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New 2016 ESC Guidelines:
Atrial fibrillation

2016 ESC Guidelines for the management of atrial
fibrillation developed in collaboration with EACTS

The Task Force for the management of atrial fibrillation of the
European Society of Cardiology (ESC)

Developed with the special contribution of the European Heart
Rhythm Association (EHRA) of the ESC

Endorsed by the European Stroke Organisation (ESO)

Authors/Task Force Members: Paulus Kirchhof* (Chairperson) (UK/Germany)
Stefano Benussi*! (Co-Chairperson) (Switzerland), Dipak Kotecha (UK),

Anders Ahlsson’ (Sweden), Dan Atar (Norway), Barbara Casadei (UK),

Manuel Castella’ (Spain), Hans-Christoph Diener? (Germany), Hein Heidbuchel
(Belgium), Jeroen Hendriks (The Netherlands), Gerhard Hindricks (Germany),
Antonis S. Manolis (Greece), Jonas Oldgren (Sweden), Bogdan Alexandru Popescu
(Romania), Ulrich Schotten (The Netherlands), Bart Van Putte' (The Netherlands),
and Panagiotis Vardas (Greece)

Document Reviewers: Stefan Agewall (CPG Review Co-ordinator) (Morway), John Camm (CPG Review
Co-ordinator) (UK), Gonzalo Baron Esquivias (Spain), Werner Budts (Belgium), Scipione Carerj (ltaly),

Filip Casselman (Belgium), Antonio Coca (Spain), Raffaele De Caterina (ltaly), Spiridon Deftereos (Greece),
Dobromir Dobrev (Germany), José M. Ferro (Portugal), Gerasimos Filippatos (Greece), Donna Fitzsimons (UK),
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The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Subclinical Atrial Fibrillation
and the Risk of Stroke

Jeff S. Healey, M.D., Stuart ). Connolly, M.D., Michael R. Gold, M.D.,
Carsten W. Israel, M.D., Isabelle C. Van Gelder, M.D._,
Alessandro Capucci, M.D., C.P. Lau, M.D., Eric Fain, M.D., Sean Yang, M.Sc.,
Christophe Bailleul, M.D., Carlos A. Morillo, M.D., Mark Carlson, M.D.,
Ellison Themeles, M.Sc., Elizabeth S. Kaufman, M.D.,
and Stefan H. Hohnloser, M.D., for the ASSERT Investigators™
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Subclinical atrial tachyarrhythmias present 261 238 218
Subclinical atrial tachyarrhythmias absent 2319 2070 1922




Patient without known AF presenting with atrial high rate episode
(AHRE, >5-6 min and >180 bpm) detected by an implanted device

!

Assess eligibility for oral anticoagulation using CHA;DS;-VASc score

I

Verify presence of AF by ECG documentation
e.g. resting ECG
Ambulatory ECG recorder
Patient-operated devices
Review device electrograms (if available) to determine whether it is AF

Stroke risk low

No AF detected AF diagnosed

!

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

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

AF = atral fibrillation; AFNET = German Competence NETwork on Atrial Fibrillation; AHRE = atrial high rate episodes; bpm = beats per minute; CHA:DS:-YASc = Congestive
Heart failure, hypertension, Age =75 (doubled), Diabetes, Stroke (doubled),Vascular disease, Age 65-74,and Sex (female); ECG = electrocardiogram; EHRA = European Heart
Rhythm Association.

*In rare individual circumstances, oral anticoagulation may be considered in patients with AHRE, but without diagnosed AF. This clearly needs discussion with the patient and careful
evaluation of perceived benefit and risk.

*Adapted from the report of the 3 AFNET/EHRA consensus conference,™




e NEW ENGLAN D
JOURNAL of MEDICINE

ESTABLISHED IN 1812 JUNE 26, 2014 VOL. 370 NO. 26

Atrial Fibrillation in Patients with Cryptogenic Stroke

David J. Gladstone, M.D., Ph.D., Melanie Spring, M.D., Paul Dorian, M.D., Val Panzov, M.D., Kevin E. Thorpe, M.Math.,
Judith Hall, M.Sc., Haris Vaid, B.Sc., Martin O’Donnell, M.B., Ph.D., Andreas Laupacis, M.D., Robert Cété, M.D,,
Mukul Sharma, M.D., John A. Blakely, M.D., Ashfaq Shuaib, M.D., Vladimir Hachinski, M.D., D.Sc,,

Shelagh B. Coutts, M.B., Ch.B., M.D., Demetrios J. Sahlas, M.D., Phil Teal, M.D., Samuel Yip, M.D., J. David Spence, M.D.,
Brian Buck, M.D., Steve Verreault, M.D., Leanne K. Casaubon, M.D., Andrew Penn, M.D., Daniel Selchen, M.D,,
Albert Jin, M.D., David Howse, M.D., Manu Mehdiratta, M.D., Karl Boyle, M.B., B.Ch., Richard Aviv, M.B., Ch.B.,

Moira K. Kapral, M.D., and Muhammad Mamdani, Pharm.D., M.P.H., for the EMBRACE Investigators and Coordinators*
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Figure 2. Incremental Yield of Prolonged ECG Monitoring for the Detection
of Atrial Fibrillation in Patients with Cryptogenic Stroke or TIA.




Screening for atrial fibrillation:
recommendations

Recommendations Class®* | Level®

Opportunistic screening for AF is

recommended by pulse taking or 130, 134,
ECG rhythm strip in patients 155
>65 years of age.

In patients with TIA or ischaemic
stroke, screening for AF is
recommended by short-term ECG
recording followed by continuous
ECG monitoring for at least 72 hours.

It is recommended to interrogate

pacemakers and ICDs on a regular

basis for atrial high rate episodes

(AHRE). Patients with AHRE should 141, 156
undergo further ECG monitoring to

document AF before initiating AF

therapy.

In stroke patients, additional ECG
monitoring by long-term non-
invasive ECG monitors or implanted
loop recorders should be considered
to document silent atrial fibrillation.

Systematic ECG screening may be

considered to detect AF in patients 130, 135,
aged >75 years, or those at high 157
stroke risk.
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Clinical Classifications of Atrial Fibrillation @rmk
Poorly Reflect Its Temporal Persistence

Insights From 1,195 Patients Continuously Monitored
With Implantable Devices

Efstratios I. Chantos, MD," Helmut Piirerfellner, MD,{ Taya V. Glotzer, MD,i Paul D. Ziegler, MS§
Luebeck, Germany; Linz, Austria; Hackensack, New Jersey; and Minneapolis, Minnesota

I Clinical Paroxysmal AF
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Distribution of AF Burden in Patients With Documented
AF According to the Clinical AF Classification




Atrial fibrillation “patterns”

GL 2010/2012

Every patient who presents with AF for the first time is con-
sidered a patient with first diagnosed AF, irrespective of
the duration of the arrhythmia or the presence and severity
of AF-related symptoms.

Paroxysmal AF is self-terminating, usually within 48 h.
Although AF paroxysms may continue for up to 7 days, the
48 h time point is clinically important—after this the likelihood
of spontaneous conversion is low and anticoagulation must be
considered (see Section 4.1).

Persistent AF is present when an AF episode either lasts
longer than 7 days or requires termination by cardioversion,
either with drugs or by direct current cardioversion (DCC).
Long-standing persistent AF has lasted for =1 year when

it is decided to adopt a rhythm control strategy.
Permanent AF is said to exist when the presence of the

arrhythmia 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 is redesignated as ‘long-
standing persistent AF.

GL 2016

Table 5 Patterns of atrial fibrillation

AF pattern

First diagnosed
AF

Paroxysmal AF

Persistent AF

Long-standing
persistent AF

Permanent AF

Definition

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

Self-terminating, in most cases within 48 hours.
Some AF paroxysms may continue for up to 7 days.

AF episodes that are cardioverted within
7 days should be considered paroxysmal:

AF that lasts longer than 7 days, including episodes
that are terminated by cardioversion, either with
drugs or by direct current cardioversion, after

7 days or more.

Continuous AF lasting for =1 year when it is decided
to adopt a rhythm control strategy.

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

Chronic obstructive pulmonary RR:
Characteristic/comorbidity Association with AF disease™™

Genetic predisposition (basedon | HR range 0.4-3.2 FEVI =80% 1.00 (FEf"{PE"CE:]
multiple common gene variants FEVI 60-80% 1.28 (95% CI 0.79-2.06)

associated with AF)* FEVI <60% 253 (95% CI 1.45-4.42)

Older age'® HR Obstructive sleep apnoea vs.none’® | HR 2.18 (95% Cl 1.34-3.54)

50-59 years reference]

00 SE——
60-69 years 4 98 (95% Cl 3.49-7.10) Chronic kidney disease®"! OR,
(95

70-79 years 7.35 (95% C1528-102) None reference)

00 (
80-89 years 933 (95% Cl 6.68-130) Stage | or 2 2 67 (95% C1 2.04-3.48)
Stage 3 68 (95% CI 1.26-224)
Hypertension (treated) vs.none® | HR 1.32 (95% CI 1.08-1.60) Stage 4 or 5 352( % Cl 173-7.15)

HR 1.43 (95% C1 0.85-240) Smoking?"” HR:

Valvular heart disease vs.none® | RR 2.42 (95% CI 1.62-3.60) Never .00 (reference)
Former 1.32 (95% CI 1.10-1.57)

Myocardial infarction vs. none'® HR 1.46 (95% CI 1.07-1.98) Current 2.05 (95% Cl |.7|—2_47i:

Thyroid dysfunction?®.27 (reference: euthyroid) Alcohol consumption?" RR:
Hypothyroidism HR 1.23 (95% C10.77-1.97) None (referem:e]
Subclinical hyperthyroidism RR 1.31 (95% Cl 1.19-1.44) 1— & drinksfweek | 0| (95% Cl 0.94-1.09)
Overt hyperthyroidism RR 1.42 (95% CI 1.22-1.63) 7—14 drinks/week 1.07 (95% C1 0.98-1.17)

(952
(952

Obesity"*2® HR: 15-21 drinks/week 1.14 (95% CI 1.01-1.28)
None (BMI <25 kg/m?) 1.00 (reference) >21 drinks/week 1.39 (95% CI 1.22-1.58)
Overweight (BMI 25-30 kgm?) | .13 (95% C1 087-1.46) — — :

Obese (BMI 231 kg/m?) 1.37 (95% CI 1.05-1.78) Habitual vigorous exercise P‘R
reference}

Non-exercisers
Diabetes mellitus vs. none'® HR 1.25 (95% Cl 0.98-1.60) <1 day/week 0 90 (95% CI 0.68-1.20)

00 (
(95
1-2 days/week 1.09 (95% C1 0.95-1.26)
3-4 days/week 1.04 (95% C1 0.91-1.19)
5-7 days/week 120 (95% CI 1.02-1 41)
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Management in an Atrial Fibrillation Cohort ©
A Long-Term Follow-Up Study (LEGACY)

Rajeev K. Pathak, MBBS,* Melissa E. Middeldorp,* Megan Meredith,* Abhinav B. Mehta, MAcrST,}
Rajiv Mahajan, MD, PuD,* Christopher X. Wong, MBBS, PuD,*i Darragh Twomey, MBBS,* Adrian D. Elliott, PuD,*§
Jonathan M. Kalman, MBBS, PuD,q Walter P. Abhayaratna, MBBS, PuD,# Dennis H. Lau, MBBS, PuD,*

Prashanthan Sanders, MBBS, PuD*

Weight Trend

—I1 Linear Loss
-1 Weight Fluctuation
=1 Linear Gain or Stable

| | |
730 1095 1460

Follow-up (Days)

0 730 1095 1460

B 1.0 —

Total AF-Free Survival

Weight Fluctuation
-1 <2% WF
-1 2-5% WF
-1 > 5% WF

Time (Days) O

| | | |
365 730 1095 1460

Follow-up (Days)

365 730 1095 1460

Linear Loss
Fluctuation
Linear Gain

141 122 80 52
179 140 99 71
24 18 12 8

< 2% WF 54
2-5% WF 68
>5% WF 57

52 49 39 33
62 54 39 27
53 45 31 19




Recommendation for obese patients with atrial

fibrillation

Recommendation

Class?

In obese patients with AF, weight
loss together with management
of other risk factors should be
considered to reduce AF burden
and symptoms.

Level®

Ref©

204, 288,
296




@ Europace (2017) 0, 1-8 CLINICAL RESEARCH

doi:10.1093/europace/eux008

Very long-term outcome following transcath-
eter ablation of atrial fibrillation. Are results
maintained after 10 years of follow up?

Fiorenzo Gaita1*, Marco Scaglionel, Alberto Battaglia’, Mario Matta‘,
Cristina Gallo', Michela Galata', Domenico Caponi?, Paolo Di Donna?, and
Matteo Anselmino'

Long term outcome following AF ablation according to risk factor control (redo

procedure)
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Antithrombotic therapy in AF patient

@ ORIGINAL ARTICLE
Net clinical benefit of warfarin in individuals
OPEN ACCESS  \with atrial fibrillation across stroke risk and across
primary and secondary care

Victoria Allan, Amitava Banerjee, Anoop Dinesh Shah, Riyaz Patel, Spiros Denaxas,
Juan-Pablo Casas, Harry Hemingway

~o— With warfarin

- With warfarin
~ Without warfarin

Without warfarin

Incidence rate
Incidence rate

T T 4 5 6
3 4 5 CHA,DS;-VASc
CHAzDsz‘VASC Number of individuals with warfarin:

1 T T
1 2 3




Table 3

Incidence rates (95% Cls) per 100 person-years of ischaemic stroke by CHA;DS,-VASC scores, sex and use of warfarin

With warfarin

Events

Rate

Without warfarin

Events

Rate

p Value

Population overall

Events

Rate

CHA DS VA Sc scores
Overall population

0.4 (02 to 0.8)
0.4 (03 to 0.7)
0.8 (0.7 to 1.0)
1.0 (09 to 1.2)
1.7 (1.5 to 2.0)
3.2 (28 to 36)
42 (36 to 48)

0.2 (0.1 to 0.3)
0.7 (0.6 to 0.8)
1413 to 1.6)
26 (25 to 2.8)
4,0(3.8 to 4.2)
6.2 (5.8 to 6.5)
121 (11410 12.8)

02 (0.2 to 0.4)
0.6 (0.5 to 0.7)
121110 1.3)
22 2.0t0 23)
34 3210 36)
5.3 (5.1 to 5.6)
9.9 (9.4 to 10.4)

7.1 (5.9 to 8.6)
48 (3.0 10 76)
752410 23.3)

14.5(13.410 15.7)
17.6 (15.1 1o 20.5)
243 (16.9 to 35.0)

124 (115 t0 13.4)
14.0 (121 to 16.2)
201 (14.2 to 28.4)

1.7 (1.6 10 1.8)

0.4 (0.2 10 0.8)

38(3.7103.9)

0.2 (0.1 w0 0.3)

32(3.2m33)

02 (0.2 10 0.4)

0.5 (03 w 0.7)

0.8 (0.6 t0 0.9)

0.7 (0.6 to0 0.8)

0.9 (0.7 m1.1)
13(1.1 to 1.5)
22 (1.8 to 26)
4.1 (34 10 49)
41 (3.1 © 54)
6.1(43 1 92)
1.9 (03 to 13.3)
1.6 (14 10 1.7)

0.4 (0.1 1 15)

1.7(15101.9)
29(27w032)
43 (39 to 4.7)
718(71 0 85)
11.5(1031012.9)
14512210 173)
14.5 (94 to 22.5)
29(281w3.1)

0.4 (0.2 1o 0.7)

1501310 16)
24 2.210 26)
36 (331039
6.6 (6.1 1o 7.1)
92 (8.3 10 10.1)
119 (10.1 10 13.9)
11.0 (7.2 to 16.8)
25 (24 o 2.6)

04 {0310 0.7)

0.5 (03 w 0.9)

0.7 (0.6 to 0.9)

0.7 (0.5 to0 0.8)

0.7 (05 0 1.0)
14(1.1 o 1.7)
25(21 o 30)
42 (35 5.0)

2.3 (2.0 to 2.5)

3.9(3.7 to 4.1)

5.4 (5.0 to 5.8)
123 (11510 13.1)

18 (1.6to 2.0)
33311039
47 4.4 to 5.0
10.2 (9.5 to 10.8)

126 (11.6 t0 13.7)
145 (124 t0 16.9)
201 (142 to 28.4)
41(3.9mw 4.2)

74 (6.0 o 9.2)
53(33m85)
75241 233)
20(1.81w02.1)

14.5(13.2 10 15.9)

18.1 (15410 213)

24.3 (16.9 to 35.0)
48 (46t 4.9)
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Mechanical heart valves or moderate or severe
mitral stenosis

No |

Estimate stroke risk based on number of
CHA,DS,;-VASc risk factors?®

!

Male: 0 Male: 1 22 | Male >2

Female: 1 Female: 2 |
] A\

CHA,DS,-VASc —— CHA,DS,-VASC Q CHA,DS,-V/

Female > 3

\

No antiplatelet or ,L Oral anticoagulation
anticoagulant indicated
treatment (111B) OAC should be Assess for contra-indications
considered (IlaB) Correct reversible
A bleeding risk factors

/

/
b

LAA occluding devices
may be considered in
patients with clear 4

contra-indications ' _
for OAC (lIbC) N IA) VKA (1A)+

AF = atrial fibrillation; LAA = |eft atrial appendage; NOAC = non-vitamin K antagonist oral anticoagulant; OAC = oral anticoagulation;VKA = vitamin K antagonist.
*Congestive heart failure, Hypertension,Age 275 years (2 points), Diabetes, prior Sstroke/TIA/embolus (2 points),Vascular disease, age 65-74 years, female Sex.
*Includes women without other stroke risk factors.

9laB for women with only one additional stroke risk factor.

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




Antitrombotic therapy in AF patient:
2016 vs 2010/recommendations

In patients with a CHA,DS,-VASc score of 0 (i.e.,aged <65 years with lone AF) who are at low risk, with none of the
risk factors, no antithrombotic therapy is recommended.

In patients with a CHA,D5,-VASc score 22, OAC therapy with:
* adjusted-dose VKA (INR 2-3); or

G L * a direct thrombin inhibitor (dabigatran); or A 3.4,70,82
» an oral factor Xa inhibitor (e.g. rivaroxaban, apixaban)’

20 10/20 12 ... is recommended, unless contraindicated.
In patients with a CHA,D5,-VASc score of |, OAC therapy with
* adjusted-dose VKA (INR 2-3);or
* a direct thrombin inhibitor (dabigatran); or
» an oral factor Xa inhibitor (e.g. rivaroxaban, apixaban)’
.... should be considered, based upen an assessment of the risk of bleeding complications and patient preferences.

21,36,82

Female patients who are aged <65 and have lone AF (but still have a CHA,DS,-VASc score of | by virtue of their
gender) are low risk and no antithrombotic therapy should be considered.

B
Recommendations Ref €
A 318-321,
A
B
B

Oral anticoai ulation therapy to prevent thromboembolism is recommended for all male AF patients with a CHA2DS,-VASc 3,
354,404

<Eore of 2 or more>
38,

318321,
354,404

v,
375377

Oral anticoagulation therapy to prevent thromboembolism should be considered in female AF patients with a 371,376,
CHA,DS,-VASc score of 2, considering individual characteristics and patient preferences. 77

Oral anticc—ai ulation therapy to prevent thromboembolism is recommended in all female AF patients with a CHA;DS:-VASc

Ecore of 3 or more.

Oral anticoagulation therapy to prevent thromboembolism should be considered in male AF patients with a
CHA,DS;-VASc score of |, considering individual characteristics and patient preferences.




Rhythm control




Rhythm control

“Although many clinicians believe that maintaining sinus rhythm can improve
outcomes in AF patients, all trials that have compared rhythm control and
rate control to rate control alone (with appropriate anticoagulation) have
resulted in neutral outcomes.Whether modern rhythm control management
Involving catheter ablation, combination therapy, and early therapy leads to a
reduction in major cardiovascular events is currently under investigation, e.g.
In the EAST — AFNET 4 (Early treatment of Atrial fibrillation for Stroke
prevention Trial) and CABANA (Catheter Ablation vs. Anti-arrhythmic Drug
Therapy for Atrial Fibrillation Trial) trials. For now, rhythm control therapy
Is indicated to improve symptoms in AF patients who remain symptomatic on
adequate rate control therapy.”

General recommendations

120, 586,
601

Management of cardiovascular risk factors and avoidance of AF triggers should be pursued in patients on rhythm control 203,204,

Rhythm control therapy is indicated for symptom improvement in patients with AF.

therapy to facilitate maintenance of sinus rhythm. 296,312

With the exception of AF associated with haemodynamic instability, the choice between electrical and pharmacological
cardioversion should be guided by patient and physician preferences.




Drug

Flecainide

Route

Rhythm control by drugs

200300 mg

|.5-2 mglkg

over |0 min

Follow-up dose
N/A

Risks
Hypotension, atrial flutter with I:1 conduction, QT prolongation.
Avoid in patients with IHD and/or significant structural heart disease.

Reference
595,598

Amiodarone

5-T mglkg

over |2 hours

50 mg/hour to a maximum
of 1.0 g over 24 hours

Phlebitis, hypotension, bradycardia/AY block. Will slow ventricular rate.

Delayed conversion to sinus rhythm (812 hours).

596601

Propafenone

|.5-2 mglkg

over |0 min

450600 mg

Hypotension, atrial flucter with |:1 conduction, QRS prolengation

(mild).

Avoid in patients with IHD and/or significant structural heart disease.

622,625

Ibutilide®

| mg over
10 min

| mg over 10 min after
waiting for 10 min

QT prolongation, polymarphic ventricular tachycardia/torsades de
pointes (3—4% of patients). Will slow ventricular rate.

Awoid in patients with QT prolongation, hypokalemia, severe LVH or
low ejection fraction.

614,615

Wernakalant

3 mglkg over
10 min

2 mglkg over 10 min after
waiting for 15 min

Hypotension, non-sustained ventricular arrhythmias, QT and QRS
prolongation.

Avoid in patients with SBP <100 mmHg, recent (<30 days) ACS,
NYHA Class Il and [V heart failure, QT interval prolongation
(uncorrected QT >440 ms) and severe aortic stenosis.

602605,
618




Original Investigation

Radiofrequency Ablation vs Antiarrhythmic Drugs as First-Line
Treatment of Paroxysmal Atrial Fibrillation (RAAFT-2)
A Randomized Trial

Carlos A. Morillo, MD, FRCPC; Atul Verma, MD, FRCPC; Stuart J. Connolly, MD, FRCPC; Karl H. Kuck, MD, FHRS:; Girish M. Nair, MBBS, FRCPC;
Jean Champagne, MD, FRCPC; Laurence D. Sterns, MD, FRCPC; Heather Beresh, MSc; Jeffrey 5. Healey, MD, M5c, FRCPC;
Andrea Natale, MD; for the RAAFT-2 Investigators

Figure 2. Kaplan-Meier Curves of Time to First Recurrence of Any Atrial Tachyarrhythmias (A) and Time to First Recurrence of Symptomatic Atrial
Tachyarrhythmias (B)

E Primary efficacy outcome Time to first recurrence of symptomatic atrial tachyarrhythmias

1.0 1.0+

o | & i
= 08 = 08 Antlarrhythmic drug
= Antiarrhythmic dru &
5 0.6 - 2 0.6
= = = =4
w w Radlofrequency catheter ablation
= 0.41 Radiofreguency catheter ablation = 044
= =
E
5 02 = 0.2
HR, 0.56, 95% CI, 0.35-0.90, P=.02 HR, 0.56, 95% CI, 0.33-0.95, P= 03
D-D 1 T T T T T T T DD T T T T T T T T
0 91 182 273 364 455 546 637 728 0 91 182 273 364 455 G546 637 728
Follow-up Since Randomization, d Follow-up Since Randomization, d
No. at risk
Antiarrhythmic drug 61 6l 35 25 21 18 17 17 12 bl 6l 40 32 28 25 24 24 18
Radiofrequency catheter 66 13 46 39 32 30 28 27 18 66 66 50 47 38 36 34 33 23

ablation

Tachyarrhythmias include atrial fibrillation, tachycardia, and flutter. HR indicates hazard ratio.




Catheter ablation vs. antiarrhythmic drug
treatment of persistent atrial fibrillation: a

multicentre, randomized, controlled trial
(SARA study)

Lluis Mont'*, Felipe Bisbal!, Antonio Hernandez-Madrid?, Nicasio Pérez-Castellano3,
Xavier Vinolas?, Angel Arenal®, Fernando Arribas®, Ignacio Fernandez-Lozano’,
Andrés Bodegas?, Albert Cobos?, Roberto Matia2, Julian Pérez-Villacastin3,

José M. Guerra?, Pablo Avila5, Maria Lopez-Gilé, Victor Castro’, José Ignacio Arana3,
and Josep Brugadal, on behalf of SARA investigators

Primary outcome: 12-month freedom from AF

—— 1: Ablation — — — 2: Anfliarrhythmic drugs

Survival probability free of primary endpoint
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Long term rhythm control: catheter ablation
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Catheter Ablation versus Standard C 'I' )
conventional Treatment in patients with LEft
ventricular dysfunction and Atrial Fibrillation  CASTLE-AF

The CASTLE-AF trial

3013 pts 179 pts

Eligibility
Assessment
21 pts excluded Ablation
200 pts

Enrolled/ Run-in 5 weeks

153 pts (26 cross-overs)

i ol i Follow-up: 3, 6, 12, 24, 36, 48, 60 months
Randomized
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397 pts >
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P 165 pts (18 cross-overs)
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Survival Probability

)
Ablation C I )

CASTLE-AF

HR, 0.53 (95% Cl, 0.32-0.86); Conventional
P=0.011
Log-rank test: P=0.009

All cause Mortality Risk Reduction: 47%

Ablation

HR, 0.56 (95% Cl, 0.37-0.83);

P=0.004 Conventional
Log-rank test: P=0.004

HF Hospitalisation Risk Reduction: 44%
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