survenue (2)?
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Prévalence de la FA selon l’âge
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Facteurs favorisant la survenue de la FA

S. Métabolique
Obésité
Diabète
Apnée du sommeil
Dysfonction diastolique



FA « silencieuse » dans la population générale 
• Tous les habitants de
 Halmstad Suède
• 75 ans
• Pts avec FA
silencieuse: n=40
• Pts avec FA
symptomatique: n=81

Engdahl J et al. Circulation 2013; 127: 930.



FA paroxystique, persistante, permanente
Evolution vers FA permanente:
• Parox: 15 %
• Persist: 30%

Evolution vers FA permanente: âge, taille OG, pas de trt antiarythmique, VVI,
Valvulopathie, I cardiaque, HTA, BPCO



 Jouven X et al.Eur Heart J. 1999 Jun;20(12):896-9.

§  Risque relatif de mortalité cardiovasculaire : 4,22 

IC 95% [2,10-8,47]     p=0,0001

Risque indépendant restant significatif (p=0,0008) après  
ajustement à l’âge, pression artérielle systolique, cholestérolémie,  
IMC, tabagisme.

§  AVC

§  Insuffisance cardiaque

§  Démence

Un risque indépendant de mortalité cardio- 
vasculaire  
Etude PARIS PROSPECTIVE STUDY (n=6747) 



Risque de la FA idiopathique

•  Etude suédoise (1995-2008)
•  FA idiopathique découverte  <  1 an avant l’inclusion
•  Pts en FA: 9519 (F: 31%)
•  Pts « contrôle »: 12468
•  Risque d’AIT et/ou d’AVC × 2 chez l’homme et × 3 chez la 

femme (F entre 55 et 64 ans: 1,1% avec FA; 0,3% sans FA)
•  Risque d’I cardiaque × 4 chez l’homme et × 5 chez la femme  

(F entre 65 et 74 ans: 1,8% avec FA et 0,3% sans FA)
•  Cette étude pose la question de l’anticoagulation entre 55 et 

65 ans. 

Andersson T et al. Int J Cardiol 2014: 177, 91



Quel est l’élément qui n’intervient pas dans 
l’indication d’ablation de FA

A.  Les symptômes du patient
B.  La durée de l’épisode de FA
C.  Le choix du patient
D.  Le poids
E.  L’HTA



Guidelines 2012 de L’ESC pour la prise en charge de 
la FA

Dronedarone has been associated with severe hepatotoxicity
in a few instances. Hence, monitoring of liver function tests is
advisable in patients on long-term dronedarone treatment. Since
dronedarone is a P-glycoprotein inhibitor, it increases plasma con-
centrations of dabigatran; therefore concomitant use of the two
drugs has to be avoided.
The current choice of antiarrhythmic drugs related to underlying

pathophysiology is illustrated in Figure 4.

Key points

† Rhythm-control therapy, whether by antiarrhythmic drugs or by cath-
eter ablation, is indicated to relieve symptoms associated with AF.

† Antiarrhythmicdrugs shouldnotbeused for rate control in patients
with permanent AF, unless appropriate rate control agents fail.

† In selected patients, limiting antiarrhythmic drug therapy to four
weeks after cardioversion may help to improve safety.

† In a given patient, the choice of an antiarrhythmic drug should
be driven by the perceived safety of the drug. This is more
important than perceived efficacy.

† Dronedarone is appropriate for maintaining sinus rhythm in
patients with paroxysmal or persistent AF.

† Dronedarone should not be given to patients with moderate
or severe heart failure, and should be avoided in patients with
less-severe heart failure, if appropriate alternatives exist.

8. Catheter ablation of atrial
fibrillation

8.1 New evidence for catheter ablation
Since the publication of the ESC AF Guidelines in 2010, several new
sets of data have become available. The randomized MANTRA-PAF

(Medical ANtiarrhythmic Treatment or Radiofrequency Ablation in
Paroxysmal Atrial Fibrillation)156 trial compared catheter ablation of
AF to antiarrhythmic drug therapy as a first-line rhythm control
intervention in 294 patients. At 24-month follow-up, significantly
more patients in the ablation groupwere free from anyAF and symp-
tomatic AF. Quality of life was significantly better in the ablation
group at 12 and 24 months. However, total AF burden was not sig-
nificantly different between both groups. Similar information has
emerged from the results of the RAAFT II (Radiofrequency Ablation
for Atrial Fibrillation Trial).158

These data further support the 2010 recommendation that it is
reasonable to recommend catheter ablation as first-line therapy
for AF rhythm control in selected patients, i.e. those with paroxys-
mal AF preferring interventional treatment with a low risk profile
for procedure-associated complications.158 Other reports also
substantiate—albeit usually in single-centre, non-randomized data
sets—that catheter ablation is more effective than antiarrhythmic
drug therapy for the maintenance of sinus rhythm in patients
with AF, mostly in patients without marked structural heart
disease, with a low CHA2DS2-VASc score and with paroxysmal
AF. All of these data support the statement in the guidelines that
catheter ablation of AF is more effective than antiarrhythmic
drug therapy in maintaining sinus rhythm.

The FAST (atrial Fibrillation catheter Ablation vs. Surgical ablation
Treatment) trial compared the outcome of catheter ablation and sur-
gical ablation in a relatively small patient population in a randomized
study design. Rhythm outcome was better after surgical ablation.
However, the complication rate after surgical ablationwas significant-
ly higher compared with catheter ablation.159 Another recent trial
highlighted that technical difficulties, especially with respect to trans-
mural lines, apply to surgical approaches to AF ablation.160

While catheter ablation is more effective than antiarrhythmic
drug therapy in maintaining sinus rhythm, the number of AF

AF = atrial fibrillation; HF = heart failure. aUsually pulmonary vein isolation is appropriate. bMore extensive left atrial ablation may be needed.
cCaution with coronary heart disease. dNot recommended with left ventricular hypertrophy.  Heart failure due to AF = tachycardiomyopathy.
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Figure 5 Antiarrhythmic drugs and/or left atrial ablation for rhythm control in AF.
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 Indications de l’ablation de FA

discontinuation of warfarin or equivalent therapies post-ablation is
not recommended in patients who have a high stroke risk as deter-
mined by the CHADS2 or CHA2DS2VASc score.

193 Either aspirin or
warfarin is appropriate for patients who do not have a high stroke
risk. If anticoagulation withdrawal is being considered, additional
ECG monitoring may be required, and a detailed discussion of risk
versus benefit should be entertained. A patient’s desire to eliminate
the need for long-term anticoagulation by itself should not be con-
sidered an appropriate selection criterion. In arriving at this recom-
mendation, the Task Force recognizes that patients who have
undergone catheter ablation of AF represent a new and previously
unstudied population of patients. Clinical trials therefore are needed
to define the stroke risk of this patient population and to determine

whether the risk factors identified in the CHADS2 or CHA2DS2-
VASc or other scoring systems apply to these patients.

4. TECHNIQUES AND
ENDPOINTS FOR ATRIAL
FIBRILLATION ABLATION

4.1. Historical Considerations
Cox and colleagues are credited with developing and demonstrat-
ing the efficacy of surgical ablation of AF.24,194 Subsequent sur-
geons evaluated the efficacy of surgical approaches that limit the

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

TABLE 2: CONSENSUS INDICATIONS FOR CATHETER AND SURGICAL ABLATION of AF

CLASS LEVEL

INDICATIONS FOR CATHETER ABLATION of AF
Symptomatic AF refractory or intolerant to at least one Class 1 or 3 antiarrhythmic medication

Paroxysmal: Catheter ablation is recommended* I A

Persistent: Catheter ablation is reasonable IIa B

Longstanding Persistent: Catheter ablation may be considered IIb B

Symptomatic AF prior to initiation of antiarrhythmic drug therapy with a Class 1 or 3 antiarrhythmic agent
Paroxysmal: Catheter ablation is reasonable IIa B

Persistent: Catheter ablation may be considered IIb C

Longstanding Persistent: Catheter ablation may be considered IIb C

INDICATIONS FOR CONCOMITANT SURGICAL ABLATION of AF
Symptomatic AF refractory or intolerant to at least one Class 1 or 3 antiarrhythmic medication

Paroxysmal: Surgical ablation is reasonable for patients undergoing surgery for other indications IIa C

Persistent: Surgical ablation is reasonable for patients undergoing surgery for other indications IIa C

Longstanding Persistent: Surgical ablation is reasonable for patients undergoing surgery for other indications IIa C

Symptomatic AF prior to initiation of antiarrhythmic drug therapy with a Class 1 or 3 antiarrhythmic agent
Paroxysmal: Surgical ablation is reasonable for patients undergoing surgery for other indications IIa C

Persistent: Surgical ablation is reasonable for patients undergoing surgery for other indications IIa C

Longstanding Persistent: Surgical ablation may be considered for patients undergoing surgery for other indications IIb C

INDICATIONS FOR STAND ALONE SURGICAL ABLATION of AF
Symptomatic AF refractory or intolerant to at least one Class 1 or 3 antiarrhythmic medication

Paroxysmal: Stand alone surgical ablation may be considered for patients who have not failed catheter ablation but prefer a
surgical approach

IIb C

Paroxysmal: Stand alone surgical ablation may be considered for patients who have failed one or more attempts at catheter
ablation

IIb C

Persistent: Stand alone surgical ablation may be considered for patients who have not failed catheter ablation but prefer a
surgical approach

IIb C

Persistent: Stand alone surgical ablation may be considered for patients who have failed one or more attempts at catheter
ablation

IIb C

Longstanding Persistent: Stand alone surgical ablation may be considered for patients who have not failed catheter ablation
but prefer a surgical approach

IIb C

Longstanding Persistent: Stand alone surgical ablation may be considered for patients who have failed one or more attempts at
catheter ablation

IIb C

Symptomatic AF prior to initiation of antiarrhythmic drug therapy with a Class 1 or 3 antiarrhythmic agent
Paroxysmal: Stand alone surgical ablation is not recommended III C

Persistent: Stand alone surgical ablation is not recommended III C

Longstanding Persistent: Stand alone surgical ablation is not recommended III C

*Catheter ablation of symptomatic paroxysmal AF is considered a Class 1 indication only when performed by an electrophysiologist who has received appropriate training and is
performing the procedure in an experienced center.

HRS/EHRA/ECAS Catheter and Surgical Ablation Page 15 of 79
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2012 HRS/EHRA/ECAS Expert Consensus
Statement on Catheter and Surgical Ablation
of Atrial Fibrillation: Recommendations
for Patient Selection, Procedural Techniques,
Patient Management and Follow-up, Definitions,
Endpoints, and Research Trial Design
A report of the Heart Rhythm Society (HRS) Task Force on Catheter
and Surgical Ablation of Atrial Fibrillation. Developed in partnership
with the European Heart Rhythm Association (EHRA), a registered
branch of the European Society of Cardiology (ESC) and the
European Cardiac Arrhythmia Society (ECAS); and in collaboration
with the American College of Cardiology (ACC), American Heart
Association (AHA), the Asia Pacific Heart Rhythm Society (APHRS),
and the Society of Thoracic Surgeons (STS). Endorsed
by the governing bodies of the American College of Cardiology
Foundation, the American Heart Association, the European Cardiac
Arrhythmia Society, the European Heart Rhythm Association,
the Society of Thoracic Surgeons, the Asia Pacific Heart Rhythm
Society, and the Heart Rhythm Society

Hugh Calkins, MD, FACC, FHRS, FAHA, Karl Heinz Kuck, MD, FESC,
Riccardo Cappato, MD, FESC, Josep Brugada, MD, FESC, A. John Camm, MD, PhD,
Shih-Ann Chen§, MD, FHRS, Harry J.G. Crijns, MD, PhD, FESC, Ralph J. Damiano^ Jr.,
MD, D. Wyn Davies, MD, FHRS, John DiMarco, MD, PhD, FACC, FHRS,
James Edgerton^, MD, FACC, FACS, FACCP, Kenneth Ellenbogen, MD, FHRS,
Michael D. Ezekowitz, MD, David E. Haines, MD, FHRS, Michel Haissaguerre, MD,
GerhardHindricks, MD, Yoshito Iesaka§, MD,Warren Jackman,MD, FHRS, Jose Jalife,
MD, FHRS, Pierre Jais, MD, Jonathan Kalman§, MD, David Keane, MD,
Young-HoonKim§,MD,PhD,PaulusKirchhof,MD,GeorgeKlein,MD,HansKottkamp
, MD, Koichiro Kumagai§, MD, PhD, Bruce D. Lindsay1, MD, FHRS, Moussa Mansour,
MD, Francis E. Marchlinski, MD, Patrick M. McCarthy^, MD, J. Lluis Mont, MD, FESC,
& 2012 Heart Rhythm Society, the European Heart Rhythm Association a registered branch of the European Society of Cardiology, and the European Cardiac Arrhythmia Society.

Europace
doi:10.1093/europace/eus027

 Europace Advance Access published March 1, 2012
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Les patients avec une FA paroxystique ou persistante 
(< 1 an) chez qui l’ablation ne s’impose pas

•  Age > 80 ans
•  Obèse (IMC > 30)
•  Alcoolique
•  Apnée du sommeil non traitée
•  Asymptomatique?



Pratique-t-on l’ablation de FA trop 
tardivement?



Etude RAAFT-2 (1) 
Radiofrequency Ablation vs Antiarythmic Drugs as First Line Treatment of 
Paroxysmal Atrial Fibrillation 

•  Objectif: Comparer l’ablation par radiofréquence au TRT 
antiarythmique dans le traitement de première intention de 
la FA paroxystique

•  16 centres européens et américains
•  Groupe 1: Ablation ( n = 66)
•  Groupe 2: Antiarythmiques (n = 61)
•  Suivi: 24 mois 

Morillo CA et al. JAMA 2014; 311: 692.



Etude RAAFT-2 (2)

    FA          FA symptomatique

59 %
47%



Conclusions

•  L’épidémie de FA est bien là et l’obésité a 
certainement une responsabilité importante

•  Toujours discuter l’ablation pour les FA 
paroxystiques et persistantes ( < 1 an)

•  Ne pas ablater trop tard (surtout les FA persistantes)


