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The 2018 Korean Heart Rhythm Society Guidelines for Integrated Management
of Korean patients with Nonvalvular Atrial Fibrillation

Junbeom Park’, Boyoung Joung2, Jun Kim’, Jin-Bae Kim", Hyung Wook Park’, Yae Min Park’,
Jae-Sun Uhmz, Jinhee Ahn7, Dae In Leeg, June Soo Kimg, and Man-Young Lee'

'Division of Cardiology, Department of Internal Medicine, Ewha Womans University Medical Center, Seoul; *Division of Cardiology,
Yonsei University Severance Hospital, Seoul; *Division of Cardiology, Department of Internal Medicine, Asan Medical Center,
University of Ulsan College of Medicine, Seoul; *Division of Cardiology, Department of Internal Medicine, Kyung Hee University
Medical Center, Seoul; *Division of Cardiology, Department of Internal Medicine, Chonnam National University Hospital, Gwangju,
SDivision of Cardiology, Department of Internal Medicine, Gachon Uniersity Gil Medical Center, Incheon; 'Division of Cardiology,
Department of Internal Medicine, Busan National University Hospital, Busan, Division of Cardiology, Department of Internal Medicine,
Chungbuk National University Hospital, Chungju; ’Division of Cardiology, Department of Internal Medicine, Samsung Medical Center,
Sungkyunkwan University School of Medicine, Seoul; "Divison of Cardiology, Department of Internal Medicine, The Catholic University
of Korea Yeouido St. Mary's Hospital, Seoul, Korea

Atrial fibrillation (AF) is the most common form of sustained arrhythmia in elderly patients. However, AF is often detected dur-
ing health screening, or accidentally during testing for other diseases; some patients lack clinical symptoms. Nevertheless, AF in-
creases the incidence of ischemic stroke and other thrombotic events, and compromises cardiovascular prognosis in terms of heart
failure, dementia, and hospitalization. Therefore, initial AF management should be performed at the point of primary care, not only
in specialized medical centers. We wish to propose a five-step management protocol for AF. We review the evidence supporting in-
tegrated management by primary care physicians new to AF, and by specialized physicians who often diagnose and manage AF.

Further, we also outline a structured goal-based follow-up protocol; this is an important part of integrated management.
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Table 1. Clinical conditions requiring urgent attention by a spe-
cialized atrial fibrillation service

Clinical conditions

Hemodynamic instability

Uncontrollable heart rate

Symptomatic bradycardia not amenable to reduction using

At} A 2e FAE A W83 A7) HE e

rate-control agents o, ejzk W Hgele] o 2skA] AEHe Wae
Severe angina or worsening left ventricular function o] thelq| A A o] Hut2 A EKTable 2). o]0 X 7
= = L — = . - -

Transient ischemic attack or stroke
Integrated treatment Target outcome Clinical implications

Acute control

Rate and rhythm control

Stable Hemodynamics

Precipitating factors management

Lifestyle modification, treatment of
underlying cardiovascular conditions

Reduce Cardiovascular risk

Stroke risk reduction

stroke

Oral anticoagulation in patients at risk for

Prevent Stroke

Heart rate control
Rate control therapy

Symptom control

Antiarrhythmic drugs, cardioversion,
catheter ablation, AF surgery

Symptom improvement,
preservation of LV
function

Symptom improvement

VVVV

Improving life
expectancy

Improving quality of
life, autonomy, social
function

Figure 1. The basic concept of acute and chronic management of atrial fibrillation. Modified from [40].
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Provide all treatment options

Provide the best medical services with safety

Multidisciplinary approach and sharing of final decisions

Service for all patients

Management
of optimal AF

Figure 2. Optimal management of atrial fibrillation patients. AF, atrial fibrillation.
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Table 2. Basic components of integrated atrial fibrillation management

Integrated AF management

Patient involvement Multidisciplinary approach Technological tools Access to AF treatment for all
Patient plays a central role in care, Physicians (general physicians, Information on AF, Structured support for lifestyle changes,
Patient education, cardiology and stroke AF Clinical decision-making support, Anticoagulation therapy,

Encouragement and empowerment

specialists, surgeons) and allied  Checklist and communication tools Rate control,

in terms of self-management, health professionals work in a for healthcare professionals and ~ Antiarrhythmic drugs,
Advice and education on lifestyle  collaborative manner, patients, Catheterization and surgical
and risk factor management; An efficient mix of communication Monitoring of adherence to therapy, — interventions (ablation, LAA
Shared decision- making skills, education, and experience  and effectiveness occlusion, AF surgery, etc.)

An informed, involved, empowered Working together in a
patient multidisciplinary chronic AF care
team

A navigation system that supports Complex management decisions
decision-making by the treatment
team

underpinned by an AF heart team

AF, atrial fibrillation; LAA, left atrial appendage.
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Table 3. Recommendations for diagnosis of atrial fibrillation

Class Evidence Recommendations

I B ECG data are required to establish a diagnosis of AF

I C A full cardiovascular evaluation, including accurate history-taking, careful clinical examination, and assess-

ment of concomitant conditions, is recommended for all AF patients
I C Transthoracic echocardiography is recommended for all AF patients, to guide management
Ila C Long-term ECG monitoring should be considered in selected patients to assess the adequacy of rate control in

those who are symptomatic and to associate symptoms with AF episodes

ECG, electrocardiography; AF, atrial fibrillation.

Table 4. Goal-based follow-up of atrial fibrillation patients

Category Intervention Follow-up aspects Performance indicators (examples)
Prognostic Comorbidity control Obesity, Weight loss,
(relevant examples given) Arterial hypertension, Blood pressure control,
Heart failure, Heart failure therapy and associated
Coronary artery disease, hospitalization,
Diabetes, Statin and antiplatelet therapy,
Valvular heart disease Revascularization,
Glycemic control,
Valve repair or replacement
Prognostic Anticoagulation therapy Indications (risk profile; timing [e.g., Stroke,
post-cardioversion]), Bleeding,
The INR (if VKA present), Mortality
NOAC dosing (co-medications, age,
weight, renal function)
Principally symptomatic, Rate control Symptoms, Modified EHRA score,
partly prognostic Average resting heart rate < 110 Heart failure status,
bpm LV function

Presently symptomatic

Relevant in terms of
therapeutic
implementation and
adherence

Relevant in terms of
chronic care
management

Rhythm control

Patient education and
self-care capacity

Caregiver involvement

Symptoms vs. side effects,

Exclusion of pro-arrhythmia (PR;
QRS; QTc interval)

Knowledge (disease treatment,

management goals)
Capacities (“what to do if ...”)

Spouse, home nurse, pharmacist
Clear delineation of roles
Knowledge and capacities

Exercise capacity,

Hospitalization,

Therapeutic complications

Adherence to therapy

Directed evaluation, preferably based on
systematic checklists

Directed evaluation of task performance
(e.g., via a patient-specific card)

Dispensed medication

Log of follow-up visits

INR, international normalized ratio; VKA, vitamin K antagonist; NOAC, non-vitamin K antagonist oral anticoagulant; EHRA, European
heart rhythm association; LV, left ventricle.
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