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AF & Symptoms

Atrial
Fibrillation

: Asymptomatic
Symptomatic ymp
or Silent
palpitations, dyspnea, fatigue,
angina, dizziness, syncope not perceived at all by the

patient



Total EHRAI EHRAII EHRAII EHRAIV
(%) (%) (%) (%)

N*of 3119 1237 963 746 173
Patients (39.7%)) ((30.9%)) (23.9%) (5.5%)

Boriani G et al. Am J Med. 2015 May;128(5):509-18



ASymptOmath AF / Detection Methods

Standard-12 lead ECG

24-h / 7-d Holter monitoring

In-hospital telemetry

Mobile continuous outpatient telemetry

Event recorder / Intermittent TTEM

Blood pressure monitors (Microlife, Omron)
Smartphone devices monitors (AliveCor x iPhone)

External & Implantable loop recorder
PM - ICD Device memory



Prevalence of Asymptomatic AF

Clinical Settings Percent

Incidental finding at standard ECG 16-25
ECG

Pts treated with AADs 56-70

TTEM -
PM — ICD - CRT devices recipients 51-74

Device memory

Pts with criptogenetic 1schemic stroke 0-42
HM - ILR

Pts after AF ablation
HM - MCOT - PM/ICD - 1ILR

Raviele A. CircArrhythmElectrophysiol 2015; 8: 249-251



The prevalence of asymptomatic AF varies in the different clinical settings and ranges from 0-31% in post-ablation period to 51-74% in PM-ICD recipients. 


Silent AF / Main Issues




2003

2005

2009

2009

2012
2012

Trial
Ancillary MOST*’

Italian AT500

Registry®”
Botto et al™

TRENDS™

Home Monitor CRT
ASSERT""

patients
i

725
568
2486

560
2580

Duration of
follow-up

27 months (median)
22 months (median)
1 year {mean)

1.4 years (mean)

370 days {median)
2.5 years (mean)

AF = atrial fibrillation; TE = thromboembolic event.

Atrial rate
cutoff

> 220 bpm
> 174 bpm
> 174 bpm
>175 bpm

> 180 bpm
>190 bpm

AF burden Hazard ratio
threshold for TE event

5 minutes 6.7 (P = .020)
24 hours 3.1 (P = .044)

CHADS, + AF  N/A
hurden

5.5hours (2.2 = .060)
3.8 hours = .006)
6 minutes S P =002)

Glotzer TV et al. Heart Rhythm 2014; Epub before Print

TE event rate
(below vs above
AF burden threshold)

3.2% overall
(1.30:’0 Vs SOfD)
1.2% annual rate

2.5% overall
(0.8°fn VS 50.1'0)
1.2% overall
(1.1% vs 2.4%)
2.0% overall
(Gﬁg"fu VS 1.69“)‘0)




Silent AF / Significance

It 1s not yet known what 1s the of asymptomatic
AF episodes or the of asymptomatic AF

burden that convey a substantial risk.



Table 4 Summary of studies on AF detected by dual-chamber cardiac implantable electronic devices and thromboembolic risk

2003

2005

2009

2009

2012
2012

Trial

Ancillary MOST*’

Italian AT500
Registry™”

Botto et al™

TRENDS™"

Home Monitor CRT
ASSERT""

No. of Duration of Atrial rate AF burden Hazard ratio
patients  follow-up threshold for TE event

312 27 months (median) - 6.7 (P = .020)

725 22 months (median) 3.1 (P = .044)

568 1 year (mean) CHADS, + AF  N/A
burden
2486 1.4 years (mean) : 5.5 hours 2.2 (P = .060)

560 370 days {median) >180 bpm 3.8 hours
2580 2.5 years (mean) >190 bpm 6 minutes

AF = atrial fibrillation; TE = thromboembolic event.

Glotzer TV et al. Heart Rhythm 2014; Epub before Print

TE event rate
(below vs above
AF burden threshold)

3.2% overall
(1.30:’0 Vs SOfD)
1.2% annual rate

2.5% overall
(0.8°fn VS 50.1'0)
1.2% overall
(1.1% vs 2.4%)
2.0% overall
(Gﬁg"fu VS 1.69“)‘0)




Silent AF & Stroke

Direct cause of stroke

Marker of an increased risk



Table 5 Temporal relationship of device-detected AF to thromboembolic events

No. of patients  Definition Any AF detected  AF detected only No AFin 30 days  Any AF in 30 days
with TE event of AF episode before TE event after TE event before TE event before TE event

2011 TRENDS™ 40 5 minutes 20/40 (50%) 6,/40 (15%) 29/400(73%)
2014  ASSERT™ 51 6 minutes 18/51 (35%) 8/51 (16%) 47/51(92%)
2014 IMPACT®® 69 36/48 atrial beats 20/69 (29%) 9/69 (13%) 65/69) (94%)

AF = atrial fibrillation; TE = thromboembolic event.

Glotzer TV et al. Heart Rhythm 2014; Epub before Print



Silent AF / Main Issues

e Clinical / prognostic significance



Asymptomatic AF / Therapy
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Asymptomatic AF / Need for OAC

However, whether pts with subclinical AF have to be

anticoagulated currently remains an

Indeed, using OAC

have been performed 1n this field to date.



Randomized trial of atrial arrhythmia
monitoring to guide anticoagulation in patients
with implanted defibrillator and cardiac

resynchronization devices

David alcolm M. Bersohn?, Albert L. Waldo?3, Mark S. Wathen?,
Wassim K-Cioucair?®, Gregory Y.H. Lip®, John Ip’, Richard Holcomb?, Joseph G. Akar?,

and Jonathan L. Halperin'%*, on behalf of the IMPACT Investigators

Eur Heart J 2015; 36: 1660-1668



IMPACT / Study Hypothesis

The trial was designed to test the hypothesis that

would reduce the rate of stroke and major bleeding

compared to conventional clinical management.



Primary Outcome Events

(Stroke, systemic embolism or major bleed)
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P=0.777

I [
2 3

N. Events Time (years)

Control 1361, 0 928, 27 543, 43 228, 57
ntervention 1357, 0 906, 28 538, 49 214, 59
Martin DT, et al. Eur Heart J 2015; 36: 1660-1668
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Cosa non fare (1)

elettrocardiografico  per
documentare una FA asintomatica nella
: ad esempio, soggetti
giovani (<65 anni), non cardiopatict € senza fattorr di
rischio CV tradizionali.

La probabilita di trovare una FA occulta, in tali categorie
di soggetti, ¢ troppo bassa per giustificare 1 costi dello

screening:



Cosa non fare (2)

elettrocardiografico di massa nei
: ad esempio,
soggetti con CHA,DS,-VASc <2.

In questi soggetti 1l riscontro di FA asintomatica non
giustificherebbe, in ogni caso, un trattamento con farmaci
anticoagulanti orali, dato che 1l di
questi farmaci € quando 1l rischio
trombeembolico € basso.



Cosa non fare (3)

(vedi,
ad esempio, Holter ripetuti, loop recorder esterni o

impiantabili) per sceening di massa in

Ci0 genererebbe : Il
cosiddetto screening opportunistico (palpazione del polso
ed ECG solo 1n caso di riscontro di polso irregolare) si €
dimostrata una strategia economica ed efficace.



Cosa non fare (4)

sulla base del
semplice riscontro di
, heppure 1In soggetti a rischio
tromboembolico medio-elevato (con 1'unica eccezione
probabilmente de1 pazienti con stroke criptogenetico).

Al momento, infatti,

associato a un rischio significativamente
aumentato di stroke 1schemico che giustifichi 1 rischi e 1
costi della terapia anticoagulante orale



Cosa non fare (5)

In soggetti con
episodi di FA asintomatica, anche se di durata prolungata
o frequentemente recidivanti,

(CHA,DS,-VASc <2); al tempo stesso non
escludere dal processo decisionale 1 pazienti a rischio
tromboembolico medio-elevato (CHA,DS,-VASc 22)

ma informarli e tener conto della loro preferenza.

Al momento, infatti,
della

terapia anticoagulante orale in pazienti con FA occulta.



Cosa non fare (6)

(tipo “‘pill-in-the-pocket”) guidata dalla

al monitoraggio
elettrocardiografico continuativo: inizio della terapia in
caso di riscontro della FA e sospensione della stessa
dopo un mese dalla sua scomparsa.

Lo studio IMPACT ha dimostrato la

, almeno con 1l warfarin che ha un’azione
lenta ad instaurarsi e lenta a terminare. Non sappiamo se
1 NOACGC:s possano dare risultati migliori al riguardo.
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