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«Geht eigentlich gut .. aber irgendwas stolpert»
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Confirm AF
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Anticoagulation/
Avoid stroke

1. Identify low-risk patients Assess symptoms, Comorbidities and
CHA.DS.-VASc 0(m), 1(f) Qol and patient's ardiovascular risk
preferences factors
2. Offer stroke prevention if
CHA,DS,VASc 21(m), 2(f) Optimize rate
Assess bleeding risk, address control Lifestyle changes
madifiable bleeding risk factors (obesity reduction,
Consider a rhythm regular exercise,
3. Choose OAC (NOAC or VKA control strategy reduction of alcohol use,
with well-managed TTR) (CV, AADs, ablation) etc.)
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Rhythmuskontrolle vs. Frequenzkontrolle
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Was passiert bei der Ablation ?
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Rhythmuskontrolle
Ablation oder Medikamente?
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Ablation bei Herzinsuffizienz ?
(CASTLE AF Studie)

= Inclusion criteria:

v Symptomatic heart failure patients with LVEF < 35%

v Paroxysmal or persistent atrial fibrillation

v Implantation of an ICD or CRT-D with remote monitoring

= Randomization:
v Catheter ablation (PVI +/- additional lesions): 179 patients
v Medical therapy (rate or rhythm control): 184 patients

= Primary Endpoint:
v Composite of overall mortality and hospitalization for worsening heart failure

= Median Follow-Up:
v 37.8 months
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CASTLE-AF
Primary Endpoint

A Death or Hospitalization for Worsening Heart Failure

Ablation

Medical therapy
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Months of Follow-up
No. at Risk
Ablation 179 141 114 76 58
Medical therapy 184 145 111 70 48
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Nach der Pulmonalvenenisolation

“ In den ersten Tagen kann es zu inspiratorischen, perikarditischen Schmerzen
kommen (NSAID sensibel)

“*In den ersten 3 Monaten kommt es gelegentlich zu VHF Episoden oder
linksatrialen Tachykardien («Blanking Periode»)

<+*Die OAK sollte mindestens fur 3 Monate, dann nach thrombembolischem
Risiko fortgefuhrt werden (CHA2DS2-VASc Score)

+20-15% mussen sich eines zweiten Eingriffs unterziehen (Leitungserholung
der Pulmonalvenen)

<*Dauer: 35-90 Minuten

*Komplikationen: Perikardtamponade 0.8%, Stroke 0.05%
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Wann Medikamente (i.d.R Flecainid) und wann Ablation?

[ Symptomatic AF ]
] ] ] 1
Paroxysmal AF Persistent AF without major Persistent AF with major risk Paroxysmal or persistent AF
risk factors for AF recurrence*  factors for AF recurrence? and heart failure with
l l l reducled EF
Consider patient choice Consider patient choice Consider patient choice Consider patient choice
1 1 | 1 | | | 1
Antiarrhythmic ~ Catheter  Antiarrhythmic ~ Catheter  Antiarrhythmic  Catheter Antiarrhythmic Catheter
drugs ablation drugs ablation drugs ablation® drugs ablation
(1) . | U
Perform Perform Perform Perform
catheter catheter catheter catheter
ablation ablation ablation ablation
v v v h 4
[ Failed drug therapy ] [ Failed drug therapy ]
1 1 I I
No Yes No Yes
v v v v §
Continue antiarrhythmic Perform catheter ablation Continue antiarrhythmic| Perform catheter ablation S
drugs drugs (I1a)? Q
©
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Rhythmuskontrolle

Medikamente Schrittmacherimplantation
= Antiarrhythmika: .. und AV-Knotenablation

Bei EF < 50% CRT-

= Flecainid (Tambocor) Schrittmacher oder

= Propafenon (Rytmonorm) Conduction System Pacing
= Sotalol (Sotalex)

= Amiodaron (Cordarone)

= Digoxin
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Frequenzkontrolle
CRT und Ablation oder Medikamente ?

=APAF-CRT Trial

=N=133 patients, age 73, =50% female

==1.5 years in AF, 70% NYHA >lll, HR =100bpm, EF 41%
=Primary endpoint. Mortality

Inclusion criteria:

Permanent AF >6 months
Unsuitable for ablation or failed ablation
QRS <110ms

LB AV junction | Biventricular
ablation pacing

2133 randomised 1:1

\ Drug Optimal pharmacological
arm rate control therapy

= 1 HF hospitalization in the previous year

Medications (after optimization at 30 days) CRT Drug
Digoxin 20 (32) 42 (60)™
Verapamil/diltiazem 8 (13) 8 (11)
Amiodarone/sotalol 12 7 (10)

Beta-blockers 51 (81) 61 (87)



APAF-CRT: Results

Primary endpoint: Death from any cause
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His-Bundle Pacing und AV-Knotenablation
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Asynchrone Aktivierung des LV durch LSB
(oder RV Pacing!)
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Conduction System Pacing
oder CRT?
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Take Home Messages

= Bei Patienten mit symptomatischen und «nicht-lange anhaltendem»
persistierenden Vorhofflimmern ist die Rhythmuskontrolle angezeigt

= Die Pulmonalvenenisolation ist besser zur Rhythmuskontrolle geeignet als
die medikamentdse Therapie (Klasse | AA)

= Die Frequenzkontrolle sollte v.a. bei lange persistierendem,
asymptomatischen und/oder betagten Patienten Therapieziel sein

= AV-Knotenablation und Schrittmacherimplantation (CRT- oder «conduction
system pacing») ist der medikamentosen Frequenzkontrolle Uberlegen
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Blutverdiinnung
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Vorhofflimmern und Schlaganfall

5 s 6 0 e

Klinik: Hochsymptomatisch bis asymptomatisch

Wichtigste therapeutische Entscheidung:
Beginn einer oralen Antikoagulation notig?

Neue Empfehlung Vorhoffimmer-Guidelines
2012

K/

% Bei jedem Patienten > 65 Jahre Puls palpieren
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CHA,DS,-VASc Score

Risk factor Score

Congestive heart failure/LV dysfunction |

Hypertension I

Age >75 2

Diabetes mellitus |

Stroke/TIA/thrombo-embolism 2

Vascular disease? |

Age 65-74 |

Sex category (i.e. female sex) I

Maximum score 9

a Vascular disease: Prior MI, peripheral arterial disease, aortic plaque

ESC Guidelines: Camm AJ et al. Eur Heart J, 2010 || griversitatsspital



Blutungsrisiko

HAS-BLED Risk Score

Letter| Clinical characteristic® Points awarded
H [ Hypertension I
Yy
S | Stroke |
B | Bleeding I
L [ Labile INRs I
E | Elderly (e.g.age >65 years) |
D | Drugs or alcohol (I point each) | or 2

Maximum 9 points

> 3: high risk for bleeding

Pisters R, Chest 2010 |-
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CHA,DS,-VASc

Recommended

Risk category score antithrombotic therapy
One ‘major’ risk
Sy I
factor or >2 c||n'|ca,||y 59 OAC?
relevant non-major
risk factors
Either OAC? or
One ‘clinically relevant aspirin 75-325 mg daily.
non-major’ risk factor Preferred: OAC rather
than aspirin.
Either aspirin 75—
325 mg daily or no
IR 0 antithrombotic therapy.

Preferred: no
antithrombotic therapy
rather than aspirin.

ESC Guidelines: Camm AJ et al. Eur Heart J, 2010
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Zellulare Hamostase
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NOACs werden Vit K-Antagonisten ersetzen

,1he NOACs offer better efficacy, safety, and convenience compared
with OAC with VKAs. Thus, where an OAC is recommended, one of the
NOAC:s - either a direct thrombin inhibitor (dabigatran) or an oral factor
Xa inhibitor (e.g. rivaroxaban, apixaban) - should be considered instead
of adjusted-dose VKA (INR 2 — 3) for most patients with AF.”

Recommendations for prevention of thromboembolism in non-valvular AF—NOACs

When adjusted-dose VKA (INR 2-3) cannot be used in a patient with AF where an OAC is recommended, due to

difficulties in keeping within therapeutic anticoagulation, experiencing side effects of VKAs, or inability to attend or
undertake INR monitoring, one of the NOACs, either:

* a direct thrombin inhibitor (dabigatran); or
« an oral factor Xa inhibitor (e.g. rivaroxaban, apixaban)®
... Is recommended.

Where OAC is recommended, one of the NOACs, either:
* a direct thrombin inhibitor (dabigatran); or
* an oral factor Xa inhibitor (e.g. rivaroxaban, apixaban)y

... should be considered rather than adjusted-dose VKA (INR 2-3) for most patients with non-valvular AF, based
on their net clinical benefit.

3,4,70,82

ESC guidelines on AF, focused update 2012 -)I- LBJ:;:?’Si‘é‘SSP“a'



Schweizerischer Gerinnungshemmungsausweis

Art der Blutgerinnungshemmung

Sc hwe izerisc h e Orale Antikoagulation (Gerinnungshemmer)
. -
"» - Herzstiftun

Vitamin-K-Antagonisten (VKA) Ziel INR
Aktiv gegen Herzkrankheiten und Hirnschlag 7 |MedhamertWiscstofl [ Marenane Behandung:begien |Betumdiungiends

Phenprocuomon | Marcoumar
Acenocumaral Sntrony
Warfann

G e ri n n u ngs h e m m u n g s- Nicht-Vitamin-K-abhangige orale Antikoagulanzien (NOAK) /

Non-vitamin K oral anticoagulants
-

Auswels 7 [uetharerowincich [isemare. Jooueun | [psdingbegrn |Seberderg
Apixabar Eliquis’
Dabigatran Pradaxa

fir Patientinnen und Patienten unter Edoaben S

a Rivaronaban Xarelto
oraler Antikoagulation oder

Thrombozytenaggregationshemmung

Thrombozytenaggrega h 1 (Plattchenhemmer)

= | Jooumns  [ochntingbegen [setandurgiense
ASS 8. Aspirin
Clopidogrel 2.8, Plavix
Prasugrel Efient®
Ticagredor Brilique
Andere
Eiginzung
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Mein Patient kann nicht antikoaguliert werden !

Rolle des Vorhofsohrverschlusses
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