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prevencia FP

ARBs prevent AF in
hypertension & LYH

ARBs do not prevent
AF or adverse
outcomes in patients
without hypertension

PUFA do not
prevent AF

MRA prevent AF in

HFrEF patients pre-

treated with ACE-l/
beta-blockers

ACE-I/ARB prevent
AF in hypertension

Beta-blockers
prevent AF in HFrEF
patients pre-treated

with ACE-I

antikoagulacia

iroke preventic
AF

VKA reduces stroke in
AF by 213

Ximelagatran as
effective as VKA

Dabigatran at least as
effective as VKA in AF

Rixaroxaban and
Apixaban at least as
effective as VKA in AF

Edoxaban at least as
effective as VKA in AF

Meta-analysis and
healthcare databases:
NOAC:s safer and
slightly more effective
compared to YKA

kontrola fr.

Amiodarone not

superior to rate

control in heart
failure

Lenient rate control
acceptable

Dronedarone harms
in permanent AF

Beta-blockers
without prognostic
benefit in AF patients
with HFrEF

____| kontrola rytmu

suppress

Rate control not inferior to rhythm control

PVI maintains SR
better than
antiarrhythmic drugs

Dronedarone
improves outcomes
in non-permanent AF

AF ablation
improves Qol

First-line PVI
maintains SR better
than antiarrhythmic

drugs

PVI alone as
effective as
complex ablation in
persistent AF

Cryoenergy as
effective as RF
for PVI

kardiochirurgia

maintains SR after
cardiovascular

surgery

Bipolar RF more
effective than
conventional RF
for stand-alone
AF surgery

Concomitant maze
surgery maintains SR

but increases risk of
permanent pacemaker

ACE-l = angiotensin-converting enzyme inhibitor: AF = atrial fibrillation; ARB = angiotensin receptor blecker; HF = heart failure; HFrEF = heart failure with reduced ejection fraction;

LVH = left ventricular hypertrophy; NOAC = non-vitamin K

gulant; PUFA = poly

gonist oral antic

Qol = quality of life; RF = radiofrequency; SR = sinus rhythm;VKA = vitamin K antagonist.

Figure | Timeline of findings from landmark trials in atrial fibrillation management, including treatment of concomitant conditions and preven-
tion (green), anticoagulation (blue), rate control therapy (orange), rhythm control therapy (red), and atrial fibrillation surgery (purple).

ated fatty acid; PVl = pulmonary vein isolation;




Recommendations for screening for atrial fibrillation

Recommendations m Ref€
> 65 rokov: pulz. fr., EKG 120,134,

I po TIA/NCMP: 72 h. EKG

Is recommended to interrogats

e

S KSI'CD @ AHRE 141,156

po NCMP: dlhodobé EKG
* |LR na detekciu silent FP

systematicky screening: 130,135,
* >75 rokov
* svysokym TE rizikom ..

ble cardioverter defibrillator;

el
<

*Class of recommendation.
"Level of evidence.
“Reference(s) supporting recommendations.




AHRE * epizddy s vysokou frekvenciou predsieni (KS/ICD)

Page 12 of 90 ESC Guidelines

e AH RE # FP d in 10—-15% of pacemaker patients.""’ AHRE are associated

increased risk of overt AF [hazard ratio (HR) 5.56; 95% con-
interval (Cl) 3.78-8.17; P << 0.001] and ischaemic stroke or

¢ AH RE ' riZiko FP (5) 6X) ic embolism (HR 2.49; 95% Cl 1.28-4.85; P = 0.007). The

risk in AHRE patients seems lower than the stroke risk in pa-

e o ith diagnosed AF, and not all AHRE represent AF."* Strokes

* AH RE ' r|2|ko NCM P (2’ 5X) occur without AHRE detected within 30 days before the
43147 Consequently, it is unclear whether AHRE imply the

erapeutic requirements as overt AF,"*® and the benefit of

Nt ‘ ‘ . n patients with AHRE is tested in ongoing clinical trials [e.g.

* kl ' n 'c ky Vys ku m ( R K§) . n for the Reduction of Thrombo-Embolism in Patients With
-Detected Sub-Clinical Atrial Fibrillation (ARTESIA)

* ARTESIA, NOAH — AFNET 6 [0 s nor v K wrsons 0t e

Itis recommended to interrogate

—— pacemakers and ICDs on a regular

continuous monitoring of atrial rhythm. Using this technology, pa- ) o i
tients with atrial high rate episodes (AHRE) can be identified. De- - | Pasis for atrial high rate episodes

pending on the risk profile of the population studied, such AHRE are (AHRE). Patients with AHRE should
- | undergo further ECG monitoring to

T | document AF before initiating AF

therapy.

141, 156

Kirchhof, P. et al. 2016 ESC Guidelines for the management of atri



|
stratifikacia TE rizika

Yerify presence of AF by ECG documentation

EKG verifikacia FP

Stroke risk low

No AF detected

|

Consider patient characteristics %
(e.g. stroke risk score) = = =
and patient preference

|
|
|
v v v

No antithrombotic Initiate oral anticoagulation
therapy (IB) (1A)

AF = atrial fibrillation; AFNET = German Competence NETwork on Atrial Fibrillation; AHRE = atrial high rate episodes; bpm = beats per minute; CHA:DS:-WASc = Congestive
Heart failure, hypertension, Age 275 (doubled), Diabetes, Stroke (doubled),Vascular disease, Age 65-74,and Sex (female); ECG = electrocardiogram; EHRA = European Heart
Rhythm Association.

*In rare individual cir oral
evaluation of perceived benefit and risk.

"Adapted from the report of the 37 AFNET/EHRA consensus conference.”®

may be considered in patients with AHRE, but without diagnosed AR This clearly needs discussion with the patient and careful

Figure 3 Management of AHRE detected by an implanted device. Adapted from the report of the 3rd AFNET/EHRA consensus conference.’ =l

Kirchhof, P. et al. 2016 ESC Guid



Novodiagnostikovana epizéda fibrildcie predsieni

Table 5 Patterns of atrial fibrillation

Paroxyzmalna AF pattern
(zvycajne < 48 hodin)
First diagnosed
L Perzistujuica AF
(>7 dnialebo vyZadujtica KV)

Definition

AF that has not been diagnosed before, irrespective
of the duration of the arrhythmia or the presence
and severity of AF-related symptoms.

spontanne terminujuca FP < 48 hod.
* niektoré parox. FP moZu pokracovat aZ 7 dni
FP terminovana kardioverziou < 7 dni

FP trva > 7 dni, vratane epizdd

terminovanych kardioverziou > 7 dni
» farmakologicky alebo EKV

L

to adopt a rhythm control strategy.

Y
L- ot
Y
—>— Permanentna
> (akceptovana)
Persistent AF
Long-standing
persistent AF
Permanent AF

AF that is accepted by the patient (and physician).
Hence, rhythm control interventions are, by
definition, not pursued in patients with permanent
AF. Should a rhythm control strategy be adopted, the
arrhythmia would be re-classified as ‘long-standing
persistent AF.

Kirchhof, P. et al. 2016 ESC Guidelinesﬁr the management of af



Ziadne symptomy Table 7 Modified European Heart Rhythm

EHRAIT Mierne symptomy: berne AASsOciation symptom scale (modified from Wynn
et al.""?)
EHRA ITT Zavainé symptomy: bezn
EHRA IV Invalidizujuce symptémy Modified Symptoms Description
EHRAscore 1T :
“ | None AF does not cause any symptoms
-
, Normal daily activity not affected
2a Mild
by symptoms related to AP
Normal daily activity not affected
2b Moderate by symptoms related to AF, but
Recommendation on use of the modified European F'clﬂEl’It troubled b;r mpmmsl
Heart Rhythm Association symptom scale
Normal daily activity affected by
Recommendation Class® | Level® Ref© 3 Severe sym pmms related to AF
Use of the modified EHRA N lda
symptom scale is recommended i Vi
i:clli:'l:ical practice and research 192, 199 4 Dlsahing ﬂrTT"Iﬂ I,IT ﬂcu‘ﬂqﬂ'
studies to quantify AF-related discontinued
Symptoms.

Kirchhof, P. et al. 2016 ESC Guidelines for the management of atrial fibrillation developed in collaboration with




Treatment Desired outcome Patient benefit

akutna kontrola

rytmu alebo fr.
manazment
rizikovych faktorov a

Haemodynamic stability

prediZenie

Cardiovascular risk

e Zivota
stratifikacia Oral anticoagulation in
TE rizika patients at risk for stroke Stroke prevention 2 A
— zlepsenie
kontrola Symptom improvement, 5 e
% ion of LV functi
frekvencie preservation of L function kvality zivota
kontrola  Symptom
improvement
rytmu

AF = atrial fibrillation; LV = left ventricular.

Figure 5 Acute and chronic management of atrial fibrillation patients, desired cardiovascular outcomes, and patient benefits. Adapted from the
report on the 4th AFNET/EHRA consensus conference.”®



Management of patients presenting acutely with AF and heart failure

Acute management Chronic management

Cardiovert if unstable

Anticoagulate according to stroke risk

Normalise fluid balance with diuretics to improve symptoms

Control rate: Initial rate target <l 10 bpm; stricter if persistent HF/AF symptoms

Inhibit the renin-angiotensin-aldosterone system?

Early consideration of rhythm control

Advanced HF therapies, including devices?*

Treatment of other cardiovascular disease, especially ischaemia and hypertension

ACE = angiotensin-converting enzyme; AF = atrial fibrillation; ARB = angiotensin receptor blocker; ARMI = angiotensin receptor neprilysin inhibition; bpm = beats per minute; HF =
heart failure.

*In patients with heart failure and reduced ejection fraction. Alsc consider combined ARMI in patients able to tolerate an ACE inhibitor or ARB with ongoing symptoms.
*Adapted from Kotecha and Piccini *®

Figure 4 Initial management of newly diagnosed concomitant heart failure and AF. Adapted from Kotecha and Piccini 218



European Heart Journal Advance Access published September 28, 2015

REVIEW

Controversies in cardiovascular medicine

Atrial fibrillation in heart failure:
what should we do?

CAN-TREAT HFrEF+AF
Management of newly diagnosed
concommitant heart failure with reduced
ejection fraction and atrial fibrillation

e e
kardioverzia
if signs of haemodynamic compromise ~ "
gt antikoagulacia

unless absolute contraindication

Normalise fluid balance
diuretics to control signs and symptoms of failure

Target initial heart rate <110 b 7
plor el R U kontrola prevodu
Renin-angiotensin-aldosterone system
blokada RAAS
Early consideration of rhythm control I
' kontrola rytmu

amiodarone/cardioversion and ablation
Advanced heart failure therapies
resynchronization/defibrillator/mechanical support
liecba SZ
h. zakladnéh
th. zakladneho KVO

Treatment of other CV disease "
control of ischaemia and hypertension

Diagnosis/management
Patient-centred  ©f non-CV comorbidities, Education

approach including diabetes, renal and support
PP dysfunction, anaemia and o

airways disease




Recommendations for diagnostic workup of atrial
fibrillation patients

Recommendations m Level® m

£ documentation is required to
EKG dokumentacia FP Jblish the diagnosis of AF B 349

A full cardiovascular evaluation,
ncluding an accurate history, careful

k"niCké Metrenie ical examination, and assessment

concomitant conditions, is
ecommended in all AF patients.

ansthoracic echocardiography is

ECHO KG vy§etrenie ‘ommended in all AF patients to

de management.

Long-term ECG monitoring should
. . 2 considered in selected patients to
EKG monitorovanie ess the adequacy of rate control
ymptomatic patients and to relate
symptoms with AF episodes.




Stratif

CHA,DS,-VASc
R — ey fe

The CHA,DS;-VASc score is
recommended for stroke risk
prediction in patients with AF.

rediction of stroke and

Bleeding risk scores should be 384,386,

387,
389-392

considered in AF patients on oral
anticoagulation to identify modifiable
risk factors for major bleeding.

Biomarkers such as high-sensitivity
troponin and natriuretic peptide
may be considered to further refine
stroke and bleeding risk in AF
patients.

380-382,
387,393

Kirchhof, P. et al. 2016 ESC Guidelines for the management of atrial fibrillation developed in collaboration with EACTS. European



Rizikova stratifikacia CHA,DS, -VAS, i

Skore

Rizikovy faktor

indikovana
antikoagulacna
liecba (lA)

° zvaz. OAK (llaB)

* bez liecby
l prva epizoda l
fibrilacia predsieni

paroxyzmalna
fibrilacia predslem

perzistujuca permanentna
_fibrilacia predsieni fibrilacia predsieni




indikovana
antikoagulacna
liecba (1A)

° zvaz, OAK (llaB)

* bez liecby ’ 1

=

7

° pre zeny neexistuje

prva epizoda paroxyzmalna
fibrilacia predsieni fibrilacia predsieni

perzistujica | permanentna

fibrilacia predsieni _fibrilacia predsieni




Rizikova stratifikacia CHA,DS, -VAS,
Rizikovy faktor Skore

srdcové zlyhanie 1

hypertenzia 1

vek nad 75 rokov 2

st. p. CMP alebo TIA 2

vaskularne ochorenie 1

vek 65 — 74 rokov 1

zenské pohlavie

C

H

A,

[D | diabetes mellitus 1
S,

V

A

S

—
——
y

——

Kirchhof, P. et al. 2016 ESC Guidelines_ for_the management of atrial fibrillation developed in collaboratio




mechanicka chlopriova nahrada
HD zavazna mitralna stendza

No antiplatelet or ¢ Oral anticoagulation
anticoagulant indicated
treatment (1lIB) OAC should be Assess for contra-indications
considered (IlaB) p Correct reversible
bleeding risk factors

/s
‘\
/ A
» \
\\
LAA occluding devices '
may be considered in Y
patients with clear « v

contra-indications

for OAC (IIbC) VKA (1A)
NOAC = nan-vitamin K antagonist oral anticoagulant; OAC = oral anticoagulation; VKA = vitamin K antagonist.
rs (2 points), Diabetes, prior Sstroke/TIA/embolus (2 points),Vascular disease, age 65-74 years, female Sex.

risk factor.
4B for patients with mechanical heart valves or mitral stenasis.

Figure 8 Stroke prevention in atrial fibrillation.

irchhof, P. et al. 2016



25%

20%

15%

10%

5%

0%

Riziko NCMP pri fibrilacii predsieni|

0 1 2 3 4 5 6 7 8 9

CHA,DS,-VASc skore

* CHA,DS,-VASc 2 2-3 ¥ antikoagula¢na liecba

* NOAK by mali byt preferované pred warfarinom

irchhof, P. et al. 2016 ESC Guidelines for the management o

Rizikova stratifikacia CHA,DS, -VAS,

Rizikovy faktor Skore

C srdcové zlyhanie 1
H hypertenzia 1
A2 vek nad 75 rokov 2
D diabetes mellitus 1
82 st. p. CMP alebo TIA 2
V vaskuldrne ochorenie 1
A vek 65 — 74 rokov 1
S(‘ Zenské pohlavie




Recommendations for stroke prevention in patients with atrial fibrillation

Recommendations m
* OAK u muzov s CHA,DS,-VASc 2 2 ~

354,404

* OAK u Zien s CHA,DS,-VASc 2 3 et

[ 354,404

* OAK u muZov s CHA,DS,-VASc =1 .
r OAK u Zien s CHA,DS,-VASc = 2 e
L. VKA: mech. chlopiiové nahrady, mitr. stendza

* pri OAK sa odporuca preferovat NOAK

w
o

()
l

2
THE

~0
v

possible and closely monitored.

AF patients already on treatment with a vitamin K antagonist may be considered for NOAC treatment if TTR is not well
controlled despite good adherence, or if patient preference without contra-indications to NOAC (e.g. prosthetic valve).

d
S8 |k

é‘

Combinations of oral anticoagulants and platelet inhibitors increase bleeding risk and should be avoided in AF patients
without another indication for platelet inhibition.

e
=]
N
£

A
&
e
|

In male or female AF patients without additional stroke risk factors, anticoagulant or antiplatelet therapy is not ,
recommended for stroke prevention. 376,377

* antiagregacna th. sa NEodporuca B

(Level of evidence B) or moderate-to-severe mitral stenosis (Level of evidence C).

318-321,

- 400,404

C

Kirchhof, P.et al. 2016



No antiplatelet or ¢ Oral anticoagulation
anticoagulant indicated
treatment (1lIB) OAC should be Assess for contra-indications
considered (IlaB) p Correct reversible
bleeding risk factors

/s

uzavery uska LP
(LAA okludery)
pri KI OAK

AF = atrial fibrillation; LAA = left atrial appendage; NOAC = non-vitamin K antagonist oral anticoagulant; OAC = oral anticoagulation;VKA = vitamin K antagonist.
*Congestive heart failure, Hypertension, Age =75 years (2 points), Diabetes, prior Sstroke/TIA/embolus (2 points),Vascular disease, age 65-74 years, female Sex.
FIncludes women without other stroke risk factors.

laB for women with only one additional stroke risk factor.

“IB for patients with mechanical heart valves or mitral stenasis.

Figure 8 Stroke prevention in atrial fibrillation.

irchhof, P. et al. 2016



CHA,DS,-VASc e
272 identifikacia
e modifikovatelnych

prediction in patients with AF.

Bleeding risk scores should be ri Zi kovvc h fa kto rov

considered in AF patients on oral
anticoagulation to identify modifiable

2 °
risk factors for major bleeding. k rva ca n la

Biomarkers such as high-sensitivity
troponin and natriuretic peptide
may be considered to further refine
stroke and bleeding risk in AF
patients.

380-382,
387,393

Kirchhof, P. et al. 2016 ESC Guidelines for the management of atrial fibrillation developed in collaboration with EA



Annual event rate (%)

CHA,DS,-VASc
14 =

12 o CMP (bez OAK)

10

CMP (s OAK)

ICH (s OAK)
== |CH (bez OAK)

0 1 2 3 4 5 6 7 8+
CHA,DS,-VASc

Kohorta 159 013 Svédskych pacientov lie¢enych
antikoagulanciami sledovanych 1.5+ 1.1 roku (2005-2008)

Friberg et al. Circulation. 2012;125:2298-2307.



Table 12 Modifiable and non-modifiable risk factors
for bleeding in anticoagulated patients based on

HAS-BLED score
HEMORR2HAGES score
ATRIA score

ORBIT score

ABC bleeding score

bleeding risk scores
~ * modifikovatelné RF

d pressure oU mmmg)”

L3
* hypertenzia
Labile INR or time in therapeutic range <60%in patients on vitamin

° |ab||né INR K antagonists

*he X 22 Medication predisposing to bleeding, such as antiplatelet drugs and
* ko-medikacia predsponne g phtclec drig

non-steroidal anti-inflammatoy drugs*¢

Excess alcohol (>8 drinks/week)zb

* exces alkoholu * relat. modifikovatelné RF

* anémia

paired renal function®<d

"« rendlne funkcie  limrediver ncion

Reduced platelet count or function®

* hepatalne funkcie

Age® (>65 years)* (275 years)b<

istory of major bleeding#<¢

nemodifikovatelné RF
* vek

* anamnéza krvacania
prekonana NCMP

Previous stroke*®

Dialysis-dependent kidney disease or renal transplant®*

Cirrhotic liver disease®

alignancy®

Genetic factors®

L C H OO d i a |VZ a Biomarker-based bleeding risk factors
7 : R A = High-sensitivity troponin®

* anOloglee OChorenle rowth differentiation factor- 15

o ge n etic ké fa th ry Serum creatinine/estimated CrCl®

Kirchhof, P. et al. 2016 ESC Guidelinesﬁr the manager



a
ChOO

ATl S min. 1x / 12 mesiacov

c€nooY

11, 3¢, eGRF'=30 - 59 ml/min: 1 min. 1)( / 6 mESiaCOV

ChOO
IV. st.

eGRF < 30 ml/min. min. 1X / 3 mesiace

* pri kazdej akutnej zmene klinického stavu

Kirchhof, P. et al. 2016 ESC Guidelines for the management of atrial fibrillation developed in collabo
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VKA

[ Delay VKA until INR <2
v

Add symptomatic treatment:
Fluid replacement
Blood transfusion

Treat bleeding cause

(eg. gastroscopy)

Consider to add
Vitamin K (1-10 mg) iv.

pacient s krvacanim

mechanicka hemostaza

zhodnotenie: HD stavu, TK,
koagulaciu, renalne funkcie

malé krvacanie

stredne

Krvacanie

\ ¢ J
Consider PCC and FFP zavainé krvacanie
Consider replacement of platelets =8 S
where appropriate Zivot-ohrozujuce

Add symptomatic treatment:
Fluid replacement
Blood transfusion

Treat bleeding cause

(eg gastroscopy)

Consider to add oral charcoal
if recently ingested NOAC

T

Consider specific antidote, or
PCC if no antidote available

Consider replacement of platelets
where appropriate

FFP = fresh frozen plasma; INR = international normalized ratio; i.v. = intravenous; NOAC = non-vitamin K. antagonist oral anticoagulant; OAC = oral anticoagulation; PCC =
prothrombin complex concentrates; VICA = vitamin K antagonist.

Figure |1 Management of active bleeding in patients receiving anticoagulation. Institutions should have an agreed procedure in place.




: 1

Akutna kontrola komorovej frekvencie FP

v

r N
Beta-blocker or diltiazem or
verapamil

Smallest dose of beta-blocker to
achieve rate control

d

ciefova komorova fr.
< 110/min.

e cielova komorova fr.
< 110/min.

Add digoxin

Avoid bradycardia

Perform echocardiogram to
determine further management/
choice of maintenance therapy

Consider need for anticoagulation

SeeTable I5 for medication dosage. Digitoxin is a suitable alternative to digoxin, where available.
AF = atrial fibrillation; bpm = beats per minute; LVEF = left ventricular ejection fraction.

Figure 14 Acute heart rate control in patients with atrial fibrillation.

Kirchhof, P. et al. 2016 ES




ol

Kirchhof, P. et al

cielova komorova fr.

< 110/min.

Dlhodoba kontrola komorovej frekvencie FP

Perform echocardiogram (IC)

ciefova komorova fr.
< 110/min.

se initial rate control therapy (IB) and combination therapy if required (lla
Target initial resting heart rate <110 bpm (l1aB), avoiding bradycardia

-

v

v

-

LVEF >40%

v

v

v

-

T N
Beta-blocker Digoxin Dlluueml Beta-blocker Digoxin

L ) verapamil )
Consider early low-dose f Add therapy to achieve target heart rate or )
L ¢ combination therap)r¢ ) L ¢ if ongoing jymptoms * )
( P ( Add diltiazem, |

Add digoxin Add digoxin Add digoxin verapamil or

beta-blocker

L ) L beta-blocker )

SeeTable |5 for medication dosage. Digitoxin is a suitable alternative to digoxin, where available.
AF = atrial fibrillation; bpm = beats per minute; LVEF = left ventricular ejection fraction.

Figure |5 Long-term heart rate control in patients with atrial fibrillation.
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Figure 16 Rhythm control management of recent onset atrial fibrillation.
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Initiation of long term rhythm control therapy to improve symptoms in AF
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*Sotalol requires careful evaluation of proarrhythmic risk.

tCatheter ablation should isolate pulmonary veins and can be performed using radiofrequency or cryoballoon catheters.
‘Catheter ablation as a first-line therapy is usually reserved for heart failure patients with tachycardiomyopathy.
“Amiodarone is a second-choice therapy in many patients because of its extracardiac side-effects.

Figure 17 Initiation of long term rhythm control therapy in symptomatic patients with atrial fibrillation.
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“catheter ablation should target PVI. |A for paroxysmal AF, IlaB for persistent and long-standing persistent AR
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Figure 20 Choice of rhythm control therapy following treatment failure.
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16. To do and not to do messages from the Guidelines

Recommendations

ECi ion is requi blish the d of AF.

Opportunistic scresning for AF is recommended by pulse taking or ECG rhythm strip in patients >65 years of age.

patients wich TIA or i« for AF i
ECG monitoring for at least 72 hours.

by shart-term ECG recording followed by continuous

It s recommended to interrogate pacemakers and ICDs on a regular basis for atrial high race episades (AHRE). Patients with AHRE
should undergs further ECG monitoring to document AF before iitiating AF therapy.

percep and to improve
management.

Afll slustion, includ) hiscory, careful dlinical nd ' i

is recommended in all AF patients.

Use of the modified EHRA symprom scale in chinical quantify AF-related symptams.

Transthoracic echocardiography is recommended in all AF patients to guide managament

The assessment of kidney function by serum creatinine or creatinine dlearance is recommended in all AF patients to detect kidney
disease and to support correct dosing of AF therapy:

The CHA;DS;-VAS, ic patients with AF.

Oral therapy topr is ded for all male AF patients with s CHA:DS:-VASc score of
Zormore,

Oral anti on therapy in all female AF pati HA:DS: VASc score of
Jormore.

When oral anticoagulation is iniciaced in a pacien with AF who is eligible for  non vieamin-K-aneagonist oral anticoagulant (spixaban,
dabigatran, edoxaban, of rivaroxabar), 2 NOAC is recommended in preference to a Vitamin K antagonist

Witamin K antagonise therapy (INR 2.0-30 or higher) is cion in AF pari
severe mitral stenosis or mechanical heart valves.

'NOAC (apixaban, dabigatran, eduxaban, and rivaroxaban) are nat recommended in patiencs with mechanical heart valves (Level of
evidence B) or moderate-to-severe mitral stenosis (Level of evidence C).

When patients are treated with a vitamin K antagonist, time in therapeutic range (TTR) should be kept as high as possible and

closely monitored.

Comb oral nd increase bleeding risk and should be avaided in AF patients without
another indication for platelet inhibicion.

Inmale or famale AF parients wi e risk factors, anti rip apy for
scroke prevention.

Antiplatelet monotherapy is not recommended for stroke prevention in AF patients, regardless of stroke risk.

Afeer surgical occlusion or exclusion of the lef arriz i i in acrisk patiencs
with AF for stroke prevention

Genetic testing before the iniiztion of itamin K antagonist therapy is not recommended.

In AF patients with bleedi it i therapy
cause is resolved.

NOACs should be avoided in pregnancy and in wamen plnning 2 pragnncy.

For patients with aerial flumer, anti ic therapy is according to the same risk profile used for AF.

Management of typical atrial futter with ablstion of the cavotricuspid isthmus is recommended for patients faiing antiarrhythmic
drug therapy or as first-line treatment considering patient preference

Lifelong i on to prevent stroke is in hypertrophic car diomyopathy patients who develop AF.
garin or low-molecular after ischaemic stroke is not recommended in AF patients.
la ivator i if the INR is above |.7 for for patients
. ifactivated parti ime is outside the

Aifter TIA or stroke, combination therapy of QAC and an antiplatelet is not recommended.

=
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Bera-blockers, digoxin, diltiazem, or i rate in AF pari

Beta-blockers andlor digoxin are recommended to contral heart rate in AF patients with LVEF <40%.

In patients with AF (12 whe - T
be used for rate control.

Rbyh apy symp in patients with AF.

Cardioversion of AF (sither slectrical or pharmacological) is recommended in symptomatic patients with persistent or lang-standing
persistant AF a3 p)r! of rhyﬂlm contrel tharwy

In pasi or
e e P e et 3

disease, Recsinide, propafenone, or vernalalant are recommended for

In patients with ischaemic andlor structural heart disease, amiodarons is recommended for cardioversion of AF.

For is for a minimum of 3 weeks before

0 exchud thrombus as an akternative to prep

T (TOE) s
anu(nag\l\annnwhan aaﬂ‘f cardioversion is planned.

+aking into account the prasence of comorbidities, cardiovascular
risk and pocentialfor serious proarrhythmia, extracardiac toic effects, patient preferences, and symptom burden.

Dronedarone. flecainide. propafenone. or sotalol are recommended for prevention of recurrent symptomatic AF in patients wich
normal left ventricular function and without paAhDh:g\:iJ Ieft ventricular hypertrophy.

for ic AF in patients with stable coronary artery disease, and
withot heart filurs.

Amiodsrone i recommended for prevention of recurrent symptomatic AF in patients with heart fulure.

disease or y

a@mm in patients with prolonged QT interval (> 0.5 5] or with significant sincatrial node
do not hs onis

Catheter ablation ufsrmplnmin( paraxysmal A is recommended to imgrove AF symproms i patints who have sympiomaic
recurrences of AF o drug therapy , fecainide, sotalol) and who prefer
furcher rhythm ol therapy, when performed by an elecrophysiologistwho hasreceived appropriace traning and s performing
the procedure in an experienced centre.

ACE-s or ARBs are not recommended for the secondary pravention of parcxysmal AF in patients with ltdle or no undsrlying heart

disease.

Moderate repular civity prevent AF. while athletes should b lled that long-lasting, more intense
spores participation can promote AF.

ACE i AP episodes; ARB = i blogier: CHAIDS; VASe = Congestive Heart

fallure. hypertension. Age 75 (doubled). Diabetes. Stroke Em«lhd).\hsuhrdsmkpﬁ! <74, and Sex femsle) ECG
Rhythm Assodatior |CD = implanbie
ventricular hypertrophy: NOAC = non-vitamin K amagonist ors! = IAC= oral antic
chocantiography: TTR = ome in thagpautic r=-

wikar efection fraction; LYH = left
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17. A short summary of the management of atrial
fibrillation patients

Here, we provide 17 simple rules to guide the diagnosis and management.
of AF patients according to the 2016 ESC Guidelines for the management.
of atrial fibrillation developed in cooperation with EACTS.

(1) Use ECG screening in at-risk populations for AF, especially stroke
survivors and the elderly.

(2) Document AF by ECG before starting treatment.

(3) Evaluate all AF patients by clinical evaluation, ECG, and
echocardiogram for underlying cardiovascular conditions such as
hypertension, heart failure, valvular heart disease, and others.

(4) Provide tailored information and education to AF patients to
empower them to support AF management.

(5) Propose lifestyle changes to all suitable AF patients to make their
management more effective.

(6) Treat underlying cardiovascular conditions adequately, eg. valve
repair orreplacement in AF patients with significant valvular heart
disease, treatment of heart failure, or management of
hypertension, among others.

(7) Use oral anticoagulation in all AF patients unless they are at low
risk for stroke based on the CHA,DSVASE score or have true
contraindications for articoagulant therapy.

(8) Anticoagulate patients with atrial flutter similar to AF. Offer
isthmus ablation to symptomatic flutter patients.

(9) Reduce all modifiable bleeding risk factors in all AF patients on
oral anticoagulation, eg. by treating hypertension, minimizing
the duration and intensity of concomitant antiplatelet and
non-steroidal anti-inflammatory drug therapy, treating anaemia
and eliminating causes for blood loss, maintaining stable INR
values in patients on VKAs, and moderating alcohol intake

(10) Check ventricular rate in all AF patients and use rate control
medications to achieve lenient rate control.

(11) Evaluate AF-related symptoms in all AF patients using the
modified EHRA symptoms scale. Whenever patients have
AF-related symptoms, aim to improve symptoms by adjustment
of rate control therapy and by offering antiarrhythmic drugs.
cardioversion, or catheter or surgical ablation.

(12) Select antiarrhythmic drugs based on their safety profile and
consider catheter or surgical ablation when antiarrhythmic
drugs fail

(13) Do notoffer routine genetic testing in AF patients unless there is
suspicion of an inherited cardiac condition

(14) Do not use antiplatelet therapy for stroke prevention in AF.

(15) Do not permanently discontinue oral anticoagulation in AF
patients at increased risk of stroke unless such a decision is taken
by a multidisciplinary tearm.

(16) Do not use rhythm control therapy in asymptomatic AF patients,
nor in patients with permanent AF.

(17) Do net perform cardioversion or catheter ablation without

anticoagulation, unless an atrial thrombus has been ruled out

transoesophageal echocardiogram.

fibrillation patients

17. A short summary of the management of atrial

Here, we provide 17 simple rules to guide the diagnosis and management
of AF patients according to the 2016 ESC Guidelines for the management

of atrial fibrillation developed in cooperation with EACTS.

(1) Use ECG screening inat-risk populations for AF, especially
survivors and the elderly.

(2) Document AF by ECG before starting treatment.

(3) Evaluate all AF patients by clinical evaluation, ECG, and
echocardiogram for underlying cardiovascular conditions «
hypertension, heart failure, valvular heart disease, and ott

(4) Provide tailored information and education to AF patient:
empower them to support AF management

(5) Propose lifestyle changes to all suitable AF patients to mak
management more effective.

(&) Treat underlying cardiovascular conditions adequately, e
repair orreplacement in AF patients with significant valvula
disease, treatment of heart failure, or management of
hypertension, among others.

(7} Use oral anticoagulation in all AF patients unless they are
risk for stroke based on the CHALDSVASE score or hav
contraindications for anticoagulant therapy.

(B) Anticoagulate patients with atrial flutter similar to AF. Of
isthmus ablation to symptomatic flutter patients.

)

(10)

(11)

(12)

(13)

(14)
(15)

Reduce all modifiable bleeding risk factors in all AF patients on
oral anticoagulation, eg. by treating hypertension, minimizing
the duration and intensity of concomitant antiplatelet and
non-steroidal anti-inflammatory drug therapy, treating anaemia
and eliminating causes for blood loss, maintaining stable INR
values in patients on VEAs, and moderating alcohol intake,
Check ventricular rate in all AF patients and use rate control
rmedications to achieve lenient rate control.

Evaluate AF-related symptoms in all AF patients using the
modified EHRA symptoms scale. VWhenever patients have
AF-related symptoms, aim to improve symptoms by adjustment
of rate control therapy and by offering antiarrhythmic drugs,
cardioversion, or catheter or surgical ablation.

Select antiarrhythmic drugs based on their safety profile and
consider catheter or surgical ablation when antiarrhythmic
drugs fail.

Do not offer routine genetic testing in AF patients unless there is
suspicion of an inherited cardiac condition.

Do not use antiplatelet therapy for stroke prevention in AF.
Do not permanently discontinue oral anticoagulation in AF
patients at increased risk of stroke unless such a decision is taken
by a multidisciplinary team.

Do not use rhythm control therapy in asymptomatic AF patients,
nor in patients with permanent AF,

Do not perform cardioversion or catheter ablation without
anticoagulation, unless an atrial thrombus has been ruled out
transoesophageal echocardiogram.
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