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Recommendations for oral anticoagulation in atrial fibrillation @ESC

Recommendations Class Level
Direct oral anticoagulants are recommended in preference to VKAs to prevent ischaemic stroke

and thromboembolism, except in patients with mechanical heart valves or moderate-to-severe
mitral stenosis.

A target INR of 2.0-3.0 is recommended for patients with AF prescribed a VKA for stroke
prevention to ensure safety and effectiveness.

Switching to a DOAC is recommended for eligible patients that have failed to maintain an
adequate time in therapeutic range on a VKA (TTR <70%) to prevent thromboembolism and | B
intracranial haemorrhage.

Keeping the time in therapeutic range above 70% should be considered in patients taking a VKA

to ensure safety and effectiveness, with INR checks at appropriate frequency and patient- lla

Maintaining VKA treatment rather than switching to a DOAC may be considered in patients aged
>75 years on clinically stable therapeutic VKA with polypharmacy to prevent excess bleeding

A reduced dose of DOAC therapy is not recommended, unless patients meet DOAC-specific
criteria, to prevent underdosing and avoidable thromboembolic events.

2024 ESC Guidelines for the management of atrial fibrillation
(European Heart Journal; 2024 — doi: 10.1093/eurheartj/ehael76)



Important Benefits of Novel OACS Over

W o e

Predictable e Simplified, fixed

T§ No need for routine
/ coagulation monitoring

“ anticoagulation 7 dosing regimen

Less Less impact on Improved
labour-intensive patients’ daily life compliance
Reduced Improved Improved
administrative QoL benefit-risk
costs profile

1. Ansell J et al. Chest. 2004;126(3):204S-233S; 2. Mueck W et al. Int J Clin Pharmacol Ther. 2007;45(6):335-344;

3. Mueck W et al. Clin Pharmacokinet. 2008;47(3):203—-216; 4. Mueck W et al. Thromb Haemost. 2008;100(3):453—-461;

5. Raghavan N et al. Drug Metab Dispos. 2009;37(1):74-81; 6. Shantsila E, Lip GY. Curr Opin Investig Drugs. 2008;9(9):1020-1033.
ANLITMAO1.2017.2136
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Procedure eletiriche e FA

» Cardioversione elettrica
» Ablazione della FA




Cardioversione elettrica




The efficacy of anticoagulant prophylaxis in connection with electrical
cardioversion of AF

Objective: to elucidate whether treatment with orally administered anticoagulant agent is
desirable in connection with conversion of atrial fibrillation
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Comparative

La terapia anticoagulante profilattica & chiaramente indicata prima e dopo i tentativi di
cardiovertire la fibrillazione atriale nei pazienti con una storia di precedenti episodi embolici

Bjerkelund CJ, Am J Cardiol. 1969;23:208-16 AN-LITMA.O1.2017.2136



2024 ESC Guidelines for the management

of atrial fibrillation developed in collaboration
with the European Association

for Cardio-Thoracic Surgery (EACTYS)

Developed by the task force for the management of atrial fibrillation of the
European Society of Cardiology (ESC), with the special contribution of the
European Heart Rhythm Association (EHRA) of the ESC.

Endorsed by the European Stroke Organisation (ESO)

General principles and anticoagulation—S5ection 7.1.1

Direct oral anticoagulants are recommended in preference to VICAs in eligible patients with AF undergoing cardioversion for
thromboembolic risk reduction.

Cardioversion of AF (either electrical or pharmacological) should be considered in symptomatic patients with persistent AF as part of a
rhythim control approach.

A wait-and-see approach for spontaneous conversion to sinus rhythm within 48 h of AF onset should be considered in patients without
haemodynamic compromise as an alternative to immediate cardioversion.

Implementation of a rhythm control strategy should be considered within 12 months of diagnosis in selected patients with AF at risk of
thromboembalic events to reduce the risk of cardiovascular death or hospitalization.

Early cardioversion is not recommended without appropriate anticoagulation or transoesophageal echocardiography if AF duration is
longer than 24 h, or there is scope to wait for spontaneous cardioversion.
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Recommendation Table 15 — Recommendations for
general concepts in rhythm control (see also Evidence

Table 15)

Recommendations
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Cardioversion for atrial fibrillation

|
o Haemodynamically stable be‘l

Emergency electrical cardioversion

(Class I}

I

Check OMC status as soon as

possible and proceed to last step
Check OAC status ’—1
Already on therapeutic OMC
for minimum 3 weeks

Mot already on QAC

I

Suitable for

wait-and-ses Cardioversion
approach cannat wait
(Class lla)

I I

_ For- 2t lest 3 ’ Initiation of DOAC
Plarmsxcologicl Wart-and-0e before scheduled (O VKA LMWH,
. or electrical approach kl_: cardi Lo E:::::d::;
cardioversion rsiion (adherence to cardi )
{Class Ila) canve DOACs or {ONETSION 25
(Class |la) INR 22,0 for VKAs) soon as possible
{Class I) (Class lla)
E'E:f":i‘:e":sﬂd Check current AF
# nasded episode duration
{ + :
AF onset <24 h AF onset 224 h or unknown
Pharmacological or TOE guided cardioversion
electrical cardioversion (Class I)

Decide on continued OAC post-cardioversion

Short-term OAC after cardioversion (4 weeks) for all patients, even i'FCHA.]DSE-VA =0
(optional if AF onset definitely <24 h and low thromboembolic risk)
Long-term OAC for all patients according to thromboembolic risk assessment
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DOAC post cardioversione

» A futti per 4 settimane
» Anche CHAD2DS2 VA 0 o]
» Sola eccezione se CHAD2DS2VA 0 e inizio <24 ore

» Alungo termine in base al rischio fromboembolico se CHAD2DS2VA> 1
0>2



Table 10 Updated definitions for the CHA;DS,-VA score

CHA;DS5,;-VA component

C Chronic heart failure

H  Hypertension

A Age 75 years or above

D Diabetes mellitus

S Prior stroke, TIA, or arterial
thromboembolism

A Vascular disease

A Age 65-74 years

BP, blood pressure; CAD, coronary artery disease; CHAzDSs-VA, chronic heart failure, hypertension, age >75 years (2 points), diabetes mellitus, prior stroke/transient ischaemic attack/
arterial thromboembelism (2 points), vascular disease, age 6574 years; HFmrEF, heart failure with mildly reduced ejection fraction; HFpEF, heart failure with preserved ejection

Definition and comments

Symptoms and signs of heart failure (irrespective of LVEF, thus including HFpEF, HFmrEF, and
HFrEF), or the presence of asymptomatic LVEF <40%.%%"%*

Resting blood pressure >140/90 mmHg on at least two occasions, or current antihypertensive
treatment. The optimal BP target associated with lowest risk of major cardiovascular events is

120-129/70-79 mmHg (or keep as low as reasonably achievable).'***%*

Age is an independent determinant of ischaemic stroke risk.”*

Age-related risk is a continuum,
but for reasons of practicality, two points are given for age =75 years.

Diabetes mellitus (type 1 or type 2), as defined by currently accepted criteria,?®® or treatment
with glucose lowering therapy.

Previous thromboembolism is associated with highly elevated risk of recurrence and therefore
weighted 2 points.

Coronary artery disease, including prior myocardial infarction, angina, history of coronary
revascularization (surgical or percutaneous), and significant CAD on angiography or cardiac
imaging.zw

OR

Peripheral vascular disease, including: intermittent claudication, previous revascularization for PVD,
percutaneous or surgical intervention on the abdominal aorta, and complex aortic plague on
imaging (defined as features of mobility, ulceration, pedunculation, or thickness =4 mm).”*%*%°

1 point is given for age between 65 and 74 years.

fraction; HFrEF, heart failure with reduced ejection fraction; LVEF, left ventricular ejection fraction; PYD, peripheral vascular disease.

*In addition to these factors, other markers that modify an individual's risk for stroke and thromboembolism should be considered, including cancer, chronic kidney disease, ethnicity (black,

Hispanic, Asian), biomarkers (troponin and BNP), and in specific groups, atrial enlargement, hyperlipidaemia, smoking, and obesity.
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Figure 4

[R] Pathway for
patients with first-
diagnosed atrial
fibrillation

Patient with first-diagnosed AF
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2024 ESC Guidelines for the management of atrial fibrillation
(European Heart Journal; 2024 — doi: 10.1093/eurheartj/ehael76)



Figure 5
[R] Pathway for
patients with
paroxysmal atrial
fibrillation

Patient with paroxysmal AF
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2024 ESC Guidelines for the management of atrial fibrillation
(European Heart Journal; 2024 — doi: 10.1093/eurheartj/ehael76)



Figure 6
[R] Pathway for
patients with

persistent atrial
fibrillation

Patient with persistent AF
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2024 ESC Guidelines for the management of atrial fibrillation
(European Heart Journal; 2024 — doi: 10.1093/eurheartj/ehael76)
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FIGURE | Mats-Analyiis of DOAL Yarius VKA for Cardiavariion of AF
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Ablazione transcatetere

Recommendation Table 20 — Recommendations for
anticoagulation in patients undergoing catheter ablation
(see also Evidence Table 20)

Recommendations Class®  Level®

Initiation of oral anticoagulation is recommended at
least 3 weeks prior to catheter-based ablation in AF

> 3 SeTﬁmO ne primo patients at elevated thromboembolic risk, to prevent

peri-procedural ischaemic stroke and
H H thromboembolism. "
> 2 meSI dopo O TUTTI Unintarrupted oral anticoagulation is recommended
. . in patients undergoing AF catheter ablation to
» A lungo termine dipende da CHAD2SVA2 score A
thromboembolism, %5
Continuation of oral anticoagulation is
recommended for at least 2 months after AF ablation
in all patients, irrespective of riythm outcome or
CHA;DS,-VA score, to reduce the risk of
peri-procedural ischaemic stroke and
thromboemibolism 35444

Continuation of oral anticoagulation is

recommended after AF ablation according to the

patient's CHA,;D5;-YA score, and not the perceived c
success of the ablation procedure, to prevent

ischaemic stroke and thromboembolism.**

Cardiac imaging should be considered prior to

catheter ablation of AF in patients at high risk of

tschaemic stroke and thromboembolism despite lia

taking oral anticozgulation to exclude

thrombus, 517550

© ESC A4

AF, atrial fibrillatieon; CHA:DE:-VA, congestive heart failure, hypertension, age =75 years (2
poants),  diabetes  mellites,  prior stroeeftrargient  ichaermic  attack'artesial



Anticoagulation in patients undergoing catheter ablation—Section 7.2.6

Uninterrupted oral anticoagulation is recommended in patients undergoing AF catheter ablation to prevent peri-procedural ischaemic
stroke and thromboembolism.

#7

©.)
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Endoscopic and hybrid AF ablation—Section 7.1.7

or hybrid AF ablation, independent of rhythm outcome or LAA exclusion, to prevent ischaemic stroke and thromboembaolism.

Endoscopic and hybrid ablation procedures should be considered in patients with symptomatic persistent AF refractory to AAD therapy to

prevent symptoms, recurrence, and progression of AF, within a shared decision-making rhythm control team of electrophysiclogists and lla
SUNFEarns.

Continuation of oral anticoagulation is recommended in patients with AF at elevated thromboembalic risk after concomitant, endoscopic, - c
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transcatetere per fibrillazione atriale (FA), come dimostra lo
studio OPTION.

ridotto il rischio di emorragia, garantendo al contempo
un'efficacia non inferiore in termini di rischio di morte per tutte

le cause, ictus o embolia sistemica in 3 anni di follow-up _ o _ o
Arruolando una popolazione a basso rischio con bassi tassi di

eventi, "probabilmente si trovera la non inferiorita

"in una popolazione sottoposta ad ablazione con un punteggio
CHA, DS, -VASc di almeno 2 negli uomini e di almeno 3 nelle
donne, e ragionevole prendere in considerazione la chiusura
dell'auricola sinistra", ha detto Wazni a TCTMD, "invece di
continuare l'anticoagulazione orale".
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