Minimal or no structural

Significant structural heart disease

heart disease l
Treatment of underlying condition and prevention
of remodelling — ACEI/ARB/statin
l v l
HHD CHD HF
No LVH LVH sotalol
\j
dronedarone/flecainide/ dronedarone dronedarone
propafenone/sotalol
l .

ACEI = angiotensin-converting enzyme inhibitor; ARB = angiotensin-receptor blocker; HHD = hypertensive heart disease; CHD = coronary heart disease; HF = heart failure;
LVH = left ventricular hypertrophy, NYHA = New York Heart Association. Antiarrhythmic agents are listed in alphabetical order within each treatment box.



Rhythm Control by
Antiarrhythmic Drugs

Trial Patients in SR* Rate

AFFIRM (2002) : %% vs.63% (aSy) 8872027 932033 31072027 3562033
RACE (2002) 10% vs. 39% (at 23 y) 71256 16/266 18/256 18/266
PIAF (2000) 10% vs. 56% (at 1) 0125 2N27 2125

STAF (2003) ! + 1% vs. 26% (at 2 y) 2100 5100 8100 4100
HOT CAFE (2004) NR vs. 64% 1101 3104 1A01 3104

Fuster V, et al. ACC/AHA/ESC guidelines for the management with
AF. JACC 2006;48(4):854-906.



Rhythm Control by Catheter Ablation
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Study Reference | Patients | Age, years Type Previous Ablation Repeat Crossed | AF free at | year
(n) of AF use of technique ablation to
AAD in the ablation in
group group
Krittayaphong Online 30 55+ 10 | Paroxysmal, 212 PVl + LAlines | Notstated | Not stated 79% 40%
et al. 2003 (ablation) persistent + CTl ablation
47+ 15 + RA lines
(AAD)
Wazni et d. 134 70 53+8 Mainly No PVI 12%P 49%¢ 87% 7%
2005 (ablation) | paroxysmal
(RAAFT) 5448
(AAD)
Stabile et al. Online 245 629 Paroxysmal, >2 PVl + LA lines | No exact data 57% 56% 9%
2005 (CACAF)4 (ablation) persistent + CTl ablation
62+ 10
(AAD)
Oral et ol. Online 245 57+9 Persistent >| CPVA 26% for AF; 7% 74% 4%
2006° (mean 2.1 £ 1.2) 6% for LA
flutter
Pappone et al. 135 198 55+10 Paroxysmal >2 CPVA 6% for AF; 42% 86% 22%
2006 (APAF) (ablation) (mean 2 £ 1) |+ CTlablation | 3% for atrial
57+ 10 tachycardia
(AAD)
Jais et al. 2008 133 112 5%l Paroxysmal 2| PVI £ LAlines | Mean |.8 ¢ 63% 89% 23%
(A4 study) ¢ CTl ablation | 0.8, median 2
per patient
Forleo et al. Online 70 63+9 Paroxysmal, 2| PVI £ LA lines Not stated | Not stated 80% 43%
2008 (ablation) persistent + CTI ablation
656
(AAD)
Wilber et 96 167 555 Paroxysmal >l PVl £ LA lines | 12.6% within S9%¢ 66% 16%
a.2010 (ablation) (mean 1.3)" + CFAEs 80 days
(Thermocool)® 56.1 + CTl ablation after Ist
(AAD) t RA lines procedure’
Packer et al. Online 245 56.7 Paroxysmal >|® Cryo-PVI 19% within 90 79% 69.9% 7.3%
2010 (ablation) + LA lines days after |st
(STOP-AF) 564 procedure

(AAD)




Indications for Catheter Ablation
in AF

Recommendations

Catheter ablation of
symptomatic paroxysmal AF is
recommended in patients who
have symptomatic recurrences
of AF on antiarrhythmic

drug therapy (amiodarone,
dronedarone, flecainide,
propafenone, sotalol) and who
prefer further rhythm control
therapy, when performed by
an electrophysiologist who has
received appropriate training
and is performing the procedure
in an experienced centre.

192,193

Catheter ablation of AF
should target isolation of the

170,172,

192, 194
pulmonary veins.
Catheter ablation of AF should
be considered as first-line
therapy in selected patients
with symptomatic paroxysmal
AF as an alternative to
antiarrhythmic drug therapy,
considering patient choice,
benefit, and risk.

156-158




No or minimal structural heart disease
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Paroxysmal Persistent
Patient choice
a ! l
v
dronedarone,
Cathgter flecainide,
ablation propafenone,
A sotalol
b '
Patient choice
amiodarone | <«—

Relevant structural heart disease

Yes

........

Due to AF

lNo

amiodarone

|

R

Patient choice

v

No

Y

dronedarone®
/sotalol®

_

!

Catheter ablation®

AF = atrial fibrillation; HF = heart failure. *Usually pulmonary vein isolation is appropriate. *More extensive left atrial ablation may be needed.
“Caution with coronary heart disease. “Not recommended with left ventricular hypertrophy. Heart failure due to AF = tachycardiomyopathy.
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Stroke Prevention in AF

hromboembolic risk assessment

eeding risk assessment

nerapeutic choices



Risk factor

Congestive heart failure/LV dysfunction
Hypertension

Age >75

Diabetes mellitus
Stroke/TIA/thrombo-embolism
Vascular disease?

Age 65-74

Sex category (i.e.female sex)

8

|

¢) Adjusted stroke rate according to CHA,DS,-VASc score
CHA,DS,-VASc Patients (n=7329)  Adjusted stroke

Thromboembolic
Risk Assessment



Letter Clinical characteristic? Points awarded

H | Hypertension I

Abnormal renal and liver
A i . | or2
function (| point each)

Stroke |

Bleeding |
Labile INRs |

Elderly (e.g. age >65 years) I

Oilm|ir-jolw

Drugs or alcohol (| point each) | or 2

Maximum 9 points

*Hypertension’ is defined as systolic blood pressure >160 mmHg. ‘Abnormal
kidney function’ is defined as the presence of chronic dialysis or renal
transplantation or serum creatinine >200 pwmol/L. ‘Abnormal liver function’ is
defined as chronic hepatic disease (e.g. cirrhosis) or biochemical evidence of
significant hepatic derangement (e.g. bilirubin >2 x upper limit of normal, in
association with aspartate aminotransferase/alanine aminotransferase/alkaline
phosphatase >3 x upper limit normal, etc.). ‘Bleeding’ refers to previous bleeding
history and/or predisposition to bleeding, e.g. bleeding diathesis, anaemia, etc.
‘Labile INRs’ refers to unstable/high INRs or poor time in therapeutic range (e.g.
< 60%). Drugs/alcohol use refers to concomitant use of drugs, such as antiplatelet
agents, non-steroidal anti-inflammatory drugs, or alcohol abuse, etc.

INR = international normalized ratio. Adapted from Pisters et al*°

Bleeding Risk
Assessment




Our Patient

m CHA,DS,VASc score : 2
m HAS-BLED score : 1

m Started on warfarin

m [abile INR 1.3-4.9

m Complicated with subconjunctival
haemorrhage and haemorrhoidal bleeding



Novel Strategies for Stroke Prevention in
Atrial Fibrillation
< o

Warfarin

Rivaroxaban

Apixaban
Edoxaban

Direct thrombin inhibitor : :
. pammend  Prothrombin
Dabigatran

Florin «—— Florinogen

Uchiyama S et al. Dabigatran and factor Xa inhibitors for stroke prevention in patients with non-valvular atrial fibrillation.
Journal of stroke and cerebrovascular diseases 2012;21(3):165-73.



