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@9 Situations clmlques pratiques en rythmologie -
Sessmm en collaboration avec le CNCF
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Quand he Qas ablater une FA persistante et.que
proposer ?
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Patient jeune, Fé(b
persistante deb&)&fﬁ te,
symptomauqﬁe sans
comorbn@«bjees OG non
leatee...

Bﬁgclent agé, FA persistante
longue durée,
comorbidités,
Cardiopathie avancée




~ [ Quand pe pas ablater

,@@

* Le patient est asymptoﬁiathue

* Le patient ne souha&‘te pas étre ablaté
* Le médecin heswe comment décider? |5
* Quand on a d’eja ablaté plusieurs fois => quand s’arreter? @@@Q

Que proposer d’ autre?

. Reﬁer dans la stratégie controle de rythme : Antw?rhythmlque

&0

* Stratégie contrdle de fréquence : medlcamenxs ralentisseurs ou « pace
RS
and ablate » >

* Prise en charge des comorbidites &




Aucun essai cllmque randomisé investiguant I’ablation en premlere
intention daﬁs la FA persistante n’a été publié jusqu’a au;oﬁrd’hul
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Etud% €n cours attendue pour 2025: First Line Radlofcpequency Ablation
Ve;%us Antiarrhythmic Drugs for Persistent Atrlal FberlIIatlon Treatment

(RAAFT-3)
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Le bénéfice principal de I'lablation de FA pe@lstante par
rapport aux antiarrythmiques demontrae% date est le
maintien en RS et 'amélioration des s@mptomes et de la

qualité de vie <
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Ce que J'on sait (1)

FIGURE 2 Freedom From Recurrent AF, AFL, or AT by Randomized Therapy, {0,\.340 Patients Using the CABANA ECG Recording Monitors
Post-90-Day Blanking

ol
100 4 Ny
eC) HazardRatio  95%Cl p Value
O (Ablation: Drug)
> AF 052  (0.45t00.60)  <0.001
O AF/AFLIAT 053  (0.46t00.62)  <0.001
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L'étude CABANA a montré en analyse perprotocole 'intérét de

I’ablation de FA sur la mortalité totale ( MAIS nhombreuses

limites et seulement la moitié de FA persistantes)
&
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At 12 mo &

15+ {\\“”

Event Rate, %

O - l T «0 T T T T T T T 1
0 Q\\ 18 24 30 36 42 48 54 60
O
S

Time Since Randomization, mo

6\)
Q\Q%QB 954 860 778 680 566 464 396 330 275 204
C)Oo 987 958 937 918 849 735 648 566 494 404 291

)




Q
S

29EE (PD Ce que®&jz’°°ﬁ@n sait (2)
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L'étude EAST-AFNET 4 (2020) a été un tournﬁnt dans la prise en charge de la FA, car ce fut premiere démonstration
dans un essai de grande envergure (263§o?)at|ents) de l‘intérét de la stratégie précoce du contréle du rythme vs
traitement usuel en terme de morbl/[OQ@rtallte (MAIS seulement 25% de patients ablatés, et 27% de FA persistantes)
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o, 7o+ \2\& Table 2. Efficacy Qutcomes.™ (00
o * o)
£ O
g 604 S Outcome Early Rhythm Control Usual Care Treatment Effect
2 O y Rhyt K
[} S \,
‘E 0 _@96 First primary outcome — events/person-yr (incidence/100 24916399 (3.9) 600 316/6332 (5.0) 0.79 (0.66 to 0.94)F
= N person-yr)
£ 404 o‘g &Q
E 10 QC) Usual Components of first primary outcome — events/person-yr @
- Qﬁ’& g (incidence /100 person-yr) &0\5
fbcq/ Death from cardiovascular causes 6?;‘%%1'5 (1.0) 94/6938 (1.3) 0.72 (0.52 t0 0.98)%
Early rhyth trol
S S et Stroke 16813 (06) 62/6856 (0.9) 0.65 (0.44 to 0.97)F
0 : : - . Hospitalization with worsening of heart failure \%«139;‘6620 (2.1) 169/6558 (2.6) 0.81 {0.65 to 1.02) %
0 2 4 6 8
Hespitalization with acute coronary syndrome & 53/6762 (0.8 65/6816 (1.0 0.83 (0.58 to 1.19) 5
P ! sY 2 !
Years since Randomization - R % £ o
econd primary outcome — nights spent in hospital fyr 8121 .1+£15. : 92to 1.
: Second primary out ghts spent in hospital fyr_ < 5.8+21.9 5.1+15.5 1.08 (0.92 to 1.28)§
Mo. at Ris >
Usual care 1394 1169 823 405 34 éo
Early rhythm control 1395 1193 913 404 26 600

N
Critere primaire composite Déces cardiovasculaires, Avg@dﬁgospitalisation pour IC ou SCA
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Eurcpean Sociely herowildoiory/10. 109 Heuropaceieusc] T3
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C e u e Jze-pb n s a I t 3 Catheter ablation improves cardiovascular
R outcomes in patients with atrial fibrillation
&

and heart failure: a meta-analysis of

& @Q’Q randomized controlled trials
<
o
&
@Q@b Catheter ablation for Atrlal Fibrillation In Heart Fallure Relative risk (95% CD
&O&J Meta-Analysls of Randomized Controlled Trlals peatn 0.44 (0.20, 0.97)
& —— ¥ 054 (034,084
& 8 eligible studies from 2,078 search results ¥
& Y 0.79 (050, 1.24)
& RS
&O Mean age 62.6 years {b&e\

<
L'ablation de FA d‘fmmue MR 8.2 o 961 144,08
(\6\ p for overall effect = 0.003

I a morta I |te t@it a I e et I es Primary Analysls: Trials with > 2 years follow up Hr:.t.é alisations

Q
N 0.55 (0.39, 0.76
h OS p |ta I IS a;tcl O NS p our I C 3 studies meeting primary analysis criterion (N =977) /\O&Q’ o 0.39,0.76)
. - 0.58 (0.41, 0.81)
AATAG (N = 203) &
chez IEﬁatlent insuffisant CASTLEAF (N - 363) & — 0.73 (0.50, 1.06)
RAFT-AF (N = 4lI) @
cardiaque a FE altérée ° o0 08
Catheter ablation resulted In a significant refuction In - ‘ S
all-cause mortallty and heart fallure h% tallsations o for overall effect < 0.001
N 04 02 1 5 25
& ablation better < relative risk = medical therapy better
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29 Figure 17 Indications for\\g;ii‘iheter ablation of symptomatic AF @ ESC
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( @ OnCatEMingy
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Paroxysmal AF . Persistent AF without major Persistent AF with major risk Poxysmal or persistent AF
~ risk factors for AF recurrence® | W factors for AF recurrence? and heart failure with 2 o 2 o
QO reduced EF
@Q v
‘ Consider pa:r(igﬂ?’choice \ [ Consider patient choice Consider patient choice ‘ ‘ . onsider patient choice
e | | | | 5 | &
Antiarrhyﬂ@ﬁic Catheter PAntiarrhythmic ~ Catheter ~ Anjjlafhythmic  Catheter Antiflrrhythmic Catheter . \(‘\@
dro \ ablation drugs tio ablation® ablation QJé\
&O\\: (Ila) i D
o‘)% ;
2\:& Perform Perform | Perforef
%C catheter catheter catheter catbgfer
b°0 ablation ablation ablation
-9 v
&
S
& [ -
& No
o v | .
Q‘fb Continue antiarrhythmic Perform catheter ablation Continue antiarrhyt
v drugs
C |

)
aSignificantly enlarged LA volume, advanced age, long AF duration, renal dysfunction, and other @%iovascular risk factors. °In rare individual circumstances,
catheter ablation may be carefully considered as first-line therapy. ‘Recommended to reversg;;\f dysfunction when tachycardiomyopathy is highly probable.“To

improve survival and reduce hospitalization. O .
N\

www.escardio.org/guidelines 2820 ESC Guidelines for the diagnosis and management of atrial fibrillation
OOQ (European Heart Journal 2020-doi/10.1093/eurheartj/ehaa612)
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29SS @ ESC Eu,@fe 2025, 6.3 AFNET/EHRA CONSENSUS DOCUMENT

European Society @&)sﬂdol .org/10.1093/europace/euacl6?
of Cardiology ,b
Q

o

rQJ@

EarW\odlagnosm and better rhythm 2023
m%lnagement to improve outcomes in patients
‘“W|th atrial fibrillation: the 8th AFNET/EH?{A
& consensus conference &

T%%§EFOU|O prioritizes sinus rhythm maintenance, but r"et:amﬁ ﬁte control and

('b
P

AV-nodal therapy (ablate and pace) plus possibly cgf”éllac resynchroniza-

tion as an option when rhythm control is ::Irff;\ icaflt to achieve.®
%O




SohhCE 1, Fa@t-ll ablater le patient
' +" asymptomatique?

 Attention aux faux asympﬁ)mathues

* interrogatoire pgl1C|er &
. cardmversmnﬁest (amiodarone + CEE) , {\

@Q{b
. epreuve gsﬁfort VO2 en FA OQ@

* |C aigue coo@gestlve Dégradation FE asymptomatique = sym’ptomes

,\O

Table 2 ,LQ”/
Indication of Catheter Ablation for asymptomatic AF and AF-CHF Cases.

JCS/JHRS AHA/ACC/HRS(2014&2019) Esgﬁﬁlmﬂuideline HRS/EHRA/ECAS/APHRS/

(2019&:2021)Guideline Guideline ~2~§ SOLAECE(2017)Expert
Oéo Consensus

6\)

Asymptomatic AF I1b Non indiquée oq{@% Non indiquée
o



@ ESC European Heart Journal (2022) 43, 1219-1230 @*ASTTRACK CLINICAL RESEARCH
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Systematic, early rbythm control strategy for
atrial fi f'brlllatlorgm patients with or without
symptoms: thﬁ ‘EAST-AFNET 4 trial

K

&O\S@
é‘?? Similar reduction of cardiovascular death, stroke, or hospitalisation fng«heart failure or
{q,%e’ acute coronary syndrome in symptomatic and asymptnmagé\patlentﬁ
0\8\@ A asymptomatic at baseline B symptomatic itbw\@ﬂa
e 2633 patients -30% asvm@‘tomatiques 1001 1 o5 CI) 078 (D.ST. 1.09) 1001 HR st CI] t:mrs[ﬂg@ 28]
- 3 — HO ,.(Q
* FA paroxystique (73%) @ﬁ persistante ( 27 %), % v %ﬁ' &
] S
de moins de 12 m0|%c° i io &
=l B e)
* Ablation (25 %) et;é‘ou traitement médical % a0 24 g w| &
30 - a3 =
0 Lisunl e N Usie care
antlarrythmlqgﬁ (75A>) versus traitement usuel 5= };;__’__,,ff?mmmn. gﬁ - =
(contréle frggf?uence et/ou rythme) o] =~ & o ~
% 0 7 i o &R 0 2 3 5 B
YeSrs sinca Randomizstion ,\\9 Tears since Randomization

L 3 & # 1 3 # # #
Our findings support the s'fs&ematl c, early initiation of rhythm control therapy
in asymptomatic pgtlents with atrial fibrillation and concomitant
ooé cardiovascular conditions.




20 =SN= ‘ Comment ewaluer les chances de succes?
09 Variables e'gﬁdlees dans les scores prédictifs de
<récurrence aprés ablation
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3 < PHYSICAL
3 GLYCAEMIA .
’ I M C s >10% Hb1Ac reduction, (\}Q’ (lg)?67lrlTv
\)% target HbAlc <6.5% Q‘b ptimization
of excessive

- 4 Comprehensive
((\Q’ AF risk factors e

. HTA/d|abet@ﬁabaglsme/maladle vasculaire
. Insufflsaﬁce renale

OBESITY management f’ OSA N\
OVERWEK@? for optimizing { Diagnosis and
210% weight outcome of AF \ management
catheter Q%'%:v: — ~

ablation

\
&0
&0 SMOKING
Q\,@g' Cessation
<

. Tyf)“e de FA/Ancienneté/Echec des antiarrythmiques

&

. Cardb@myopathle/FEVG/Insufflsance cardiaque

* Imagerie : surface et volume de I'OG/fibrose a I’ IRM

* Biomarqueurs : troponine, BNP, ANP, CRP, IL-6, cy%tatme C, growth
differenciation factor 15 Oooq
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B Clinical scores usgﬁ for the prediction of negative events in
patients unde(ggomg catheter ablation for atrial fibrillation
\o(\
Falco KOSICh1 6°| Katja Schumacher® | Tatjana Potpara®? | Gregory Y. Lip® |
N
\ig’&
49 L2 - N
2 Number of Total number Q}S\“
&eﬁlisk scores studies of participanty] Recurrences LVA MACE \\6\
<)
OF | 2MACE 12 2108 - - X 5
S | :
K ABC death 1%* 23 951 — - X &
~2~/\ risk score | g <@
O
S ALARMEc 414123235 1430 X _ 4N ‘,\\oo@
@96‘) APPLE 6161820.31,3950 4444 X X - 0@)0
\\ \
s ATLAS 1% 1934 X £ &
< N
S | BASE-AF, 3!51821 1779 X = = 9
> | CAAP-AF 3173138 3698 X == F
v | CHADS, 4133344 2793 X X X &
CHA,DS, 233 2307 X - X°
-VASc «\/\00
DR-FLASH 2%25° 2016 X c}\fe —
LAGO 17 243 X S - -

MB-LATER 3 3182138 1769 X &£ - -




Imaging |m&ir|ul fibrillation: A way to assess ™
atrial fl(ib'oSIS and remodeling to assist

deas!p‘h making

Raquel Iﬁ])ez Galvez, PhD**, José Miguel Rivera-Caravaca, RN, PhD*"*, Vanessa Roldin, MD, PhD ¢,
Este@ Orenes-Pifiero, PhD “, Maria Asuncién Esteve-Pastor, MD, PhD?, Cecilia Lopez-Garcia, RN, PhD“,

& Murcia, Spain; Liverpool, United Kingdom; Aalborg, Denmark

ﬁﬂ Saura, MD, PhD?, Josefa Gonzilez, MD, PhD*, Gregory Y.H. Lip, MD “***, and Francisco Marin, MD,
@

&
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The 4S-AF Sglﬁeme (Stroke Risk; Symptoms; Severity of
Burden; S@uﬁstrate) A Novel Approach to In-Depth
Charaqtérlzatlon (Rather than Classification) of Atrial
FIbI’kH%tIOH

&
Tagana S. Potpara'-2
b\fs'abelle C. Van Gelder’

Gregory Y. H. Lip! 34~
Hein Heidbuchel®

Gerhard Hindricks®

Carina Blomstrom-Lundqvist® Giuseppe Boriani

Alan John Camm'®
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L & .
Stroke risk @'\‘ S'-,tm ptoms Sia.ﬂl.uazrln.f of S ubstrate
St R Y AF burden (Sb u
<0
o
O
N o
<§Q’6 ©
Tl@}ﬂ{:w risk of stroke * Asymptomatic/mildly * Spontaneously terminating = * Comorbidities / QJ@Q
@ Yes symptomatic * AF duration and density of Cardiuvascularriskfacm,@\}
@fl, * No * Moderate episodes per unit of time -Atrlalcardmmvopaﬂw%
%] = Severe or disabling {atnalenlargement
dysfuncnanfﬁb(dgls}
N
&0
= CHA, DS ,-VASc score EHRA symptom score * Temporal pattern of AF = Clinical ag3essment,
e N (Paroxysmal, Persistent, Long- Im:l AF risk scores, AF
:-; Qol questionnaires standing persistent, Permanent) p@eslnn risk scores
E * Total AF burden (total time in bll‘nugll'g (TTE, TOE, CT,
] AF, the longest episode, numberg cardiac MRI), biomarkers
m of episodes, etc.) OO




— =] ,@\b\
29= IS ®; B
-m_ mm Severity of AF burden msﬂ-
u {b{\b (+1 if >75 years old)
Truly low risk GQ Spontaneously terminating Comorbidity/CV risk factors
0= Yes @0 0= No or mild 0=Yes 0=No
1=No (\6\ 1= Moderate 1=No 1 =Single
\)(‘;\\o 2 = Severe or disabling] |Duration of AF and density of episodes 2 = Multiple (2 or more)
&06 0= Short and infrequent LA enlargement/dysfunction
@Q 1=Intermediate and/or frequent 0= No
&O\‘y@ 2=Long or very frequent 1 = Mild-moderate
, 2 =5evere ,,\@
é‘ba" LA fibrosis ,@\6
{q%“” 0=No Ay
2@ 1 = Mild \@0
9&0 0 = no antithrombotic therapy 2= Mnderi@severe
& m £
\g\:& 2 0-1 S 02
Oec’ 1 2 & 34
o 0 3 S sormoe |
&
o(‘q Current commonly used tools for assessment of the 45-AF domains
@ O CHA2DS2-VASc score EHRA symptom score  Temporal pattern of AF @ Various
qg)% Truly low risk: 0 males, 1 females EHRA1-2a=0 Paroxysmal or first onset =0 ,&O Clinical assessment
‘b© DAC: »>= 1 males, >=2 females EHRA2b=1 Persistent =1 Q\.@g Transthoracic echocardiography
(LQQ’ EHRA 34 =2 Long-standing persistent = 2 & 5 AF progression risk scores
Permanent= 2 ,,\@* Advanced imaging
O Biomarkers
<«
All green => Rhythm control OQ«
1Yellow, 2 Green => Rhythm control can be attempted Oé

Consultation or rate control
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CENTRAL ILLUSTRATION Temporal Trend in Procedure-Related tnmp%&}iuns of Catheter Ablation for
Atrial Fibrillation Q\
K@

89 RCTs Published Between 2013 and 2022, 15,701 Patier{= Undergoing a First CA Procedure for AF
Procedure-Related Cemplications

Temporal Trend in Complications {0%0 Cause of Complications
&
~ 64 [2013-2017] [2018-2022] &0\ (0.08%) 2% (0.06%)15%
g ] &
g 4 <0 (0.37%) 14%
P=0.04
_% 3d ee © (0.06%) 1.5%
B> T S5 == -e (0.07%) 2%
'E- T A . (0.04%) 1%
. P & : (Incidence Rate) (131%)
™ Relative Proportion
—a— Overall Complications o C)O--o—- Vascular Complications 45%
--#- Severe Complications @,@ Tamponades/Effusions
--»-- Strokes/TIA @rl' - - Deaths
'I:b (0.78%¢) 27%
Pru:uhrn—llnﬁd Complications [2018-2022]
3.8% 1-9% 0.05% (0.17%) 6%
Overall Serious Mortality L
complications complications M Vascular Complications M Strokes/TIA
B Tamponades/Effusions M Atrioesophageal Fistula
PV Stenosis W Other Severe Complications
m Other Nonsevere Complications  m Permanent Phrenic Nerve Palsy
Death

Benali K, et al. J Am Coll Cardiol. 2023;81(21):2089-2099.

FIGURE 4 Influence of Demographic and Procedural Characteristics on the Complicstion Rate

— ’ ’\C\@ ° ” °
Comment évalurer les risques de la procédure d’ablation?

N\

0.96 (0.92-0.99), P = 0.029
1.01 (0.97-1.05), P = 0.559
1.00 (0.98-1.02), P = 0.684
1.01 (0.99-1.02), P= 0.327
0.99(0.95-1.03), P= 0.573
1.03 (0.95-1.11), P = 0.495
1.06 (0.98-1.14), P = 0.139
1.01 (0.94-1.09), P = 0.806

1.02 (0.96-1.08), P = 0.471
Residual Heterogenalty 12 = 39.2%

| S
Publ. Year, [2018-2022] vs [2013-2017] —— \\00
1 X%)
Multicenter RCTs -—E-I—éfb&
; | @
Age (Continuous, OR per year) -—g\é@
Body Mass Index (kg/m?) oHm
>
Male/Female Ratio bx)o—l-:—u
QO
Monparoxysmal AF &QQ& —_—
<
RCTs Including Only HFrEF Paﬁent!ko\i\' —_
Cryoballoon Ablagisn —_—
&
Additional Strategies B%@d PV —_——
<
“\\% T T T T T
&O 085 09 095 1 105 1.1 115
o\’% Odds Ratio, 95% Cl
< Lower Risk of ~ Higher Risk of
Q‘z\ =— Procedural Procedural —=
> Complications Complications
6\)
)
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What is the environmental impact of AF catheter ablation ? |

<
&
&
r ——
GQ I Nataralretaaices
'0(0 A i \\
N !  Material o bk
* peeduction ... P
,‘\\'0(\ ? i Pt £ anm_u i
00 | Incireration 7 N i
F Bemimting o [
@ ESC Europace (2022) 00, 1-10 CLINICAL RESEARCIb\O mﬁm“\\ { e \
E:.lr(:op‘.;;r: Society Lorg1 01093 europ 160 K@ I i II
of Cardiology \}O Y \ll ] |
&O Eco-audit stud'v .................. - Led '“::‘lr' o I'rmq;qu
Carbon footprint of atrial fibrillation ca%la;eter NSy /
. x& /s
ablation P o8
&0 0% Procksct uie
Geoffroy Ditac © *, Pierre-Jean Cottinet © 2 Minh Quyen Le & ) + S RO e o
Daniel Grinberg ® **, Josselin Duchateau ®®, Kévin Gardey &%, Arnaud Dulac ®°, Equivalent to &Q
Antoine Deliniére ® '**, Christelle Haddad ©", Julie Bousgfge-Roze ®°, 700 000 km of car ride 4%\
Frédéric Sacher ?5, Pie‘r:e Jais © %, Philippe Chevalier £3%, per day in the world
and Francis Bessiére ® "% 0\2\"
&
b\}
.Q)%

Cathsters
29,9 kg
(38.9%]

=Preduet Uie
0,7 kz [2.8%)

Other dirposable
mat= a1

SINCH
N7,4%) Sheath Patches
and needle G5 kg
GAkg [8,8%)
(B 4%)
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A Death fmng @y cause
100 r 5% 59% @Q«O

F 80

> 70} y

> 60f &

] i &0

K=

[=] 5'|:| — 0%

S 4of ©

s 9 0~2~

A ool-lﬁ 0.26 (95%C| 0.10-0.65)

o 20 (e?' P=0.004 by Cox regression

-|{t"<‘Q P=0.006 by log-rank test
S
©‘19’ 0hH | . I : | : I
& 0 1 2 3 4
v Years

Number at nsk

Abl+Pm 63 52 41 27 12
Dug 70 56 38 29 9

Abl+Pm

@ E SC European Heart Journal (2021) 42, 4731-4739

European Society  goi:10.1093/eurheartj/ehab569
of Cardiology

FASTTRACK CLINICAL RESEARCH
Arrhythmias

AV junction ablation and cardiac
resynchronization for patients with permanent
atrial fibrillation and narrow QRS: the
APAF-CRT mortality trial

Michele Brignole @ "2*, Francesco Pentimalli © 3, Pietro Palmisano © *,
Maurizio Landolinas, Fabio Quartieri‘, Eraldo OcchettaT, Leonardo Calo © 8,
Giuseppe Masaa ©® ?, Lluis Mont'", Kevm Vernooy © ', Vj nt van Dijk'?,
Cor Allaart™ Laurent Fauchier ©® Maurlzm Gaspar@

Gianfranco Par i Davide Soranna , Michiel nstra @ 18 and

for the APAF- CRT Trial h&estl gato rst

2
QY
(b‘é

140 patients suivis 4@35

Age moyen 73 an§e

CRT-P ou CRT—Q+ “ablation du NAV versus
traitement rg.ef\entlsseur

Quelle qgcé soit la FEVG (45% <35%) etla
Iargeg@’des QRS (moyenne 95ms)
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Que proposer d’autre?
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OBESITY:

remodelling N
* Inflammation \)@b
* Adiposity , <©
. Mechaniﬁaﬁ\eﬂem
. Hear%é’llurﬂ

* Structural and alﬂ:’c{&ﬁ 1

WEIGHT-LOS5 & RFM:

* Improved cardiac function -

* Reverse structural & electrical
remodelling

* Improved cardi-
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I Man@%ment of patients with recently diagnosed AF ‘
/\0&0 .

Anticoagulation /

NOAC |

2. Bett

Atrioventricular nodal

3. Cardiovas

iderate physical exercis
|

| I 1 1herapy for hypertensio _
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