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LIFETIME RISK for AF
1 in 3 individuals

of European ancestry
at index age of 55 years
37.0% (34.3% to 39.6%)

Cumulative risk of atrial fibrillation (%)
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Lifetime risk of AF increases with
increasing risk factor burden?®
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Age (years)
Risk Profile®
Optimal 23.4% (12.8% to 34.5%)
- = = Borderline 33.4% (27.9% to 38.9%)
— = Elevated 38.4% (35.5% to 41.4%)
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Clinical Presentation

AF-related OUTCOMES

Haemodynamically
unstable

* Syncope

* Symptomatic hypotension

* Acute HF, pulmonary
cedema

* Ongoing myocardial
ischaemia

» Cardiogenic shock

Haemodynamically stable 2

Death

1.5 - 3.5 fold increase

Excess mortality
related to:

* HF, comorbidities
* Sroke

Stroke

20-30% of all ischaemic
strokes, 10% of

cryptogenic strokes

* Cardioembolic, or
* Related to comorbid
vascular atheroma

LV dysfunction /
Heart failure

&

In 20-30% of AF
patients

* Excessive ventricular
rate

* Irregular ventricular
contractions

* A primary underlying
cause of AF

Cognitive decline
/Vascular
dementia

HR 14/ 16
(irrespective of stroke

history)

* Brain white martter
lesions, inflammation,

* Hypoperfusion,
* Micre-embolism

Depression

Depression in 16-20%
(even suicidal ideation)

* Severe symproms
and decreased Qol
* Drug side effects

Impaired quality
of life

>60% of patients

* Related to AF burden,
comorbidities,
psychological
functioning and
medicaton

* Distressed personality
type

10-40% annual
hospitalization rate

* AF management,
related to HF, Ml or
AF related symptoms

* Treatment-assoclated
complications

©ESC 2020
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: 3.2 Diagnostic criteria for atrial
Confirm AF G iacion

The diagnosis of AF requires rhythm documentation with an electro-
cardiogram (ECG) tracing showing AF. By convention, an episode
lasting at least 30 s is diagnostic for clinical AF.®

Recommendations for diagnosis of AF

Recommendations

ECG documentation is required to establish the
diagnosis of AF.

e A standard 12-lead ECG recording or a sin-
gle-lead ECG tracing of 230 s showing heart
rhythm with no discernible repeating P waves
and irregular RR intervals (when atrioventric-
ular conduction is not impaired) is diagnostic
of clinical AF®

©ESC 2020
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Confirm AF
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Pacemaker/implantable defibrillator
inserted under the skin

‘Electrodes
inhear

Insertable Cardiac
Monitor (ICM)

No AF on ECG

ECG showing AF

(physician-confirmed)

(Entire conventional )
|2-lead ECG, or
* An ECG strip with > 30
sec of AF (including
wearable-recorded ECGs)

| foifeotort R R

* AF symptoms present or
absent

\_ Y,
\/
Awaiting evidence
from ongoing RCTs
Go to J7
section 16
(M anage AF )
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AF SCREENING

©ESC 2020

Figure 7 Potential benefits from and risks of screening for AF. AF = atrial fibrillation; ECG = electrocardiogram; OAC = oral anticoagulant; SE =systemic
embolism.

AF ESC Guidelines, Eur Heart J 2020
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Sensitivity Specificity
Pulse taking’” 87-97% 70-81%
Automated BP monitors”®' 2’ 93-100% 86-92%
Single lead ECG™*® ?"" 94-98% 76-95% 8
Smartphone apps'®1%%191.195.212213 91.5-98.5% 91.4-100% g
Watches'*¢178213214 97-99% 83-94% @

QESC 2020
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AF screening

Recommendations for screening to detect AF

Recommendation Class® Level®

Opportunistic screening for AF by pulse taking
or ECG rhythm strip is recommended in

patients =65 years of agejss.zuzzs,zzs

It is recommended to interrogate pacemakers
and implantable cardioverter defibrillators on a
regular basis for AHRE.<**4%%¢

When screening for AF it is recommended

that:217218

e The individuals undergoing screening are
informed about the significance and treatment
implications of detecting AF.

e A structured referral platform is organized for
screen-positive cases for further physician-led
clinical evaluation to confirm the diagnosis of
AF and provide optimal management of
patients with confirmed AF.

e Definite diagnosis of AF in screen-positive
cases is established only after physician
reviews the single-lead ECG recording of
>30 s or 12-lead ECG and confirms that it
shows AF.

Systematic ECG screening should be considered

to detect AF in individuals aged >75 years, or
those at high risk of stroke*'*2%2%/

@ESC 2020
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Classification

* Les définitions de FA paroxystique, persistante, persistante
de longue durée, ou permanente restent identiques.

* || est recommandé de ne plus utiliser les terminologies "FA

isolee", "FA valvulaire” ou "FA non valvulaire"”, ou encore
"FA chronique".

Terminology that should be abandoned

Lone AF istorical descriptor. Increasing knowledge about the pathophysiology of AF shows that in every patient a cause s present. Hence, this
term is potentially confusing and should be abandoned =

Valvular/inon- Differentates patients with moderate/severe mitral stenosis and those with mechanical prosthetic heart valve(s) from other patients

valvular AF with AF, but may be ¢ ::~f|l'.r.|r'_g"'” and should not be used,

Chronic AF Has variable definitions and should not be used to describe populations of AF patients.

AF = atrial fibrillation

AF ESC Guidelines, Eur Heart J 2020
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DESCRIPTION

Commonly used
assessment tool(s)

Truly low risk of stroke
* Yes
* No

CHA;DS,-VASc score

VR
Symptom
severity
(Sy)
SN

* Asymptomatic/mildly
symptomatic

* Moderate

* Severe or disabling

EHRA symptom score

Qol questionnaires

VR
Severity of

AF burden
(Sb)
N~

+ Spontaneously terminating
+ AF duration and density of
episodes per unit of time

* Temporal pattern of AF
(Paroxysmal, Persistent,
Long-standing persistent,
Permanent)

* Total AF burden (total time
in AF per monitoring period,
the longest episode, number
of episodes, etc.)

7 N\

Substrate
severity
(Su)
SN "

» Comorbidities/
cardiovascular risk factors

* Atrial cardiomyopathy
(atrial enlargement /
dysfunction / fibrosis)

* Clinical assessment
Incident AF risk scores,
AF progression risk scores

* Imaging (TTE, TOE, CT,
cardiac MRI), biomarkers

Aix:Marseille

universite

Recommendations for structured characterization of AF

Recommendations

Structured characterization of AF, which
includes clinical assessment of stroke risk, symp-
tom status, burden of AF, and evaluation of sub-
strate, should be considered in all AF patients,
to streamline the assessment of AF patients at
different healthcare levels, inform treatment
decision-making, and facilitate optimal manage-

ment of AF patients.'’

Class® Level®

lla C

AF ESC Guidelines, Eur Heart J 2020
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Table 6 EHRA symptom scale
Score Symptoms Description
1 None AF does not cause any symptoms
2a Mild Normal daily activity not affected by symptoms related to AF L
2b Moderate Normal daily activity not affected by symptoms related to AF, but patient troubled by symptoms &
U
3 Severe Normal daily activity affected by symptoms related to AF $
4 Disabling Normal daily activity discontinued
Recommendations for diagnostic evaluation of patients with AF
Recommendation Class® Level®
In patients with AF, it is recommended to:
e Evaluate AF-related symptoms (including fatigue, tiredness, exertional shortness of breath, palpitations, and chest pain) and 9
quantify the patient symptom status using the modified EHRA symptom scale before and after initiation of treatment.?*%?32 c =
e Evaluate AF-related symptoms before and after cardioversion of persistent AF to aid rhythm control treatment tﬁ
decisions.?%#3?

AF ESC Guidelines, Eur Heart J 2020
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All AF patients

Medical history:

* AF-related symptoms

+ AF pattern

+ Concomitant conditions
+ CHA;DS;-VASc score

12-lead ECG

Thyroid and kidney function,
electrolytes and full blood
count

Transthoracic
echocardiography

N

Selected A patierts  ——» ([JJSHUGEURSGTOIOWP)

Ambulatory ECG monitoring:
+ Adequacy of rate control
+ Relate symptoms to AF recurrences

Transoesophageal

echocardiography:
* Valvular heart disease
* LAA thrombus

cTnT-hs, CRP, BNP/NT-ProBNP
Cognitive function assessment

Coronary CTA or ischaemia

imaging:
+ Patients with suspected CAD

Brain CT and MRI:
* Patients with suspected stroke

LGE-CMR of the LA:
* To help decision-making in
AF treatment

©ESC 2020
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Left atrial remodelling
associated with AF

Anatomy

Dilatation and change in geometry

Structure

Fibrosis

Function

Altered electrophysiology,
LA reservoir, conduit and booster
pump function

Value of LA imaging
techniques in AF

-
-
s
-

Advanced/Investigation imaging:

* Echocardiographic TDI and LA strain, etc.
* MRI delayed enhancement or T1 imaging
* CT imaging of substrate, etc.

(Aix*MarseiI!e
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Value of LA imaging
techniques in AF

LV size, geometry and
function assessment

Heart valves morphology
and function

Right-heart chambers and
pericardium imaging

©ESC 2020
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| reat AF: The ABC pathway

A

Anticoagulation/
Avoid stroke

Better
symptom
control

C

Comorbidities/
Cardiovascular
risk factor
management

1. Identify low-risk patients Assess symptoms, Comorbidities and
CHA,DS,-VASc 0(m), 1(f) Qol and patient’s cardiovascular risk
preferences factors

2. Offer stroke prevention if

CHA.DSVASc 21(m), 2(f) Optimize rate

Assess bleeding risk, address control Lifestyle changes
modifiable bleeding risk factors (obesity reduction,
Consider a rhythm regular exercise,
3. Choose OAC (NOAC or VKA control strategy reduction of alcohol use,
with well-managed TTR) (CV, AAD:s, ablation) etc.)

(Aix Marseille
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A - Anticoagulation/Avoid stroke
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Patient with Atrial Fibrillation; Eligible for Oral Anticoagulation

CHA;DS;-VASc 21 (male) or 22 (female)
Address modifiable bleeding risk factors in all AF patients.
Calculate the HAS-BLED score.

If HAS-BLED =3, address the modifiable bleeding risk factors
and 'flag up’ patient for regular review and follow-up.
High bleeding risk scores should not be used
as a reason to withhold OAC.

v
( CHA,DS -VASc )

I I
=1 (male) or =2 (female) 22 (male) or 23 (female)

v

v
OAC should be considered ] OAC is recommended
(Class lla)
2

Step 3 Begin NOAC (or VKA with high time
in therapeutic range®)
NOACs generally recommended
as first line therapy for OAC

v
[ AF patients with prosthetic mechanical heart valves or moderate-severe mitral stenosis? ]
I I
No Yes
v v
Step 1 Identify low-risk patients VKA with high time in
therapeutic range
(target INR range depends
) v . on type of
Low stroke risk? valve lesion or prosthesis)
L (CHA,DS,-VASc score: 0 in males 1 in females) )
I I
No Yes
\ 4 \ 4
Step 2 No antithrombotic
Consider stroke prevention (ie. OAC) in all AF patients with treatment

AF ESC Guidelines, Eur Heart J 2020
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Table 9 Risk factors for bleeding with OAC and antiplatelet therapy
Non-modifiable Potentially modifiable Modifiable Biomarkers
Age >65 years Extreme frailty + excessive risk of Hypertension/elevated SBP GDF-15
Previous major bleeding falls® Concomitant antiplatelet/NSAID Cystatin C/CKD-EPI
Severe renal impairment (on dialysis or renal ~ Anaemia Excessive alcohol intake cTnT-hs
transplant) Reduced platelet count or function ~ Non-adherence to OAC von Willebrand factor (+
Severe hepatic dysfunction (cirrhosis) Renal impairment with CrCl <60 Hazardous hobbies/occupations other coagulation markers)
Malignancy mL/min Bridging therapy with heparin
Genetic factors (e.g. CYP 2C9 polymor- VKA management strategy” INR control (target 2.0 - 3.0), target 2
phisms) TTR >70%"° §
Previous stroke, small-vessel disease, etc. Appropriate choice of OAC and $
Diabetes mellitus correct dosing®
Cognitive impairment/dementia

AF ESC Guidelines, Eur Heart J 2020
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AF and PCl

Intra=procedural parenteral 12 months
anticoagulation

WonNOACorINR2Son VKA <] week imonth 3 months 6 months

Aspirin

ttnnpour:i:or:fm Medically -
treated o0l antiplatelet drug (preferably P2Y,,)

v

ACS

Intra=procedural parenteral

P ST —

AF ESC Guidelines, Eur Heart J 2020



AF and PCI

THROMBOTIC RISK
FACTORS

+ Diabetes mellitus requiring therapy

* Prior ACS/recurrent myocardial
infarction

* Multivessel CAD

+ Concomitant PAD

* Premature CAD (occurring at age
of <45 y) or accelerated CAD
(new lesion within 2 years)

+ CKD (eGFR <60 mL/min)

* Clinical presentation (ACS)

* Multivessel stenting

* Complex revascularisation (left main
stenting, bifurcation lesion stenting,
chronic total occlusion intervention,
last patent vessel stenting)

* Prior stent thrombosis on
antiplatelet treatment

* Procedural factors (stent expansion,
residual dissection, stent length, etc.)

Aix--Marseille
université

BLEEDING RISK FACTORS

* Hypertension

+ Abnormal renal or liver function

+ Stroke or ICH history

* Bleeding history or bleeding diathesis (e.g., anaemia with haemoglobin <110 g/L)

+ Labile INR (if on VKA)

* Elderly (>65 years)

* Drugs (concomitant OAC and antiplatelet therapy, NSAIDs), excessive alcohol consumption

STRATEGIES TO REDUCE BLEEDING ASSOCIATED WITH PCI
+ Radial artery access

* PPIs in patients taking DAPT who are at increased risk of bleeding (e.g., the elderly, dyspepsia,
gastro-oesophageal reflux disease, Helicobacter pylori infection, chronic alcohol use)

* Non-administration of unfractionated heparin in patients on VKA with INR >2.5

* Pre-treatment with aspirin only, add a P2Y;; inhibitor when coronary anatomy is known or
if STEMI

+ GP lib/llla inhibitors only for bailout or periprocedural complications

+ Shorter duration of combined antithrombotic therapy

AF ESC Guidelines, Eur Heart J 2020



Subclinical AF

and
AHRE

AHREs/SCAF burden

THE RISK OF STROKE (re-assess regularly)

C —

Short, rare
AHREs/SCAF
low daily
burden

Longer
AHREs/SCAF
(21 hto <24 h)
especially if
high burden

Long
AHREs/SCAF
(=224 h)
especially if
high monthly
burden

Clinical AF

Low risk Single risk factor High risk
CHA;DS,-VASc CHA;DS;-VASc CHA;DS,-VASc
0 (m)or1(f) 1(m)or2(f) 22 (m) or 23 (f)
An "innocent bystander" Observe for:

* Increase in AHREs/SCAF burden or
clinical AF development

Observe for:

* Increase in AHREs/SCAF burden or
clinical AF development

* Change in individual stroke risk

Consideratio

3 |
ah/

(
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Rhythm control strategy to reduce AF related symptoms - improve QoL
Confirm: Stroke prevention; Rate control; Cardiovascular risk reduction (comprehensive cardiovascular prophylactic E S C
therapy - upstream therapy, including lifestyle and sleep apnoea management)
3 European Society
[ Evaluate if symptoms are present ] of Cardiology
] 1
Symptoms absent Symptoms present
¥ ¥
| Exclude unconscious adaptation to reduced physical capacity | Symptoms ]
+ T T ] T
| Restore SR by cardioversion to evaluate symptoms® ‘ Symptoms not AF Symptoms are AF  Unclear if AF related
v related related l
| Symptoms are AF related ‘ : - ,
|Cun5|der rate mnlmll - Restore SR by cardioversion
to evaluate symptoms®
» Holter if paroxysmal AF to
assess relation to AF episode
¥
Symptoms are AF related
L 4 s 4 + .
Assess factors favouring rhythm-control:
* Younger age
« 1% AF episode or short history
« Tachycardia-mediated cardiomyopathy
« Normal - moderate increased LAVI / atrial conduction delay (limited atrial remodeling)
* No or few comorbidities / heart disease
* Rate control difficult to achieve
« AF precipitated by a temporary event (acute illness)
* Patient’s choice
T T g
MNon-favouring factors prevailing Favouring factors prevailing
\ 4 \ 4
- Assess if risk factors for AF can be modified Rhythm control:
+ Consider referral to EP specialist AAD
PVI a . . . .
il In selected patients: Consider c.ardlover5|on to conflr.m that the a'bsence of o
R T Surgical ablation or Thoracoscopic ablation symptoms is not due to unconscious adaptation to D
reduced physical and/or mental capacity. 6

©ESC —

www.escardio.org/guidelines 2020 ESC Guidelines for the diagnosis and management of atrial fibrillation
(European Heart Journal 2020-doi/10.1093/eurheartj/ehaa612)
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Figure 19 Long-term rhythm control therapy

N of Cardiology
[ Indication for long-term rhythm control therapy |
Y
Assess and treat risk factors & co-morbidities )
ACEIl, ARB, MRA, statin in patients with risk factors, LVH or LV dysfunction
(lla) /
1 | |
None or minimal signs of CAD, HFpEF, significant HFTEF
structural heart disease valvular disease
v v ¥
Patient choice
| I [
* Dronedarone * Amiodarone * Amiodarone - Catheter
Flecaini Catheter ablation
* Flecainide Catheter | * Dronedarone pEeTEy A
» Propafenone ablation | '« Sotalol 0
* Sotalol
In case of | In case of In case of
recurrent recurrent recurrent
AF AF AF
©ESC — %
L
©
O
www.escardio.org/guidelines 2020 ESC Guidelines for the diagnosis and management of atrial fibrillation

(European Heart Journal 2020-doi/10.1093/eurheartj/ehaa612)



Révision de la classe des antiarythmiques - Commission de la transparence de
Septembre 2020
La commission de la transparence a révisé le service médical rendu par les

médicaments antiarythmiques oraux de classe IA, IC et Ill. Cette réévaluation de
la classe était motivée par le faible niveau des preuves d’efficacité de la plupart
des traitements antiarythmiques et par un signal de surmortalité observé

notamment dans plusieurs méta-analyses.

Pour |la prévention des arythmies supraventriculaires :

e seule 'amiodarone conserve un service médical rendu important,

* |e flécainide et la propafénone ont maintenant un service médical rendu
modéré

* |e sotalol, le disopyramide, I’'hydroquinidine et la cibenzoline ont un service
médical rendu insuffisant pour justifier leur prise en charge.

(Aix Marseille



Figure 17 Indications for catheter ablation of symptomatic AF
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[ Symptomatic AF ] of Cardiology
1 [ 1 1
Paroxysmal AF Persistent AF without major Persistent AF with major risk Paroxysmal or persistent AF
risk factors for AF recurrence? factors for AF recurrence® and heart failure with
l l l reduced EF
v
Consider patient choice | Consider patient choice Consider patient choice Consider patient choice
Antiarrhythmic  Catheter  Antiarrhythmic  Catheter  Antiarrhythmic  Catheter Antiarrhythmic Catheter
drugs ablation drugs ablation drugs ablation® drugs ablation

mf) * * *

Perform Perform Perform Perform
catheter catheter catheter catheter
ablation ablation ablation ablation
v v v v
( Failed drug therapy ] [ Failed drug therapy ]
T ] 1 1
No Yes No Yes
v v h 4 \ 4
Continue antiarrhythmic Perform catheter ablation Continue antiarrhythmic| |Perform catheter ablation
drugs drugs (lla)¢
©ESC — o
aSignificantly enlarged LA volume, advanced age, long AF duration, renal dysfunction, and other cardiovascular risk factors. PIn rare individual circumstances, &
catheter ablation may be carefully considered as first-line therapy. ‘cRecommended to reverse LV dysfunction when tachycardiomyopathy is highly probable.?To ©
improve survival and reduce hospitalization. .

2020 ESC Guidelines for the diagnosis and management of atrial fibrillation

www.escardio.org/guidelines
(European Heart Journal 2020-doi/10.1093/eurheartj/ehaa612)
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Figure 13 Outline of rate control therapy

Outline of rate control therapy of Cardiology
|
First choice therapy Therapy when risks

Background therapy
in all AF patients

Therapy after failure of

in patients with no restoring SR
N patients Wi rhythm control ne

or minor symptoms outweigh benefits
| | | |

.

* Lenient rate control
* Heart rate <110 bpm (12 lead ECG)

v

* Symptoms or deterioration of
LV function or CRT (CRT-P or CRT-D)

'

* Lower heart rate: aim heart rate <80 bpm (12 lead ECG)

* Lower heart rate in CRT aimed at continuous biventricular pacing

* Assess heart rate during exercise: gradual increase of heart rate: heart rate <110 bpm at
25% duration of maximal exercise time

* In CRT patients: assess continuous biventricular pacing during exercise

* Perform 24 hour Holter monitoring for safety

v

Consider rhythm control or AVN ablation if symptoms
or deterioration of LV function / tachycardiomyopathy persist or
when continuous biventricular pacing in CRT is not achieved

©ESC

www.escardio.org/guidelines 2020 ESC Guidelines for the diagnosis and management of atrial fibrillation
(European Heart Journal 2020-doi/10.1093/eurheartj/ehaa612)



| Choice of drugs for rate control |
¥
[ Assess comorbidities J @ E S C
I I I I
MNone or Hypertension or HFrEF Severe COPD Preexcited AF/AFL Eociat
HFpEF or Asthma ¥ EUFDpE‘-?I‘\ ociety
l l | Ablation | of Cardiology
1st Line treatment:
+ Beta-blocker or 1st line treatment: 1st line treatment:
- NDCC _ Beta-blocker NDCC
L v
| Clinical reassessment® |
v ¥ \ 4
[ Suboptimal rate control (resting heart rate »110 bpm), worsening of symptoms or quality of life? ]
I I I I I I
No Yes No Yes No Yes
¥ ¥ \ 4
Continue: Continue: Continue:
- Beta-blocker or Beta-blocker NDCC
*NDCC
Consider 2nd line treatment: Consider 2nd line treatment: Consider 2nd line treatment:
+ Digoxin/digitoxin and/ or - Beta-blocker and/ or = NDCC and/ or
» Beta-blocker and/ or® - Digoxin/ digitoxin and/ or « Digoxin or Digitoxin
*NDCC * Amiodarone aClinical reassessment should be
¥ ¥ v focused on evaluation of resting
[ Suboptimal rate control (resting heart rate >110 bpm), worsening of symptoms or quality of life? ] heart rate, AF/AFL-related
ﬁﬁ "1":33 r~'m \,r'es h:{: '1"!33 symptoms & quality of life. In case
+ - + suboptimal rate control (resting
Continue: Continue: Continue: heart rate >110 bpm), worsening of
» Digoxin/digitoxin and/ or Beta-blocker and/ or NDCC and/ or symptoms or quality of life
» Beta-blocker and/ or® Digoxin/ digitoxin and/ or Digoxin or Digitoxin consider 2nd line &, if necessary,
* NDCC Amiodarone . . b
3rd line treatment options. PCareful
Consider 3rd line treatment: institution of beta-blocker and 2
Consider combination of three drugs or evaluation for CRT-P, CRT-D or pacemaker implantation and atrioventricular node ablation NDCC, 24-hour Holter to check for 6
bradycardia.
BESC—— .
www.escardio.org/guidelines 2020 ESC Guidelines for the diagnosis and management of atrial fibrillation

(European Heart Journal 2020-doi/10.1093/eurheartj/ehaa612)



Optimizing outcome with catheter ablation

B(+C)

HYPERTENSION

Guideline-adherent
management

PHYSICAL
GLYCAEMIA (IN)ACTIVITY
>10% Hb1Ac reduction, Optimization
target HbAlc <6.5% o? excessive
Comprehensive
AF risk factors e —
OBESITY management vd OSA |
OVERWEIGHT for optimizing ( Diagnosis and )
210% weight reductlozn outcome of AR management
Target BMI <27 kg/m
catheter N —
ablation

ALCOHOL
Reduction or, in regular
drinkers, cessation

SMOKING
Cessation

HYPERLIPIDAEMIA

Guideline-adherent
management

(
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Controle des comorbidités et des facteurs favorisants

Identification and management of risk factors
and concomitant diseases is recommended as an
integral part of treatment in AF patients.®®®

Modification of unhealthy lifestyle and targeted
therapy of intercurrent conditions is recom-

mended to reduce AF burden and symptom
severity,245:636:887.889.1016,1052
Opportunistic screening for AF is recommended
in hypertensive patients.?*’%%22

Attention to good BP control is recommended in

AF patients with hypertension to reduce AF recur-

rences and risk of stroke and bleeding.z("1035

Optimal management of OSA may be consid-
ered, to reduce AF incidence, AF progression,

AF recurrences, and

symptoms.

650,651,1057—1061,1064,1065

In obese patients with AF, weight loss together
with management of other risk factors should be
considered to reduce AF incidence, AF progres-

sion, AF recurrences, and symptoms, 5788721071

Advice and management to avoid alcohol excess
should be considered for AF prevention and in
AF patients considered for OAC

therapy.324'1°1 2,1014,1016

Physical activity should be considered to help
prevent AF incidence or recurrence, with the
exception of excessive endurance exercise,
which may promote AF,"0%7~1033.1063
Opportunistic screening for AF should be con-
sidered in patients with OSA."”?
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Risk Factor Treatment Goal Comments
Hypertension Blood pressure <140/90 mmHg* For atrial fibrillation prevention consider angiotensin-

Blood pressure <130/80 mmHg!”3 converting enzyme inhibitor, angiotensin ll-receptor blocker,74

beta-blocker or mineralocorticoid receptor antagonist

Obesity BMI 20-25 kg/m?* Avoid weight fluctuations

BMI 18.5-24.9 kg/m?, weight loss 5-10 % baseline weight if BMI

225 kg/m? 174
Diabetes HbA,_ <7.0 %7176 Metformin as first-line therapy®174
Physical inactivity Physical activity of moderate intensity 150-200 min/week*

Aerobic exercise 90-150 min/week'’?
Obstructive sleep apnoea Appropriate screening, particularly in high-risk patients

(hypertension, obesity), manage with continuous positive
airway pressure

Alcohol consumption Maximum of two glasses per day (20 g/day of alcohol) for men
and one glass per day (10 g/day of alcohol) for women%.173
Smoking Complete cessation
Dyslipidaemia LDL cholesterol <2.6 mmol/l or at least 50 % if baseline LDL Use statins

cholesterol 2.6-5.1 mmol/l in patients at high cardiovascular risk*
No specific LDL cholesterol targets'’®

Brandes A et al., Arrhythmia & Electrophysiology Review 2018;7(2):118-27.
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INTEGRATED AF MANAGEMENT

® O
* w Patient-centred

Smﬁm control with rate or rhgm control
Manﬁnt of cardiovascular risk factors/comorbidities

Patient education/self-management Healthcare professional education

] ding personal goais and/o

Lifestyle modification

OKINg cessation, aietary interve

Psychosocial management

.
'€ DENAVIOUrdl therapy, Stress mandge <

Multidisciplinary team approach

Structured follow-up and clear communication between primary and secondary care

AF ESC Guidelines, Eur Heart J 2020



FA: CC et ABC

CC

Confirmer la FA

|
[' ~ ‘1 - -*"L' "‘ l ECG de surface (12 D ou rythme) montrant un aspect de FA 2 30s

Caractériser la FA : 4S

Stroke : risque AVCi <\/,/_\‘\/> Sévérité charge en FA

score CHA2DS..VASc Sévérité sympt émes durée, per5|stance Substrat

\/ score EHRA age, comorbidités,
{/\\\‘/K\} dllatahon OG, fibrose

Traiter la FA : ABC

A

Anticoagulation
prévention AVCi

ABC

B

Bon contréle
des symptémes

1. Identifier patients a bas risque
CHA;DS;-VASc 0 (h), 1 (f)

2. Prévention du risque si
CHA;DS,-VASc 21 (h), 2 (f)

Evaluer risque hémorragique et
ses facteurs de risque
modifiables

3. Anticoagulant (AOD ou AVK
avec TTR >70%)

Evaluation des
symptémes, QdV et
avis du patient

Optimisation du
contréle de la FC

Envisager un
contréle du rythme
(CEE, AA, ablation)

(Aix Marseille

C

Comorbidités
et risque
Cardiovasculaire

Comorbidités et
prise en charge des
facteurs de risque
Cardiovasculaires

Mode de vie
(réduction de
I'obésité, exercice
physique, réduction
de I'alcool, etc.

AF ESC Guidelines, Eur Heart J 2020



