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Recommendations for rhythm cosrfrol/catheter ablation
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Techniques and technologie&

Complete electrical |50I@ﬁon of the pulmonary veins is recommended during
all AF catheter- ablatltaﬂ procedures.

If patient has hlsge?ry of CTl-dependent AFL or if typical AFL is induced at the

time of AF ablget’lon delivery of a CTIl lesion may be considered. o
Q
R
Use of adcia*le?onal ablation lesions beyond PVI (low voltage areas, lines, O&o‘
fragmegrét%d activity, ectopic foci, rotors, and others) may be con5|dered but llb B
is not well established. \,@«"’?
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www.escardio.org/guidelines 20@9 ESC Guidelines for the diagnosis and management of atrial fibrillation

(European Heart Journal 2020-d0i/10.1093/eurheartj/ehaa612)
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La cpyoablatlon

La cryoablation
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Jais P. et al. Circulation 2004; 110: 2996-3002
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The phase map shows a focal source tha‘% emanates an impulse from the RIPV and initiates a
couple (flg@fre of 8) of reentrant drivers.

=425 ms

Haissaguerre M et al. Circulation. 2014;130:530-538
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Effect of Catheter @b”iation With Vein of Marshall Ethanol Infusion
vs Catheter Abla@lﬁn Alone on Persistent Atrial Fibrillation
The VENUS R{@ﬁ?’domized Clinical Trial
N

Miguel Valderrabang 5 ; Leif E. Peterson, PhD; Vijay Swarup, MD; Paul A. Schurmann, MD; Akash Makkar, MD;
Rahul N. Doshi, M@ avid Delurgio, MD; Charles A. Athill, MD; Kenneth A. Ellenbogen, MD; Andrea Natale, MD;
Jayanthi Kone@?ﬁVID; Amish S. Dave, MD, PhD; Irakli Giorgberidze, MD; Hamid Afshar, MD;

Michelle L y@uithrie, RN; Raquel Bunge, RN; Carlos A. Morillo, MD; Neal S. Kleiman, MD
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Figure 2. Tim%&\ Recurrence of Atrial Fibrillation or Tachycardia and Atrial Fibrillation Burden &\Q}\Q’
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Pts with PAF aanﬁBt responding to >1
antiarrhythrr/l\i)@arug therapy
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effectiveiiess evaluation period after a
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... et améliore la qualité de vie!
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L‘ablation est plus-efficace si réalisée précocement
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L'ablation est pIQy@éﬁefficace chez les pts jeunes
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Moins de complications de I'ablation chez les jeunes
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Study @\rence Patients | Age, years Type Previous Ablation Repeat Crossed | AF free at | year
O (n) of AF use of technique ablation to
S AAD inthe | ablation in
&R ablation | theAAD |Ablation | AAD
ou| rou
\s»\@ group group
ﬁ%yaphong Online 30 55+ 10 | Paroxysmal, =12 PVI + LA lines | Notstated | Not stated 79% 40%
. a_,'et al. 2003 (ablation) | persistent + CTl ablation
é‘b 47415 + RA lines
g (AAD)
\e' Wazni et al. 134 70 53+8 Mainly No PVI 12%P 49%¢ 87% 37%
,\\o_, 2005 (ablation) | paroxysmal
&0 (RAAFT) 54:8
(AAD)
Stabile et al. Online 245 62£9 Paroxysmal, >2 PVl + LA lines | No exact data 57% 56% 9%
2005 (CACAF)“j (ablation) | persistent + CTl ablation
62+ 10
(AAD)
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Oral et al. Online 245 579 Persistent >| CPVA 26% for AF; 77% 74% 4% (@)
2006° (mean 2.1 + 1.2) 6% for LA 60
flutter Q&O
Pappone et al. 135 198 5510 Paroxysmal >2 CPVA 6% for AF; 42% 86% 2% ~0
2006 (APAF) (ablation) (mean2+ 1) |+ CTlablation | 3% for atrial \‘)\,
57+ 10 tachycardia &O
(AAD) |/
Jais et al. 2008 133 112 5111 Paroxysmal >l PVI £ LA lines | Mean 1.8+ 63% B#’J 23%
(A4 study) + CTl ablation | 0.8, median 2 [79)
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Rhythm outcome after ca‘f eter ablation compared to
cardloversmn and AA[Mn patlents Wlth persistent or
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Random effects model
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Freedom from recurrenc@‘hf atrial fibrillation or atrial arrhythmias, comparing catheter ablation
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AAD = antizrrhythmic drug therapy; Cl = confidence interval: N = number of patients; RR = risk ratio; W = sru%gfe‘ighting.
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Figure 17 Indications for cathetereﬁﬁlation of symptomatic AF

@ESC

¥ .
= European Society
[ ESymptomatic AF ] of Cardiology
Paroxysmal AF Persistent AF'\@fhout major Persistent AF with major risk Paroxysmal or persistent AF
risk factors fQ{bCAF recurrence? factors for AF recurrence® and heart failure with
l & 1 l reduced EF
<
N4 v
Consider patient choice CHsider patlent choice Consider patient choice ‘ \ Consider patient choice | 5
ST T | ] @
Antiarrhythmic  Catheter (ﬁ"ltlarrhythmm Catheter  Antiarrhythmic Catheter Antiarrhythmic Catheter Qe?
drugs ablation &0 drugs ablation drugs ablation® drugs ablation {\\e}\
(Iys* U i L R
5 i S
<! - ' &
> Perform Perform Perform Perforrg®
@& catheter catheter catheter cath‘t‘Er
s ablation ablation ablation gl!&tlon
¥ v ) v v &>
[ i oY Failed drug therapy [ Failed drug therapy,,’ )
q° T i 1 N 1
N No Yes No @90 Yes
YN | . | v v
Continue antiarrhythmic \ Perform catheter ablation Continue antiarrhﬁhm| &’erform catheter ablation
drugs | drugs (Ila)?
e
> ©ESC — 5
*Significantly enlarged LA volume, advanced age, long AF duration, renal dysfunction, and other ca&??ovascular risk factors. PIn rare individual circumstances, i
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catheter ablation may be carefully considered as first-line therapy. “Recommended to reverse l@ogysfunction when tachycardiomyopathy is highly probable 9To

improve survival and reduce hospitalization. Nl

p p (19) .
20@9 ESC Guidelines for the diagnosis and management of atrial fibrillation
(European Heart Journal 2020-d0i/10.1093/eurheartj/ehaab12)
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Faut-il f@r¥e plus que les veines ?
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® Repose sur |’ |sola%on electrique des VPs +++

® Lesions adgld‘flonnelles selon le type de FA (parox vs. per5|stante) etle
profll duéau bstrat atrial

s ﬁllored approach » plutot que stratégie systématique N
é@f\oo ® Taille de I'OG Q,@Q’Q
® Voltage du substrat S
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® Primo ablation ou récidive ? <
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La FA: une prisé en charge multidisciplinaire
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i Etimised stroke Emntiﬂn

‘\@ Symptom control with rate or rhythm control

009 Management of cardiovascular risk factors/comorbidities
XS

O‘éa‘tiant education/self-management Healthcare professional education
e (including persenal goals and/or action plan,

-Q)% Lifestyle modification Psychosocial management
(\(ﬁ (i.e., smoking cessation, dietary intervention (cognitive behavioural therapy, stress management,
-0
¥
‘19? S ies to promote medication adherence
©
q:b Multidisciplinary team approach
A th narticipation and rrmation of teams of HCPs from differ discinlines: int: 1] »]

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

©@ESC 2020

Figure 10 Components of integrated AF management AF = atrial fibrillation; HCP = healthcare professional; MDT = multidisciplinary team.

COLLEGE NATIONAL DES CARDIOLOGUES DES HOPITAUX

29SS g
CONGRES <

CNCH P

DU 22 AU 24 NOVEMBRE 2023

©ESC 2020

MOVOTEL PARIS CENTRE TOUR EIFFEL 6‘1,":




