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Atrial fibrillation (AF) is a cardiac arrhythmia
whose prevalence is increasing due to aging of
the population. It is frequently associated with
comorbidities, such as heart failure (HF), chronic
kidney disease (CKD), cognitive impairment, di-
abetes, hypertension, and other diseases, which
modulate its clinical course and contribute to ad-
verse outcomes associated with this arrhythmia.'

Detection of AF is a key component of the ho-
listic approach to patient care according to
the Atrial fibrillation Better Care (ABC) pathway
proposed by the current guidelines.?® Indeed, it
is noteworthy that the risk of stroke associat-
ed with AF is not different for symptomatic and
asymptomatic patients."* Thus, early detection
of AF and subsequent appropriate prescription of
anticoagulants in the patients at a risk of throm-
boembolism has a potential to substantially re-
duce the rate of stroke and morbidity.*

The possibility to detect AF varies depending
on the extent of rhythm monitoring, and new mo-
bile health solutions® available nowadays comple-
ment the more traditional Holter electrocardiog-
raphy (ECG).° In particular, mobile health devices
are validated both in monitoring and screening
scenarios.®’ The accuracy of these devices differs
according to the type of the device itself, technol-
ogy used, monitoring time, and the target popu-
lation. In this context, simplicity and widespread
availability of these technologies should be con-
sidered in combination with their accuracy, and
physicians need to choose the correct device for
each patient in that particular context.® High sen-
sitivity and specificity values have been report-
ed for both photoplethysmography (PPG)-based
and ECG-based devices.® The former use an optical
technique that is easy to use and widely available.
The latter, however, are capable of monitoring and
transmitting an ECG trace, which is sufficient to
diagnose AF, while the results of a PPG exami-
nation require further confirmation to establish
a definite diagnosis.® According to the guidelines,
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diagnosing AF requires an ECG documentation in
the form of a standard 12-lead ECG recording or
a single-lead ECG tracing of at least 30 seconds
showing heart rhythm with no discernible re-
peating P waves and irregular RR intervals (when
atrioventricular conduction is not impaired), con-
firmed by a cardiologist.

In the present issue of Polish Archives of Internal
Medicine, Mitrega et al’ report on 1-year follow-up
results of the NOMED-AF (Noninvasive Moni-
toring for Early Detection of Atrial Fibrillation)
study. NOMED-AF was a study including around
3000 Polish citizens aged 65 years old or older,
who underwent up to 30 days of continuous ECG
monitoring. Of note, the study adopted a strat-
egy based on intensification of monitoring, as
compared with standard practice, in order to
increase the ability to detect AF in individuals
at risk. Through ECG monitoring and clinical eval-
uation, AF was found in up to 19.2% of the par-
ticipants; of those 4.1% were patients with newly
diagnosed AF."” Among the patients with AF, one-
-third were not treated with anticoagulants, which
is a rather high proportion. This finding requires
further investigation and indicates the need for
a more extensive implementation of consensus
guidelines and the ABC pathway.’

In the current study, the authors report on
1-year outcomes of 2795 patients enrolled in
NOMEAD-AF with available follow-up data.’ Of
those, 22.1% had AF. In the whole cohort, the fac-
tors associated with cardiovascular hospitaliza-
tion were AF, a history of myocardial infarction,
peripheral artery disease, and diabetes. More-
over, AF was an independent risk factor for death,
together with CKD and age of at least 65 years.
Treatment with oral anticoagulants was associ-
ated with a lower risk of death and stroke, even if
the interpretation of this finding has to be consid-
ered in the context of the observational nature of
the study. The cohort included also 125 patients
with de novo diagnosed AF, and this subgroup
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FIGURE 1 Interaction
between atrial fibrillation,
comorbidities, and patient
outcomes
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(particularly women) was at a relatively higher
risk of stroke and also of death. These findings
should be interpreted considering the low pre-
scription rate of oral anticoagulants in the case of
a first diagnosis of AF, and this observation, which
is not in line with the current guidelines, has been
confirmed by a series of studies.®'" Moreover,
we should also consider that physicians may un-
derestimate the risk associated with de novo AF
or first-diagnosed AF despite the evidence that
atrial arrhythmias may recur or progress during
follow-up.'" 12

Mitrega et al® reported that 6.7% of the AF pa-
tients died and 3.8% had a stroke during 1-year
follow-up. These data highlight the important
clinical impact of AF, and the extent to which it
is associated with hard clinical outcomes, such
as death or stroke, which per se represent also
a heavy financial burden on health care servic-
es and societies.

Considering that AF is a chronic condition, ex-
tended follow-up of this cohort (3-5 years) would
be highly valuable, as it would allow for testing
the effect of the interaction between AF and co-
morbidities (either present at baseline or devel-
oped over time) on clinical outcomes. It would
also enable evaluation of long-term clinical tra-
jectories of patients with and without AE. There
is a complex interplay between AF and a series
of comorbidities, which has important implica-
tions on patient outcomes (FIGURE 1). Moreover,
it would be interesting to assess whether early
rhythm control interventions, such as catheter
ablation and/ or antiarrhythmic drugs, are effec-
tive also in the subset of patients with a higher
burden of comorbidities."

The study by Mitrega et al’ shows that AF, and
particularly the AF type, directly modulates a pa-
tient’s clinical course. Of note, AF has a tenden-
cy to cluster with comorbidities, which increases
the risk of adverse outcomes and influences clin-
ical management.'" In a recent study on 10169
European patients, 40.5% of the participants had
at least 1 feature of clinical complexity (defined
as a history of bleeding, CKD, or frailty). Having
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a feature of clinical complexity was associated
with multimorbidity, frailty, and polypharmacy
on one hand, and with less frequent prescription
of oral anticoagulation on the other. Moreover,
a history of bleeding, frailty, CKD, and presence
of at least 2 of these features were associated with
a higher risk of worse clinical outcomes (a com-
posite of all-cause death, major adverse cardio-
vascular events, and major bleeding)."*

In fact, AF, similarly to other chronic condi-
tions, is associated with multiple clinical presenta-
tions and / or comorbidities, and requires complex
integrated multidisciplinary care, with the aim
to address the multifaceted nature of this dis-
ease and also to predict, prevent, and treat inci-
dent comorbidities. Of note, a holistic approach
to AF patient care has proven effective also in se-
lected subgroups of patients, such as those with
cancer.'® Indeed, adherence to the ABC pathway
was found to be associated with a significant-
ly lower occurrence of the composite end point
of all-cause death, major adverse cardiovascular
events, and major bleeding, as compared with
nonadherence, both in the patients with and with-
out cancer. Moreover, complying with a higher
number of criteria was associated with an incre-
mental benefit.'s

Increasing age, incident comorbidities, and ad-
verse outcomes highlight that the clinical course
of patients with AF is dynamic, and that patient
risk stratification should follow the same princi-
ple. In this regard, artificial intelligence (AI) of-
fers a new opportunity to deliver dynamic, com-
prehensive, and personalized assessment of dis-
ease trajectories by an integrated analysis of
a large amount of data from multiple sources,
with the aim to improve patient outcomes. Re-
cent Al models showed good performance in pre-
dicting incident AF, but also recurrence of AF af-
ter rhythm control interventions, success of elec-
trical cardioversion, and incident HE. Clinical im-
plementation of accurate, interpretable, general-
izable, and reliable Al tools might in the future
improve risk prediction, thus allowing physicians
to deliver better and more personalized patient



care; however, appropriate evaluations accord-
ing to the rules of evidence-based medicine are
required also in this emerging field.
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