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The Escalating Burden
of Atrial Fibrillation

Prevalence Clinical Impact Systemic Cost

380,000+ 5x Stroke Risk $1.5 Billion
Affected Annually

AF-related strokes

are more severe, 90,000
with higher mortality
and disability.
8-10%

19’3 s at 80+ —
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The Temporal Spectrum
of AF Classification

Phase 1:

First Detected

Newly identified,
regardless of
duration.

Setting:
GP / Emergency

. episodes, usually

Phase 3:
Persistent

Phase 2:
Paroxysmal

Self-terminating

<48 hours,
almost always
<7/ days.

Setting:
Ambulatory
Monitoring

Cardiology /
EP Referral

Phase 4:
Long-Standing

Continuous AF

>12 months with
an active rhythm
control strategy.

Setting:
EP Specialist
Management

Phase 5:
Permanent

Accepted by
patient and
clinician; rhythm
control
abandoned.

Setting:
GP / Specialist

Co-management




Diagnostic Hallmarks and

Ambulatory Modalities

The Acute Presentation

1. Absent P waves (replaced by low- 2. Irregularly irregular

amplitude fibrillatory 'f' waves) RR intervals
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Callout 3: ; Callout 4:

Narrow QRS complex Absence of an
(unless aberrant conduction) isoelectric baseline

-

The Monitoring Matrix

Symptom Frequency

Daily Symptoms

Weekly Symptoms

Monthly Symptoms

Infrequent /
Cryptogenic Stroke

Diagnostic Modality

24-48-hour Holter
(1-2 days)

Extended Holter [/ 7-day
patch (7-14 days)

Event recorder (external,
up to 30 days)

Implantable loop recorder
(ILR, up to 3 years)



The Standardized Diagnostic Workup

v

v

ﬁ Essential

(Every Patient)

ECG (confirm rhythm/ischaemia)

TFTs (hyperthyroidism is a
reversible cause)

Renal Function / eGFR
(determines DOAC dosing)

FBE (anaemia/thrombocytopaenia)

LFTs (baseline before
anticoagulation)

Electrolytes
(hypokalaemia/magnesaemia
triggers AF)

Available
(Clinical Direction)

/@%

v Transthoracic Echo / TTE
(LVEF, LA size, valvular disease)

v Transoesophageal Echo / TOE
(exclude LA/LAA thrombus
pre-cardioversion)

v CXR (pulmonary pathology)

@ Specialist
M—  (Advanced Planning)

v CT Cardiac / Cardiac MRI

(atrial fibrosis assessment,
pre-ablation mapping)

v Electrophysiology Study / EPS
(WPW accessory pathways)



Pillar A: Stroke Risk Stratification
(CHA,DS,-VASc)

Score 0 (Men) _ No Anticoagulation Needed

Vascular disease (+1) or 1 (Women) (Annual Reassessment)

Age 65-74 (+1)

The Score The Decision Logic

Congestive Heart Failure (+1) € Score 22 (Men)
Hypertension (+1) & or 23 (Women) Recommended
i . Calculate Individualised
Diabetes (+1) © Score 1(Men) —> Consideration
Stroke/TIA (+2) L+

©

©

L+

Sex female (+1) Crucial Alert: Antiplatelet monotherapy (aspirin) is NO LONGER

RECOMMENDED for stroke prevention in AF.




Bleeding Risk is a Trigger for Optimization,

Not a Barrier

HAS-BLED Score (>3 = High Risk):
v Hypertension (SBP>160)

~ Abnormal Renal/Liver function

v Stroke history

v/

v/

v/

Bleeding history
Labile INR

Elderly (>65)
Drugs/Alcohol

Actionable Pathways

v Control blood pressure.

v Discontinue
concomitant NSAIDs or

Paradigm Shift Box

A high HAS-BLED s
HAS‘IESB'I(.ED scora'shouldNOT antiplatelets.
Factors be used to withhold v Address excessive

anticoagulation. alcohol use.

v Trigger more frequent
clinical reviews.

Note for refractory cases: If absolute contraindication to OAC (e.qg., life-threatening
haemorrhage), refer for Left Atrial Appendage Occlusion (LAAO / Watchman™ device).



Anticoagulant Selection Matrix:

DOACs vs. Warfarin
Apixaban Rivaroxaban Dabigatran
(Eliquis®) (Xarelto®) (Pradaxa®)
5 mg BD. 20 mg daily with 150 mg BD.
Reduce to 2.5 mg BD evening meal. Reduce to 110 mg
if 2 of: >80yrs, Reduce to 15 mg if >80yrs or high
<60kg, Cr>133. if eGFR 15-49. bleed risk.

Avoid if eGFR <15. Avoid if eGFR <15. Avoid if eGFR <30.
Key Advantage:
Specific reversal agent

(idarucizumab)

Key Advantage: Key Advantage:
Lowest bleeding risk. Once-daily dosing.

Warfarin
(Coumadin®)

Target INR 2.0-3.0.

No renal dose
adjustment
(monitor frequently).

Key Advantage:

Mandatory for
mechanical valves.




Critical Contraindications: The Valvular AF Exception

The Evidence: JliER=7 0[N
trial was terminated early due
to excess thromboembolic

and bleeding events when
using dabigatran in
mechanical valve patients.

The Mandatory Solution: Warfarin remains the

absolute standard of care for Valvular AF.

- Target INR 2.0-3.0 for most mechanical aortic valves.
- Target INR 2.5-3.5 for mechanical mitral valves.

DOACs may be considered for bioprosthetic valves (23 months post-implant) or mild mitral stenosis.



Pillar B:

The Rate vs. Rhythm

Symptomatic AF Patient

Decision Tree

Rate Control

— T

Profile
Older, asymptomatic, or permanent AF

Early Rhythm Control
——————

Target

Lenient control (Resting HR <110 bpm) per the
RACE Il trial. Strict (<80 bpm) only if

Profile

Recently diagnosed (<12 months), younger,
symptomatic, tachycardia-mediated
cardiomyopathy.

symptoms persist.

Target
Restore and maintain sinus rhythm.

Note

AFFIRM trial showed no mortality benefit of
rhythm over rate control in established AF.
Achieving rate control does NOT replace
anticoaqulation.

Evidence

EAST-AFNET 4 trial demonstrated early rhythm
control significantly reduces cardiovascular
outcomes (stroke, HF, CV death).




























