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BACKGROUND Atrial fibrillation (AF) is a complex disease associated with comorbidities and adverse outcomes. The

Atrial fibrillation Better Care (ABC) pathway has been proposed to streamline the integrated and holistic approach to AF

care.

OBJECTIVES This study sought to evaluate patients’ characteristics, incidence of adverse events, and impact on out-

comes with ABC pathway–adherent management.

METHODS The study included consecutive AF patients enrolled in the nationwide, ChioTEAF registry (44 centers,

20 Chinese provinces from October 2014 to December 2018), with available data to evaluate the ABC criteria and on

the 1-year follow-up.

RESULTS A total of 3,520 patients (mean age 73.1 � 10.4 years, 43% female) were included, of which 1,448 (41.1%)

were managed as ABC pathway adherent. The latter were younger and had comparable CHA2DS2-VASc and lower

HAS-BLED (mean 71.7 � 10.3 years of age vs 74.1� 10.4 years of age; P < 0.01; 3.54 � 1.60 vs 3.44 � 1.70; P ¼ 0.10; and

1.95 � 1.10 vs 2.12 � 1.20; P < 0.01, respectively) scores compared with ABC-nonadherent patients. At 1-year follow-up,

patients managed adherent to the ABC pathway had a lower incidence of the primary composite outcome of all-cause

death or any thromboembolic event (1.5% vs 3.6%; P < 0.01) as compared with ABC-nonadherent patients. On multi-

variate analysis, ABC pathway–adherent care was independently associated with a lower risk of the composite endpoint

(OR: 0.51; 95% CI: 0.31-0.84).

CONCLUSIONS Adherence to the ABC pathway for integrated care in a contemporary nationwide cohort of Chinese AF

patients was suboptimal. Clinical management adherent to the ABC pathway was associated with better outcomes.

(JACC: Asia 2022;2:422–429) © 2022 The Authors. Published by Elsevier on behalf of the American College of

Cardiology Foundation. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/

licenses/by-nc-nd/4.0/).
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AB BR EV I A T I O N S

AND ACRONYM S

ABC = Atrial fibrillation Better

Care pathway

ACE = angiotensin-converting

enzyme

AF = atrial fibrillation

ARB = angiotensin receptor

blocker

OAC = oral anticoagulation/

anticoagulant

thromboembolism
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O ral anticoagulation (OAC) with either
warfarin or direct OACs represents the
cornerstone of management for patients

with atrial fibrillation (AF), given the important bene-
fits in preventing stroke and all-cause mortality.1-3

However, AF often coexists with several cardio-
vascular and noncardiovascular risk factors and
comorbidities, increasing the risk of heart failure,
dementia, and death.4,5 Indeed, stroke only accounts
for 1 in 10 of AF-related deaths, while cardiovascular
causes account for $7 in 10 deaths.6,7

The multifaceted and complex nature of AF8

requires a paradigm shift toward a holistic and
multidisciplinary approach to improve overall patient
outcomes. Preliminary reports suggested that an
integrated care approach to AF management reduced
cardiovascular hospitalizations and all-cause mortal-
ity,9 but the implementation of these models in
everyday clinical practice was limited.

More recently, the ABC (Atrial fibrillation Better
Care) pathway was proposed as a decision-making
strategy streamlining the multidisciplinary and inte-
grated approach to AF care, with the potential to
simplify the step-by-step evaluation and holistic care
of patients with AF.10 The ABC pathway refers to
avoid stroke with anticoagulation (A criterion), better
symptom management with patient-centered and
symptom-directed decisions on rate or rhythm con-
trol (B criterion), and comorbidity and cardiovascular
risk factor management, including lifestyle changes
(C criterion). It is designed to improve clinicians’
awareness and management of AF patients.

Several reports have confirmed the benefits of the
ABC pathway–adherent management in different
clinical settings and patients’ populations.11-14

However, no real-world study was explicitly per-
formed in the Chinese population. To address this
knowledge gap, we retrospectively evaluated the ABC
pathway–adherent management and its impact on
clinical outcomes in a contemporary Chinese nation-
wide cohort of patients with AF.

METHODS

The ChiOTEAF (Optimal Thromboprophylaxis in
Elderly Chinese Patients with Atrial Fibrillation) reg-
istry was a prospective, observational, large-scale
multicenter registry conducted between October
2014 and December 2018 in 44 sites from 20 provinces
in China.15 A detailed description of the study design
has been previously published.15 All patients enrolled
were consecutive, had electrocardiographically
documented clinical AF within 12 months before
enrollment, and provided written informed consent.
Follow-up was performed up to 3 years after
inclusion. Data were collected at enrollment
and follow-up visits by local investigators.

The ChiOTEAF registry was approved by
the Central Medical Ethics Committee of
Chinese PLA General Hospital, Beijing, China
(approval # S2014-065-01) and local Institu-
tional Review Boards.

Variables included in the registry and their
definitions were designed to match the EORP-
AF (EURObservational Research Programme
Atrial Fibrillation) Long-Term General Regis-

try16 (Supplemental Methods). The thromboembolic
(TE) risk was defined according to the CHA2DS2-VASc
score17 and the bleeding risk according to the HAS-
BLED score.18

The ABC pathway was retrospectively evaluated
according to its original definition.10 The A criterion is
defined as avoid stroke with anticoagulation. Patients
qualified for the A criterion if treated with OACs
adequately to their TE risk. In particular, patients
with a CHA2DS2-VASc score $1 if male or $2 if female
receiving OACs and patients with CHA2DS2-VASc
score ¼ 0 if male or #1 if female not receiving OACs
were considered A adherent.

The B criterion is defined as better symptom man-
agement with patient-centered and symptom-
directed decisions on rate or rhythm control. In our
analysis, patients were qualified for the B criterion if
they had actual symptoms control. It was defined as an
European Heart Rhythm Association score of I or II (no
symptoms or mild symptoms) at the baseline visit.

The C criterion was defined as comorbidity and
cardiovascular risk factor management. We qualified
patients for the C criterion if they were treated with
disease-specific treatment(s) according to current
guidelines (or no management in case of no comor-
bidities) at the baseline visit. In the present analysis,
we considered as guideline-adherent the following: 1)
angiotensin-converting enzyme (ACE) inhibitors or
angiotensin receptor blockers (ARB), calcium-channel
inhibitors, diuretics, or beta-blockers for hyperten-
sion; 2) ACE inhibitors or ARBs, beta-blockers, and
statins for coronary artery disease; 3) statins for
peripheral artery disease; 4) statins for previous
ischemic stroke; 5) ACE inhibitors or ARBs and
beta-blockers for heart failure; 5) insulin or oral an-
tidiabetics for diabetes mellitus; and 6) statins for
lipid disorders.

Patients were considered ABC adherent when
qualified for all 3 criteria (AþBþC). Bleeding events
were categorized according to the International So-
ciety on Thrombosis and Haemostasis definition.19

For this analysis, we included patients with available
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(A) Individual Atrial fibrillation Better Care (ABC) pathway criteria distribution in the overall study population. (B) Predictors of the composite endpoint of death or any

thromboembolic event (adjusted ORs). ABC ¼ Atrial fibrillation Better Care pathway; AF ¼ atrial fibrillation; CAD ¼ coronary artery disease; CKD ¼ chronic kidney

disease; COPD ¼ chronic obstructive pulmonary disease; TIA ¼ transient ischemic attack.
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data to evaluate the ABC criteria and available data on
the 1-year follow-up. Patients $85 years of age were
defined as extreme elderly.20

The primary objectives of this study were as fol-
lows: 1) to describe patients’ characteristics and the
incidence of adverse events at 1-year follow-up of a
contemporary real-world Chinese population
managed with the ABC pathway, as compared with
ABC-nonadherent patients; and 2) to evaluate the
impact of ABC pathway–adherent management on the
composite endpoint of all-cause death and any TE
event (stroke, transient ischemic attack, peripheral
embolism). As a secondary endpoint, we evaluated
the potential effect of an ABC-adherent management
on all-cause death, TE events (the individual com-
ponents of the primary composite endpoint), and
major bleedings.

STATISTICAL ANALYSIS. Categorical variables are
expressed as counts and percentages and continuous
variables as mean � SD. Between-group comparisons
were made using a chi-square test for categorical
variables and Student’s t test for continuous vari-
ables. A logistic univariate regression analysis was
performed to evaluate the variables potentially
associated with the composite endpoint (all-cause
death or any TE event), all-cause death, TE events,
and major bleedings. Results were expressed as OR,
95% CI, and P value. Statistically significant variables
at the univariate analysis were used to build a
multivariate regression model. Of note, 5 (33.3%) of 15
variables included in the univariate analysis had
missing values. The amount of missing data were
1.8% for coronary artery disease, 1.9% for sleep
apnea, 0.4% for intracranial bleeding, 0.4% for
extracranial bleeding, and 1.0% for first diagnosed
AF. All missing values were replaced using
multiple imputation (logistic regression model), and 5
imputed datasets were generated. In all analyses, a
P value <0.05 was considered statistically significant.



TABLE 1 Baseline Characteristics of the Study Cohort

Total
(N ¼ 3,520)

ABC Adherent
(n ¼ 1,448)

Non–ABC Adherent
(n ¼ 2,072) P Value

Age, y 73.1 � 10.4 71.7 � 10.3 74.1 � 10.4 <0.001

Female 1,523 (43.3) 634 (43.8) 889 (42.9) 0.604

Diabetes 926 (26.3) 403 (27.8) 523 (25.2) 0.086

Hypertension 2,264 (64.3) 1,047 (72.3) 1,217 (58.7) <0.001

Heart failure 1,210 (34.4) 464 (32.0) 746 (36.0) 0.015

Coronary artery disease (n ¼ 3,456) 1,693 (49.0) 625 (43.7) 1,068 (52.7) <0.001

Ischemic stroke 795 (22.6) 358 (24.7) 437 (21.1) 0.011

Chronic kidney disease 333 (9.9) 105 (7.3) 228 (11.0) <0.001

COPD 255 (7.2) 80 (5.5) 175 (8.4) 0.001

Sleep apnea (n ¼ 3,454) 124 (3.6) 59 (4.1) 65 (3.2) 0.143

Dementia 66 (1.9) 16 (1.1) 50 (2.4) 0.005

CHA2DS2-VASc 3.48 � 1.70 3.54 � 1.60 3.44 � 1.70 0.098

HAS-BLED (n ¼ 3,497) 2.10 � 1.10 1.95 � 1.10 2.12 � 1.20 <0.001

Intracranial bleeding (n ¼ 3,508) 56 (1.6) 15 (1.0) 41 (2.0) 0.028

Extracranial bleeding (n ¼ 3508) 119 (3.4) 38 (2.6) 81 (3.9) 0.039

First diagnosed AF (n ¼ 3,375) 583 (17.3) 195 (13.9) 388 (19.7) <0.001

OAC use 1,829 (52.0) 1,407 (97.2) 422 (20.4) <0.001

Antiplatelet use (n ¼ 3,514) 1,379 (39.2) 251 (17.4) 1,128 (54.4) <0.001

Values are mean � SD or n (%).

ABC ¼ Atrial fibrillation Better Care pathway; AF¼ atrial fibrillation; CHA2DS2-VASc ¼ congestive heart failure, hypertension, age$75 years, diabetes mellitus, prior stroke or
transient ischemic attack or thromboembolism, vascular disease, age 65-74 years, sex category; COPD ¼ chronic obstructive pulmonary disease; HAS-BLED ¼ hypertension,
abnormal renal or liver function, stroke, bleeding history or predisposition, labile international normalized ratio, elderly, drugs/alcohol use; OAC ¼ oral anticoagulation.
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Statistical analysis was performed using SPSS version
24 (IBM Corp).

RESULTS

Of the 7,077 patients enrolled in the ChioTEAF reg-
istry, 6,420 (90.7%) completed the 1-year follow-up,
and 3,520 (49.7%) of them had complete data to
evaluate the ABC pathway (Supplemental Figure 1).
Among these patients, 15 (0.4%) patients fulfilled no
ABC criteria, 340 (9.7%) fulfilled 1 ABC criterion, 1,717
(48.8%) fulfilled 2 ABC criteria, and 1,448 (41.1%)
fulfilled all 3 ABC criteria (Central Illustration). A total
of 1,523 (43.3%) patients were female, mean age was
73.1 � 10.4 years, and 492 (14.0%) patients were
extremely elderly (Table 1).

Of note, patients not included in the present
analysis were older (76.7 � 10.6 years of age vs 73.1 �
10.4 years of age; P < 0.001) and had higher mean
CHA2DS2-VASc (3.83 � 1.78 vs 3.48 � 1.70; P < 0.001)
and HAS-BLED (2.29 � 1.10 vs 2.10 � 1.10; P < 0.001)
scores.

Patients managed as ABC pathway adherent were
younger with similar CHA2DS2-VASc and lower HAS-
BLED scores (71.7 � 10.3 years of age vs 74.1 � 10.4
years of age; P < 0.001; 3.54 � 1.60 years of age vs
3.44 � 1.70 years of age; P ¼ 0.098; and 1.95 � 1.10 vs
2.12 � 1.20; P < 0.001, respectively) compared with
ABC-nonadherent patients. As expected, OACs were
more often prescribed in the former group (97.2% vs
20.4%; P < 0.001), while antiplatelets among ABC-
nonadherent patients (17.4% vs 54.4%; P < 0.001). A
detailed description of the baseline characteristics for
both groups is reported in Table 1.

OUTCOMES. At 1-year follow-up, patients adherent
to the ABC pathway had a lower incidence of the
primary composite outcome of all-cause death or any
TE event (1.5% vs 3.6% per year; P < 0.001) as
compared with those nonadherent to the ABC
pathway, as well as a lower incidence of all-cause
death (1.0% vs 2.5% per year; P < 0.001) and TE
events (0.6% vs 1.2%, P ¼ 0.047). Major bleeding rate
was similar (0.9% vs 0.8% per year; P ¼ 0.813)
(Table 2).

On multivariate analysis, ABC pathway–adherent
care was independently associated with a lower risk
of the primary composite endpoint of all-cause death/
any TE event (OR: 0.508; 95% CI: 0.306-0.843) (Ta-
ble 3). Other independent predictors of the primary
composite endpoint were as follows: age (OR: 1.086;
95% CI: 1.056-1.117), diabetes mellitus (OR: 1.804;
95% CI: 1.167-2.790), and heart failure (OR: 3.742;
95% CI: 2.288-6.120) (Table 3).

Benefits of the ABC pathway–adherent care were
sustained in extremely elderly patients ($85 years of
age). In this subset of patients, ABC pathway

https://doi.org/10.1016/j.jacasi.2022.01.007


TABLE 2 Adverse Events at 1-Year Follow-Up

ABC Adherent
(n ¼ 1,448)

ABC Nonadherent
(n ¼ 2,072) P Value

Death/any TE event 21 (1.5) 74 (3.6) <0.001

Death 14 (1.0) 51 (2.5) 0.001

Any TE event 8 (0.6) 25 (1.2) 0.047

Major bleeding 13 (0.9) 17 (0.8) 0.813

ABC ¼ Atrial fibrillation Better Care pathway; TE ¼ thromboembolism.
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adherence was lower than among the younger popu-
lation (43.1% vs 28.9%; P < 0.001) but was indepen-
dently associated with a greater reduction in the risk
of the primary composite endpoint (OR: 0.195;
95% CI: 0.067-0.565) (Supplemental Table 1). Fewer
adverse events were observed across younger age
strata. ABC pathway–adherent care was significantly
associated with a reduction in the composite
endpoint especially in patients $75 years of age,
while it was relatively less effective in younger age
strata (Supplemental Table 2).

The reduction in the composite outcome was found
only if 3 ABC pathway criteria were fulfilled (Table 4).
Individual adverse events per number of ABC criteria
fulfilled are reported in Supplemental Table 3.
Regarding the secondary endpoints, ABC pathway–
adherent care was associated with a reduction of
all-cause death on the univariate analysis (OR: 0.387;
95% CI: 0.213-0.702), but the statistical significance
was not maintained on multivariate analysis
(Supplemental Table 4). On univariate analysis, TE
events and major bleedings did not differ
TABLE 3 Univariate and Multivariate Regression Analysis for the Com

Univariate

OR 95% CI

ABC adherence 0.398 0.244-0.648

Age 1.122 1.093-1.153

Female 0.759 0.498-1.158

First diagnosed AF 1.082 0.635-1.843

Diabetes 2.084 1.377-3.154

Hypertension 1.208 0.779-1.872

Heart failure 5.937 3.718-9.483

Coronary artery disease 3.201 1.981-5.173

Ischemic stroke 2.459 1.621-3.730

Chronic kidney disease 2.831 1.720-4.661

COPD 3.870 2.341-6.396

Sleep apnea 1.568 0.622-3.957

Dementia 4.538 2.016-10.218

Intracranial bleeding 3.660 1.427-9.389

Extracranial bleeding 1.260 0.455-3.489

Abbreviations as in Table 1.
significantly between the ABC pathway–adherent and
ABC pathway–nonadherent groups (OR: 0.453;
95% CI: 0.204-1.008; and OR: 1.092; 95% CI: 0.529-
2.254, respectively).

DISCUSSION

To our knowledge, we provide one of the first insights
on the impact of an integrated and holistic approach
to AF management in a contemporary, real-world
Chinese cohort. Our principal findings are as fol-
lows: 1) only 41.1% of patients are managed with an
integrated, ABC pathway approach to holistic care; 2)
the incidence of the composite endpoint (all-cause
death/any TE event), all-cause death, and TE events
at 1-year follow-up was significantly lower in ABC-
adherent patients than in ABC-nonadherent
patients, while major bleeding incidence was com-
parable; and 3) ABC-adherent management was an
independent predictor of lower risk of the primary
composite endpoint (Central Illustration), even among
extreme elderly patients.
posite Outcome of All-Cause Death or Any Thromboembolic Event

Multivariate

P Value OR 95% CI P Value

<0.001 0.508 0.306-0.843 0.009

<0.001 1.086 1.056-1.117 <0.001

0.201

0.772

0.001 1.804 1.167-2.790 0.008

0.398

<0.001 3.742 2.288-6.120 <0.001

<0.001 — — —

<0.001 — — —

<0.001 — — —

<0.001 — — —

0.340

<0.001 — — —

0.007 — — —

0.656

https://doi.org/10.1016/j.jacasi.2022.01.007
https://doi.org/10.1016/j.jacasi.2022.01.007
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TABLE 4 Univariate and Multivariate Regression Analysis

Univariate Multivariatea

OR 95% CI P Value OR 95% CI P Value

No ABC criteria Ref. Ref.

1 ABC criteria 0.363 0.076-1.734 0.204 0.395 0.075-2.092 0.275

2 ABC criteria 0.211 0.046-0.958 0.044 0.230 0.046-1.159 0.075

3 ABC criteria 0.096 0.020-0.451 0.003 0.136 0.026-0.705 0.018

The table shows the incremental association between additional ABC criteria and the composite outcome of all-cause death or any thromboembolic event. aAdjusted for age,
diabetes, heart failure, coronary artery disease, stroke, chronic kidney disease, chronic obstructive pulmonary disease, dementia, and previous intracranial bleeding.

ABC ¼ Atrial fibrillation Better Care pathway.
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AF is associated with an excess mortality, stroke,
dementia, heart failure, depression, impaired quality
of life, and hospitalizations.4,5,21-23 Moreover, AF pa-
tients are burdened by several risk factors and
comorbidities.24 The complexity of these patients
suggests that a multidisciplinary approach to pa-
tients’ care may lead to better outcomes than a single
disease management strategy. Indeed, a meta-anal-
ysis9 on 1,383 patients across 3 studies showed that an
integrated care approach to care delivery was asso-
ciated with a significant reduction in all-cause mor-
tality (OR: 0.51; 95% CI: 0.32-0.80) and cardiovascular
hospitalizations (OR: 0.58; 95% CI: 0.44-0.77).9 The
ABC pathway was subsequently proposed to stream-
line the individual components of the integrated care
approach into a simple and effective tool guiding
clinicians in step-by-step decision making for holistic
AF patients’ management.

Our study integrates and confirms the benefit of
an ABC pathway–adherent management on clinical
outcomes in different AF patients’ populations,11-14

showing a 48% reduction in the risk of the com-
posite outcome of all-cause death or any TE event.
Moreover, benefits were greater among the extreme
elderly, suggesting that a holistic and integrated
approach to care is worth implementing among this
subset of patients. Similar results were not
observed in young age strata, possibly because the
relatively low number of adverse events limited the
statistical power of the study. In a report from the
European Society of Cardiology EORP-AF General
Long-Term Registry, Proietti et al14 reported a 41%
reduction in the composite endpoint of TE events,
acute coronary syndromes, or cardiovascular death;
48% reduction in cardiovascular death; and 43%
decrease in all-cause death in ABC pathway–
adherent patients as compared with nonadherent
patients at 1-year follow-up, from a large European
cohort of 6,646 patients. Similarly, Yoon et al13

analyzed nationwide Korean national administrative
data of 204,842 patients followed for 6.2 � 3.5
years and showed that ABC-adherent patients had a
significantly lower risk of all-cause death (HR: 0.82;
95% CI: 0.78-0.86) and the composite outcome of
death, ischemic stroke, major bleeding, or myocar-
dial infarction (HR: 0.86; 95% CI: 0.83-0.89). The
ABC pathway has also been tested in a prospective
cluster randomized trial (mAFA-II trial [mobile
health technology improving the screening and
integrate care in the patients with atrial fibrillation,
mAFA-II trial.]), which showed a significant reduc-
tion in the rates of the composite outcome of TE
events, death, or rehospitalization in patients ran-
domized to receive integrated care based on a mo-
bile AF application incorporating the ABC pathway,
as compared with the usual-care group (1.9% vs
6.0%).25 In the long-term extension cohort, the
benefits on clinical outcomes were maintained, and
there was good adherence (>70%) and persistence
(>90%) of use of the mobile health approach to
implement the ABC pathway.26

In our analysis, ABC pathway–adherent care was
independently associated with a lower risk of the
composite outcome of all-cause death or any TE event
but was not an independent predictor of the indi-
vidual outcomes of all-cause death, TE events, and
major bleedings, although some trends were
observed. These results may reflect the small sample
size, the low rate of adverse events, and the relatively
short follow-up, which may limit the statistical power
of our study for the identification of differences in
individual outcomes.

Our study shows that qualifying for 3 ABC pathway
criteria was independently associated with a reduc-
tion in all-cause death or any TE event. However, an
increasing number of fulfilled ABC criteria was asso-
ciated with a trend toward a progressively lower OR
of adverse outcomes. These results highlight that all
the individual components included in the ABC
pathway approach would act synergistically, and a
holistic approach to AF management is best to
improve patients’ outcomes.
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The importance of a tailored, holistic treatment
strategy based on individual risk assessment and
patient preferences has been emphasized by the new
2020 European Society of Cardiology guidelines for
the diagnosis and management of AF.27 A recent
systematic review and meta-analysis28 showed that
adherence to the ABC pathway is low, being adopted
in only 21% of patients, but ABC pathway compliance
was associated with a lower risk of all-cause death
(OR: 0.42; 95% CI: 0.31-0.56), cardiovascular death
(OR: 0.37; 95% CI: 0.23-0.58), stroke (OR: 0.55;
95% CI: 0.37-0.82), and major bleeding (OR: 0.69;
95% CI: 0.51-0.94).

The prevalence of ABC-adherent patients in our
cohort was higher (approximately 40%) but still sub-
optimal, suggesting that further efforts should be
made to implement this effective strategy in
everyday clinical practice. To achieve this goal,
engagement with patients and health care pro-
fessionals is crucial, and the simplicity of the ABC
pathway represents a major strength to guide pa-
tients’ understanding of their management plan and
physicians’ decision making.

STUDY LIMITATIONS. The observational nature of
this registry may limit the generalizability of the
results and the power to detect differences in in-
dividual outcomes. As in the majority of real-life
observational registries, clinical outcomes were not
centrally adjudicated and may be over- or under-
estimated. This survey was conducted before the
publication of the current AF guidelines27 imple-
menting the ABC pathway into AF care, and the
enrollment period was relatively long, which im-
plies a potential variability in the therapeutic stra-
tegies for AF management. Therefore, a residual
bias arising from differences in patients’ follow-up
management /or risk profile cannot be completely
ruled out. The multivariate analysis, adjusted for a
large set of covariates, shows an independent as-
sociation between ABC-adherent management and
improvement in clinical outcomes. Data on anti-
coagulation control, management of cardiovascular
risk factors (eg, obesity, smoking), or patient’s drug
contraindications are not available and cannot be
considered in this analysis. Because only 49.7% of
the overall cohort was included in the present
analysis, selection bias cannot be completely ruled
out. As previously described, patients not included
were older and had higher mean CHA2DS2-VASc and
HAS-BLED scores. The ChiOTEAF registry aim was
to analyze the relationship between the general
management of AF and cardiovascular events at
6 months and 12 months and was not specifically
designed to determine the role of ABC pathway–
adherent care on patients’ prognosis. The retro-
spective nature of our analysis limits the strength
of the association between an ABC pathway–
adherent care and better clinical outcomes. The
prospective implementation of the ABC pathway
has been already tested in the mAFA-II trial,25,26 as
well as ongoing prospective studies that are spe-
cifically designed and adequately powered. Finally,
we acknowledge that the effects of other in-
terventions on modifiable cardiovascular risk fac-
tors that require continuous patients’ education,
such as lifestyle changes, alcohol reduction, and
treatment of obstructive sleep apnea with contin-
uous positive airway pressure were not assessed.

CONCLUSIONS

In a contemporary nationwide cohort of Chinese AF
patients, adherence to the ABC pathway for inte-
grated care was suboptimal, but clinical management
adherent to the ABC pathway was associated with
better outcomes. Further efforts to implement this
effective holistic AF management strategy in
everyday clinical practice would improve patient
outcomes.
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PERSPECTIVES

COMPETENCY IN PATIENT CARE AND

PROCEDURAL SKILLS: The ABC pathway has been

proposed to streamline the integrated and holistic

approach to AF care. Clinical management adherent to

the ABC pathway was associated with better outcomes in

a contemporary Chinese cohort of patients with AF.

TRANSLATIONAL OUTLOOK: Adherence to the ABC

pathway for integrated care should improve. Further

studies are needed to address potentially actionable

clinical and organizational obstacles to ABC pathway

implementation.
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