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The complexity of atrial fibrillation (AF) requires an integrated, multifaceted, multidisciplinary, and holistic team approach to optimize the manage
ment of AF patients. Active engagement of patients and involvement of nurses and various allied professionals (AP) and a strong collaboration with 
physicians is crucial in this respect as indicated by the 2024 European Society of Cardiology Guidelines on the management of AF. This is also re
flected in these latest guidelines by the concept of AF-CARE, which emphasizes the importance of including the patient, carers, and various health
care professionals. In this Clinical Consensus Statement, the role of nurses and APs is highlighted and includes optimal approaches on their 
involvement in the implementation and execution for these guideline recommendations in daily clinical practice. Moreover, additional detail will 
be provided to the key components and their requirements to allow this integrated multidisciplinary care to be implemented alongside the perspec
tive of the patient. This Statement also examines the challenges and opportunities in relation to their application to clinical practice and how optimal 
multidisciplinary care can be implemented.
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Introduction
The European Society of Cardiology (ESC) Guidelines provide practice 
recommendations to assist health professionals in selecting the best 
available care and treatment strategies and making informed or shared 
decisions with patients in daily practice based on the latest evidence. 
The 2024 ESC Guidelines for the management of atrial fibrillation 
(AF) are the latest available ESC guidelines in the field of AF.1 To opti
mize patient outcomes, these guidelines stress the importance of using 
a patient-centred integrated care approach to deliver comprehensive 
care and treatment with a multidisciplinary team, including the patient, 

carers, and various healthcare professionals. To allow this, nurses and 
allied professionals (AP) play a key role in the care and treatment of 
AF patients and to work efficiently together with physicians.2

Nevertheless, despite the fact that these guidelines provide 
evidence-based recommendations in the management of AF, they 
lack clear guidance on implementing these recommendations in clinical 
practice and do not outline the roles and responsibilities of the various 
health care providers involved in the multidisciplinary team.

Therefore, the aim of this Clinical Consensus Statement by the 
Association of Cardiovascular Nursing and Allied Professions 
(ACNAP) and the European Heart Rhythm Association (EHRA) is to 

Highlights
• The 2024 ESC Guidelines for the management of atrial fibrillation suggest a holistic, multifaceted and multidisciplinary approach in providing 

care and treatment to patients with atrial fibrillation, following the AF-CARE approach.
• This approach emphasizes the importance of multidisciplinary collaboration, including the patient, carers and various healthcare professionals. 

Nurses and allied professionals fulfill significant roles within this approach. This statement details these roles and provides clinical implications 
for nurses and allied professions for the implementation and execution of the guideline recommendations in clinical practice.

• Moreover, crucial key aspects, as well as challenges and opportunities for nurses and allied professions will be provided based on the compo
nents of the AF-CARE approach.
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provide an overview of the established and potential role of nurses and 
APs as part of an integrated care approach as recommended by the 
2024 ESC Guidelines for the management of AF. Moreover, key com
ponents and members of the integrated approach will be higlighted, 
clinical implications for the day-to-day work of nurses and APs will 
be provided as well as challenges and opportunities in this respect.

Integrated care in AF
Integrated AF care goes beyond therapeutic management alone and fo
cuses on additional fundamentals that form a holistic (addressing the 
person as a whole) and integrated care approach (i.e. optimizing the de
livery and coordination of healthcare services based on patient prefer
ences and aligned with guideline recommendations, to promote the 
overall well-being of the patient). The patient-centred integrated 
AF-CARE approach includes various key fundamentals (Figure 1).1

First of all, delivering comprehensive care and treatment following 
the CARE elements of the pathway is key (i.e. Comorbidity and risk 
factor management, Avoid stroke and thromboembolism, Reduce 
symptoms by rate and rhythm control, Evaluation and dynamic re
assessment). Moreover, these CARE components should be supple
mented with strategies to promote lifestyle recommendations, 
psychosocial support, education for patients, family, and caregivers, 
and a structured follow-up and clear communication between primary 
and specialized care.1

This all should be implemented in a patient-centred approach, mean
ing that the care will be provided based on the needs and preferences of 
the patient, whilst actively engaging the patient to work as partners 
alongside the healthcare providers in the care process. Structured edu
cational programs for healthcare professionals and targeted education 
for patients will allow shared decision-making and will empower pa
tients to emphasize their self-care. To implement these key fundamen
tals, the involvement of various healthcare professionals and disciplines 
a multidisciplinary team approach is required together with better 
translational care. The implementation of CARE and the involved 
healthcare professionals within this multidisciplinary AF team can be di
verse and varies between different countries, centres and healthcare 
systems. This requires coordination, communication, and collaboration 
so that various healthcare professionals work together with the patient, 
on a comprehensive and individualized treatment plan (Figure 2). Finally, 
the use of digital technology is helpful to guide the integrated approach.

Multidisciplinary team approach
Initial editions of ESC Guidelines on AF management acknowledged dif
ferences in the delivery of care and patient characteristics globally and 
underpinned the need to adapt them when applied to multiple health
care settings.4,5 However, despite this, implicit recognition of the need 
to address aspects beyond AF-specific management, they were devoted 
to review scientific evidence to support recommendations on the dif
ferent AF-specific diagnostic tests and therapies. There was no mention 
of multidisciplinary care or the participation of different disciplines. The 
words ‘nurse’ or ‘allied professional’ were lacking in the entire docu
ment of those editions (Table 1).

However, with each new iteration of the guidelines, the role of 
nurses and APs became more evident. The guidelines have evolved in 
terms of outlining who should be involved in providing care to people 
with AF and the recent 2024 guideline highlights the importance of in
tegrated AF care and ensures a inclusive approach to care that includes 
primary care physicians, cardiologists, nurses, and APs.1 They recom
mend comprehensive treatment, which means that AF-specific therapy 
should be complemented with treatment of underlying cardiovascular 
diseases and lifestyle interventions, which in general requires a multidis
ciplinary approach.

Key health care professionals and 
their roles
The multidisciplinary team (MDT) surrounding the patient is essential 
for successful AF care from screening and diagnostic assessment to on- 
going long-term management of AF.1 Integrated management with a 
structured MDT approach should be used in all AF patients to improve 
clinical outcomes according to the ESC guidelines.1 The structure of the 
team can vary depending on the needs and the complexity of the pa
tient but should consist of a core team including the patients’ general 
practitioner (GP), to which additional APs and physicians, with varied 
specializations can be invited to join as the team deems necessary 
and based on the individual patient case.

Figure 2, adapted from the 2020 AF ESC guidelines lists the core 
MDT including (1) the patient, (2) carers/family, (3) AF nurse, (4) gen
eral practitioner, (5) cardiologist (depending on the need of the patient 
this could be either a general cardiologist, a cardiologist with an interest 
in arrhythmia/AF management or an electrophysiologist), (6) pharma
cist. This MDT approach is essential in providing optimal AF care.

The MDT should collaborate with and support (i.e. education, em
powerment and guidance for self-care and self-management) the pa
tient and the patient’s relatives during the entire patient journey, and 
suggestions for the potential roles of the key persons in the core 
team, and the additional supportive individuals during the process are 
discussed below and in Table 2. Improving the knowledge of patients 
about their condition and how to contribute to a healthy lifestyle is 
THE key, whilst building rapport and trust in the patient-professional 
relationship is another crucial factor. Achieving and maintaining lifestyle 
changes is challenging, but the patient might feel encouraged by a struc
tured and supportive approach.

Screening
Routine heart rhythm assessment during health care in those aged 65 
and over is recommended to detect AF early.1 Furthermore, in indivi
duals aged 75 and above, or with a high risk of stroke should be 
screened using prolonged non-invasive ECG-based approach.1,6

Screening for AF can take place for example by the GP, by nurses at 
the general practitioners,7,8 by pharmacists9,10 podiatrists11 by special 
screening centres,12 or other locations. There are many different de
vices that can be used in AF screening,13 and it is of importance to assess 
the patient’s digital literacy and understanding of the implications of 
screening.14 Regardless of the mode of screening, the diagnosis of AF 
is made by a physician overreading the ECG.1

Diagnostic assessment
At the initial diagnostic assessment of the patient, many key disciplines 
within the MDT are involved. An example of a potential structure for 
the patient and the patient’s carers/family is to first meet the AF nurse 
in conjunction with a physician to provide the team with a detailed 
medical history, including co-morbidities, structured assessment 
of symptoms and quality of life (QoL), determination of the 
CHA2DS2-VA score, bleeding risks and identify patient support sys
tems.15,16 A cardiac physiologist can, prior to or at the meeting, per
form an ECG to give detailed information about the cardiac rhythm 
and an echocardiogram to provide a structural and functional assess
ment. A pharmacist can explore the current medication of the patient, 
with a particular view towards bleeding and potential interactions with 
oral anticoagulants (OACs) and future rhythm control strategies.17 In 
addition, utilize the opportunity to manage co-morbidities and optimize 
blood pressure to reduce recurrence and progression of AF and 
prevent adverse cardiovascular events18 in accordance with the 
AF-CARE recommendation.1
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Symptoms and QoL
The patient’s symptoms and QoL should be assessed at the initial diag
nostic assessment, this may evaluate treatment effects, as well as guide 
further treatment.19 It is important to reassess the patient’s symptoms 
and QoL at times of changes in medical management or in case of 
changes in medical status. Where symptoms and QoL assessment 
show high levels of anxiety, involvement of additional MDT members 
may be appropriate to employ strategies for anxiety reduction, such 
as involvement of psychologists or physiotherapists for yoga.20,21

Management plan
The key members of the MDT, including the patient and, depending on 
the patient’s wishes, family, or carers, should be involved in the forma
tion of the management plan.1 Table 2 describes the role of the wide 
MDT. However, it is vital that the patient is not only seen as a recipient 

of the information, but rather as an active participant in the MDT who 
will work towards fulfilling the key individual goals of the patient.22 It is 
also important to continuously review patients as many who historically 
may not have met the criteria for anticoagulation may well have had 
changes that deem them suitable based on CHA2DS2-VA score.18

Adherence to treatment
Once the management plan is decided, it is important that not only the 
core team continues to assess the adherence of the patient but all pro
fessionals that interact with the patient focus on reinforcing the import
ance of their treatment regimen. The pharmacist has a potential key 
role in providing specialized information about the treatment effects 
of medication.15 Additionally, APs have an important role in the adher
ence to treatment of co-morbidities and can for example enable ad
equate physical activity and promote a healthy diet.23

Figure 1 Patient centred AF-CARE approach as indicated by the 2024 European Society of Cardiology atrial fibrillation guidelines. Figure adopted 
from Van Gelder et al.1
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AF-CARE
C—co-morbidity and risk factor management
Assessment of cardiovascular risk factors can be done by different 
members of the core team, and interventions on these based on iden
tified co-morbidities and lifestyle factors. For example, Pharmacists 
have shown to not only improve anticoagulation rates for people 

with AF but also optimize blood pressure ensure holistic management 
of the individual patient.18,24,25

A—avoid stroke and thromboembolism
Assessment of stroke risk as per CHA2DS2-VAscore, and assessment 
of bleeding risks can be done by any member of the core team and 
forms the basis for the decision on oral anticoagulation treatment in 
AF patients. Bleeding and stroke risks should be regularly reassessed 
and documented by the team, leading to update of the management 
plan accordingly.18

R—reduce symptoms by rate and rhythm control
The decision to pursue rate or rhythm control is of key importance for 
AF patients and should be jointly decided by the MDT and documented 
in the management plan. Patient-reported outcome measures 
(PROMs) should be measured before, during, and after any novel strat
egies are implemented. Decisions on better symptom control need to 
be dynamic, with adaptations of the management plan depending on pa
tient’s wishes and any new symptoms and medical history.

E—evaluation and dynamic reassessment
The importance of continuous monitoring and adapting treatment plans 
for patients with AF is essential to ensure optimal outcomes by adjusting 

Figure 2 Involvement of a multidisciplinary team in the care of an atrial fibrillation patient (an example). Figure adopted from Hindricks et al.3

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Table 1 Number of appearances of different terms in 
the most recent European Society of Cardiology atrial 
fibrillation guidelines

Year Multidisciplinary Teama Nurseb Allied 
professionals

2010 0 0 0 0

2012 0 0 0 0

2016 16 30 5 5

2020 15 17 7 1

2024 26 35 7 1

aIncludes ‘heart team’.
bIncludes ‘nursing’.
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therapies based on any changes in the patient’s condition, lifestyle, or re
sponse to treatment. Nurses and allied professions involvement en
hances patient care through continuous monitoring e.g. physiologist 
evaluation of heart structure and function, pharmacists and nurses in 
support patient education including lifestyle modifications and adjust
ments in treatment to help prevent complications associated with AF.

Clinics and use of digital technology 
from diagnostics to monitoring 
care
Implementing a MDT approach for AF in daily clinical practice, in align
ment with the ESC 2024 guidelines, requires a multifaceted approach 
with the patient at the centre.1 The use of digital tools and apps sup
ports the empowerment of patients and streamlines data collection, 
while decision-support software assists healthcare providers in making 
evidence-based decisions in partnership with patients.26 A number of 
digital tools have been shown to support MDT working in AF manage
ment and are endorsed in the guidelines.

Single-lead ECGs have revolutionized AF detection by providing ac
cessible, user-friendly, and continuous monitoring options.27 The guide
lines recommend the use of a 30-second rhythm strip for the detection 
of AF.3 The role in self-management of AF is less clear, but in partner
ship with the MDT, provision for self-monitoring may be supported. 
This may be augmented by encouraging patients to use wearable de
vices like smartwatches for continuous monitoring of heart rate and 
rhythm, providing valuable data for early AF detection and manage
ment, although this is contingent on local funding arrangements.

MDT working can also be supported using integrated risk assessment 
calculators, such as integrating CHA2DS2-VA scores into electronic 
health records for efficient patient risk stratification and personalized 
treatment decisions.28 Work to develop electronic algorithms that align 
with the ESC guidelines has been demonstrated to assist clinicians in 
making evidence-based decisions for AF management, such as choosing 
appropriate anticoagulation therapy and rate or rhythm control strat
egies. Moreover, it can assist in the shared decision-making process with 
patients.28 These could potentially benefit from medication interaction 
checkers within electronic health records to prevent adverse drug re
actions and ensure safe prescribing of anticoagulants and antiarrhyth
mic medications, since drug interactions are a major cause of 
bleeding in those on oral anticoagulant medication.29

Telemedicine platforms can be used for remote consultations, enab
ling patients to connect with their healthcare team for regular follow 
ups and reducing the burden on in-person visits, especially demon
strated during the COVID-19 pandemic.30 Apps designed for patient 
education ensure that patients have access to reliable information 
about AF, its management, and lifestyle modifications but need to be 
carefully selected prior to recommendation to ensure that the advice 
is according to guidelines and provides sufficient support to promote 
adherence to recommendations.31 However, the use of apps and other 
digital technology should be used to support the current care not to 
replace it. Recent findings from the AF-Edu Care study demonstrated 
sustained knowledge in participants using an App but also highlighted 
that although awareness around risk factors increased, this did not 
translate into participants making changes to their lifestyle.32

Moreover, not all patients have a smartphone and can use apps. 
Alternatives (e.g. in the form of in-person visits or telephone calls) 
should be foreseen for the older patients and those with literacy issues.

An optimized hospital or community structure, including specialized 
AF clinics and associated collaborative MDT meetings, ensures coordi
nated delivery of care and reduces unplanned readmission.33 By inte
grating these key components, healthcare institutions can enhance 
the quality of care for AF patients and improve their outcomes in the 

evolving landscape of AF management.34 Establishing specialized AF 
clinics within cardiology departments involving members of the MDT 
can centralize care and ensure that AF patients receive a comprehen
sive evaluation, including rhythm assessment, risk stratification, and 
treatment initiation. This fosters collaboration among the MDT, includ
ing cardiologists, electrophysiologists, nurses, pharmacists, and nutri
tionists, amongst other health care professionals, to create a holistic 
approach to AF management. These clinics should be supported by 
regular meetings to discuss complex cases, review treatment plans, 
and ensure a coordinated approach to patient care. These clinics can 
be augmented using standardized AF patient pathways that guide the 
timing and frequency of assessments, tests, and interventions, ensuring 
consistency in care delivery across the life course whilst providing tai
lored care based on the needs, values, and preferences of the individual 
(Figure 3). The value of such regular meetings was shown by a group in 
London set up a weekly multidisciplinary team video conference dis
cussing complex patients with a cardiologist, haematologist, General 
Practitioner in primary care and clinical pharmacist. This enabled shar
ing of patient records between primary care and hospital specialists 
with improved communication and shared learning, which translated 
with significantly increased prescribing of anticoagulation by 6.3% 
[from 77% to 83% (P < 0.0001)], in comparison to 2.8% average im
provement in England.18

The capturing of data on the provision of the patient pathway by the 
MDT can be enhanced by contributing to well-designed clinical regis
tries. AF registries are indispensable tools for capturing comprehensive 
data on the epidemiology, management, and outcomes of patients with 
AF.35 They must include PROMs, and the data must be able to be sex- 
disaggregated. Registries can play a vital role in improving patient care, 
advancing research, and guiding healthcare policies and practices related 
to AF. By addressing these needs, AF registries contribute significantly 
to enhancing the quality of care and the overall well-being of individuals 
with AF.

Clinical examples: applying the 
guidelines in practice
In general, integrated management with a MDT approach is based on 
the concept of integrated care and fuses four indispensable fundamen
tals, including a patient-centred MDT approach, providing comprehen
sive care and treatment, supported by smart technology.3,36

Although numerous integrated practice approaches have been de
veloped, the evidence is scarce and heterogeneous.37 Some rando
mized clinical trials showed an increase in the use of evidence-based 
care and a reduction of cardiovascular hospitalization and cardiovascu
lar death at follow-up in patients managed with an integrated care ap
proach compared to those with usual care.38,39 In addition, this is also 
supported by some observational studies, which found fewer hospita
lizations and strokes when integrated AF care was used.40,41

The initial trial to evaluate the effectiveness of the approach was per
formed in the Netherlands. In the AF-Clinic, a nurse and a cardiologist 
formed the treatment team, and a dedicated software system was used, 
which incorporated all recommendations of the leading international 
guidelines current at the time. The associated single-centre randomized 
controlled trial (RCT) (n = 712) compared the integrated AF-Clinic ap
proach, with usual care provided by a cardiologist, and demonstrated a 
significant reduction in the primary composite endpoint of cardiovascu
lar hospitalization or mortality [hazard ratio (HR) 0.63 95% confidence 
interval (CI) 0.44–0.90, P = 0.017].38 A post hoc analysis also demon
strated a significant reduction in all-cause mortality (HR 0.44, 95% CI 
0.23–0.85, P = 0.014).42 A systematic review and meta-analysis investi
gating different approaches of integrated care delivery, confirmed these 
findings.39
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More recently, the RACE IV trial evaluated this concept in a multi- 
centre RCT (n = 1375) in the Netherlands and strikingly did not 
show significant differences in the same primary outcome as per the ini
tial trial. However, in a pre-specified analysis evaluating the effect in ex
perienced centres (defined as those centres that provided the 
integrated approach prior to commencing the study) vs. non- 
experienced centres, a significant reduction in the composite endpoint 
of cardiovascular hospitalization and mortality, HR 0.52, 95% CI 0.37– 
0.71 vs. HR 1.24, 95% CI 0.94–1.63, respectively; P < 0.001 for inter
action was seen in favour of the experienced centre.43

The IMPACT-AF study was a cluster randomized trial (n = 2281) 
with patients in the intervention group receiving an educational inter
vention for patients and care providers, aiming to improve quality in 
terms of improving anticoagulation therapy in patients with AF and at 
risk for stroke. Oral anticoagulant use significantly increased from 
68% at baseline to 80% at 1 year in the intervention group, vs. 64% 
to 67% in usual care, demonstrating the impact of an integrated educa
tional intervention.44 Also another Belgian trial showed that a nurse-led 
educational intervention that also included electronic monitoring of 
oral anticoagulation medication in AF patients led to very high regimen 
adherence values of 94%.45,46

Due to the underlying risk factor burden in the development or wor
sening of AF, the importance of comprehensive treatment, i.e. risk fac
tor management and lifestyle modification, beyond AF symptom 
control and anticoagulation therapy, has become apparent. 
Obstructive sleep apnoea is an important risk factor. However, its 

management is often poorly integrated in AF clinical practice47 and in
tegrated multidisciplinary approaches have been suggested.48 A pro
spective study (n = 183) explored the impact of a virtual 
sleep-disordered breathing pathway in outpatient service with collab
oration between the sleep specialist and cardiology teams, demonstrat
ing short processing times, detection of moderate to severe 
sleep-disordered breathing in 55% of referred patients, and high patient 
satisfaction with the care received (91%).49

An Australian RCT explored the impact of patient education on hos
pitalization in patients with AF provided by nurses and pharmacists in 
the patients’ home, in collaboration with a cardiology team.50

Although this intervention cannot be categorized as an integrated 
care approach, the focus on patient-centred education, and a multidis
ciplinary team approach, demonstrated significant reductions in hospi
talization.51 As mentioned before, technology is crucial to support 
patients and care providers in providing comprehensive and complete 
care. This became even more apparent during the COVID-19 pandem
ic. Due to practical limitations, an integrated mHealth approach was de
veloped as a response to this. This TeleCheck-AF consists of a 
structured teleconsultation (Tele), an on-demand app-based heart 
rate, rhythm and symptom monitoring (Check) and comprehensive 
AF management provided by a multidisciplinary team (AF).52 A retro
spective analysis demonstrated that the approach was well accepted 
by patients and care providers,30 and optimal motivation and adherence 
to the app-based monitoring approach, with older age being a positive 
predictor.53

Figure 3 The CC-ABC pathway for atrial fibrillation patient follow-up. The +-symbol indicates additional considerations that Nurses and Allied 
Professionals should make in implementing the guidelines. AF, atrial fibrillation; ECHO; echocardiogram; ECG, electrocardiogram; MDT, multidiscip
linary team.
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Challenges and opportunities
Adherence to guidelines
As part of AF management, adherence is one of the key components to 
reduce the stroke risk with anticoagulant medication (namely DOACs) 
and lifestyle changes (in relation to modifiable risk factors) and the need 
for ongoing education and advice. However, the literature demon
strates that adherence to the guidelines remains suboptimal and the im
portance of improving treatment adherence is identified in the 2024 AF 
guidelines.54 The reasons are varied including patient-related factors 
(examples include the difficulties in managing multiple comorbidities 
such as diabetes and sleep apnoea along with their AF, or side-effects 
from medications) to clinician and organizational related factors (e.g. 
lack of access to specialist services, limited resources in time and per
sonnel). The 2024 guidelines suggest the use of appropriate tools 
(such as patient education programmes and more practical tools 
such as pillboxes) to support adherence along with regular review 
with the MDT. As part of an exploration into poor guideline adherence, 
a gap analysis of current clinical practice across Europe was undertaken 
as part of the EHRA-PATHS project (‘‘Addressing multimorbidity in eld
erly atrial fibrillation patients through interdisciplinary, tailored, patient- 
centred care pathways’).55 The EHRA-PATHS project aims to address 
these gaps in practice with a focus on comorbidity and risk factor man
agement to holistic, inclusive, and personalized treatment strategies. 
This clearly aligns with the AF-CARE component of the 2024 guidelines 
with C outlining these key aspects of AF management.

From the healthcare professionals’ perspective, a survey of 339 clin
icians across Europe recorded varying rates of specialist services (in
cluding diabetes and heart failure for instance) in their clinical 
practice. The respondents also identified barriers to guideline adher
ence including the lack of an integrated care model along with organiza
tional issues (lack of time and personnel) and patient adherence. The 
respondents identified key areas that would improve adherence and 
these included (i) improving access to lifestyle and health promotion in
terventions, including early management of risk factors for comorbid
ities, (ii) Organizational restructuring to enable innovation in care 
provision, (iii) Working towards achieving an evidence-based and inte
grated approach to multimorbid AF care for all, and (iv) aiming for 
greater collaboration and interdisciplinary working. It is clear from 
the survey that there is sub-optimal guideline adherence across 
Europe, but at the same time highlights the complexity of AF manage
ment.55 The need for a coordinated collaborative organizational ap
proach is evident and this may potentially provide an opportunity to 
improve guideline adherence. This shows a drive for integrated care 
amongst APs and is in clear alignment with the 2024 guidelines.

Training of nurses and allied professions
The management of patients with atrial AF presents a multifaceted chal
lenge in the healthcare sector,56 this needs to be underpinned by quali
fied staff with appropriate training and ongoing education. The ESC’s 
Association of Cardiovascular Nurses and Allied Professions 
(ACNAP) has recently published a Core Curriculum for cardiovascular 
nurses and APs, which aims to support the development of core skills in 
the field of cardiovascular care while following a patient-centred ap
proach.57 AF management is an ever-evolving field with ongoing re
search, clinical advancements and guideline updates. It is well 
recognized that education, particularly for APs, is a continuous process 
that ensures evidence-based clinical currency aiming to improve patient 
outcomes. The Core Curriculum has the potential to serve as a guide to 
clinical practice. The 2024 AF guidelines acknowledge the importance of 
education for nurses and APs but also recognize that education inter
ventions may not be adequate to sustain behaviour change.1 This high
lights the complexity of AF care and the need for further studies on the 
effectiveness of additional education of nurses and APs to optimize 

patient self-management. Unfortunately, within the 2024 guidelines, 
there is no specific information on the type of training required for 
nurses and APs.

Introduction of novel technologies and treatment modalities in AF re
quired knowledgeable healthcare professionals who are able to integrate 
these into clinical practice.58 As such, innovative models of education 
and training for healthcare professionals are required that adapt to these 
changes and, at the same time, are patient-centred. Interprofessional edu
cation models bring all professions together to learn, foster teamwork, 
communication, and a shared understanding of AF care.

There are several innovative approaches to the delivery of education 
into health, including the use of immersive learning platforms and app- 
based learning.59 Simulated Learning Environments offer a safe and 
controlled environment where healthcare professionals can practice 
managing AF cases, with high-fidelity simulations using advanced man
nequins and computer-based scenarios to replicate real-life situations. 
This hands-on experience supports professionals in developing and re
fining their clinical skills, decision-making, and multidisciplinary approach 
within a risk-free setting.60 The recent introduction of Virtual Reality 
(VR) and Augmented Reality (AR) technologies has provided immersive 
experiences using VR headsets or AR applications.61 They provide op
portunities to interact with 3D representations of cardiac anatomy, 
visualize electrophysiological mechanisms, and practice procedures vir
tually.62 This technology enhances spatial understanding and procedural 
skills.

Virtual consultations and remote monitoring are now commonplace, 
and health professionals need training to simulate remote consulta
tions. E-Learning and Mobile Apps tailored to AF management offer 
flexible, accessible, and self-paced education and examples are inter
active modules, case studies, quizzes, and real-time updates on AF 
guidelines and research.

The ESC guidelines are a cornerstone in shaping the management 
and treatment of cardiovascular diseases, and the Be Guidelines 
Smart Programme were introduced to disseminate the most 
up-to-date and evidence-based guidelines for the management of car
diovascular conditions.

Innovative models of education and training are essential to prepare 
healthcare professionals to manage AF patients. These models harness 
technology, interprofessional collaboration and global networking to 
ensure that professionals are equipped with the knowledge and skills 
needed to provide high-quality, patient-centred care.

Patient perspective
As previously stated, there is an emphasis on patient education and em
powerment with a focus on self-care as a key component of patient- 
centred AF management in the 2024 guidelines.1 AF-CARE places the 
patient at the centre of care, and this is a major change from the 
2020 guidelines. Shared decision-making is also identified as important, 
especially in relation to anti-coagulation and arrhythmia management. 
Although the guidelines stress the importance of an integrated patient- 
centred approach, this does not always manifest in clinical practice. 
There is a paucity of literature on patients’ perspectives in AF and often 
the concerns of patients are not fully discussed or acknowledged, nor is 
there evidence on how additional education directed to patients and 
their family would optimize shared decision-making.63 Patients’ person
al health practices and beliefs are an important part of how they ap
proach and manage their health and any associated conditions and 
healthcare professionals need to be cognizant of this, especially as other 
non-AF factors may adversely affect a person’s health.64 A recent study 
explored patients’ perspectives via in-depth interviews, which gave pa
tients an opportunity to explain, in their own words, how they were 
approaching their health in relation to AF. Thirty patients (65 years 
or older) with AF from across Europe commented on the negative im
pact of their AF symptoms on daily activities suggesting that their 
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symptoms were not well managed. Although they had some knowledge 
about AF, there was a lack of understanding about their comorbidities 
and how they related to their AF (diabetes and hypertension for ex
ample). The participants also raised concerns regarding their medica
tions, especially DOAC medication and expressed a need for more 
education and information on their medications. Similarly, in relation 
to modifiable risk factors, all were motivated to make lifestyle adjust
ments but again, a lack of education and advice on how to implement 
and maintain these lifestyle changes was reported. Previous research 
on injectables for cardiovascular disease also highlighted the import
ance of knowledge and education about medication whilst also noting 
that there are significant organizational and governance-related barriers 
that affect the delivery of care and affect guideline adherence.65 The im
portance of person-centred care was also viewed as important in these 
interviews and as reported in coronary disease and heart failure, a 
person-centred approach improves patient experience and ensures pa
tients feel included in decision-making.66,67 Healthcare professionals, in
cluding the primary care physician, play a key role in assisting patients to 
manage their AF and central to this is a person-centred approach with 
shared decision-making as reflected in the 2024 guidelines. The addition 
of AF-CARE to the latest guidelines ensures a focus on the patient as a 
joint decision-maker, along with their MDT on their AF management. 
Critically, a key recommendation is on access to patient-centred man
agement using AF-CARE (refer to Recommendation Table 4 and 
Figure 3 in the 2024 guidelines).

Future directions
Guidelines are suboptimal without good implementation in daily clinical 
practice. Previous sections showed that a MDT approach including the 
patient, physician, but also nurses and APs is pivotal in this respect but 
that there is room for improvement. Current evidence on the use of an 
integrated approach with a MDT providing holistic care and treatment 
in AF is still scarce and contrasting. Additional evaluations of this ap
proach in day-to-day practice are warranted to strengthen the current 
recommendations in the ESC Guidelines on the management of AF, 
with not only a focus on its impact on clinical outcomes. Moreover, add
itional data on the cost-effectiveness of these approaches is warranted. 
There is also a high need for instrumental information and guidance on 
the implementation of these interventions, information on the quality 
of care together with a systematic assessment of its impact on 
PROMs and PREMs (patient-reported experience measures) as they 
provide valuable insights into patients’ own perspectives and experi
ences about their health in general and medical condition in particular.68

The ICHOM (International Consortium for Health Outcomes 
Measurement) consortium, for example, has already formulated a 
standard set of outcome measures for patients with AF.69 One should 
also keep in mind that these MDT approaches should be feasible to 
realize in daily clinical practice and current fragmentation of care is a 
hurdle in this respect.

The ESC and its associations can assist in the implementation of a 
multidisciplinary team approach in AF management by means of various 
initiatives. (i) Identification of expert centres in multidisciplinary AF 
management. (ii) Training of nurses and APs via expert centres, webi
nars, etc. (iii) Setting up initiatives such as Be Guidelines Smart and 
EHRA-PATHS focusing on the practical implementation of the 
Guidelines in daily clinical practice and stimulating the collaboration 
and referral to other subspecialties and professions.70 (iv) 
Patient-friendly versions of the Guidelines to better involve patients 
in their care. (v) Decision support tools and/or structured digital clinical 
practice Guidelines that can help to implement the latest ESC 
Guidelines and that are valuable for nurses and APs responsible for 
structuring the care of AF patients. If clinical practice guidelines are 
also published in a structured and digitalized format, this will allow 

computers and electronic health records systems to read and process 
these guidelines to assist healthcare providers in their decision-making 
(e.g. efficient patient risk stratification and a personalized treatment 
plan).71

In summary, additional evidence and various initiatives are still 
needed to fully involve nurses, APs and other subspecialties in the man
agement of AF patients to fully incorporate them in the AF team.

Conclusions
This statement on behalf of the Association of Cardiovascular Nursing 
and Allied Professions and the European Heart Rhythm Association of 
the European Society of Cardiology highlighted the role of a multidis
ciplinary team approach in the care of AF patients. A holistic integrated 
care approach including nurses and APs from different disciplines is the 
way to move forward. Advice is given concerning the key actors and key 
components of such a multidisciplinary approach. Education of health
care providers, telemedicine platforms, improved hospitals or commu
nity structures (e.g. specialized AF clinics), better care pathways etc. can 
contribute to more effective and efficient care delivery and improved 
patient outcomes.
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