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11 The ABC pathway in specific
clinical settings/conditions/patient
populations

A: Avoid Stroke

B: Better Symptom control

C: Cardiovascular risk factors



Les nouveautés ESC 2020/ 2016

Changes in the recommendations

Recommendations about integrated AF management

2020 Class® 2016 Class”
Recommendations for rhythm control/catheter ablation of AF
AF catheter ablation after drug therapy failure

AF catheter ablatiop for PVl is recommended for rhythm control Catheter or surgical ablation should be considered in patients with

after one failed or intolerant class | or Ill@impmve symp- symptomatic persistent or long-standing persistent AF refractory
to AAD therapy to improve symptoms, considering patient choice, "
a

benefit and risk, supported by an AF Heart Team.

toms of AF recurrences in patients with:

o FParoxysmal AF, or
o Persistent AF without major risk factors for AF recurrence, or

® Persistent AF with major risk factors for AF recurrence.
First-line therapy

AF catheter ablation;
(recomm ended to reverse LV dysfunc@ patients
lla

AF ablation should be considered in symptomatic patients with AF
and HFrEF to improve symptoms and cardiac function when tachy-

when tachycardia-induced cardiomyopathy is highly probable, cardiomyopathy is suspected. T
a

independent of their symptom status.
® Should be considered in selected AF patients with HFrEF to

improve survival and reduce HF hospitalization.



Les nouveautés ESC 2020/ 2016

INTEGRATED AF MANAGEMENT

a @
’w Patient-centred

mmmrul with rate or wmuul
MEM of cardiovascular risk factors/comorbidities

Patient education/self-management Healthecare professional education
Lifestyle modification Psychosocial management

|I.i ﬁ mﬂﬂui dli intervention ﬁ hll'niuurﬂﬁ stress ﬁmi

Multidisciplinary team approach

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

BESC 2020

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

INTERET DE LA PRISE EN CHARGE DES FDR CARDIOVASCULAIRES POST ABLATION FA++



INDICATION ABLATION DE LA FA
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Figure 17 Indications for catheter ablation of symptomatic AF. The arrows from AAD to ablation indicate failed drug therapy. AAD = antiarrhythmic
drug, AF = atrial fibrillation; EF = ejection fraction; LA = left atrial. “Significantly enlarged LA volume, advanced age, long AF duration, renal dysfunction, and
other cardiovascular risk factors. "In rare individual circumstances, catheter ablation may be carefully considered as first-line therapy. “‘Recommended to
reverse LV dysfunction when tachycardiomyopathy is highly probably. “To improve survival and reduce hospitalization.



SUIVI POST-ABLATION

Table |7 Key issues in follow-up after AF catheter ablation
Key issues
Recognition and management of complications
o Patients must be fully informed about the clinical signs and syrmptoms of rare but potentially dangerous ablation-related complications that may ocecur after
hospital discharge (eg. atrio-cesophageal fistuly, pulmonary vein stenosis).
Follow-up monitoring:

Useful to assess procedural success and carrelate symptom status with thythm.™

X Recurrences beyond the first month pn
797.798 ;

but recurrent symptoms may be due to ectopic beats oM™
of asymptomatic AF after abltion is wel described @ -9

Monitoring may be perfﬂrmad with intermittent ECG, Holter, Patch recordings, external or implnted loop recorder, or smart phnrre monitor (although
- - ch use). Patients should be first reviewed at a minimum of 3 months and annually thereafter.

1anagement of antiarr by thmic medication amNreatment of AF recurrences
a Continuing AAD treatment for &6 weeks to 3 months

-ablation are generally pre-

JaAad, conversely the presence

H'.'l

dictive of bite recurrences,

a1y reduce early AF recurrences, rehospitalizations and cardioversions during this period.”#
; Ttment after ablation varies and there is no convincing evidence that such treatment is routinely needed.

b. Su.nbgequmtly AADs may be weaned, ceased, or continued according to symptoms and rhythm status. Recent findings suggest that in AAD—treated

patients remaining free of AF at the end of the blanking period, AAD continuation beyond the blanking period reduces arrhythmia recurrences *®

a In genera( OAC therapy is continued for 2 months following ablation)n all patients.***

rrarily by the B CHA,DS;-VASe stroke risk

Beyond this time, a decision to continue OAC is determined pri-
rthan the rhythm status (section 10.2.2.5).

AP



TECHNIQUE DE LUABLATION

Techniques and technologies
Complete dectrical solation of the pulmonary veins is recommended during all AF catheter-ablation
procagupes D5 TITIVS0668- 6106 TL6HAT 0481 B1SSAGBTI AT FSH780

If patient has history of CTl-dependent AFL 2 if typical AFL is induced at the time of AF ablation, delivery of a CT lesion may be
conside
Use of additional ablation lesions beyond PQ{low voltage areas, lines, fragmented activity, ectopic foci, mm@my be

considered but is not well established = -5%-704 . .

Lifestyle modification and other strategies to improve outcomes of ablation ;

Weight loss is recommended in obese patients with AF, particularly those who are being evaluated to undergo AF . .

ahmmﬂuﬂﬂwmam.m T
636,637

Strict control of risk factors and avoidance of triggers are recommended as part of a thythm control strategy.



ABLATION DE LA FA HYBRIDE

Recommendations for surgical ablation of AF

Recommendations Class® Level®

Concomitant AF ablation should be considered
in patients undergoing cardiac surgery, balancing
the benefits of freedom from atrial arrhythmias lla
and the risk factors for recurrence (left atrial

dilatation, years in AF, age, renal dysfunction, and
461,843 857 — 859

other cardiovascular risk factors).
Thoracoscopic—including hybrid surgical abla-

tion—procedures should be considered in

patients who have symptomatic paroxysmal or

persistent AF refractory to AAD therapy and

have failed percutanecus AF ablation, or with lla B
evident risk factors for catheter failure, to main-

tain long-term sinus rhythm. The decision must

be supported by an experienced team of elec-

trophysiologists and surgeons.gm'%'
Thoracoscopic—including hybrid surgical abla-
tion—procedures may be considered in patients
with persistent AF with risk factors for recur-

1b C
rence, who remain symptomatic during AF

CESC 2020

despite at least one failed AAD and who prefer
further rhythm control therapy.

AAD = antiarrhythmic drug; AF = atrial fibrillation.
*Class of recommendation. ,,4

by : -
Level of evidence. Courtesy from M LaMeir



JAMA | Original Investigation

Effect of Catheter Ablation With Vein of Marshall Ethanol Infusion
vs Catheter Ablation Alone on Persistent Atrial Fibrillation
The VENUS Randomized Clinical Trial

Miguel Valderrabano, MD:; Leif E. Peterson, PhD; Vijay Swarup, MD; Paul A. Schurmann, MD; Akash Makkar, MD;
Rahul M. Dashi, MD; David Delurgio, MD; Charles &. Athill, MD; Kenneth A. Ellenbogen, MD: Andrea Natale, MD;
Jayanthi Koneru, MD; Amish 5. Dave, MD, PhD:; Irakli Giorgberidze, MD; Hamid Afshar, MD;

Michelle L. Guthrie, RM; Ragquel Bunge, RN; Carlos A. Morillo, MD; Neal 5. Kleiman, MD

Figure 1. Clinical Trial Conduct

350 Fatlents screened?

7 Excluded (did not meet Inclusion/
exclusion criteria)

- 4 Had comorbid conditions
2 Left atrial slze was above the limit

1 Had paroysmal atrial fibrillation

(" 343 Randomized ;*.
e <
185 Randomized to undergo veln of Marshall | 158 Randomized to undergo catheter ablation only
ethanol Infusion plus catheter ablation
155 Received vein of Marshall ethanod Infusion
plus catheter ablation as randomized
30 Received catheter ablation onl
(ethanol could not be delivered)
Veln of Marshall ethanol Infusion plus 4 Lost to follow-up
catheter ablation patlents 12 Discomtinued Imterventlon
4 Lost to follow-up 7 Withdrew consent
9 Discontinued Interventlon 2 Died
3 Died 2 Incomplete monitor data
3 Withdrew consant 1 Investigator withdrawn because of
3 Incomplete monktor data comorbidities
Catheter ablation only patients

1 Lost to follow-up
3 Discontinued Interventlon
1 Died
1 Withdrew consant
1 Investigator withdrawn for noncompliznce

|

168 Includad In as-randomized analysis 142 Included In as-randomized analysis
142 Included In as-treated analysis 142 Included In as-treated analysis




Table 1. Patient Demographic Characteristics

No. (%)
Vein of Marshall-catheter  Catheter ablation
ablation (n = 183) (m=158)
Demographics
Age, mean (50}, v 66.6 (9.6) 66.4 (9.9)
Sex, No. (%)
Male 137(74) 124 (78)
Female 48 (26) 3422
Race and ethnicity
White 169(91) 150 (95)
Black 5 {3 2(1)
Hispanic 32 1(1)
Asian 1(1) 2 (1)
Not stated 7(4) 3(2)
Medical history and risk factors
Hypertension 144 (77) 104 (B&)
Diabetes 52 (28) 31 2m
Coronary disease 52 (2B) 41 (26)
Stroko-TIA 15 (1) 19(12)
Heart failure 48 (28] 42 (27)
Body mass index® 31.2 (6.6) 31.9 {b.5)
CHA,D5;-VASC score” 29(1.6) 2.6(1.6)
Cardiac parameters
Ejection fraction, % 52.1(10.1) 53.4(9.4)
Left atrial diameter, mm 4481(7.9) 47.0(7.5)
Left atrial volume, mL 110.5 (46.8) 113.9(46.3)
Timea from first AF diagnosis
<6 mo 15 (8) 10(6)
Gmoto?y FLAESN 65 (41)
=y 94 (51) B3(52)

Longstanding persistent AF, 99 (54) B2(52)
C

_—



E Atrizl fibrillation or tachycardia occurrence after Atrial fibrillztion or tachycardla occumrence

single procedure In as-randomized analysis after single procedurea In as-trazted analysls
6= -
i Log-rank =05 16 Log-rank P =02
= | Hazardratio, 0.73 (95%C1, 0.53-1.00) = | Hazard ratio, 0.67 (95% C1, 0.47-0.93)
B 057 B 05
™ g T m
= W C
= E 044 5 04
E - . Cathetar ablation o= Catheter ablation
25 039 wiE 03
= 5 0.7 Wain of Marshall ethanal =G 1.2
v B plus catheter ablation i Vein of Marshall ethanal
o E 014 = E 01 plus catheter ablation
|:| 1 1 T T 1 T T 1 D 1 T T 1 1 T 1 1
0 50 100 150 2000 250 300 350 400 0 50 100 150 200 250 300 350 400
Days since ablation Days since ablation
Mo. at risk Mo at risk
Vein of Marshall ethancd 185 130 174 153 129 116 108 B9 @3 Vein of Marshall ethanol 155 151 145 129 111 100 85 77 58
plus cathetar ablation plus cathater ablation
Catheter ablation 158 157 148 132 110 95 85 &9 54 Catheter ablation 158 157 148 132 110 95 36 &9 G54

-ETUDE DANS 11 CENTRES US
-DANS 16% DES CAS LALCOOLISATION N‘A PAS PU ETRE EFFECTUEE

-Critere primaire de jugement : : récidive de FA/ flutter d’au moins 30 secondes aprées
3 mois apres I'ablation = critére classique avec 1 mois d’ECG continu a 6 et 12 mois.

-TAUX DE SUCCES A 1 AN 38% PVI vs 51% dans PVI+LOM



MERCI DE VOTRE ATTENTION!!



