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AF-CARE ?

Comorbidity
and risk factor
management

« Lifestyle help

« Primary care

+ Cardiology

« Internal medicine
- Nursing care

* Other

Atrial fibrillation

o

Avoid stroke and
thromboembolism

+ Primary care

+ Cardiology

+ Neurology

+ Nursing care

+ Anticoagulation
services

« e-Health

ent-cen g-,.ed

Evaluation and
dynamic
reassessment

Reduce symptoms + Primary care

by rate and - Cardiology
rhythm control + Pharmacy

+ Nursing
. Primary care . Fan‘lily.l'GI.I'EI“S
« Cardiology * e-Health
- Electrophysiology
+ Cardiac surgeons
« e-Health
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FIS a nestabilni pacient

Patient with first-diagnosed AF

!

Y - Haemodynamically stable '-e\l

Electrical cardioversion
(Class 1)

}

Follow AF-CARE for [C] comerbidity and risk factor management & [A] avoid stroke and thromboembolism

l

Initial rate control
(Class 1)

l

[ Y — LVEF =40% ._01

Beta-blocker Beta-blocker, digoxin,
or digoxin diltiazem or verapamil

(Class I} (Class 1)

Combination Combination

rate control therapy rate control therapy

(Class lla) (Class lla)

& g
¥
Cardioversion of symptomatic
persistent AF
(Class I}

Wiit-and-see if sinus rhythm
restores spontaneously <48 h
(Class lla)
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FIS a nestabilni pacient

FIS jako hlavni pri¢ina nebo FIS sekundarné
u zavaznych stavu (sepse, trauma, operace, SS)

Spontanni verze zpét na SR az u 83 % pacientu

N e

EKY prvni volba 1éCby
Amiodaron druha volba 1é¢by

Pro kontrolu frekvence preferencné BB

a amiodaron nez digoxin a CCB
(Bedford JP et al. J Crit Care 2022)

2024 ESC Guidelines. EHJ 2024




/ FiS a akutni a chronické
oronarni syndromy

DOACs rather than VKA are recommended in eligible patients when combining with antiplatelet therapy

(Class Iy
( (Class 1lly ,
‘When usingVKA in combination with antiplatelet therapy, keep INR 2.0-2.5 and TTR =70% VKA:INR 2.0-3.0
(Class lia) (Class Iy

Clopidogrel is the preferred P2Y i when combining with any OAC

ACS,PCl or CCS Up to | week | month 6 months 12 months
ACS " oac+pav i
undergoing + aspirin OAC + P2Y i (Class ) OAC only (Class I)
PCI \_ (Classp )
ACS high OAC +P2Y i
ischaemic + aspirin OAC + P2Y i (Class I) OAC only (Class 1)
risk? (Class lla) Y
ACS
medically [( OAC + P2Y i %\ OAC only
managed
ccs Foac+pav,,i
uncomplicated + aspirin OAC + PZYui {Class I} OAC only (Class I}
PCl (Class I)
p——————
CCS high OAC +P2Y i
ischaemic + aspirin OAC + P2Y i (Class I) OAC only (Class I)
risk? \_ (Class lia)

Stable CCS [ Reton) >

- @ESc—
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FiS a srdeéni selhani

~

Patients with heart failure

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

tachycardia-induced cardiomyopathy to reverse left

: . 604671
ventricular dysfunction.™

AF catheter ablation should be considered in

selected AF patients with HFrEF to reduce HF lla

DT . 14.513,514,604,610,612
hospitalization and prolong survival. ™= =~ "™

\_
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FIS a srde¢ni selhani (HFrEF)

PABA-CHF MacDonald er - ARC-HF [303] CAMTAF AATAC [255] CAMERA- AMICA [204] CASTLE-AF  CABANMA RAFT-AF CASTLE HTx
[300] al. [302] [252] MRI [250] |256] subanalysis [253] |260]
[257]

Rhythm 12 ws. IOOME S0 va, 1005 HE ve. 3% in 19 vs, 100% T we. 34% 25 s, LINNE 73.5 vs, 505 631 we 2LTR 44 v, 28T B fiws [29% 3044333 ws,
calcome in AF in AF SR in AF {at & free from AF in AF (at 6 in SR {at 1 in SR (at 5 win AF in SR (at 2 BEH+26.3
{ablation vs. maomths) months)y yearp YEedrs) TECUITEnCe years) AF burden
control} {at 5 years) reduction at 12

months

Main findings  Improved Mo LVEF Significant LVEF Reduction LYEF Mo LVEF Reduction in Reduction in Similar Reduction in

composite improvement  Increase in Improvement in AF improvement  improvement  all-cause the primary primary the primary
cndpoint peak €, con- FECUTTENCE, death or HF composite, outcome composite
SUMpiion unplanned hospitaliza- reduction (P =10.066) endpoint
hospitaliza- tion in all-cause  Increase in
tions, and mortality, LVEF
martality and improve-
ment in ol

AAD antiarrhythmic drug, AF atrial fbrllation, AFT atrial futter, AT atnal tachyeardia, AV atrioventricular, 871 biventricular, HF heart filure, LA left atrium, LS-pers long-standing persistent,
LVEF left ventricular ejection fraction, MLWHF Minnesota Living with Heart Failure, NYHA New York Heart Association, Parov paroxysmal, Pers persistent, Qol quality of life, S8 sinus
rhythm

Tzeis S et al. JICE 2024




FiS a srdeéni selhani

r:\:]8 % ¥l Randomized Trials of Rhythm Control in HF
Study/ Peak
Author Primary Death and Reduction vo,
W) No. Pts. Inclusion  Exclusion Intervention Outcome italizati Death italizati in AF LVEF Q0L SMWT. Max.
Roy 1376 LVEF <35%, AAD Cardiovascular  No change No difference  No difference
(2008)%? CHF (primarily mortality
amiodarone)  was no
Vs rate different
control between
rhythm vs rate
control
MacDonald 41 Persistent AF;  PAF; QRS RF to medical  Similar increase in No difference Improved Improved  No change No change
(01y° LVEF <35%, =150  therapy CMR LVEF with RF
CHF IV
ARC-HF: 52 Persistent AF; RF to medical  Improvement No change No difference  No difference No change  Improved with  No change Improved
Jones LVEF <35%, therapy in peak VO, RF
(2013)% CHF with RF
CAMTAF 50 Persistent AF; RF to medical  LVEF significantly No change N difference Improved  Improved with Improved
(2014) LVEF <50%; therapy improved RF
CHF with RF
AATAC 203 Persistent AF; RF to At 24 mo, RF Improvement Improved Improved Improved  Improved with  Improved
(2016)* LVEF <40%, amiodarone  patients more  with RF ablation
CHF -l likely to be in
NSR
CAMERA 66 Persistent AF; RF to medical  Improved LVEF Improved  No change No change Improved
MRI LVEF <45%, therapy with RF
o7 CHF II-11l;
idiopathic CM
CASTLE-AF 363 PAF or persistent RF to medical ~ Composite of Improvement Improved Improved Improved
(2018)° AF; therapy death and with RF
LVEF <36%, haspitalization
CHF II-IV and lower with RF
1o
MICA 140 Persistent AF; RF to medical  No difference in No change  No change No change No change
(2019) LVEF <36% therapy change in LVEF
CABANA 778 Clinical HF RF to medical ~ Decrease in Improved Impraved Improved with
substudy (largely therapy composite of with RF RF
(2021)'* HFpEF) MACE
RAFT-AF an =4 PAF/y o RF to medical  No difference in  No differencein  No change No change  Improved Improved  Improved with  Improved with Improved
(2022)" persistent AF, therapy change in change in with RF with RF RF with RF
NYHA class Il mortality/HF mortality/HF
or lll HF,
elevated pro-
BNP
Meta- 775 RF to medical Improved Reduced Improved  Improved Improved
analysis- therapy
Turagam
(2019)
Meta- m2 RF to medical Improved Reduced  Improved Improved  Improved
analysis- therapy with RF
Chen
(2020)°
Meta- 775 RF to medical Improved Reduced Improved  Improved Improved
analysis- therapy

Pan
(2021)"°

AAD indicates antiarrhythmic drug; AATAC, Ablation vs Amiodarone for Treatment of Atrial Fibrillation in Patients With Congestive Heart Failure and an Implanted ICD/CRTD; AF, atrial fibrillation; AMICA, Atrial Fibrillation Management in Congestive Heart Failure With
Ablatior -HF, A Randomised Trial to Assess Catheter Ablation Versus Rate Control in the Management of Persistent Atrial Fibrillation in Chrenic Heart Failure; BNP, brain natriuretic peptide; CABANA, Catheter Ablation vs Antiarrhythmic Drug Therapy for Atrial
Fibrillation; CAMERA MRI, Catheter Ablation versus Medical Rate Control in Atrial Fibrillation and Systolic Dysfunction-an MRI-Guided Multi-centre Randomised Controlled Trial; CAMTAF, Catheter Ablation Versus Medical Treatment of AF in Heart Failure; CASTLE-AF,
Catheter Amaﬁun versus Standard Conventional Therapy in Patients with Left Ventricular Dysfunction and Atrial Fibrillation; CHF, congestive heart failure; CM, cardiomyopathy; CMR, cardiac magnetic resonance: HF, heart failure; HFpEF, heart failure with persistent

D, implantable cardioverter-defibrillator; LVEF, left ventricular ejection fraction; MACE, major adverse cardiovascular events; NSR, normal sinus rhythm; NYHA, New York Heart Association; PAF, paroxysmal atrial fibrillation; QOL, quality of life; RAFT-AF,
RF, radiofrequency; YO,

ejection fractio
Rhythm Cnn(rul{atheltr Ablation With or Without Anti-arrhythmic Drug Control of Maintaining Sinus Rhythm Versus Rate Cantrol With Medical Therapy and/or Atrio-ventricular Junction Ablation and Pacemaker Treatment for Atrial Fibrillatior

GMWT, 6-minute walk test.

max, maximal oxygen consump

2023 ACC/AHA/ACCP/HRS Guideline




/

FiS a srdeéni selhani

™

Ablacni 1écba u pacientu s HFrEF signifikantné
sniZuje rekurenci FiS a zvySuje EF LK

U selektovanych podskupin pacientu priznivé
ovliviiuje klinicky vyvoj a mortalitu

Ablacni 1écba u pacientu HFpEF - vysledky studii
zatim méné presvédcCivé, nicméné se predpoklada
podobné priznivy efekt jako u pacientu s HFrEF

2024 ESC Guidelines. EHJ 2024




FiS a srdeéni selhani

Evaluate if appropriate for rhythm control with catheter ablation

|
; v

Likely to benefit from Less likely to benefit from
catheter ablation catheter ablation
AF-mediated CMP suspected Advanced HF

Earlier stage of HF Significant ventricular scar
No significant ventricular scar on CMR

on CMR + Severe atrial myopathy HFrEF (LVEF 50%)

« No or mild atrial fibrosis (dilation/fibrosis) Uncontrolled rate + rhythm

« Paroxysmal and early « Long-standing persistent AF —» control failed or not appropriate:
persistent AF « Prior failed ablations AV nodal ablation + pacing

+ Younger patients + Advanced age or multiple (2a)
without significant other comorbidities +

comorbidities

‘_A_¢ '

Decision for
HFrEF HFpEF —»| ph Jogical rhythm-
vs. rate-control strategy
l l + Uncontrolled rate with
Pharmacological biventricular pacemaker in place
AF;"::;'W cardioversion and L  without effective pacing %:
apaioy maintenance of sinus AV Nodal ablation
(2a) rhythm after cardioversion (2a)
| (See sections 8.2.3
¢ and 8.3.1)
o] [ 2
Long-term surveillance for
recurrent AF
in AF-induced CMP and
recovered LVEF
(2a)

Colors correspond to Table 2. AF indicates atrial fibrillation; AV, atrioventricular; CMP, cardiomyopathy; CMR, cardiac magnetic resonance; GDMT, guideline-directed
medical therapy; HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection fraction; IV, intravenous; LVEF, left
ventricular ejection fraction; NDCC, nondihydropyridine calcium channel blocker; and NYHA, New York Heart Association.

2023 ACC/AHA/ACCP/HRS Guideline
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FIS a téhotenstvi

™

EKV k terminaci FiS u hemodynamické
nestability nebo u preexcitované FiS (I C)

LMWH nebo warfarin /KI: prvni trimestr a po 36
tydnu/ (I C)
B-1 selektivni BB (mimo atenololu) ke kontrole

frekvence (I C), pripadné digoxin a verapamil (KI:
prvni trimestr)

Kontrola rytmu — flekainid, propafenon u Zen bez
srde¢niho strukturalniho onemocnéni (I1b C)

Moznost KA bez fluoroskopie

2024 ESC Guidelines. EHJ 2024
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FIS a endokrinopatie

Hyperthyreoza

Subklinicka hyperthyreéza/hypothyreéza
Amiodarone (vede k dysfunkei SZ v 15% - 20%)
Hyperkalcémie/hyperparathyreéza

Primarni aldosteronismus

Akromegalie

Diabetes mellitus I. 1 11. typu

T riziko FIS, pripadné i riziko vzniku CMP

Lécba zakladni dg. nutna

2024 ESC Guidelines. EHJ 2024
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FIS a malignity

™

T riziko FiS s prevalenci 2% - 28%
Chirurgicka l1écba, radioterapie, chemoterapie

Riziko systémového tromboembolismu a CMP zvySeno

dvojnasobné; riziko SS zvyseno Sestinasobné
(Farmakis D et al. JACC 2014)

Prubézna, opakovana aktualizace rizikové stratifikace

DOAK vs. Warfarin — stejna ucinnost, lepsi bezpecnost
(Mariani MV et al. J Thromb Thrombolysis 2021)

CAVE! chemoterapie + AA a riziko prodlouzeni QT

k Individualni pristup k nefarmakologické 1écbé

/

2024 ESC Guidelines. EHJ 2024




4 h

FIS a stari, polymorbidita a kiehkost

Prevalence FiS je u této populace 48% - 75%
(Villani ER et al. Eur J Intern Med 2018)

Méné podavame antikoagulancia a méné volime
strategii kontroly rytmu

Pacienti jsou malo nebo vubec zastoupeni v klinickych
studiich — nedostatek dat

Nemocni dlouhodobé stabilni na warfarinu — ponechat
na této lécbé nez prevadét na DOAK (11b B)

Vysoce individualni pristup k veSkerym moznostem
nefarmakologické 1éCby

\_ /
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Nova doporuceni 2024 u specifickych klinickych situacich

spiSe poukazuji na radu nezodpovézenych otazek

Cekame se na vysledky probihajicich studii




