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Lone AF
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Catheter ablation of atrial fibrillation and atrial 
fibrillation surgery (2)

Recommendations Class Level

AF ablation should be considered in symptomatic patients with AF and heart failure 
with reduced ejection fraction to improve symptoms and cardiac function when 
tachycardiomyopathy is suspected.

IIa C

AF ablation should be considered as a strategy to avoid pacemaker implantation in 
patients with AF-related bradycardia.

IIa C

Catheter or surgical ablation should be considered in patients with symptomatic 
persistent or long-standing persistent AF refractory to AAD therapy to improve 
symptoms, considering patient choice, benefit and risk, supported by an AF Heart 
Team.

IIa C

Minimally invasive surgery with epicardial pulmonary vein isolation should be 
considered in patients with symptomatic AF when catheter ablation has failed. 
Decisions on such patients should be supported by an AF Heart Team.

IIa B

Maze surgery, possibly via a minimally invasive approach, performed by an 
adequately trained operator in an experienced centre, should be considered by an AF 
Heart Team as a treatment option for patients with symptomatic refractory persistent 
AF or post-ablation AF to improve symptoms.

IIa C

Maze surgery, preferably biatrial, should be considered in patients undergoing 
cardiac surgery to improve symptoms attributable to AF, balancing the added risk of 
the procedure and the benefit of rhythm control therapy.

IIa A

Concomitant biatrial maze or pulmonary vein isolation may be considered in 
asymptomatic AF patients undergoing cardiac surgery.

IIb C
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Concomitant AF surgery
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Rhythm outcomes in patients undergoing surgical 
AF ablation compared to no ablation
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Rhythm outcomes in patients undergoing surgical 
AF ablation compared to no ablation

Effect of concomitant atrial fibrillation surgery in patients undergoing cardiac

surgery on permanent pacemaker implantation.
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Indications to ablation still strongly

subordinated to symptoms
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Catheter ablation of atrial fibrillation and atrial 
fibrillation surgery (1)

Recommendations Class Level

Catheter ablation of symptomatic paroxysmal AF is recommended to improve AF 
symptoms in patients who have symptomatic recurrences of AF on antiarrhythmic 
drug therapy (amiodarone, dronedarone, flecainide, propafenone, sotalol) and who 
prefer further rhythm control therapy, when performed by an electrophysiologist 
who has received appropriate training and is performing the procedure in an 
experienced centre.

I A

Ablation of common atrial flutter should be considered to prevent recurrent flutter as 
part of an AF ablation procedure if flutter has been documented or occurs during the 
AF ablation.

IIa B

Catheter ablation of AF should be considered as first-line therapy to prevent 
recurrent AF and to improve symptoms in selected patients with symptomatic 
paroxysmal AF as an alternative to antiarrhythmic drug therapy, considering patient 
choice, benefit, and risk.

IIa B

Catheter ablation should target isolation of the pulmonary veins using radiofrequency 
ablation or cryothermy balloon catheters.

IIa B

http://www.escardio.org/guidelines


www.escardio.org/guidelines European Heart Journal - doi:10.1093/eurheartj/ehw210

27

Catheter ablation of atrial fibrillation and atrial 
fibrillation surgery (1)

Recommendations Class Level

Catheter ablation of symptomatic paroxysmal AF is recommended to improve AF 
symptoms in patients who have symptomatic recurrences of AF on antiarrhythmic 
drug therapy (amiodarone, dronedarone, flecainide, propafenone, sotalol) and who 
prefer further rhythm control therapy, when performed by an electrophysiologist 
who has received appropriate training and is performing the procedure in an 
experienced centre.

I A

Ablation of common atrial flutter should be considered to prevent recurrent flutter as 
part of an AF ablation procedure if flutter has been documented or occurs during the 
AF ablation.

IIa B

Catheter ablation of AF should be considered as first-line therapy to prevent 
recurrent AF and to improve symptoms in selected patients with symptomatic 
paroxysmal AF as an alternative to antiarrhythmic drug therapy, considering patient 
choice, benefit, and risk.

IIa B

All patients should receive oral anticoagulation for at least 8 weeks after catheter
(IIaB) or surgical (IIaC) ablation.

IIa B C

Anticoagulation for stroke prevention should be continued indefinitely after 
apparently successful catheter or surgical ablation of AF in patients at high-risk of 
stroke.

IIa C

When catheter ablation of AF is planned, continuation of oral anticoagulation with a 
VKA (IIaB) or NOAC (IIaC) should be considered during the procedure, maintaining 
effective anticoagulation.
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Catheter ablation of atrial fibrillation and atrial 
fibrillation surgery (2)

Recommendations Class Level
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Modified European Heart Rhythm Association  
(EHRA) symptom scale

Modified 

EHRA 

score

Symptoms Description

1 None AF does not cause any symptoms.

2a Mild Normal daily activity not affected by symptoms related to AF.

2b Moderate
Normal daily activity not affected by symptoms related to AF, 

but patient troubled by symptoms. 

3 Severe Normal daily activity affected by symptoms related to AF.

4 Disabling Normal daily activity discontinued.

Recommendations Class Level

Use of the modified EHRA symptom scale is recommended in clinical 

practice and research studies to quantify AF-related symptoms.
I C
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Prognostic impact of AF CA: Work in progress

- CABANA

- EAST AFNET6

But, meantime …











Prognostic impact of AF CA: Work in progress

Prognostic impact of AF Surgery: NO DATA Available

- CABANA

- EAST AFNET6

- CASTLE-AF



www.escardio.org/guidelines European Heart Journal - doi:10.1093/eurheartj/ehw210

38

Providing integrated care for AF patients

Recommendations Class Level

An integrated approach with structured organization of care and follow-

up should be considered in all patients with AF, aiming to improve 

guideline adherence and to reduce hospitalizations and mortality.

IIa B

Placing patients in a central role in decision-making should be

considered in order to tailor management to patient preferences and 

improve adherence to long-term therapy.

IIa C
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Achieving optimal management of atrial fibrillation 
patients

Provision of all therapy options

Measurable high service quality

Multidisciplinary service,
shared decision making

Service accessible for all patients

Optimal AF
management 
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Bottom line

• Indications still tightly symptom-dependent

• New evidence + recommendations on Lone AF Surgery

• Very debatable leads on LAA management 

• AF Heart Team is a - still debated - common denominator



Gaps to be filled

• Stimulating issues for further research

• PROGNOSTIC IMPLICATIONS  OF ABLATION?

• ROLE OF ABLATION IN HF

• ROLE OF HF IN CARDIOMYOPATHIES 

• ANTICOAGULATION AFTER SUCCESSFUL ABLATION

• ROLE OF LAA EXCLUSION (STROKE PREV? PROGNOSIS?)

• COMPLICATIONS/OPERATOR’S EXPERIENCE?

• STANDARDS IN CONCOMITANT ABLATION

• UNIFORM REPORTING LANGUAGE

Lack of type A evidence on the surgical side



Thank you

Stefano.Benussi@usz.ch





“… Yes, we are out of place, not young nor old, not healthy nor sick, not crazy nor sane. 
Just like Balto's story: he was not a dog nor a wolf; he only knew well what ha wasn’t ..." 
(Salvatore Finaldi)
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FAST TRIAL 😍
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FAST TRIAL 😍
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FAST TRIAL 😖

FAST TRIAL 😍







Write here your question to the MAM participants?

A First option Answer

B Second option Answer

C Third option Answer

D Four option Answer


