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Fibrillation atriale
A-t-on toujours besoin du cardiologue ?
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EY 65 ans - HTA, UGD
Consultation samedi matin :

palpitations, malaise, faiblesse générale

« Il a pris une cuite la velille,
comme tous les week-ends »
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Est-ce que qu'appeler le
cardiologue est realiste ?
\_ 4

4 N

EY 66 ans — HTA, UGD
Consultation samedi matin :
palpitations, malaise, faiblesse générale
« Il a pris une cuite la velille,
comme tous les week-ends »
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1 million de francgais
en FA

Gabet, BEH, 2021



AF cases (millions)
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Projected increase in AF prevalence
among elderly in EU 2016-2060
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GLOBAL PREVALENCE OF AF |
(globally, 43.6 million individuals had prevalent AF/AFL in 2016) LIFETIME RISK for AF
= 1 in 3 individuals

Age-standartized global
prevalence rates of atrial
fibrillation per 100000

B <600

600-699

of European ancestry
at index age of 55 years
‘)’ 37.0% (34.3% to 39.6%)




u’est ce que le cardiologue peut faire
ue l'urgentiste ne pourrait pasfaire ?
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Traitement | | Evaluation Diagnostic

Qu’est ce que le cardiologue peut faire
gue l'urgentiste ne pourrait pasfaire ?
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@ RS E European Heart Journal (2024) 00, 1-101 ESC GUIDELINES

European Society https:/doi.org/10.1093/eurheartj/ehae176
of Cardiology

| L
2024 ESC Guidelines for the management
of atrial fibrillation developed in collaboration

1 with the European Association L.

for Cardio-Thoracic Surgery (EACTYS)
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EJ C,F U4/XCLb\r EJ C,FU/XC

Avoid stroke and thromboembolism

Risk of Use locally-validated
thrombo- |—»  riskscore —

Choice of Assess Prevent

embolism or CHA DS,-VA anticoagulant bleeding risk bleeding

OAC if CHA DS,-VA
score = |
(Class lla)

>70% IN :ange;
Class

Ue"ugzg'ec\gi gti



\ 4
Step 2
Consider stroke prevention (ie. OAC) in all AF patients with
CHA,DS,-VASc =1 (male) or 22 (female)
Address modifiable bleeding risk factors in all AF patients.
Calculate the HAS-BLED score.

If HAS-BLED =3, address the modifiable bleeding risk factors
and ‘flag up’ patient for regular review and follow-up.
High bleeding risk scores should not be used
as a reason to withhold OAC.

v

CHA DS -VASc )

| |
=1 (male) or =2 (female) >2 (male) or 23 (female)
v v
OAC should be considered OAC is recommended
(Class Ila) - (Classiy)
v v
Step 3 Begin NOAC (or VKA with high time
in therapeutic range?)
NOACs generally recommended
as first line therapy for OAC

CHADS2 — VASc Score

O>» IO

P <

Sc

Congestive Heart Failure

Hypertension (>140/90 mmHg)

Age > 75

Diabetes Mellitus

Prior TIA or stroke

Vascular disease (M, aortic plaque etc)
Age 65-74

Sex category (Female = 1 pt)

=R R N RN R R




@ ESC European Heart Journal (2020) 00, 1—125 ESC GUIDELINES @ ESC European Heart Journal (2024) 00, 1-101 ESC GUIDELINES

European Society doi:10.1093/eurheartj/ehaa612 Euro i i i
i o pean Society -//doi. .
of Cardiology of Cardiology https://doi.org/10.1093/eurheartj/ehae176

2020 ESC Guidelines for the diagnosis and 2024 ESC Guidelines for the management
management of atrial fibrillation developed in of atrial fibrillation developed in collaboration
collaboration with the European Association of with the European Association
Cardio-Thoracic Surgery (EACTYS) for Cardio-Thoracic Surgery (EACTS)
Recommendations in 2020 version Class* Level® Recommendations in 2024 version Class®* Level®

Section 6.7—Bleeding risk

For a formal risk-score-based assessment of bleeding Assessment and management of modifiable bleeding

risk, the HAS-BLED score should be considered to help
address modifiable bleeding risk factors, and to identify
patients at high risk of bleeding (HAS-BLED score >3)

for early and more frequent clinical review and

risk factors is recommended in all patients eligible for

I oral anticoagulation, as part of shared decision-making
a
to ensure safety and prevent bleeding.

follow-up.



v

Step 2
Consider stroke prevention (ie. OAC) in all AF patients with
CHA2DS,-VASc =1 (male) or 2 (female)
Address modifiable bleeding risk factors in all AF patients.
Calculate the HAS-BLED score.

If HAS-BLED =3, address the modifiable bleeding risk factors
and ‘flag up’ patient for regular review and follow-up.
High bleeding risk scores should not be used
as a reason to withhold OAC.

v

CHA,DS,-VASC

l |
=1 (male) or =2 (female) >2 (male) or >3 (female)

v v

OAC should be considered ‘ OAC is recommended \

(Class lla)
v
Step 3 Begin NOAC (or VKA with high time
in therapeutic range?)
NOACs generally recommended
as first line therapy for OAC

@Esc

de logy

European Heart Journal (2020) 00, 1—125
S ciety doi:10.1093/eurheal ]/h 2612

ESC GUIDELINES

2020 ESC Guidelines for the diagnosis and
management of atrial fibrillation developed in
collaboration with the European Association of
Cardio-Thoracic Surgery (EACTS)
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CHA2DS2-VASc Score HAS-BLED Score

Congestive heart failure/LV 1 Hypertensioni.e. uncontrolled BP 1

dysfunction

Hypertension 1 Abnormal renal/liver function 1o0r2

Aged =70 years 2 Stroke 1

Diabetes mellitus 1 Bleeding tendency or predisposition 1

Stroke/TIA/TE 2 Labile INR 1

Vascular disease [prior Ml, PAD, or 1 Age (e.g. >69) 1

aortic plaque]

Aged 65-74 years 1 Drugs (e.g. concomitant aspirin or 1
NSAIDSs) or alcohol

Sex category [i.e. female gender] 1

Maximum score 9 9







Risque hémorragique : N=68.306

12 %lan

10%

8%

6%

4%

2 H
M
0 1 2 3 4 5 6 7 8 9

Friberg, Circulation, 2012




Risque hémorragique : N=68.306
owan  RISQUE Ischemique : N=90.706

10%

8%
uI u I
|
0 1 2 3 { 8

0 %
4 5 6

9

CHA,DS,-VASC Friberg, Circulation, 2012



Atrial fibrillation
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Avoid stroke and

thromboembolism _

« Primary care

- Cardiology

* Neurology

* Nursing care

* Anticoagulation
services

- e-Health

Reduce symptoms
by rate and
rhythm control .

+ Primary care

+ Cardiology

+ Electrophysiology
+ Cardiac surgeons
+ e-Health
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Atrial fibrillation
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Reduce symptoms
by rate and
rhythm control .

+ Primary care

+ Cardiology

+ Electrophysiology
+ Cardiac surgeons
+ e-Health
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Patient with first-diagnosed AF

l

v

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

l

Initial rate control
(Class I)

!

[ Y — LVEF <40% -—ﬂl

Beta-blocker Beta-blocker, digoxin,
or digoxin diltiazem or verapamil
(Class 1) (Class 1)
Combination Combination
rate control therapy rate control therapy
(Class lla) (Class lla)
|8 J

4

Cardioversion of symptomatic
persistent AF
(Class I)

Wait-and-see if sinus rhythm
restores spontaneously <48 h
(Class lla)

— ¥ - Haemodynamically stable

—®—

Electrical cardioversion
(Class I)

v

A

4

Patient with paroxysmal AF
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Patient with first-diagnosed AF

!

Haemodynamically stable
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Patient with first-diagnosed AF

l

v

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

l

Initial rate control
(Class I)

!

[ Y — LVEF <40% -—ﬂl

Beta-blocker Beta-blocker, digoxin,
or digoxin diltiazem or verapamil
(Class 1) (Class 1)
Combination Combination
rate control therapy rate control therapy
(Class lla) (Class lla)
|8 J

4

Cardioversion of symptomatic
persistent AF
(Class I)

Wait-and-see if sinus rhythm
restores spontaneously <48 h
(Class lla)

— ¥ - Haemodynamically stable

—®—

Electrical cardioversion
(Class I)

v

A

4

Patient with paroxysmal AF
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v

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

4

l

Initial rate control
(Class I)

!

Y — LVEF

Beta-blocker
or digoxin
(Class 1)

Combination
rate control therapy
(Class lla)

L

<40%

Patient with first-diagnosed AF

l

Haemodynamically stable

—®

Beta-blocker, digoxin,
diltiazem or verapamil
(Class 1)

Combination
rate control therapy
(Class lla)

J

¥

Cardioversion of symptomatic
persistent AF
(Class [)

Wait-and-see if sinus rhythm
restores spontaneously <48 h
(Class lla)

—®—

v

Electrical cardioversion
(Class I)

v

Patient with paroxysmal AF

}

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

l

Rate control target = resting heart rate <I 10 b.p.m. (lenient control),
with stricter control with continuing symptoms
(Class lla)

l

LVEF <40%

I —*

Beta-blocker Combination Beta-blocker, digoxin, Combination

or digoxin > rate control therapy diltiazem or verapamil >  rate control therapy

(Class I) (Class lla) (Class 1) (Class lla)

t J
4
Shared decision-making on rhythm control
(Class 1)
Antiarrhythmic drug therapy
Stable HFmrEF Ab
HFrEF (LVEF 41-49%), o R e
(LVEF <40%) coronary heart disease, di
\ isease
valvular heart disease
I ! I ,

" Amiodarone or Dronedarone, flecainide .
Amiodarone Catheter ablation?
(Class I) dronedarone or propafenone (Class I)
(Class 1) (Class I)
Sotalol Sotalol
(Class IIb) (Class I1b)
1 J

{

Recurrence of AF symptoms

I

Shared decision-making

(Class 1)
If failed antiarrhythmic If failed catheter
drug therapy ablation
} ‘ 7 1
Catheter ablation Re-do catheter ablation Surgical/hybrid ablation Antiarrhythmic drug
(Class I (Class lla) (Class llb) therapy (see above)

@ESC

@ESc
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by rate and
rhythm control .

+ Primary care

+ Cardiology

+ Electrophysiology
+ Cardiac surgeons
+ e-Health
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Atrial fibrillation

Q %gent'cent,-ed

Avoid stroke and
thromboembolism

« Primary care

- Cardiology

* Neurology

* Nursing care

* Anticoagulation
services

- e-Health
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Avoid stroke and thromboembolism

Risk of Use locally-validated .
thrombo- —»  riskscore —» Choice of Assess Prevent
amibolism or CHA DS -VA anticoagulant bleeding risk bleeding
2 2

OAC if CHA,DS,-VA
score = |
(Class lla) (Class I)

>70% INR range;

(Class lla)
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Antiagregant plaquettaire %

{ Anticoagulant k

Gestion risque hémorragique k

Anti-arythmique #

Filiere cardiologie k

-
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Comorbidity
and risk factor
management

+ Lifestyle help

« Primary care

- Cardiology

+ Internal medicine
+ Nursing care

+ Other

Atrial fibrillation
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Avoid stroke and
thromboembolism

+ Primary care

- Cardiology

* Neurology

* Nursing care

+ Anticoagulation
services

+ e-Health
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Reduce symptoms
by rate and
rhythm control

« Primary care

- Cardiology

+ Electrophysiology
+ Cardiac surgeons
+ e-Health

Evaluation and
dynamic
reassessment

+ Primary care
- Cardiology

+ Pharmacy

+ Nursing

« Family/carers
+ e-Health
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E S C 4 Eurcpean Heart Journal (2024) 00, 1-101
European Society https://doi.org/10.1093/eurheartjlehae176

7a)

ESC GUIDELINES |

@ESc

e N e L I I P e

of Cardiology

2024 ESC Guidelines for the management

of atrial fibrillation developed in collaboration
1 with the European Association

for Cardio-Thoracic Surgery (EACTYS)
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7 (6-11)
'
0 (0-2) tasses/jour

Caffeinated Coffee Consumption or Abstinence to Reduce Atrial
Fibrillation

The DECAF Randomized Clinical Trial

Wong, JAMA Intern Med, Nov 2025



Coffee Coffee
consumption abstinence

100 Patients 100 Patients

Rate of recurrence of AF or
atrial flutter over 6 months

' 47% . {64%

Wong, JAMA Intern Med, Nov 2025



7 (6-11)
'
0 (0-2) tasses/jour

V.

16 vs 13 verres/semaine
VS
17 vs 2 verres/semaine



Voskoboinik, NEJM, 2020

9
o
= c 0.75-
= O
O =
O ©
o =
© 5 Abstinence
E i 0.50- —
Cw®
ol
=3
.§ © 0.25- Control
o P—0.005
0.00 . I I I I |
0 30 60 90 120 150 180
Days of Follow-up
No. at Risk
Abstinence 70 61 49 43 37 34 33
Control 70 51 36 28 22 19 18
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