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Introduction 

The most prevalent arrhythmia in humans is atrial fibrillation (AF). The 
progression of AF, which is initially non-sustained and brought on by trigger 
activity, leads to permanent AF through changes to the atrial myocardial 
substrate. By preventing recurrences (rhythm control) or regulating the heart 
rate during AF, treatment of AF seeks to reduce the risk of stroke and enhance 
quality of life (rate control). Over the past 20 years, catheter-based, surgical, 
and hybrid ablation approaches have outperformed medication therapy in 
terms of controlling rhythm in individuals with AF. The effectiveness of ablation 
procedures varies widely, with paroxysmal AF having the highest and long-
term persistent AF having the lowest efficacy [1].

In clinical practise, atrial fibrillation is typically conducted on symptomatic, 
young, and otherwise healthy individuals. The overall success rate is good, but 
there are still a lot of complications and many patients are still taking AADs. 
Wide variances are seen in the monitoring after ablation. Following ablation, 
antithrombotic therapy reveals inadequate adherence to recommendations. 
Many atrial fibrillation patients require the restoration of sinus rhythm to improve 
their quality of life since they still experience significant symptoms despite 
ventricular rate management. Rhythm control refers to the acute restoration 
(cardioversion) and maintenance of sinus rhythm in atrial fibrillation patients 
[2]. Symptoms, atrial fibrillation type (paroxysmal, persistent, or long-standing 
persistent), patient comorbidities, overall health state, and anticoagulation 
status are taken into consideration when deciding whether to attempt rhythm 
control.

Description 

Many people suffer recurrent atrial fibrillation and need further treatment 
to keep their sinus rhythm stable over the long term. In general, first-line 
antiarrhythmic medication therapy is advised, and drug choice is based 
on the presence or absence of structural heart disease or heart failure, 
electrocardiographic variables, renal function, and other comorbidities. 
Although recurrence is prevalent in spite of ongoing advancements in ablation 
procedures, catheter ablation has been found to significantly minimise 
recurrent atrial fibrillation, lessen symptoms, and enhance quality of life in 
individuals who continue to have it despite receiving medication therapy [3]. 
The most prevalent arrhythmia in people is atrial fibrillation. The progression of 
AF, which is initially non-sustained and brought on by trigger activity, leads to 
permanent AF through changes to the atrial myocardial substrate.

By preventing recurrences (rhythm control) or regulating the heart rate 

during AF, treatment of AF seeks to reduce the risk of stroke and enhance 
quality of life (rate control). Over the past 20 years, catheter-based, surgical, 
and hybrid ablation approaches have outperformed medication therapy in 
terms of controlling rhythm in individuals with AF. The effectiveness of ablation 
procedures varies widely, with paroxysmal AF having the highest and long-
term persistent AF having the lowest efficacy. Particularly in patients with 
persistent AF, treatment to prevent recurrences of AF falls short of expectations 
[4]. Emerging technologies, such as the use of improved electrocardiographic 
imaging techniques to detect electrical substrate and document atrial fibrosis 
using magnetic resonance imaging, are likely to offer important insights into 
the treatment of individual patients.

The treatment of patients with atrial fibrillation will face significant 
difficulties in the future (AF). Apart from anticoagulation, medications utilised 
in AF have not been consistently proved to have an influence on mortality or 
decrease adverse cardiovascular events, despite the fact that the population 
with AF is predicted to grow significantly. The use of newer technology and 
structured, integrated care, among other new methods for managing AF, have 
the potential to improve clinical phenotyping or lead to more effective stratified 
therapy and treatment selection [5]. Here, we present the conclusions of the 
6th Consensus Conference of the European Heart Rhythm Association (EHRA) 
and the Atrial Fibrillation Network (AFNET), which took place at the European 
Society of Cardiology Heart House in Sophia Antipolis, France, from January 
17 to 19, 2017.

At a meeting of 62 international experts in AF, 13 industry partners, and 
new approaches to screening and diagnosis, improved AF care integration, 
clinical pathway development for treating complex patients, stroke prevention 
strategies, and improved patient selection for heart rate and rhythm control 
were discussed. In the end, these strategies may produce better results for AF 
patients. The purpose of this survey was to learn more about how members of 
the European Heart Rhythm Association electrophysiology research network 
now treat persistent atrial fibrillation (AF). The survey received replies from thirty 
centres. Stand-alone pulmonary vein isolation (PVI) was the primary ablation 
technique for first-time ablation in 67 percent of the centres for persistent but 
not long-standing AF and in 37 percent of the centres for both persistent long-
standing AF. Other approaches used included substrate mapping and isolation 
of low-voltage regions, insertion of linear lesions, ablation of fractionated 
electrograms, and progressive approach till AF cessation. However, for any 
approach, the proportion of centres using these techniques during the initial 
ablation did not surpass 25%. The majority (80%) of the centres employed 
an irrigated radiofrequency ablation catheter while doing stand-alone PVI in 
patients with persistent but not long-standing AF, while 20% of the respondents 
used a cryoballoon.

Conclusion

Similar outcomes for the ablation of long-standing persistent AF have 
been described (radiofrequency 90 percent, cryoballoon 10 percent). As the 
primary first-time ablation techniques, neither rotor mapping nor one-shot 
ablation tools were employed. Just 10% of the centres conducted a thorough 
investigation for non-pulmonary vein triggers. The typical 1-year success rate 
without antiarrhythmic medication was 50–60%. Only 27% of the centres were 
aware of their 5-year results. In conclusion, a sizable portion of AF patients 
receiving ablation are those with chronic AF. In many centres, stand-alone PVI 
is now the preferred option for first-time ablation in these patients. The large 
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range in additional technique usage and endpoint selection is a reflection of the 
ambiguities and lack of information around the most advantageous strategy. In 
the majority of centres, procedural success rates are low and long-term results 
remain uncertain.
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