The Architecture of Care:

- A Blueprint for the 2023 Atrial F|br|IIat|on

Clinical Paradigm Shift

Translating the 2023 I

ACC/AHA/ACCP/HRS Clinical

~ Guidelines into high-signal practice.
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The 2023 guidelines shift focus from late-stage interventions
to holistic, early-stage disease modification.
P~ Y » 7 L _
i Tl 7 1P ive di 5) Early rhythm 8) Prescriptive tracking
\/| Disease “5/ ) Progressive disease control prioritized. of device-detected AF.
: A\ Definiti continuum (Stages 1-4), 7
J\f Lerniaon /4 not just duration.
. > 7. ot
~ | % S V
| ! ;- 6) Catheter | , " 9) LAAO devices
5 . - ¢ | ablation: Class 1as Interventions upgraded to
first-line therapy. 'l &Tech. Class 2a.
%
7 ; .'
| %2] Lifestyle & Risk Factor t &P;::ﬁgtalggn = H
| | Modification (LRFM) is }Ablatmn Class 1 10) Active
|| anequal pillar. for HFrEF patlents management during
; % = ﬁ acute illnessfsurgery:./
7
% .
| Z 3) Flexibility in risk 4) Consideration of Constellation Map
b scores beyond " stroke risk mndifle T IR hihThsHy
B CHA2DS2-VASc. (sex, burden). N
THE ARCHITECTURE OF CARE | CLINICAL GUIDELINE SCHEMATIC: V2023

& NotebookLM



Atrial Fibrillation is a rapidly accelerating, $28.4 billion
global health crisis.
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The burden is multifactorial: aging populations, rising obesity, and increased detection.




Redefining AF: From isolated episodes to a
progressive disease continuum

The Historical Paradigm
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| Classification:
7| Paroxysmal, Persistent, Permanent

I
l/
| Focus: Reactive treatment once the
arrhythmia is established.
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1 Flaw:
—>| Emphasizes therapeutic interventions over
prevention and substrate modification.

A

g

>

v

4

-_—

[/ g
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/| Classification:
Stage 1 (At Risk) = Stage 2 (Pre-AF) -

.‘._

Stage 3 (AF) = Stage 4 (Permanent) A
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Focus:

«—

Proactive holistic care across a lifetime. ]

[/Advantage: Recognizes AF as a progressive
structural disease requiring targeted strategies
at every stage, from risk factor modification to

screening and rhythm control.
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The 4 Stages of the AF Disease Continuum
map clinical priorities to disease progression

STAGE 1: At Risk >

| STAGE 2: Pre-AF
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STAGE 3 (AF)
N

)

|

|

N
l_lncludes Substages 3A |
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Paroxysmal), 3B
(Persistent), 3C

(Long-standing), and 3D
(Successful ablation).
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STAGE 4 (Permanent AF)
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No further attempts at
rhythm control after
Shared Decisinn-Making.
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The ‘Pillars of AF Management’ structure a holistic, patient-centered clinical blueprint.
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Systemlc barriers qreate a' Ieaky Pipe for Key Insight: Catheter ablation
vulnerable populations, driving worse outcomes. | reducesall-cause mortality by 72%
in UREGs, making equitable referral
1| a critical survival imperative.
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< Ideal Clinical Pathway >
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Leak 1: Diagnosis & Leak 2: Rhythm Control |
Anticoagulation Referral |
Lower SES indicators correlate Women and Underrepresented Racial
with lower DOAC initiation and Ethnic Groups (UREGS) are
and specialty care access. referred for ablation later, at older ages,
and less frequently.
eooooooommoor o ]| outcomes Pot
- ﬁ::::'::-'-----f—------——----:::::::f: Higher risk of stroke, hospitalization, heart |
e S| | failure, and death for these populations, |
- 21 despite experiencing worse AF symptoms.
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Systemic stressors funnel into cellular remodeling
to trigger and sustain the arrnythmia
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Atrial Fibrillation

Takeaway Electraphysmloglc remodeling is typically a response to perS|stent
- AFand structural myopathy rather than the initial trigger. Saaases E=y
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The Autonomic Nervous System acts as both the ignition
trigger and the sustaining substrate.

Autonomic Triggers Autonomic Remodeling
(No Structural Changes) | (Structural Changes)
s .| Sympathetic/parasympathetic N
” E;?Imﬂzlsaagéumatmlty, | hyperinnervation (patchy > !
/ i afterde ulzrizatiﬂns | distribution) causing LY - |
2 y | electrical fractionation, ST
o and calcium overload. | J N B = _‘
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Afferent autunumlc dysfunction disrupts cardiac volume and pressure homeostasis,
driving anatomic remodeling (LA dilation), structurally locking in the AF.
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Initial clinical evaluation must be highly targeted; routine
protocolized ischemia testing offers no benefit.

[v/] High-Yield Execution [X] Avoid Routine Protocolized Testing
-
| Transthoracic Echocardiogram (Class 1): Ischemia & ACS Testing (Class 3 - No Benefit):
| Essential to evaluate chamber size, LVEF, right Routine stress imaging in asymptomatic AF
ventricular pressure, and left atrial strain. yields negligible results (only 0.4% yield
Guides rhythm control and ablation decisions. revascularization).
L] X
B
Comprehensive Labs (Class 1): Pulmonary Embolism Testing
Complete blood count, metabolic panel, and (Class 3 - No Benefit):
thyroid function. Essential for determining AF presence alone does not increase
stroke/bleeding risk and uncovering the probability of PE without distinct
reversible triggers. signs/symptoms.
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_Aligning the diagnostic tool to the clinical objective and required sensitivity

I Device Category

Key Attribute I Guideline & Best Use Case

]

g Automated algorithms from external or internal EtE Feria o (e
%2 Lelag E(];‘:.G / . g?e ﬁnlg devices MUST have initial visual confirmationbya  pb—At bl
ISuat Lontirmation ardar clinician to establish a new AF diagnosis (Class 1),  [“
m |
-
: : Reasonable (Class 2a) for cryptogenic stroke Co
Impl_antable Cardiac Max".n.u.m patients where maximum long-term sensitivity is ﬁ“{\‘ -
Monitors (ILRs) Sensitivity e =
Cardiac Rhythm Devices Burden Reasonable to infer AF frequency, duration, and
(P " ICDs) Tl burden using algorithms once diagnosis is
acemakers/ S racking established, requires periodic review.
Consumer Wearables Recurrence geasnnable (Class 2a) for patieg’:_s with kE[:m{n AF to L .
Smartwatches/Handhelds) Belaeion etect recurrences or assess QOL post-ablation.
( PPG alone cannot establish initial diagnosis. =
L}
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Shared Decision-Making tools systematically improve
decisional quality for stroke reduction therapies
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The Intervention | U=
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The Complex Choice The Outcome

| Stroke risk reduction
involves weighing DOACs,
Vitamin K Antagonists,

or LAAQO devices

against bleeding risks.

Lower decisional
conflict, enhanced oral
anticoagulant uptake
(RR 1.03), and
improved patient
knowledge.

Use of standardized
decision aids (e.g., Mayo
Clinic Anticoagulation
Choice, ACC Patient
Decision Aid).

R %}1

VKA LAAQ Device

Key Caveat: Current decision aids rarely measure long-term QOL outcomes or test efficacy
in low health literacy or systemic disadvantage populations.
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Targeting the highest-impact drivers of AF incidence g
through Lifestyle Risk Factor Modification. |
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altering the AF substrate.
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Rx: Weight Management

X\ Prescription Pad \\

Target: 210% weight loss in BMI >27 kg/m2.

1
Ll

Effect: Reduces AF symptoms, burden, and
progression. Reverses AF type and

T
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improves ablation success.
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AN Prescription Pac?\\

Rx: Alcohol Consumption

Target: Minimization or total abstinence.
Effect: Randomized trials show abstinence

1
'

reduces near-term AF events and

burden for rhythm-control patients.
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LRFM is now a primary prescriptive pillar, fundamentally
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\\. Prescription Pad \\
Rx: Physical Fitness X

Target: 210 minutes/week of moderate-to-

vigorous aerobic exercise.
Effect: Increases maintenance of sinus rhythm. £/¢&

Caution: Extreme endurance training (>3 h/day)
paradoxically increases risk.
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AN Prescription Pa&

Rx: Smoking Cessation

Target: Absolute cessation with pharmacotherapy.

Effect: Mitigates increased risk of HF,
hospitalization, and stroke.
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; == Blood Pressure
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- nypertensiun Control _||

Guideline: Optimal BP control (targeting
systolic <120 mm Hg in high-risk patients)
reduces AF recurrence and stroke.

Mechanism: Prevents RAAS activation and |

uhrnblast proliferation. J

\ Strict control of comorbidities protects the
structural integrity of the Atrium.

Pammmmd AIC / Glucose [

Guideline: Screen for SDB (Class 2b).
Context: Prevalence is >20%. Observational

data heavily favors CPAP treatment to
reduce AF recurrence post-ablation.
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rGi‘yffsemim Control

Guideline: Optimal control in diabetes.

recurrence post-ablation.

L

Context: Higher blood glucose increases AF
risk. Optimal control pre-ablation lessens




The Holistic Ecosystem: Early lifestyle modification halts structural

remodeling before it becomes permanent.

« Pillars of Care
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The Foundation is built here.
Aggressive LRFM and weight loss
(=10%) at this stage physically
blocks the "Pathophysiology
Funnel,” preventing LA
dilation and fibrosis.
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‘ The SOS Pillars are erected here.
Early rhythm control and Class 1 Catheter
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and prevent electrical fractionation.

Ablation are deployed to maintain sinus rhythm

Stages 1 & Stage 2 Stage 3 Stage 4

Reaching this
stage means
structural lock-in.

Stages of AF

Synthesis: Stop treating AF as a sudden electrical anomaly to be shocked. Start treating it as

a lifelong structural myopathy to be systematically dismantled from the foundation up.




