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AF management domains

« Diagnosis
e Structured characterization

« ABC treatment strategy

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




16/02/2021

Diagnosis - screening

Recommendations for diagnosis of AF
ECG documentation is required to establish the diagnosis of AF.
e Astandard 12-lead ECG recording or a single-lead ECG tracing of =30 s showing heart rhythm with no discernible repeating P
waves and irregular RR intervals (when atrioventricular conduction is not impaired) is diagnostic of clinical AF. . .
Recommendations for screening of AF
Opportunistic screening for AF by pulse taking or ECG rhythm strip is recommended in patients >65 years of age. - -
{
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Structured characterization of AF patients - 4S scheme
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Re enc for g tion of AF
Structured characterization of AF, which includes clinical of stroke risk. symp status, burden of AF, and evaluation of sub- V4
Kennis / Ervaring / Zorg  Strate, should be considered in all AF patients, to streamline the assessment of AF patients at different healthcare levels, inform treatment. lla Um
decision making, and facilitate optimal management of AF patients,
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Structured characterization of AF 4S scheme — CHAD-VASC, HAS-BLED and

EHRA scores

CHA;DS;-VASc score R d for th hrombo-emboli in AF
. — awarded For a formal risk-score-based assessment of bleeding risk. the HAS-BLED score should be ] 10 help addr i bleeding :
€ Congestive heart failure i 1 risk factors. and to identify patients at high risk of bleeding (HAS-BLED score >3) for early and more frequent clinical review and follow- lla
Clinical HF, or objective evi- up.
dence of moderate 1o severe Stroke and bleeding risk reassessment at periodic intervals ks recommended to inform treatment decisions (eg. initation of OAC in
LV dysfunction, or HCM patients no longer at low risk of stroke) and address potentially modifiable bleeding risk factors
H Hypertension 1
or on antihypartensive therapy Table 10 Clinical risk factors in the HAS-BLED score’**
H Uncontrolled hypertension 1
A Age 75 years or older 2 SBP >160 g
A Abnormal renal andlor hepatic function 1 point for each

Dislysis. transplant. serum crestinine >200 umoliL. cirrhosis. bilrubin > < 2 upper §mit of normal,

D Diabetes mellitus 1 AST/ALTIALP >3 x upper kit of normal

Treatment with oral bypogly- s Seroke L
casmic dags and/or insulin o Previous ischaemic or haemorrhagic® stroke
fasting blood ghucose B Bleeding history or predisposition 1
REEnOl(F ) Pravicus major haemorrhage or anaemia or severe thrombocytopenia
L Labile INR” 1
S StrokePrevious stroke, TIA, or 2 TTR <40% in patient receiving VKA
thromboembolism E Elderly 1 ;
Aged 265 years or extreme fralty 5
] Drugs or excessive alcohol drinking 1 point foreach  ©
V  Vascular disease 1 Concomitant use of antiphitelet or NSAID; andior excessive® aleohol per week
Angiographically significant
CAD. previous myocardal Table 6 EHRA symptom scale
;:;:mn. PAD, or 3ortic Score Symptoms. Description
R R T i 1 None AF does not cause any symptoms
2a Mild Normal daily activity not affected by symptoms related to AF .
Sc  Sex category (female) 1 2b Moderate Naormal daily activity not affected by symptoms related to AF, but patient troubled by symptoms n’
Maximum score 9 3 Severe Normal daily activity affected by symptoms related to AF y
4 Disabling Naormal daily activity discontinued

ABC - Patient-centered integrated AF management

INTEGRATED AF MANAGEMENT
L

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

2020 Class” 2016 Class”

Ta ptimize shred decision meking abou: specific AF trestment % na
cpdcals) in corsideration. & & recommended that 1@ taike w0 and
* Migsicies A abaut and ng- theragy
Bansfitirisks issociated with considened tresement optons}: = -
and
Kennis / Ervaring / Zorg ® Ditevas the potuntisl burcien of the treatrrart with e patient Um
s iaclude '

the treatment deciion.




16/02/2021

A- Anticoagulation- Avoid stroke
( Patient with Atrial Fibrillation; Eligitle for Oral Anticoagulation ]
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‘ Step 1 Identify low-risk patlents | VKA with high time in
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I (target INR range depends
on type of
For bleoding rik Asessment, & fanmal structured ish-Score- Blewding risk ores shoukd be corsidred in AF posents o0 oral Low stroke risk? vaive lesion or prosthesis)
factors for major (CHADS -VASc score: 0 in males 1 in females)
i ” beding " T T
AF getients, nd o iderntdy patrs poturtialy st hgh rink of : Ne Yes
e e Stop2 No antithrombotic
b s B Consider stroke prevention (ie. OAC) in &ll AF patients with treatment
TTR<N%) recammended optians ane for NOAC trestment € TTR is nat wall contraed daspite good CHA2DS;VASC 21 (male) or 22 (femae)
® Switching 103 NOAC but ensuring good adhanence and ger- harence, o f pant prefir ence without contraindications L
gstence with therpy, o INOAC (e prostetic vaive). Address M“‘:em:g’ In all AF patients.
o ™ Caleul -BLED score.
i Fracpent INR chuxcks). \ae ! = If HAS-BLED 23, address the modifiable bleeding risk factors
and flag up’ patient for regular review and follow-up.
High bleeding risk scores should not be used
s a reason to withhold 0AC.
L2
( CHA,DS, VASc ]
T T
=1 (male) or =2 (female) =2 (male) or 23 (female)
¥ L
OAC should be considered OAC is recommended
‘ (e ) |
Step 3 Begin NOAC (or VKA with high time
in therapeutic range?)
NOACs generally recommended
as first line therapy for OAC
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B- Better symptom control

Recommendations for rhythm control/catheter ablation of AF
General recommendations
For the decision on AF catheter ablation, it is recommended to take into consideration the procedural risks and the major risk factors
for AF recurrence following the procedure and discuss them with the patient.
Repeated PVI procedures should be considered in patients with AF recurrence provided the patient’s symptoms were improved after la
the initial PVI.
| AF catheter ablation after antiarrhythmic drug therapy failure
AF catheter ablation for PVI should be considered for rhythm control after one failed or intolerant to beta-blocker treatment to improve la
symptoms of AF recurrences in patients with paroxysmal and persistent AF. 2
First-line therapy
AF catheter ablation for PVI should/may be considered as first-line rhythm control therapy to improve symptoms in selected patients
with symptomatic: lla
o Paroxysmal AF episodes, or
o Persistent AF without major risk factors for AF recurrence as an alternative to AAD class | or lll, considering patient choice, benefit,
and risk.
& SEAE
”WM*MMM AF catheter abtion: AF with AF
# atheterablavon Sor PY1 5 recommended for rhythm control Catheter or surgical ablation shoukd be considered in patierts with R i S raserse IV Ak et WAF packinds B R D R
#tur ora filed or rrolirant cass |or il AAD, to improve symp- persstnt or lorg: ¥ R A S e S EiATai 7.
toms of AF recurrences in patierts with: 10 AAD thirapy 10 improws symptoms, comidering paient choice, | o i R 13
© Parcopmal AF, or banefit sd risk, supported by an AF Heart Team, = = AR N R -
® Persatent AF without major risk fictors for AF recurrence, or Ha
& Porsitont AE with major risk factors for AF recurrencs mprEmEa ot ] pedtice LE Bl i v
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C — Cardiovascular risk factor and concomitant disease management
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C6A treammaent shouid be optimized 10 reduce AF recurrences ind
inprove AF treatmont resuls.

Key messages — CC

Confirm AF

e

Stroke risk (St)
(e.g. CHA:DS2-VASC score)

T

A 12-lead ECG or a rhythm strip showing AF pattern for 230 s

Charactirize AF (the 4S-AF scheme)

CC 1o ABC

Vg

§\/'_I\/> Severity of AF burden (Sb)
(duration, spontaneous termination)

Symptom severity (Sy)
(e.g. EHRA symptom score)

T

Substrate severity (Su)
(age, comorbidities,
atrial enlargement/fibrosis)
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Key messages: ABC Treatment
e EEEEE
of Cardiology
T'reat AF: The ABC pathway
Comorbidities/
Anticoagulation/ Cardiovascular
Avoid stroke risk factar
management
1. Identify low-risk patients Assess symptoms, Comorbidities and
CHADS;-VASC Ofm), 1(f) Qol and patient’s cardiovascular risk
preferences factors
2. Offer stroke prevention if
CHADS;VASC 21(m), 2(f) Optimize rate
Assess bleeding risk, address cantrel Lifestyle changes
modifiable bleading risk factors (obesity reduction,
Consider a rhythm regular exercise,
3. Choose OAC (NDAC or VEA control strategy reduction of alcohol use,
with well-managed TTR) (CV, AADs, ablation) etc) 8
w
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