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EPIDEMIOLOGIQUE ET MORBIMORTALITE

« 20 millions en 2010 dans les pays développes
* En 2030 : 15 millions en Europe
« Y4 des adultes d’age moyen en Europe et aux USA — FA

* Insuffisance cardiaque, Mort subite, AVC (20-30% des AVC), baisse QoL, déclin
cognitif, démence...

» Hospitalisation (10-40% pts en FA / an)




NOUVEAUTES 2016-2017

» Détection FA silencieuse ou infra clinique

» Detection et prise en charge des co-morbidités

» Score Cha2ds2-Vasc

» Criteres de FA valvulaire simplifies

* (Occlusion auricule G)

* AOD 1lere intention (risque TE et apres 1°" accident)
« Complications hémorragiques

 (Ablation 2¢ intention)

« SCA: « porte ouverte AOD »




Patterns of atrial fibrillation

AF pattern Definition |

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

Paroxysmal AF 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.

Persistent AF 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.

Long-standing Continuous AF lasting for =1 year when it is decided to adopt a
persistent AF rhythm control strategy.
Permanent AF AF that 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 would be re-classified as ‘long-standing persistent
AF.
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Management of atrial high rate episodes detected
by an implanted device

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

b

4

-~

Stroke risk low

Verify presence of AF by ECG documentation

e.g. resting ECG
Ambulatory ECG recorder
Patient-operated devices

k\Review device electrograms (if available) to determine whether it is AF

-

No AF detected

AF detected

v

\

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

v

No antithrombotic
therapy (IB)

v

Initiate oral anticoagulation
(IA)

www.escardio.org/guidelines
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Diagnostic yield of different ECG screening techniques
for paroxysmal or silent atrial fibrillation

i 8760/8760 hrs (100%) monitored, continuous l Implanted device (100%)
6/8760 hrs (0.06%) monitored, 365 periods Daily short-term ECG (0.06%)
336/8760 hrs (4%) monitored, two periods Two 7-day Holters (4%)
144/8760 hrs (2%) monitored, six periods Six 24h Holter ECGs (2%)
24/8760 hrs (0.29%) monitored, one period One 24h Holter ECG (0.2%)

Time (years)
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PRISE EN CHARGE GLOBALE

« Detection et prise en charge des Co-morbidités

* Obeésité, BPCO, SAS, Act. phys intense, Diabete, Ins rénale, tabac, alcoolisme...

« Ces facteurs augmentent le risque de survenue, de rechute et de complications
de la FA
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Prediction of stroke and bleeding risk

Recommendations Class | Level

The CHA,DS,-VASc score is recommended for stroke risk prediction in
patients with AFE

Bleeding risk scores should be considered in AF patients on oral
anticoagulation to identify modifiable risk factors for major bleeding.

Biomarkers such as high-sensitivity troponin and natriuretic peptide
may be considered to further refine stroke and bleeding risk in AF
patients.

EUROPEAN
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Prediction of stroke and bleeding risk

Recommendations Class | Level

The CHA,DS,-VASc score is recommended for stroke risk prediction in
patients with AFE

Bleeding risk scores should be considered in AF patients on oral
anticoagulation to identify modifiable risk factors for major bleeding.

Biomarkers such as high-sensitivity troponin and natriuretic peptide
may be considered to further refine stroke and bleeding risk in AF

Classes of Definition Suggested wording to
recommendations use
Level of Data derived from multiple randomized
evidence A clinical trials or meta-analyses.

Data derived from a single randomized

Class Il Conflicting evidence and/or a
divergence of opinion about the

usefulness/efficacy of the given
Level of

treatment or procedure. . . - .
. clinical trial or large non-randomized
Class la Weight of evidence/opinion is in Should be considered evidence B .
favour of usefulness/efficacy. Stu d ies.
Class IIb Usefulness/efficacy is less well May be considered

established by evidence/opinion. Consensus of opinion of the experts and/

Le.vel i or small studies, retrospective studies,
evidence C e g
registries.

www.escardio.org/guidelines European Heart Journal - doi:10.1093/eurheartj/ehw210 g S




Clinical risk factors for stroke, transient ischaemic
attack, and systemic embolism

CHA DS, ,-VASc  risk factor Points |

Congestive heart failure 1

Signs/symptoms of heart failure or objective evidence of reduced left-
ventricular ejection fraction

Hypertension 1

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

Age 75 years or older

Diabetes mellitus 1
Fasting glucose >125 mg/dL (7 mmol/L) or treatment with oral
hypoglycaemic agent and/or insulin

Previous stroke, transient ischaemic attack, or thromboembolism

Vascular disease 1
Previous myocardial infarction, peripheral artery disease, or aortic plague

Age 65—-74 years 1
Sex category (female) 1

-

EUROPEAN
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Stroke prevention in atrial fibrillation

» Yes

isk factors
v l
€

Oral anticoagulation indicated

b d
OAC should be Assess for contra-indications
: ds o(l; laB Correct reversible bleeding
Shitsklersd et ,' risk factors
,/,/ \.1'
LAA occluding devices ~
may be considered In s
: : « v
patients wth clear contra- .
indications for OAC (IIbC) NOAC (IA)b ( VKA (IA)c ]
a Includes women without other stroke risk factors
b IIaB for women with only one additional stroke risk factor
cIB for patients with mechanical heart valves or mitral stenosis j
EUROPEAN
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Stroke prevention in patients with atrial fibrillation (1)

Recommendations Class | Level |

Oral anticoagulation therapy to prevent thromboembolism is
recommended for all male AF patients with a CHA,DS,-VASc score of 2
or more.

Oral anticoagulation therapy to prevent thromboembolism is
recommended in all female AF patients with a CHA,DS,-VASc score of 3
or more.

Oral anticoagulation therapy to prevent thromboembolism should be
considered in male AF patients with a CHA,DS,-VASc score of 1, IIa
considering individual characteristics and patient preferences. ‘

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

for stroke prevention in AF patients with moderate-to-severe mitral z

1
|
Vitamin K antagonist therapy (INR 2.0-3.0 or higher) is recommended I
stenosis or mechanical heart valves. |

When oral anticoagulation is initiated in a patient with AF who is eligible
for a NOAC (apixaban, dabigatran, edoxaban, or rivaroxaban), a NOAC
is recommended in preference to a Vitamin K antagonist.

EUROCFPEAN
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Patient with atrial fibrillation and acute TIA or ischaemic stroke
Exclusion of intracerebral bleeding by CT or MRI

! ! I '

TIA Mild stroke Moderate stroke Severe stroke
(NIHSS <8) (NIHSS 8-15) (NIHSS =16)

Consider additional clinical factors favouring early / delayed initiation of OAC
Factors favm.*‘ing early initiation of OAC: || Factors favouring delayed initiation of OAC:

Low MNIHSS (<8): High MIHSS (=8):
Smallino brain infarction on imaging Large/moderate brain infarction on imaging
High recurrence risk, e.g. cardiac thrombus on echo Meeds gastrostomy or major surgical
Mo need for percutaneous endoscopic gastrostomy intervention
Mo need for carotid surgery Meeds carotd surgery
Mo haemorrhagic transformation Haemorrhagic transformation
Chinically stable Meurclogically unstable
Young patient Elderty patient
Blood pressure is controlled Uncontrolled hypertension
v
- Y o T
Evaluate haemorrhagic Evaluate haemorrhagic
transformation by transformation by
CT or MRl at day & CT or MRl at day 12
. ” N >
v L ‘1’ ‘l
e’ o
Start | day after 3 days after [ 6 days after |2 days after
OAC acute event acute event L acute event y acute event

AF = arrial fibrillation; CT = computed temography; MIHSS = National Institwtes of Health stroke severity scale (available at hegpfwwwistrokecenterorgiwp-content/upleads/201 1708/
MNIH_Stroke_Scale.pdf); OAC = oral anticoagulation; TIA = translent Ischasmic attack



Modifiable and non-modifiable risk factors for
bleeding in anticoagulated patients with AF

Modifiable bleeding risk factors: Non-modifiable bleeding risk factors:

Hypertension (especially when systolic Age (>65 years) (=75 years)
blood pressure is >160 mmHg)

History of major bleeding

Labile INR or time in therapeutic range

<60% in patients on vitamin K antagonists Previous stroke

Medication predisposing to bleeding, such Dialysis-dependent kidney disease or renal
as antiplatelet drugs and non-steroidal anti- transplant

inflammatory drugs Cirrhotic liver disease

Excess alcohol (=8 drinks/week)

Malignancy

Potentially modifiable bleeding risk

factors: Genetic factors

Impaired renal function High-sensitivity troponin
Impaired liver function Growth differentiation factor-15
Reduced platelet count or function Serum creatinine/estimated CrCl

@
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Patient with active bleeding ]
v

Compress bleeding sites mechanically :]
¥

[
(
[

Assess haemodynamic status, blood pressure, basic coagulation

parameters, blood count, and kidney function ]

[
7

Delay VKA until INR <2

v

Add symptomatic treatment:
Fluid replacement
Blood transfusion

Treat bleeding cause

(e-g- gastroscopy)

Consider to add
Viamin K (1-10 mg) iv.

Consider PCC and FFP

l—[ Obrain anticoagulation history (last NOAC / VKA dose) J_l

[ Noac |

!
C e ) (i)

Add symptomatic treatment:
Fluid replacement
Blood transfusion

[ Moderate - severe ] Treat bleeding cause

(eg: gastroscopy)

Consider to add oral charcoal
if recently ingested NOAC

i

Consider specific antidote, or
PCC if no antidote available

Consider replacement of platelets
where appropriate

FFP = fresh frozen plasma; INR = international normalized ratie; Lv. = intravenous; MOAC = non-vitamin K anmgonist oral anticoagulant; OAC = oral antdooagulation; PCC =
prothrombin complex concentrates; VKA = vitamin K antagonist.

Figure 1l Management of active bleeding in patients receiving anticoagulation. Institutions should have an agreed procedure in place.
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Combination therapy with oral anticoagulants and
antiplatelets

Recommendations Class | Level :

After elective coronary stenting for stable coronary artery disease in AF
patients at risk of stroke, combination triple therapy with aspirin,

clopidogrel and an oral anticoagulant should be considered for 1 month 1Ea

to prevent recurrent coronary and cerebral ischaemic events.

After an ACS with stent implantation in AF patients at risk of stroke,

combination triple therapy with aspirin, clopidogrel and an oral IIa

anticoagulant should be considered for 1-6 months to prevent recurrent
coronary and cerebral ischaemic events.

After an ACS without stent implantation in AF patients at risk of stroke,
dual treatment with an oral anticoagulant and aspirin or clopidogrel IIa
should be considered for up to 12 months to prevent recurrent coronary
and cerebral ischaemic events.

The duration of combination antithrombotic therapy, especially triple

therapy, should be kept to a limited period, balancing the estimated risk IIa
of recurrent coronary events and bleeding.

Dual therapy with any oral anticoagulant plus clopidogrel 75 mg/day
may be considered as an alternative to initial triple therapy in selected IIb
patients.

EUROPEAN
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Antithrombotic therapy after an acute coronary syndrome
in atrial fibrillation patients requiring anticoagulation

[ AF patient in need of OAC after an ACS ]
! ' }
Bleeding risk low
compared to risk for ACS
or stent thrombosis
Time from ACS l
0.— e T

Triple therapy (I1IaB) HNHENE

Triple therapy (IIaB)
. |

3 months—

6 months —

12 months—

lifelong OAC monotherapy (IB) OAC monotherapy (IB)
i =

B oAac | Aspirin 75-100 mg daily [l Clopidogrel 75 mg daily

www.escardio.org/guidelines European Heart Journal - doi:10.1093/eurheartj/ehw210 EARDIOLOGY®




Antithrombotic therapy after elective percutaneous intervention
in atrial fibrillation patients requiring anticoagulation

( AF patient in need of OAC after elective PCI with stent ]
|

Bleeding risk low
compared to risk for ACS
or stent thrombosis

Time from PCI

Triple therapy (1IaB) HHENE

OAC monotherapy (IB)
B

12 months—]

lifelong OAC monotherapy (IB)
i

Il oAcC I Aspirin 75-100 mg daily B Clopidogrel 75 mg daily

European Heart Journal - doi: 10.1093/eurheart/ehw210 s Eachiv
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