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Demographie des Vorhofflimmerns

Zunehmende Pravalenz des Vorhofflimmerns

Projected increase in AF prevalence
among elderly in EU 2016-2060
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Colilla et al. Am J Cardiol 2013; 112: 1142-1147

Préavalenz [%]

Pravalenz des stillen Vorhofflimmerns
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Vorhofflimmern ist assoziiert mit hoherer Mortalitat
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Vorhofflimmern ist assoziiert mit hoherer Morbiditét

Clinical Presentation AF-related OUTCOMES

AFRelated | Frequency inAF | Mechanism(s)
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Definition des Vorhofflimmerns

Hindricks et al. European Heart Journal 2020; 00: 1-126
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Definition des Vorhofflimmerns Wie diagnostizieren wir Vorhofflimmern ?

Recommendations Class® Level®

ECG documentation is required to establish the
diagnosis of AF.

ariicular comiriton ks nof inpeired ®| A standard 12-lead ECG recording or a sin-

gle-lead ECG tracing of 230 s showing heart

rhythm with no discernible repeating P waves
and irregular RR intervals (when atrioventric-
ular conduction is not impaired) is diagnostic
of clinical AF.®

Hindricks et al. European Heart Journal 2020; 00: 1-126 Hindricks et al. European Heart Journal 2020; 00: 1-126
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Typisches EKG mit Vorhofflimmern Aber Vorhofflimmern kann auch anders gefunden werden
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Der «CC To ABC» Pathway

,Conlirm AF
| A12-lead ECG or a rhythm strip showing AF pattern for 230 s

Characterise AF (the 45-AF)

Stroke Symptom Severity of
sk AS burten
50 on o

ABC
i

Diagnostische Schritte

A

Anticosgulation!
‘Avoid siroke

Comorbidiies/

Cardiovascular
I factor

management

CC

[T ——
CHADSVASe O, 1)

Asess symptoms, Comorbidiies ;nd
) and paie’s candorsculr sk
preerences

2 Offe sk provention
CHADSVAS 21(m. )

Optimize rae
[ ——— control Liestylochanges
(obesity

modble s ik hcsors reducton

Considera shythm e exercs
control sty reducion of scahol ue
(CY AADS, sbiton) )

3 Choose OAC (NOAC or VKA
e welmraged TTR)

Hindricks et al. European Heart Journal 2020; 00: 1-126
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Charakterisierung des Vorhofflimmerns Charakterisierung des Vorhofflimmerns

All AF patients - Selected AF patients - Structured follow-up
~"\, 2%
) - p N ¢ ] < ~ Medical history: Ambulatory ECG monitoring: * To ensure continued optimal
— Stroke Symptom Severity of —/ Ssubstrate — + Adaquacy of rate contr
risk | ‘ severity AF burden [ severity « Kt wmptoms 30 AF 0o
=/ St) —\ Sb) — —\ Su)
=\( )J { \ S ),« { \ 9 A cardiologist | AF specialist
C - > < > Transoesophageal coordinates the follow-up in
Y Y IR Eee echocardiography: collaboration with specially
-leas « Vabvular heart dease
< LAAY trained nurses and primary
é SOSORES ' symptomatic ) A diration and d:n‘sny‘ Er i :ard\ev::::xhr risk factors Thyroid and kidney function, =
£ *No * Moderate episodes per unit of time + Atrial cardiomyopathy electrolytes and full blood €TnT-hs, CRP, BNP/NT-ProBNP
& * Severe or disabling (atrial enlargement / count Cognitive function assessment
g dysfuncion  fibrosis)
Transthoracic Coronary CTA or ischaemia
CHAIDS: VASe score EHRA symptom score + Temporal pattern of AF * Clinical assessment echocardiography .o sl S
(Paroxysmal, Persistent, Incident AF risk scores, * FIRISALS with vapecies L/
QoL questionnaires Long-standing persistent, AF progression risk scores

Permanent)

Brain CT and MR
* Imaging (TTE, TOE, CT, « Patients with
« Total AF burden (total time cardiac MRI), biomarkers =
in AF per monitoring period,
the longest episode, number
of episodes, etc)

Commonly used
assessment tool(s)

AF treatmen

Hindricks et al. European Heart Journal 2020; 00: 1-126

19 20

Hindricks et al. European Heart Journal 2020; 00: 1-126




Therapeutische Schritte
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Wie behandeln wir Vorhofflimmern ?

A

Anticoagulation/
Avoid stroke

1. Identify low-risk patients
CHADS»VASc O(m), 1(f)

2. Offer stroke prevention if
CHADSVAS: 21 (m), 2

Assass bleeding risk, address
modifiable bleeding risk factors

3. Choose OAC (NOAC or VKA
with well-maraged TTR)

25.10.2022

Hindricks et al. European Heart Journal 2020; 00: 1-126
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Schutz vor dem Hirnschlag

A

Anticoagulation/
Avoid stroke

1. Identify low-risk patients
CHADSyVASc 0(m), 1(f)

2. Offer stroke prevention if
CHADS,;VASe 21(m), 2(f)

Assess bleeding risk, address
modifiable bleeding risk factors

3. Choose OAC (NOAC or VKA
with well-managed TTR)

Schutz vor dem Hirnschlag

VKA with high tiems i
range
rarget IR range depends
o'y
vaive beson o prosthens

Evaluation Blutungsrisiko

Hindricks et al. European Heart Journal 2020; 00: 1-126

Hindricks et al. European Heart Journal 2020; 00: 1-126
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Schutz vor dem Hirnschlag
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Resultate der INVICTUS Studie
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Hindricks et al. European Heart Journal 2020; 00: 1-126
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Therapie der Komorbiditiaten

Patienten mit Mitralstenose und Vorhofflimmern
4’531 Patienten, durchschnittliches Follow-Up 3.1 Jahre
32 7
= Rivaroxaban
§ 28
3 24
2
% 20
2 VKA -
R |
E 12
2 | HR 1.25 (1.10-1.41)
6 9
6
3
L] 0 6 12 18 24 30 36 42 48 54
Time since randomization (months)
Priméarer Endpunkt
(Hirnschlag, systemisch Embolie, MI, Tod) Connolly et al. N Engl J of Med 2022
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Therapie der Komorbiditdten

C

Comorbidities/

Cardiovascular
risk factor

management

Comorbidicies and
cardiovascular risk
factors

Lifestyle changes
(obesity reduction,
regular exercise,
reduction of alcohol use,
ete.)

Hindricks et al. European Heart Journal 2020; 00: 1-126

HYPERTENSION

PHYSICAL

 GLYCAEMIA (IN)ACTIVITY

Comprehensive
AF risk factors

OBESITY

management
OVERWEIGHT

for optimizing
outcome of AF
catheter

OSA

ablation

ALCOHOL

HYPERLIPIDAEMIA

Hindricks et al. European Heart Journal 2020; 00: 1-126
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Wie behandeln wir Vorhofflimmern ?

Gewichtsreduktion reduziert Vorhofflimmern

Better

030
Unadjusted HR = 0.71 (95% C1, 0.60-0.83)

10
028
p<0001
026
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024 i
; g Control group 023 A symptom
0 T,“/./" & S NIENS 4} 020 A control
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Cumulative Probability

Assess symptoms,
Qol and patient's
preferences

Relative Weight Change (%)
5

20 )/i/r
25 \v _ B
46 8 0 1 o4 6 1B 20 2 2
30 Follow-up (Years)
Ci234 & 8 1 s 2 . wo 0 Optimize rate
Follow-Up in Years 955 1853 1615 o7 1 control
Consider a rhythm
control strategy
(CV. AADs, ablation)

Hindricks et al. European Heart Journal 2020; 00: 1-126

Jamaly et al. J Am Coll Cardiol 2016; 68: 2497-2504
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Frequenzkontrolle beim Vorhofflimmern

Die 2 Konzepte der Vorhofflimmern-Therapie
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« e e e @ Recommendations Class  Level
Beta-blockers, diltiazem, or verapamil are recommended as first-choice drugs | B
B to control heart rate in AF patients with LVEF 240%.
Beta-blockers and/or digoxin are recommended to control heart rate in AF | B
100% f patients with LVEF <40%.
mbi n th i ifferent r. Ml 3
FrequenZkontrO"e Col !:matwo therapy comprising dif! e!g t rate controlling drugs® should be lla B
considered if a single drug does not achieve the target heart rate.
A resting heart rate of <110 bpm (i.e. lenient rate control) should be iia B

considered as the initial heart rate target for rate control therapy.

Relative relevance
2
B

Hindricks et al. European Heart Journal 2020; 00: 1-126

0 %:
Progression of atrial fibrilation

Breitenstein/Steffel. Praxis 2017; 106: 757-765
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Wieso Rhythmuskontrolle ?

25.10.2022

Bisher Vorhofflimmern-Therapie kein prognostischer Benefit

Cumulative Mortality (%)

Years
Na, oF Deatis number ipercent)
Rhythm eontrol 0 a0 (4) 175090 257(13) 314118 352(20)
Rate control o 784 g7 2001 275180 308(21)

AFFIRM Trial. N Engl J Med 2002; 347: 1825-1833
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EAST-AFNET 4 Trial

ENGLAND JOURNAL MEDICIN

“ ORIGINAL ARTICLE ”

Early Rhythm-Control Therapy in Patients
with Atrial Fibrillation

34

EAST-AFNET 4 Trial — Primdres Outcome

100+
50
Usual care: 5 % pro Jahr
7 Lea HR 0.79 [0.66-0.94], P = 0.005
£ 3
P
£ .
£ 60
]
£ 50
©
£
£ 40
El
E
5
v
104
0 T 1
o 2 4 6 ]
Years since Randomization
No. at Risk
Usual care 1394 1169 888 405 34
Early thythm contro 1395 1193 913 404 26
*Kardiovaskularer Tod,
Stroke, Hospitalisierung
n AC Kirchof et al. EAST-AFNET 4 Trial. N Engl J Med 2020
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AFNET 4 Trial — Primares Outcome CASTLE-AF — Katheterablation bei Herzinsuffizienz

A Death or Hospitalization for Worsening Heart Failure B Death from Any Cause
10 eng,
.
2. Efficacy Outcomes. 09 Ablation
S i ol g, = 08 O
=1 2 v
Outcome Early Rhythm Control Usual Care Treatment Effect 2 _Ablation E o eaem
E‘E a o6 Medical therapy
ence, 249/6399 (1.9) 316/6332 (5.0 0.79 (0.66 to 0.94) 1 G3 4 5 g5
25 0s Medical therapy £ o4
22 03 g oo
35 gy Hazadratio, 0.62 (95% C1,043-087) £ |, | Hawdratio 053 (95% c1,032-086)
£ P-0.007 by Cox regression P-0.0L by Co regression
$7/6915 (1.0 098 0.1 P=0.006 by log-rank test 0.1 P=0.009 by log:rank test
097 3 2 P 36 P £ 3 12 2 36 & &
1 Months of Follow-up. Months of Follow-up
. . No. at Risk No. at Risk
6762 (0.3) Ablation 179 141 14 76 58 2 Ablation 179 154 130 94 n 27
Medical therapy 184 s 1 70 48 12 Medical therapy 184 168 138 o7 6 19
Kirchof et al. EAST-AFNET 4 Trial. N Engl J Med 2020 Marrouche et al. N Engl J Med 2018; 378: 417-427
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Rhythmuskontrolle - Je friiher umso besser !

Paroxysmales AF Long-standing persistend AF

100+

90 | Hazard ratio, 0.96 (95% Cl, 0.76-1.22) 10
E | P<0.001 for noninferiority \
o 804 |

‘? E | [ X
Wann Rhythmuskontrolle ? 2 IS
R 7 90-D: < os oy
-§ pry So—bfankranyg REC £ \ R
R iod € gy
g8 afrrer > ful e
g 309 34.6% e
R : o N
RIS !
160 460 660 8(')0 10‘00 ° 1 2 3 . 4 s 6

Days since Procedure

Kuck et al. N Engl J Med 2016; 374: 22352245
Tilz et al. J Am Coll Cardiol 2012; 60: 1921-1929
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Wie Rhythmuskontrolle ?
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Rhythmuskontrolle beim Vorhofflimmern

Anfallstherapie (« e-pocket») Praventive Therapie

+ Betablocker Medikamentése Therapie
+ Stdrkere Antiarrhythmika + Betablocker
(z. Bsp. Tambocor®) « Stdrkere Antiarrhythmika

(z. Bsp. Tambocor®, Cordarone®)

Katheterintervention

41

Rhythmuskontrolle beim Vorhofflimmern

Symplomatic AF
T T T T
Paroxysmal AF Persisient AF without major  Persistent AF with m: Paroxysmal of persistent AF
risk factors for AF recurrence’ factors for AF recurrence’ and heart failure with
l reduced EF
Consider patient choice Consider patient choice Consider patient choice Consider patient choice
v ' v v ' "
Antiarhythmid]  Catheter |Antiarhythmic  Catheter  Antiarrhythmic  Catheter Antiarthythmic|  Catheter
drugs ablation drugs bi drugs ablation’ drugs ablation
) e
1 I
v
Perform Perform Perform
catheter catheter catheter
ablation ablation ablation
Failed drug therapy Failed drug therapy
' ¥ T 1
No Yes No Yes
+ L3 ¥
Continue antiarthythmic Continue antiarthythmic  Perform catheter ablation
drugs drugs (Ma)

Hindricks et al. European Heart Journal 2020; 00: 1-126
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Katheterintervention beim Vorhofflimmern

Right Atrium Left Atrium
-
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Haissaguerre et al. New Engl J Med 1998; 339: 659-666
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Pulmonalvenenisolation mittels Kilte oder Warme

Kuck et al. NEJM 2016; 374: 2235-2245
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Zukiinftige Option der Pulmonalvenenisolation

ENTRAL ILLUSTRATION: Pulsed Fleld Ablation for Persistent Atral

nnnnnn y Fibrillation By Pulsed Field Ablation

Radiofrequency Ablation Cryobalioon Ablation Pulsed Field Ablation

Reddy, V. etal J Am Coll Cardol. 202076(9)1065-80.
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