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2020 ESC Guidelines for the diagnnﬂs"q;md
management of atrial fibrillation g&veloped in
collaboration with the Eumpe@ﬁhssuciatiun of
Cardio-Thoracic Surgery (E@tTS)

The Task Force for the diagnosis a . anagement of atrial
fibrillation of the European Soci e} of Cardiology (ESC)

A8
Developad with the special tribution of the European Heart
Rhythm Association (EH? of the ESC

L+
AuthorsiTask Force Members: Gerhard Hindricks® {Chairperson) (Garmany),
Tatjana Potpara® (Chairperson) (Serbia), Nikolaos Dagres (Germany), Elena Arbelo
(Spain), Jeroen J. Bax {Metherlands), Carina Blomstrim-Lundgyist (Sweden},
Giuseppe Boriani (Italy), Manuel Castella’ (Spain), Gmmndrei Dan
{Romania), Polychronis E. Dilaveris (Greece), Laurent Fa‘!ﬁﬁ ier (France),
Gerasimos Filippatos (Greece), Jonathan M. Kalman @ﬁﬂralia], Mark La Meir'
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L€ jeune patient des urgences :
'D e::p
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e Homme ﬂﬁ‘
e 40 ans P
e /5 Kg pour 1m7S &

e Pas de facteurs de rlsqugv

e Palpitations 2 heures (Epres un repas et 2 biéres)
e FA 180 bpm aux urgences

e Réduction spontanée &
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11.2 Long-term antiarrhythmic drug‘&@bﬁ
therapy $

The aim of antiarrhythmic drug therapy is inﬁmem in
AF-related symptoms.”’ ™" Hence, the decision & initiate long-
term antiarrhythmic drug therapy needs to balafce symptom bur-
den, possible adverse drug reactions, and pa@ent preferences. The

principles of antiarrhythmic drug ther@ﬁ‘? outlined in the 2010
ESC AF guidelines™” are still relevar'_nhgﬁ!hd should be observed:

(1) Treatment is aimed at redl_tﬁig AF-related symptoms;
(2) Efficacy of antiarrhythmic diugs to maintain sinus rhythm is modest,
(3) Clinically successful assuarvhythmic drug therapy may reduce ra-
ther than eliminatz the recurrence of AF; d
(4) If one antiarrhythmic drug fails’, a clinically acceptable r#nnse
may be achieved with another agent; é’-:*‘"

(5) Drug-induced pro-arrhythmia or extracardiac sfgg—eﬁects are
frequent: 't..&

(6) Safety rather than efficacy considerations g(rﬁuld primarily guide
the choice of antiarrhythmic drug. .«:ﬁf
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20@1‘9 ESC Guidelines for the ma naﬁement of e Cw
ﬁatlents with supraventricular y&hyca rdia

Task Force Members: 53'

Josep Brugada (Chairperson) (Spain), Demosthen G. Katritsis (Chairperson! |Greece),
Elena Arbelo (Spain), Fernanda Arribas (Spain), J&roen J. Bax (Netherlands), Carina
Blomstrom-Lundgvist (Swecen), Hugh Calklr@‘ﬁ!nlted States of America), Domenico Corrado
(Italy), Spyridon G. Deftereos (Greece), G,g@ﬁard -Paul Diller (Germany), Juan J. Gomez-Doblas
(Spain), Bulent Goren=k (Turkey), And & Grace (United Kingdom), 5Siew Yen Ho (United
Kingdom), Juan-Carios Kaski {Unttecbéngdam'_l Karl-Heinz Kuck {Germany), Pier David

Lambiase (United Kingdom), Fredaric Sacher (France), Georgia Sarquella-Brugada® (Spain),
Piotr Suwalski (Poland), Antonio Zaza (Italy)

! Representing the Association for European Paediatric ageb&mgenital Cardiology (AEPC)
o
e - ;F‘ ESC Guidellnes for the manzzement of patients with supraventricular Tachycardia
www.escardio.org/guidelines [Eurnpean Heart Journal; 2019)
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f{k : Preexcited AF J Q@{@“’ @ ESC

Eurapean Society
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No druggherapy recommendations

Y
M & provided in 2003
)

L .:ba' s
If ineffective ol ©
] : ESC Guidelines for the manzzement of patients with supreventricular Tachycardia
www.escardlo.org/guldelines ﬂsj}gr (European Hearl louinal; 2019) éf
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Recomimendations for the therapy SVT in pregnaficy @ESC
& & Sty
ﬂﬁ;’ db"-‘*
e
Recommendations Class? Level®
Catheter ablation is recommendad in symptoma omen with
recurrent SVT who plan to become pregnant

Chronic thzrapy

During the first trimester of pregna n;‘t}"lt Is recommended to avoic - c
& X

all antiarrhythmic drugs, if possib

Fluoroless catheter ablation should be considered in case cf drug-

: j HE C
refractory or poorly tolerated SVT,in experienced ce nz‘rﬁ. @

LESC

q‘&‘

u{u{!‘_-fzuidelines for the manarement of patients with supraventricular lachycardia

’p‘& [Europian Hoarl Jowrpsl; 2019) #
N - Fi

wisw. escardio.org/guidellnes




l,:-r
&
A‘ﬁ} '-51"

& &
o9
l,lﬁe premiére FA &
"-Z'r'::.:!:f
[?Gﬁ e Hotesse de l'air Jﬁ
e 40 ans {F&“&
e 58 kg/1m74 &

e Pas de FDR ﬁ«f’

e Adressee en LLLSﬁB le 2.1.2014 par SAMU
pour tachycardie a 200 bpm responsable
d’'un OAP (VNI 1h) &
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l,lﬁe premiére FA &
ﬁf
e Hotesse de lair o
e 40 ans ﬁ:‘-“ﬂ‘
e 58 kg/1m74 R4

e Pas de FDR o

e Adressée en LLS?C le 2.1.2014 par SAMU
pour FA rapide 200 bpm responsable d'un
OAP (VNI 1h) &

&
e ETT FE et OG nles WJ‘“
e Réqgularisation apres %aj‘burs par amiodarone

e Revue en cs sous afnmdamne /! AOD
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Recommendations for management of AFéﬁth haemo-
dynamic instahility g

Emergenqr electrical mrdm
mended in AF patients with acute

haemodynamic instability. ol
In AF paticnts with haemod ic instability,
amiodarone may be con for acute con-
trot of heart rate>®>" "2

AF = atnal fibrillation.
*Class of recommendation. Nl
®Level of evidence. fﬁ’
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& Table 18 Principies of antiarrhythmic drug thérapy \J ;S_EM

AAD therapy aims te reduce AF-relatgf symptoms
Efiicacy of AADs to maintain sin m is modest
Clinically sucressful AAD therapy may reduce rather than ciiminate AF recuirences
If one AAL: ‘fails’, a clinically acceptable response may bz achieved by arother drug
Drug-induced proarrhythmia or extracardiac slde#éts are frequeni

Safety rather than efiicacy considerations shngﬁrimaﬂlv guide xhe choice of AAD

&
"
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Rmmg&ndltinm for long-term antiarrhythmic drugs m @ESC

Eium S0Cwty
gdp Reduces CV hospitalizations & death ﬁp =F
' Most solid safet; data. Class lavel
Fhﬂinld- or propafenonc is res - for long-term m control in AF
patients with normal LY fur ‘nwmmﬁtm including
significant LVH and = . uial ischa=inia. g
Dronedarone i . ecommended frov long-term rhyt ntrol in AF patients with:
* Normal or m:ildly impaired [but stable) LV or
* HFpEF, is:haemic, or valvuiar heart M

Amiodirone is recommended for long- rhrthm control in all AF patients,
including those with “IFrEF. However, owing to its extracardiac toxicity, other AADs {n
stould be considered first whenever possible.

Sotalol may he considered for lcvig-term rhythm control in paﬁns with normal
LV functior: or with ischaemic heart disease if close mo
serum potassium levels, creatinine clearance, and other groarrhythmia risk tactors
is provided. ‘&é

wa'e esLardio org guideline., ﬂf}dlﬁ (A7

New ! +.t of atriad fibs dhaticon

103 eurheart)/ehast12) #
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Rmmnwhﬁatlans for rhythm control/catheter Ihl:ﬂﬂ(@fs@ @ ESC

of AF Curopes:, SoCkety

ﬁb of Car 2okt

A catheter ablation ufter failure of drug therapys e
AF catheter ablation ior PVI is recormended for rh control after one 58 CAPTAF &

failed or intolerarns class | or Il A%D, to improve sydiptoms of AF recurrences
in patients with:

* Paroxysmal AF, or <"
* Persisiant AF without major risk hc?h for AF recurrence, or
* Persistent AF wit's major risk fact~:s for AF recurrence

&F catheter ablation for PVI should be considered for rhyth@ control after
one failed or intolerant to beta-blocker treatment to i e symptoms i lla
AF recurriznces in patients with paroxysmal and pers?'ht AF. _ :
& i
®
o s1cardio org/guidelng 2020 FSC Gusdelnes for @ e dusgnosn and managen vt of atrial fibrillation
(furopesr: <eart Journal F020-dol/10 @ 293 feurheart)/ehaab1]) ‘ﬁd

CABANA trials
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mendations for rhythm control/catheter ablasfon @ESC
S ey
&

AF catheter ablation for PVl should/may h¢considered as first-line rhythm control
therapy o improve syriptoms in selectgd patients with symptomatic:

« Paroxysmal AF erisodes,or g _
'Pmm-AFaﬂﬂmutm]nrﬂflmhrH recurrenr.e,
as an alternative to AAD class | or lll, considering patient choice,




timely acess to rhythm ceatrol therapies, ingiding Al

when appropriate for madical reasons. <& |
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@fh Indication for long-tarm rhythm control therapy _c B
—
Assess and treat risk factors & co-morbidig
ACE|, ARB, MRA, statin in patients with risk factors, or LV dysfunction
; ()
None or minimal ;aig.‘la of structural CAD, HFpE:I‘. signifjeant HF:EF
heart gisease valvular dis l

Catheter It | Catheter
o | (- Amiodarone [ | obiaton

In case of J \ﬁ-ﬁ In case of

recurrent AF H" recurrent AF

DESC 2020
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Symptomatic AF f ]
T | i
Persistent AF without major Persistent AF with rnajum@: Paroxysmal or persistent AF
isk factors for AF recurrence® factors for AF recugence® and heart failure with
l Ln‘ob reduced EF
Consider patient choice ' | | Consider pétiem choice | Eunsid‘!%s&tient choice Consider pétim choice
1 1 ) [ 1 1 . I [ I

Antiarrhythmic  Catheter  Anfarrhythmic  Catheter  Antiarrhyt Catheter Antiarrhythmic Catheter

drugs ablation drugs ablation dru ablation® drugs ablation

E o l '

Perform ’P"a' Perform Perform

cat ‘ catheter caiheter

ablaf¥n ablation ablation

. \ ¥ ¥
Failed drug therapy )( Failed drug therapy )
1 | L] ]
No Yes é&& No Yes

v | ¥ il + F
Continue antiarrhythmic | Perfnnn catheter ablation ‘tﬁguntinue antiarrhythmic! |Perform catheter ablation|
drugs & &d&“‘ | drugs | (1la)* _[

DESC 2020
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<“”" Catheter ablaticn of atrial fibrillation anﬁatrlal

(5:-@ fibrillation surgery (1) @fa

&

] -
ﬁhﬁﬁa Recommendaticas ﬁ_ﬁ‘ Class | Level
'f-g]' Catheter ablaticn of symptomatic paroxysmal AF s recommen improve AF
.:_",3" symptoms in satlents who have symptomatic recurrences of antlarrhythmic
@ drug therapy {amiodarene, dronedarone, flecainide, propa , sotalol} and who
prefer further rhythm control therapy, when performed electrophysiolegist

who has received appropriale Yaining and is perforemir
expet iznced centre,

& procedure inan

Ablation of common atrial flutter should be consi
part of an AF ablation crecedure IF flutter has
A = ] ]

Catheter ablation of AF should be consldey®d as first-line therapy to prevent
recurrent AF and to improve syrmptn:- Sk selected patlents with symptomatic

paroxysmal AF as an albernathve tu e hythmic drug therapy, consldering pabent
cholce, banefit, and risk.

Al patliznibs should recebee oral antlcoagulation for ab least 8 weeks after catheter
(1128} ar surgical (TTal) ablabon.

Antlcoagulaton for stroke preventlon should be continued Indefini after
apparently successful catheter or surgical ablation of AF in patiegEs” at high-risk of

d o prevent recurrent flutter as
documented or eccurs during the

-

stroke g
When catheter ablation of AF is planned, continuation o ﬁ:-mmaguluhun witha [
VEA (1aB) or MOAC [(I1aC) should be considered durin .;'Te procedura, mainiaining
effective anticoagulation.

Catheler ablation should targel isolation of Lhe m{lﬁmuw vains using rar.iml’nu-r.mem.-,.r m}
4

ahlatlr.-n or cryobhermy balloon cathebers. R N
www.escardio.org fguidelines £3n Heart Journal - doi: 10. 1085/ eurhaart) ehw2 10 Lhttaione
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Early Rhythm-Control The;t’rf‘gy in Patients
with Atrial Fibfillation
AQ

P. Kirchhof, A oamm, A Goette, .-E.Fkﬂlf-_:_lil_.-_«_ L, Eckardl, A, Elvan, Fetsech
van Gelder, D, Haase, L.\®Haezeli, F. Hamann, H. Heidbiche|
G, Hindricks, |. Kautzner, K.-H. &fck, L. Mont, G.A, Ng, |. Rekosz, M. Schoen,

U. Schotien, A. Suling, J. Taggeselle, 5. Themistoclakis, E. Vettorazzi, P. Vardas
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EAST — &PT)\I =T 4 Design g&ﬁ ﬁ
& #

Q
i &
t"“'*{h ‘f .
l.,,
,.p"a Patients at risk for cardiovascular events (= EH&;DS;\I’%S@@C&I‘E = 2)
%15" and with recent onset ztrial fibrillation ("earfy AF’, = 1 yeglﬁﬁratiﬂn or first documented by ECG)
»
t.llé 3 ﬂ"n.-'!"
(/Ea:;n:ﬁdﬁun
: : hlb . =
Eariy Rhythm Control i i Usual Care
ariticoagulation, rate control and Q;Pﬁ' anticoagulation, rate cornitrol,
either antiarrhythmic drug therapy or AF a*@%’hﬁ-;'- supgiemented by rhythm control
In case of recurrent AF: anly in symptomatic patients
Re-ablation or adaptation of antiarrhythmic drugs on optimal rate centrol therapy

.
&

F .
therapy of concomitant cardiovascular di s (both randomizad groups)
in-person follow-up afsl and 2 years
all patients were followed 5qu¢&an| the end of the study

o

www. easttrial.org .abﬁ Kirchhof P, &t al. Am H 7 166:442-448 .-_:-::-;'@"
i
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EAST — ET 4 CONSORT diagram * %
{b
E'P 2789 patients randomized by 135 sites in 11 mm}_ﬁ
qf::’ 1 ™
S [ — Randomization ﬁ ]
L-le'{"h Early Rhythm Control {n="7,395) &L@F‘ Usual Care (n="1,394)
¥ A0 ¥
3 {: ,
Included in primany lysis n=1,385 q,c"' Included in primaiy analysis n=1,394
1 & y
Initial 2 year (é' Initial 2 year
W0 s e 130 b 130 100
LD &
gl up BT 132 3%) "'"ﬁ"' Al i
’hne
Cther antiarrhythmic drug o a0
s — o y = 1181 [Bod)
i : ' F'rnp:a__fe_nﬂne 5 A3 (A z ;
: = B Flecainide d &
e " Amiodarone 40 "
L it Dronedarone g
= AF ablation P .
233 118.7%) E,::*" =
f
Al —f‘ o R
¥ ' ¥
al FU rs lost: 681/7536 (9.0° {‘:"'ﬁfcg. Total FU-years lost: 481/7479 (6.6%)
224 (6.9%) FU-years lost ause 123 withdrew ﬁu{" 339 (4.5%) FU-years losi because 83 withdrew
157 %) FU-years lost because 102 wera lost to FU
o




EAST — &FﬁET 4 Analysis of first primary outcgﬂne

-..& 1.0
*:6{" —  Early rhythm control — Usual care 614‘:‘
d"'t’b 249 patients with event 316 patients with event o
,{;."‘ 3.9% per year 5% per year nb"}dcp
0y 0.8 - g :
c!:‘b Hazard Ratio [36% CI] 0.79 [0.66-0.94], p=0.005 ‘,,d‘
an Patients W i
E event Fatients with Uncorrected
L o6 ke L event in ;
= arly Saythm Hazard Ratio
O Usual Care
= Cantral I | [95% C1]
o |A=1395) he
5
{—:,':' Cardiovascular death Gy | 0,72 [0.52-0.98]
S Stroke 40 b 0.65 [0.44-0.97)
Hospitalization with
0. worsening of heart 13942.1) 169 0.81 [0.65-1.02]
: LETIRRYT
Hospitalization with
acute cosonary 53 (0.8) &85 0.23 [0.58-1.19]
i
0.0 a'#" syndrome
I T F &él
0 2 4 & ¢ B8
Time (years after randomization) a&‘
Fatients at risk G&Q
Early rhythim control 1305 1183 13 4{&“ 26
Uzual care 15354 iRl ] aa8 5 ﬁ!’: Sd

I@ﬁ:f P, et al NEIM, doi: 10.1056/NEIMoaz2019472 (published online 29 Aug ..-...,#
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P’atlent flow

303 patients with treatment-naive® symptomatic AF
enrolled and ranclomised

+

! =

5

40

154 randomized to first-line ablation

149 ra‘;nﬁefnized to first-line AAD

==

{within 24h from AAD st3rt/PVI)

\?ﬁlr'

Reveal LINQ imptan@ﬂr

Caily Carelink Transmission (AF Events®® and burden)
Clinizal Encounter and 12-lead ECG at 1 week, 3-, 6-, and 12-months
HROOL assessment (AFEQT, EQ-50, EQ-VAS, CC5-5AF) at 6- and 12-mon

L

*Enrollment Permitted if:

=  PMever treated with zn AAD

2. Current AAD use

*  Treatment < £m but below therapeutic threshold

3. Previpus AAD use

*  Treatment initated, discontineed, and washed out =6m

4. Temporary AAD use
= Trezstment at therapautic dose for a pericd <4 weeks

Mo adverse drug effects or inefficacy

b{s‘ *Potential arrhythmia events detected by the device were stored for
adjudication by an independent, blinded clinical end-point committee.
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Prlmary Outcome P

ﬂﬂ Freedom from any atrial tachyarrhythmla nn@%ntlnunus cardiac

mDnltDrlng 100 Hazagdratio, 0.48 (95% Cl, 0.35-0.66)
D — o
j S Ablation
E E .E‘ SR = 5?.1%
E = '::I;; Absciute reduction 24.9%
EE '-E 40 - é_‘?‘ - S ? Number needed to treat 4
ﬁ E - b Antiarrhythmic drug therapy 32.2%
[T = 20
o
2
d | | 'ﬁ?’ | | — =]
0 2 £ IE 15" 8 10 12
Fulluvg;h%u (Months)
MNo. at Risk
Ablation 154 154 ] 105 96 86 55

Antiarrhythmic 149 149 69 60 49 27
drug therapy dB“‘F eegd
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Adverse Events

o

Serious Adverse Events - HR 0.81
(0.25-2.59)
= Ablation - 5 {3.2%)
* 3 phrenic nerve injuries
+ 2 pacemakers for bradycardia
. Antiarrhythmic drugs — 6 (4.0%) o
+ 2 wide-complex tachycardia ©
» 2 pacemakers for bradycardia

* 1 heart failure
* 1 syncope

Any Safety Endpoint - HR 0.59 (0.29—
1.21)
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Cﬁonclusmns "

« First-line ablation was associated with sngmfcar&}’reductmns in arrhythmia cutcomes:
« Time to first recurrence of any AFIAFL!&T
» Time to first recurrence of any AF "" | _ o
+ Time fo first recurrence of symptc aﬂc AF/AFL/AT ,-—-CF’_T.“”“l“S Eal':lj"';c Tﬂn'tnr;"g
« Time to first recurrence of symﬁ'amatm AF WHERRINAD o IR
« Total AF burden Y
« Days with AF o e

» First-line ablation was associated with meaningful :wbmvements in quality of life and

symptoms w‘ﬁ
&
Q
« Adverse events were similar between cnr@%parary cryoballoon ablation and AAD
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e Pas de traitement fﬁ"
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e Patient de 40 ans
e Diabete de type 2

e Obésité BMI 42 kg/m2 g@‘"
e HTA traitee par ARAZ — gmludlpme
e Hospitalisé pour OAP gous VNI

e FA 180 bpm

e FE 25% O
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[ ;' Symptomatic AF f
1 L 1 TR [
SParoxysmal AF Persistent AF without major  Persistent AF with rnajum@: Paroxysmal or persistent AF
g risk factors for AF recurrence’ factors for AF recugghce” and heart failure with
ﬂsgi"f l l Lﬂ‘ob reduced EF
S oo _
Consider patientchoice | Consider patient choice | Eunsid‘!%s&tient choice Consider patier: choice
1 1 i i T [ , [ [ 0
Antiarrhythmic  Catheter  Antiarrhythmic  Catheter  Antiarrhyt Catheter Antiarrhythmic Catheter
drugs ablation drugs ablation dru ablation® drugs ablation
(10 * l
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Perform | Perform ’P"a' Perform Perfarm
catheter cat ‘ catheter catheter
ablation ablafion | ablation ablation
¥ ' v ¥ N :
[ Failed drug therapy } [ Failed drug therapy
1 ¥ I L] I
No Yes é&& No Yes
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Rumt;;hnd:tinm for rhythin control/catheter ablit!gh @ ESC

Euronsan SoCut
éﬁb of ardology
& First-line therapy (cor:inued) R
AF catheter ablatic::i:

patients when
probable, independent o

* |s recommended to reverse LV dysfunction i
tachycard'a-induced card:omyopathy is h
their symptom status, o

e Shoyild be considered in selected Ardaatien pith =

imaprove survivai and reduce HF h:pitlli:ltiun.

AF catheter akiation for PVI shculd be considered as a strategy to avoid
pacemaker implantation in patients with AF-related brﬂaﬂlh or
symptoratic pre-automaiicity pause after AF considering the
clinica: situation. o & E
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& Study Design— CASTLE AF@*"

.{5&
,;;:r"&ﬁ * Essai thérapeutique controlé randomisé (31 slteu"fo 9 pays),
Q
2 4
'E:'P’L 153 p%ﬁﬁ Cross overs)
2 e
3013 pts ;&&
__Exghitér ﬁ«a“
FA parox ou persist 5"

FE<35% -
Contréle DAICRTO
Effet indesirakbles

. ‘ ETT
= Se/maines . ; 6 minute walk test
Random - vi: 3, 6, 12, 24, 36, 48, 60 tiois Optimit ation #£1C
Telecardiologie:
197 pts = (NYHA, Poids, TA, QoL Paiients’
& ciary)
397 pts W, éb"'
13 pts exclhus .,55
"""-.E"
&&3
Q‘b
<

< 165 pts (18 crossovers)

184 pts ¢
.abf N Erigl ) Med 2018;378:417-274
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* patients CASTLE AF

Ablation

Medical

P & (a79patients) (184 patient$)
TR 64 (56%71) 64 (5€ 73.5)

New York Heart Ascociation class i},:,ﬁ‘

| (%) t-af 11 11

11 (%) & 58 61

11 (%) o 29 27

IV (%) S 2 1
Leit ventricular ejection fraction % & 32.5(25.0 38.0) 31.5(27.0 37.0)
ILeft atrial diameter—mm 48 49.5
Current type of atrial fibrillation =

Par-::m?s.mal (%) ﬁ*& 35
_ Persistent (%) . _ 55\3%?0 65

Long standing PE{'EiE'EfHIt (%&) Ef;ﬁ 28 I'::
CRT D implanted (%] & 27 28

=

N Erigl ) Med 2018;378:417-274



1‘__'?
&

-%‘ﬁ‘ F -
Gastle AF Résultats

o Hospialization for Womsening Hoart Falum

I T P
ne %5 .
& L :"I i
=5 "F etaga, (X
k1 i ! o
i T e
£f e
|:|5_ Sl .\‘-'
‘;g % Hian e v
LB
i"g e Hazard raria. EZ B85 01, 043 0ET)
3 P D25 b Clim 4o 1 5
01 Pafo 306 b g rair best
o ' ' _
n ] 3 R 11 48 il
Wonthe of Follkw-up
M.t Figh
Aldalue & 14L LLd il - i
PAecicdl henapy 1 145 LLE o 18 1
B Death frow &y Casse
| B
o,y
i i - L
st L T #hiahzn
5 Us -~ N
.E 0.5 TRy
| TN
.E 15 ‘Wwbeal ey
]
= 0L
e
-g [
T gz Hagzard rarka, 05 (230 €1, 032 0BG
P 2] oy Lo ragmeweon
Ml PeDZ0E £p bog rane st
oo T ] 1
a 1 i 16 LH (]
Wonihes of Fellve-up
P, =t Hisk
Aldaln- 1= 154 132 B Tl i
Bdrcical faenpy 184 lad 1in B [ 19

o8

L P
Irkoechboa

ST LI

LR QBT

B8 VRO
B L

AL
L5 ALH=ET
L ) 1 R A

1%

B LT
113
a

FR - EE
EMsaslan

L34 33U -2 G5]

G nl lwad Lahme

Tk
Huwrs wrm o M ERCA R R 1] I
ihll' HIE o Lwl
3
Ha 11 i [ | LR T E R
s, =5 L —-— RIEEE B
Hlgmemrn 1.3
] ] [ ] | Ko pp i o}
rex LA 3 — ., FERERL AT ]
Arad W S 1k
Ha niia % —— ER I ER R
Tan b L L —— L8 -1
Dl el e \'\F" pE |
Ha [} &‘l L ITE] ] —— R Ba BT i
v é LHE —_—a Ela - LI
Belisihkst min s 1
Wi Q L [rd 44 | 200 -
s, +y B e e B SelifR D LAy
([“*"I [T T TR TR
Hudme Mireheal The
& u{h el Bedizy i

N Engl ] Med Eﬂllﬂv:i’n'.r'ﬂ:~flfI.If'~2E"Ef,:<



o
: H{EF
ﬂE
o
WV
3
S

pt ese
A
Patient de 40 ans , :
pres 2 ablations et une
Diabete de type 2 & Jchirurgie de I'obésité:
Obésité BMI 42 kg/m?2 Jﬁ*
HTA traitée par ARAZ
amlodipine @@1
Hospitalise pour OAP
sous VNI s
FA 180 bpm &
FE 25% Qﬁ
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GCe n’est pas qu’une histoire g,e* rythme
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in addition to antiarrhythmic dru&-l%wer"ap}f and catheter ablation
(see Chapter 11.3), managemegd‘bf concomitant cardiovascular
conditions can reduce 5;.rm1:e¢ifm burden in AF and facilitate the
maintenance of sinus rhythth, 222426312 This includes weight re-
duction, blood pressurécontrol, heart failure treatment, increasing
cardiorespiratory fitness, and other measures (see Chapter 7).
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Patient de 40 ans
Obésité BMI 40 kg/m2 | &
HTA traitée par ARA2 -ﬁ@

amlodipine &rﬁ“
Hospitalisé pour %&b
sous VNI
FA 180 bpm @
FE 30% &
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& Weight reduction in patients with atriab‘i‘irillatinn

¢ £
& >
ﬂb Recommendations #Q&‘P _ Iass Level |
& In obese patients with AFE weight loss together wi anagement of
other risk factors should ba considered to reduc burden and
SYMtoms.
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Management of respiratory diseases mqpﬁftlents
with atrial fibrillation

Recommendations Class | Level
¥ N = |

Correction of hypoxaemia ard acidosis should be ﬁidemﬂ as initial
management for patients who develop AF duringsan acute pulmonary
illne=s or exacerbation o chronic pulmona wﬁg:ﬁe.

Interrogation for clinical signs of obstructive sleep apnoea should be

considered in all AF patients. 3

AD

Obstructive sieep apnoea treatmﬂ? should be optimized to reduce AF

recurrences and improve AF Fﬁnant results.
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Quels pahent% ne pas proposer en ablation ? ¢
eqb .LE-FE iﬁ‘ﬁ

& &

* Asymptoma ues. & &
pidves. y
* Trop ages@ﬁJu mauvaﬁ état général). &
t:-'l

* Trop c;e cnmnrbnﬁi’ces f"l‘*
. Cagﬂ”mpathle sdus- -jacente (Valvulopathie +++gb &

'ﬁ ﬁ)G trop cid*étee . ﬁ"” & o
3 & & K &
Flbms&-@bs R . & R
. "-..'-" ‘:@?tq. ﬂﬁﬁﬁ ’c‘? 4
W Gy eﬁf >
':_-H"i':l"::I E{n"?'{? ) 3 H:.:j‘.iﬂ {:Eﬁ"ﬁ‘:‘

FA per5|5t§jb@fe « trés » prolongée ", o
3 o g



o
& ‘ﬁ."

; ,iﬂupgmgnt Hospitalier de Territoire y:.

L /W
Grand Paris Nord-Est ?ﬂ

= L& Raincy-Montiermeail < Montreuwil




..:;"1"'

.
2
r..,.

@omment ablater la FA persist%e?

Lo P 1:.
0 ‘.:‘_'.!','_ 3 ..:::_n_q -
{Fﬁb £ &
o e
PVI |

Interresting but

non reproducibleg®
©

AntaiPV Block AF ﬁnversinn? SR?
*

el



-‘__'P
&

&

&

& i
Et siisoler le
e [

‘@ﬁﬁ

. S, E
s veines pulmonair€s suffisait

2 8 B

fﬁ

P=0.15 for the overall comparison,
by the log-rank test

3 4
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i Eﬂ-'ﬁ - .Pn.i'm:-uq-r-miu isolation
% % % Isclation plus electrograms
R
l e, T
(‘&' 40 tsodaoon plus lines
(?Fk 30~
ol 204
T
18-
0 | P I T [RRTT, T FROCTY P ERNNCH [P R T T A |
o ]#ﬁi?!glﬂlllllllllilﬁlllﬂlﬂ
p *55- Months since First Ablation
No. at Risk o
Pul isolation al 50 £] k] 23
Isolation plus elecirograms. =~ 244 q"‘ 243 161 57 124 12
Lsolaticn plus Enes 244 240 152 133 115 57
o

N Engl ] Med 2015;372:1812-22



Fechniques

+ Technique
Isolation VP R I-A

‘pﬁf Europace (2017) 00, 1-160 o
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& FIRE AND ICE
*:.dbt, AF Conicl Trnd
S + RFC Ablation (“FIRE")

&

— Power was not to exceed
— 40 W at A/l aspect
— 30 Wat P/S aspect
— 30 electroanatomical mapping

Cryoballgbh Ablation (“ICE")
- . freeze duration of 240s recommended
us freeze after isolation recommended
~  Phrenic nerve pacing required






