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Rizika fibrilace sini

lita

HR1,5-3,5

Srdecni selhani
Komorbidity
CMP /SE

20 - 30% ischem.
CMP spojeni s FS

Kardioembolizace

Aterosklerdza

nkce LK /

ni selhani

20 -30%

pacientl s FS

HR4 -5

Rychla komorova
odpovéd
Nepravidelna
kontrakce komor

Komorbidity

nozkova pfihoda; SE, systémova embolizace; HR, pomér rizik; LK, leva
fibrilace sini; QoL, kvalita Zivota; NU, nezadouci U¢inek

Demence / HR1,6/1,4 Léze v bilé hmot
kognitivni deficit Hypoperfuize

Q Microembolizac
Deprese 16 - 20% Symptomy

+ | QoL

NU lékii

Snizena kvalita >60% Symptomy
sivota Komorbidity

Medikace
Hospitalize -~ 10 - 40 % ro¢né LécbaFS

Lécba komplikac

ESC AFIB guidelines. European Heart Journal (202
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Evaluation and
dynamic J

Comorbidity
and risk factor
- management

reassessment
» Lifestyle help T SR e Reduce symptoms | + Primary care
» Primary care thromboembolist by rate and J + Cardiology
» Cardiology 1 rhythm control + Pharmacy
* Internal medicine * Nursing
* Nursing care + Primary care « Primary care -+ Family/carers
+ Other « Cardiology - Cardiology e e-Health
» Neurology « Electrophysiology \
* Nursing care + Cardiac surgeons
- Anticoagulation + e-Health
services
« e-Health

ESC guidelines for AFIB 2024. EHJ 2024.



AF

l'.i}..

\"\
ANCTATR [E | Patient-centred AF management with a multidisciplinary approach (Class lla)
Comorbidity and risk factor management

Overweight Obstructive sleep
or obese apnoea

Hypertension Heart failure Alcohol

Diabetes
mellitus

Exercise Other risk facto
capacity comorbidities

ESC guidelines for AFIB 2024. EHJ 2024



Avoid stroke and thromboembolism

Risk of
thrombo-
embolism

Use locally-validated

—

risk score —

or CHA DS -VA

OAC if CHAZDsz-VA
score = |
(Class lla)

Choice of
anticoagulant

>70%“I_ range;

(Class lla)

Assess N Prevent
bleeding risk bleeding

ESC guidelines for AFIB 2024. EHJ 2024



CHA,DS,-VA component

Chronic heart failure

Hypertension

CHA,DS,VA

Definition and comments Points
awarded
Symptoms and signs of heart failure (irrespective of LVEF, thus including HFpEF, HFmrEF, and 1

HFrEF), or the presence of asymptomatic LVEF <40%.2¢"2¢3

Resting blood pressure >140/90 mmHg on at least two occasions, or current antihypertensive 1

traatmant Tha Aantimaal RD $aprsat "\t‘r‘(\(“l"\"’l\(“] ath leaainct wviclsr Af manicer cavdicsvuaceiilar Aavunnte ic

Agdy
Dia
Prid

th
Vad

=

However, implementation has varied in terms of gender. Female sex
is an age-dependent stroke risk modifier rather than a risk factor per|?
se.'1#%°%2>" The inclusion of gender complicates clinical practice both|
for healthcare professionals and patients.>® It also omits individuals
who identify as non-binary, transgender, or are undergoing sex hor-
mone therapy. Previous guidelines from the ESC (and globally) have‘

Age 65—74 years

imaging. ™’

OR

Peripheral vascular disease, including: intermittent claudication, previous revascularization for PVD,
percutaneous or surgical intervention on the abdominal aorta, and complex aortic plague on

imaging (defined as features of mobility, ulceration, pedunculation, or thickness >4 mm).%g’269

1 point is given for age between 65 and 74 years. 1
ESC guidelines for AFIB 2024. EHJ 2024



Riziko krvaceni

Level®

Recommendations Class

ESC guidelines for AFIB 2024. EHJ 2024. O(

Assessment and management of modifiable bleeding
risk factors is recommended in all patients eligible for
oral anticoagulation, as part of shared

decision-making to ensure safety and prevent
439-444

bleeding.
Use of bleeding risk scores to decide on starting or
withdrawing oral anticoagulation is not
recommended in patients with AF to avoid

under-use of anticoagulation.*?"#>44¢




Riziko krvaceni

Hypertension Antiplatelet drugs Alcohol intake Unstable/variable INR

and TTR >70%
(Class lla)

NSAIDs Other factors

Offer alternative analgesia
or disease-modifying therapy

» Consider drug interactions

* Reduce corticosteroid use
if possible

« Offer proton pump inhibitors
if high Gl bleeding risk

» Advise restricting hazardous
hobbies/occupations

Minimize duration of
heparin-bridging therapy

4

ESC guidelines for AFIB 2024. EHJ 2024. O(



Riziko krvaceni

ACS,PClor CCS  Up to | week | month 6 months |2 months
DM
ACS
undergoing OAC + P2Y i (Class I) OAC only (Class I)
PCI : STEMI

ACS high OAC + P2Y . Trobodza
ischaemic + aspirin OAC + P2Y i (Class I) OAC only (Class I)

risk® (Class lla) Komplexni
vykony

ACS
medically OAC + P2Y i l( OAC only
managed )\ Prolongov:

g
CCS OAC + P2Y nestabilni
uncomplicated + aspirin OAC + P2Y i (Class ) OAC only (Class )
PCI (Class 1)

CCS high OAC + P2Y i
ischaemic + aspirin OAC + P2Y i (Class I) OAC only (Class 1)
risk® (Class lla)
Stable CCS [ Ry >

dogrel preferovany. ESC guidelines for AFIB 2024. EHJ 2024. 0(




Minor
bleeding

!

Delay DOAC
for 1-2 doses
(or more
depending

on recovery)

DOAC

Non-life-
threatening
major bleeding

!

» Fluid
replacement

* Blood
transfusion

« Consider oral
charcoal or
gastric lavage
if DOAC taken
within 2—4
hours

» Consider need
for PCC

Life-threatening
or bleeding into
a critical site

!

* Fluid
replacement

* Blood
transfusion

* Specific
antidotes
(Class lla)

*PCCifno
antidotes
available

* Replacement
of platelets
where
appropriate

* Monitoring of
DOAC levels

with active bleeding

!

ites mechanically, if accessible

I

ilation parameters, blood count and kidney function

!

» of last OAC and all co-medications

Dabigatran
- ldarucizumab (2-4 hod)

- Dialyza muze snizit hladiny dabigatranu

Inhibitory Xa
- Andexanet alfa — rekombinantni inaktivni
forma lidského faktoru Xa ychytavajici
anti-Xa molekuly.

ESC guidelines for AFIB 2024. EHJ 2024.



ndexanet alfa u nemocnych s intracerebralni hemorhag

63 Were assigned

uring initial treatn
58 Received higl|
200 Received low
5 Did not recei

(2 of these pa
prothrombin

224 Were included

interim analysis of the primary
efficacy end point
216 Were able to be assessed
8 Were not able to be assessed
2 Had clinical reason
6 Had administrative reason

222 Were able to be assessed
6 Were not able to be assessed
3 Had clinical reason
3 Had administrative reason

Andexanet Usual Cz
581 Patients were assessed for eligibility Characteristic (N=224) (N=224‘.
Age —yr 78.9+8.5 SIS
31 Were excluded, more than
= 1;2173”3;‘;;“'““0” Female sex— no. (%) 94 (42.0) 113 (49.
Adjusted Difference per
Andexanet Usual Care 100 Patients
End Point (N=224) (N=228) (95% Cl)* P Value
no. /total no. (%) percentage points
Hemostatic efficacy 150/224 (67.0) 121/228 (53.1) 13.4 (4.6 to 22.2) 0.003
Hematoma volume change <35%7 165/215 (76.7) 137/212 (64.6) 12.1 (3.6 to 20.5)
NIHSS score change <7 points 188/214 (87.9) 181/218 (83.0) 6 (-2.0to 11.2)
No receipt of rescue therapy between ~ 218/224 (97.3) 213/228 (93.4) 8 (0.0 to 7.6)
3hrand 12 hr
Hematoma volume increase =12.5 mli; 24/216 (11.1) 36/214 (16.8) =5.6 (-12.0 to 0.3)
Hemostatic efficacy, excluding patients 150/218 (68.8) 121/225 (53.8) 14.5 (5.7 to 23.4)
nonevaluable for administrative
reasons
interim analysis of the primary - St S
efficacy end point Subdural 13 (58) 4 (18)

Connolly SJ. NE



See patient pathways for:

First-diagnosed AF Paroxysmal AF Persistent AF Permanent AF

Consider:

ntrol drugs Cardioversion Antiarrhythmic drugs Catheter ablation Endoscopic/hybrid ablation  Surgical ablation Ablate ar

ESC guidelines for AFIB 2024. EHJ 2024.



ECHO pri prijeti a za 30 dni
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Rychlé supraventrikularni tachykardie — fibrilace sini
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ntrola srdecni frekvence

control therapy is recommended in patients

AF, as initial therapy in the acute setting, an

ct to rhythm control therapies, or as a sole

ment strategy to control heart rate and reduce

»toms.458_460

blockers, diltiazem, verapamil, or digoxin are

mmended as first-choice drugs in patients with
d LVEF >40% to control heart rate and reduce

»toms.48'461 462

I-bIockers and/or digoxin are recommended in
nts with AF and LVEF <40% to control heart

and reduce symptoms, *0:185:463-465

venous amiodarone, digoxin, esmolol, or

blol may be considered in patients with AF who

haemodynamic instability or severely depressed

‘to achieve acute control of heart rate.

472,473

Combination rate control therapy should be

considered if a single drug does not control

symptoms or heart rate in patients with AF, lla
providing that bradycardia can be avoided, to control

heart rate and reduce symptoms.

Lenient rate control with a resting heart rate of

< 110 b.p.m. should be considered as the initial

target for patients with AF, with stricter control lla
reserved for those with continuing AF-related

symptoms. 59460466

Atrioventricular node ablation in combination with
pacemaker implantation should be considered in

patients unresponsive to, or ineligible for, intensive lla
rate and rhythm control therapy to control heart

rate and reduce symptoms.*¢’~*?

Atrioventricular node ablation combined with
cardiac resynchronization therapy should be

considered in severely symptomatic patients with "
a
permanent AF and at least one hospitalization for HF

to reduce symptoms, physical limitations, recurrent

HF hospitalization, and mortality.*/%*""

ESC guidelines for AFIB 2024. EHJ 2024.



Léky pro rate control strategqii |

‘ Intravenous administration Usual range for oral maintenance Contraindicated
dose
lockers®
olol 2.5-5 mg bolus over 2 mins; up to 15 mg 25-100 mg twice daily In case of asthma, non-selective
maximal cumulative dose beta-blockers should be avoided.
lol XL N/A 50-200 mg once daily Contraindicated in acute HF and hi
te) severe bronchospasm.
ol N/A 1.25-20 mg once daily
I N/A 25-100 mg once daily
500 pg/kg i.v. bolus over 1 min; followed by N/A
50-300 pg/kg/min
l 100 pg/kg i.v. bolus over 1 min; followed by N/A
10—40 pg/kg/min
ol N/A 2.5-10 mg once daily

ol N/A 3.125-50 mg twice daily



Léky pro rate control strategqii Il

Intravenous administration

ihydropyridine calcium channel antagonists

all 2.5-10 mg i.v. bolus over 5 min
n 0.25 mg/kg i.v. bolus over 5 min, then
5-15 mg/h

is glycosides
0.5 mg i.v. bolus (0.75-1.5 mg over 24 h in
divided doses)

n 0.4-0.6 mg

-one? 300 mg i.v. diluted in 250 mL 5% dextrose over
30—-60 min (preferably via central venous
cannula), followed by 900-1200 mg i.v. over 24
h diluted in 500-1000 mL via a central venous

cannula

Usual range for oral maintenance

dose

40 mg twice daily to 480 mg (extended
release) once daily

60 mg three times daily to 360 mg
(extended release) once daily

0.0625-0.25 mg once daily

0.05-0.1 mg once daily

200 mg once daily after loading
Loading: 200 mg three times daily for 4
weeks, then 200 mg daily or less as
appropriate (reduce other rate control

drugs according to heart rate)

Contraindicated

Contraindicated if LVEF <40%.
Adapt doses in hepatic and renal

impairment.

High plasma levels associated with
events.
Check renal function before starti

digoxin and adapt dose in CKD p:

Contraindicated in iodine sensitivi
Serious potential adverse effects (il
pulmonary, ophthalmic, hepatic, ar
thyroid). Consider numerous drug

interactions.



Ablace AV junkce a CRT bez LBBB

PAF — CRT
33 pacientu s permanentni FS
zkymi QRS
rdeCni selhani (hospitalizace pro HF)
andomizovani: [

Standardni rate control strategie Y,

Zavedeni CRT a ablace AV uzlu 60

5ol DRUGS
63 iaBt&cg;t;ol HR=70bpm | 11% (7 pts) i : Estimated at 4 yrs.
pts with: L " HR=U‘26. D=UDD4
s fg + RRR=74%, ARR=27%
et §;‘3§g“""' HR = 82 bpm || 29% (20 pts) n'_l : NNIT_B‘? | | :
0 1 2 3 4

Years

marni endpoint — celkova mortalita
Idie predCasne ukonCena pro jednoznacny benefit CRT + ablace AV junkce
Imeérné sledovani 29M.

Brignole M, et al. EHJ 2021



kutni stav, nestabilni pacient — reseni dle ESC guideline

1

2

3

Problémem jsou Casté a Casné recidivy

. Elektricka kardioverze
Vyhoda — rychla a ucinna

Nevyhoda — vysoké procento ¢asnych relapsu

. Amiodarone

Nevyhoda — mirné oddaleny ucinek

. Landiolol
Nevyhoda — pouze rate control

Landiolol

i.v. betablokator

Snizuje komorovou odpoveéd, nizke rizil
prohloubeni hypotenze

Ultra-kratky BB (polo€as 4 minuty)
Vysoka 31 selektivita (31/ 32 = 250)

Spontanni terminace FS u nestabilnich pacientt ~ 83% v prubéhu 48h

ESC guidelines for AFIB 2024. EHJ 2024. 00:1-101. Shiga T. Eeur Heart J St



rate at 2 hours or less

Rate control a B1 selektivita u FS

Number, mean (SD)

SMD (95% C1)

Beta-blocker

ective beta-blocker
| vs diltiazem

| vs diltiazem

yer of patients with Hypotension

-0.54(~1.17,0.09) 20,108(17)
~1.30 (-1.90, —0.69) 28,116(23)
RR (95% 1)

tive beta-blockers :

digoxin ; - > 35.00 (2.25, 544.92)
flecainide * + 1.04(0.32,3.38)
ibutilide * . = > 17.83(0.97,327.97)
= &
lective beta-blockers :

ol vs diltiazem — = 4.29 (0.54,34.19)

s diltiazem : = 8.33(0.47,147.07)
s diltiazem * — 1.75(0.64, 4.75)

s verapamil * ‘_ 1.04 (0.56, 1.94)

ol vs diltiazem

2cts; 12=29%)

per selective beta-blockers
vs digoxin —
vs diltiazem *

cts; 12 = 77%)

-effects; 12=63%)

1 (no events)

1.68 (1.01, 2.80)
, p=0.048

2.01(0.61, 6.66)
: 0.37(0.13, 1.06)
~. 0.79 (0.38, 1.63)
: p=0.53
I

1.85 (0.87, 3.93)
p=0.11

T

0.25 i 4 16

<— more events with control

more events with beta-blockers —

. . Number / total
Control (onversmn to sinus rhythm RR (95% Cl) Beta-blocker Control
Non-selective beta-blockers :
sotalol vs digoxin r 0.94 (0.71, 1.25) 16/20 17/20
20,100 (10) sotalol vs placebo € L : 0.82(0.17, 3.99) 4/34 2/14
timolol vs placebo * . > 3.59(0.79, 16.24) 7/40 2/41
24,90 (14) Subtotal <> 1.17 (0.82, 1.67) 27/94  21/75
(fixed-effects; I2 = 55%) 1 p=0.40
Number / total . |
Beta-blocker Control Beta-1 selective beta-blockers -
Number of patients with bradycardia Pnien e
17/20 RR (95% Cl) Beta-blocker Cont
5/52 . |
Non-selective beta-blocker :
4/103 i
26/175 sotalol vs digoxin ; = 5.00 (0.26, 98.00) 2/20 0/2(
sotalol vs flecainide * i 2.08(0.19,22.22) 2/52 1/5¢
sotalol vs ibutilide * : > 29.71(1.71,515.18) 7/103 0/2(
5/28 1
46  Subtotal = 7.98(2.03,31.45)  11/175 1/2
(fixed-effects; 1> = 7%) ] =0.003
715 1 p=C.
1021 Beta-1 selective beta-blocker :
0/20 1
o metoprolol vs diltiazem B - 0.29(0.01, 6.74) 0/28 1/24
esmolol vs diltiazem * ¥ ] I 0.33(0.01, 7.58) 0/15 1/1°
1
Subtotal _ = 0.31(0.03,2.85)  0/43 23
7/93 (fixed-effects; 12 = 0%) ] p=0.30
4/35 :
H 1
11128  Beta-1super selective beta-blocker :
1
landiolol vs diltiazem * B " 0.11(0.01, 2.05) 0/35  4/3¢
1
63/413 | subtotal <>_—_;.__. 0.11(0.01, 2.05) 0/35  4/3
! p=0.14
1
Overall > 1.29(0.25,6.82) 11/253 7/3!
X : .25, 6. !
(random-effects; I7 = 50%) < p=0.76

0.125 05 1

-<— more events with control

2 4 16

more events with beta-blockers —

Perrett M, et al. Clin Res Cardic



Ablace SVT na MCS

4 patients (3 males, median age 73 years [67; 78])

Medical history: MCS type

— HFrEF 3/4 Impella CP 2 patients
- CAD | 174 VA ECMO 1 patients
Arrhythmias: :
o _ _ Impella 5.5 1 patient
— AFib with rapid ventricular response 3 /4
— Focal atrial tachycardia 1/4
Median LVEF at the time of CA: WWM
28% (IQR 23: 33%) S SR
vawﬁm

AL UNIVERSITY £ 5 ' FIRST FACULTY
‘ OF MEDICINE
TAL IN PRAGUE QLY Charles University

Prezentovano se svolenim dr. Milana Dusika WW




AL UNIVERSITY w%\ FIRST FACULTY
3 OF MEDICINE
TAL IN PRAGUE €7,4’ niversity

SVT ablations

Procedure:

— 3x non-selective AV node RF ablation
(CRT pacing 2x, CSP pacing 1x)

— 1x Atrial tachycardia RFA

Arrhythmia recurrence: 0 /4

Successful MCS weaning: 4 /4
— Median MCS duration 13 days (IQR 9; 20)

30-day mortality: 0/4

Prezentovano se svolenim dr. Milana Dusika
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Je casna kontrola rytmu vyhodna?
Studie EAST

udijni populace

-S <1 rok
Vék > 75 let 100 -
CMP / SE
Nebo 2 z AHY, > 65let, SS, DM, ICHS, 50
‘enalni insuficience 80
2—?—- 70+
andomizace 5 60-
Zvykla 1écba =
Casna kontrola rytmu (AA, Ablace) = &l
'_,_% 40+
rimarni endpoint § 28 Usual care
V mortalita, CMP, hospitalizace 20-
0 SS, AKS) o Early rhythm control
0 | | | |
i | 0 2 4 6 8

35 Were assigned to early ‘

Years since Randomization
rhythm control

‘ 1394 Were assigned to usual care

Kirchhof P. NE



Some aspects of catheter ablation

RSPV LIPV

Surce: General Universtity |



Catheter ablation
AF patients resistant or intolerant to antiarrhythmic drug

therapy

Catheter ablatic First-line rhythm control therapy

paroxysmal or p Catheter ablation is recommended as a first-line
to antiarrhythmi - option within a shared decision-making rhythm
recurrence, and - control strategy in patients with paroxysmal AF, to

reduce symptoms, recurrence, and progression of
AF 16.591-594

Catheter ablation may be considered as a first-line
option within a shared decision-making rhythm
control strategy in selected patients with persistent
AF to reduce symptoms, recurrence, and

progression of AF.

ESC guidelines for AFIB 2024. EHJ 2024.



Catheter ablation i

Paroxysmal AF Persistent AF

|
y $ v 4

Symptomatic

|

v

esistance or
rance to AAD(s)

.

theter ablation

is beneficial

v

First-line
treatment

.

Catheter ablation
is beneficial

Asymptomatic

Catheter ablation may

be reasonable in
selected patients

intolerance to AAD(S)

Catheter ablation

Symptomatic

|
v v

Resistance or

First-line
treatment

E ;

Catheter ablation

be reasonable |
selected patien

is beneficial

Stand-alone surgical
or hybrid ablation

is reasonable™

Expert consensus. Europace 2024, 2



Catheter ablation Il

tients with heart failure

catheter ablation is recommended in patients
h AF and HFrEF with high probability of

hycardia-induced cardiomyopathy to reverse left
604,611

1tricular dysfunction.

catheter ablation should be considered in

ected AF patients with HFrEF to reduce HF lla
| 4513,514,604,610,612

spitalization and prolong surviva

ESC guidelines for AFIB 2024. EHJ 2024.



CASTLE AF

Paroxysmalni / perzistentni FS * @ pocCet ablaci:1,3 / pacient
Ablaéni vykon 179 nemocnych « Zména EF LK (baseline @ 32,5%)
Konzervativni postup 184 nemocnych » Ablacni: ~ 8%

NYHA II-IV, EF LK < 35% » Konzervativni: 0

ICD / CRT-D « SR na konci sledaovani

Stratd 10x vice pacientl screenovanych nez zafazenych

Rozdil v po¢tu endpointd mezi skupinami: 31 nemocnych (51 vs 82)

1.0 #my, . o v v . . ,

0o 34 pacientu bylo vyfazeno pred terapeutickou intervenci

0.8 ) o ot v ., .. ., .

.. 33 pacientu bylo ztraceno v prubéhu sledovani (neni jasny vyskyt endpointu) tion

0.6

5 Typicky pacient: Muz, perzistentni FS, DKMP, LS 50mm, EF LK 30%, NYHA Il, BMI 30 |-
- rapy

0.4+ % 0.4-

0.3- 2 03-

0.2 Hazard ratio, 0.53 (95% Cl, 0.32-0.86) = 02 Hazard ratio, 0.56 (95% Cl, 0.37-0.83)
' P=0.01 by Cox regression 8 ] P=0.004 by Cox regression

0.14 P=0.009 by log-rank test g 0.14 P=0.004 by log-rank test

0.0 I | | | 1 0.0 I | | I 1

0 12 24 36 48 60 0 12 24 36 43 60
Months of Follow-up Months of Follow-up

Marrouche NF, et al. NEJM 2018; 378:



CASTLE AF

Type of atrial fibrillation
Paroxysmal
Persistent

CRT-D implanted
No
Yes

ICD indication
Primary
Secondary

Sex
Female
Male

Age
<65 yr
=65 yr

NYHA functional class
I}

I

LVEF
<25%
>25%

Cause of heart failure
Nonischemic
Ischemic

Diabetes
No
Yes

Hypertension
No
Yes

Amiodarone use
No
Yes

Digitalis use
No
Yes

Beta-blocker use
No
Yes

17/54
34/125

37/131
14/48

43/160
8/19

9/23
42/156

18/96
33/83

20/101
22/50

20/34
29/130

26/107
25/72

32/136
19/43

12/50
39/129

37/122
13/55

41/146
9/31

4/12
46/165

34/64
48/120

57/132
25/52

72/163
10/21

12/29
70/155

34/99
48/85

46/109
26/49

1527
61/145

29/88
53/96

48/117
34/67

19/48
63/136

61/133
18/46

52/124
27/56

4/9
75/171
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Ablation Medical Therapy

Better

0.60 (0.34-1.08)
0.64 (0.41-0.99)

0.65 (0.43-0.98)
0.54 (0.28-1.04)

0.57 (0.39-0.83)
1.03 (0.41-2.62)

0.93 (0.39-2.21)
0.58 (0.39-0.84)

0.48 (0.27-0.85)
0.79 (0.50-1.23)

0.42 (0.25-0.72)
0.89 (0.51-1.58)

1.36 (0.69-2.65)
0.48 (0.31-0.74)

0.74 (0.43-1.25)
0.60 (0.37-0.97)

0.52 (0.33-0.81)
1.01 (0.58-1.78)

0.59 (0.28-1.21)
0.63 (0.42-0.93)

0.65 (0.43-0.97)
0.55 (0.27-1.13)

0.65 (0.43-0.98)
0.56 (0.26-1.19)

1.01 (0.25-4.05)
0.60 (0.42-0.87)

0.90

0.60

0.20

0.36

0.17

0.06

0.01

0.56

0.06

0.88

0.66

0.68

0.47

Marrouche N. NEJ



CASTLE-HTXx

Unicentricka, open-label, randomizovana, investigator-initiated, superiority studie

Pacienti:

- ,End-stage” srde€ni selhani a symptomaticka fibrilace sini

- Vhodni k zarazeni do transplanta¢niho programu / zavedeni levostranné podpory
- NYHA=II; EF LK < 35%

- ICD

- Pacienti ve stabilizovaném stavu

Randomizace 1:1
- Katetriza¢ni ablace
- Zvykla farmakologicka léCba

Sohns C, et al. NEJM 2023; 389



Characteristic

Age —yr

Male sex — no. (%)

NYHA functional class — no. (%)
[l
11
1V

Left ventricular ejection fraction — %
6-Min walk test

Test performed — no. (%)
Distance — m
N-terminal pro-BNP level
No. of patients evaluated (%)
Value — pg/ml

CASTLE-HTXx

Ablation
Group
(N=97)
62+12
85 (88)

(34)
(54)
(12)
29+6

33
52 (54
12°(12

26 (27)
30869

46 (47)
3852+3261

Medical-Therapy
Group
(N=97)
65+10
72 (74)

(29)
(56)
(15)
25+6

28
54
15

24 (25)
29966

52 (54)
4461+5191

Sohns C, et al. NEJM 2023; 389



CASTLE-HTXx

Primarni endpoint Celkova mortalita
100 407 Hazard ratio, 0.24 (95% Cl, 0.11-0.52) LE0= 309 Hazard ratio, 0.29 (95% Cl, 0.12-0.72)
90— - P<0.001 by log-rank test 90—
o 80+ Medical-therapy group < 80+ 20+
§ 704 20— g 70- Medical-therapy grouy
=
% 60 - § 60 10+
O
= 50+ Ablation group = Bl- ‘_-I_,—I'Il Ablation group
v
2 404 0 | T | | 2 40— 0 | T | |
8 0 180 360 540 720 ® 0 180 360 540 72(
= —
:E, 30 :E’ 30
O 204 O 20-
10- =
0 ; 10 P
0 T T I | 0 = | I I
0 180 360 540 720 0 180 360 540 72
Days since Randomization Days since Randomization

rimarni endpoint: celkova mortalita, transplantace, zavedeni podpory

Sohns C, et al. NEJM 2023; 389



CASTLE-HTXx

Ablation Medical-Therapy

Group Group Hazard Ratio
sint (N=97) (N=97) (95% Cl)* P
no. (%)
y end point: 8 (8) 29 (30) 0.24 (0.11 to 0.52)
dary end points
ath from any cause 6 (6) 19 (20) 0.29 (0.12 t0 0.72)
Cardiovascular B%S) 18 (19) 0.25 (0.09 to 0.68)
Cerebrovascular 0 1(1)
Cancer 1 (1) 0
Death after nonfatal primary end point 0 5 (5)
plantation of left ventricular assist device 1(1) 10 (10) 0.09 (0.01 to 0.70)
gent heart transplantation 1(1) 6 (6) 0.15 (0.02 to 1.25)

Sohns C, et al. NEJM 2023; 389



CASTLE-HTx - vyvoj systolické dysfunkce levé komory

End Point

Left ventricular ejection fraction
At baseline
No. of patients evaluated
Value — %
At 6 mo
No. of patients evaluated
Baseline value — %
Value at 6 mo — %
Improvement — percentage points
At 12 mo
No. of patients evaluated
Baseline value — %
Value at 12 mo — %

Improvement — percentage points

Mean Between-

Medical-Therapy = Group Difference

(95% Cl)7

5.5 (3.5 to 7.5)

Ablation
Group Group
97 97
29.0+6.4 27.7+6.3
92 74
29.4+6.2 28.7+5.9
36.2+8.7 299+7.1
6.7+6.5 1.2+6.4
92 70
29.4+6.2 28.7+6.0
37.249.1 30.1+8.0
7.8+7.6 1.4+7.2

6.4 (4.1t08.7)

Sohns C, et al. NEJM 2023; 389



CASTLE-HTx — vyvoj arytmické zateze

End Point

Atrial fibrillation burden

At baseline
No. of patients evaluated
Value — %

At 6 mo
No. of patients evaluated
Baseline value — %
Value at 6 mo — %
Reduction — percentage points

At 12 mo
No. of patients evaluated
Baseline value — %
Value at 12 mo — %

Reduction — percentage points

Ablation Medical-Therapy
Group Group
97 97
50.2+31.9 49.3+34.4
90 71
50.8+31.0 50.7+34.7
20.0+28.3 42 4+352
30.8+33.3 8.3+25.2
89 66
50.9+31.2 52.4+35.2
19.6+28.0 43.7+36.2
31.4+33.3 8.6+26.3

Sohns C, et al. NEJM 2023; 389

Mean Between-
Group Difference
(95% Cl)y

22.5 (13.1t0 31.9)

22.7 (13.0 to 32.5)
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Akutni komplikace fibrilace sini

Tromboembolické komplikace
« Prevence je lepSi nez likvidace nasledku
* Problematika restartu antikoagulacni IeéCby

Krvacivé komplikace
« Kdispozici antidota

Akutni srdecni selhani

* Prevence bradykadrizujici léCbou
«  Akutni feseni pficiny
 Farmakologické postupy
 Nefarmakologicke postupy

« Ablace AV uzlu a selektivni ablace



Dekuji za pozornost!




