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KaTAAuon KOATTIKNG MOPHUAPUYNG — KATEUOUVTAPIEG OONYIEG

Maintenance of Sinus Rhythm

L L r y

Mo (or minimal)
heart disease

Coronary artery

: failure
disease

Hypertension

Flecainide Substantial LVH Diafetilide Amiodarone
Propafenone Sotalol Dofetilide
Sotalol

v h ) b4

Amiodarone Catheter Flecainide i Amiodarone Catheter Catheter
Dofetilide ablation Propafenone ablation ablation

Sotalol

|

¥
Amiodarone Catheter Catheter
Dofetilide Jhlal 1o ablati L:-n

Figure 9 Antiarrhythmic drug therapy to maintain sinus rhythm in patients with recurrent paroxysmal or persistent atrial fibrilla tion. Within each bowx, drugs are
listed alphabetically and not in order of suggested use. The vertical flow indicates order of preference under each condition. The seriousness of heart disease
proceeds from left to right, and selection of therapy in patients with multiple conditions depends on the most serious condition present. See Section 8.3.3.3 in
the full-text guidelines for details. LVH indicates left ventricular hypertrophy.

European Heart Journal (2006) 27, 1979-2030




“Atrial fibrillation begets atrial fibrillation”
“Over the long term, atrial fibrillation progresses

in frequency and duration to become

permanent”
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Long-term follow-up of persistent atrial
fibrillation ablation using termination as a

procedural endpoint

-
=1

% AF termination

ha
o

13-24 25-36 37-48
Duration of AF (months)

Figure | Percentage of patients in whom atrial fibrillation was
terminated (grey bars) and not terminated (black bars) during the
index procedure plotted as a function of the duration of persist-
ent atrial fibrillation prior to the ablation procedure.

% AF termination

100-120 121-140 141-160 161-180
Baseline AF cycle length (ms)

Figure 2 Percentage of patients in whom atrial fibrillation was
terminated (grey bars) and not terminated (black bars) during the
index procedure plotted as a function of the baseline atrial fibril-
lation cycle length measured in the left atrial appendage.

EHJ 2009;30:1105-1112
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Outcomes of Long-Standing Persistent Atrial Fibrillation Ablation:
A Systematic Review

Anthony G. Brooks, Martin K. Stiles, Julien Laborderie, Dennis H.
Lau, Pawel Kuklik, Nicholas J. Shipp, Li-Fern Hsu, Prashanthan
Sanders
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«Persistent AF has a two-fold higher risk for recurrence of: AF after ablation confifming
that anatomic and electrical atrial remodeling play ani important rele;in the generation of
AF recurrences. This argues for earlier intervention in, patients: with AF, not necessarily
waiting for symptoms to progress or for atrial fibrosis to set in.

HeartRhythm2009;6:1522-1525



Oa TTPETTEI KAI AV VAl YIATI VO UTTOBAAOUME TOUG

a00eveic o€ KATAAUON KOATTIKAG MOPHAPUYNG OE

* 2¢ PETETrEITO OTAS U oNTE LD HOTaAuo T peyaAUTEPOU
TTOCG00TOU KOATTIKOU HUOKUPDBiou Ye GTOYO TPOTTOTroINGN
Imféﬁg&‘ﬂmwﬁwuunxérgw oTNV TPOANWN TWV
UTTOTPOTTWY O OWINd oTddia (Eppévouca/paKpoypovia

-~ \ r , ;
« MeyaAUTEPN TTBAVOTNTA EPPAVIONG KOATTIKGV
TOXUKOPOIWYV META ATTO KaTaAuon MH TTapoguoIKng
VH KB ARG dft Tels Tnv amoteAeoparikétepn Siadéoipn
Bepatreia YIa EAATTWON TWV UTTOTPOTIWYV KOATTIKNAC

HARKAENYBS, oc Tpwipa oTddia iowe emBpaduvel TNV
TPO60560 TNC TTUPOEUCTHIKNC KOATTIKIC NOUPMAPUYIC TE

gwx?gﬂﬁﬁqwgé*%'ﬂof,uommg KOATTIKIG HAPHAPUYIG

EVOEYOUEVLIC OYETICETOI PE PIKPOTEPO TTOGOTTO ETTITTAOKWV




Clinical predictors and relationship between early and late
atrial tachyarrhythmias after pulmonary vein antrum isolation

Sakis Themistoclakis, MD,* Robert A. Schweikert, MD,T Walid I. Saliba, MD,T Aldo Bonso, MD,*
Antonio Rossillo, MD,* Giovanni Bader, MD,* Qussama Wazni, MD,T David J. Burkhardt, MD,T

Antonio Raviele, MD,* Andrea Natale, MD, FHRS?

BACKGROUND Several studies have reported early (EAT) and late
(LAT) atrial tachyarrhythmias following atrial fibrillation (AF) ab-
lation, but the factors associated with them and their clinical
significance are not well known.

OBJECTIVE The purpose of this study was to investigate the
predictors and the relationship between EAT and LAT after AF
ablation.

METHODS A total of 1298 patients with paroxysmal (54%), per-
sistent (18%), or permanent (28%) AF underwent intracardiac
echocardiography-guided pulmonary vein antrum isolation and
were followed for 41 = 10 months. EAT and LAT were defined as an
episode of AF or atrial flutter/tachycardia lasting longer than 1
minute that occurred within the first 3 months of ablation and
after 3 months postablation, respectively.

RESULTS After asingle ablation procedure, EAT developed in 514
(40%) patients and LAT in 292 (22%) patients. At a multivariable
analysis, longer AF duration (odds ratio [OR] 1.03), history of
hypertension (OR 1.32), left atrial enlargement (OR 1.55), perma-

nent AF (OR 1.72), and lack of superior vena cava isolation (OR
1.60) were significantly associated with EAT. Independent predic-
tors of LAT were longer AF duration (OR 1.03), history of hyper-
tension (OR 1.65), persistent (OR 2.17) or permanent AF (OR
2.28), and occurrence of EAT (OR 30.62). The risk of LAT was
inversely related to the time to first EAT occurrence (OR 20, 54,
and 1,052 in first, second, and third month, respectively). Nota-
bly, 49% of patients with EAT did not experience LAT.

CONCLUSION EAT strongly predict LAT. However, EAT did not
automatically mean ablation failure. Delaying redo procedure may
be appropriate during the first 2 months after ablation. Longer AF

duration, hEEErtEnsiun, and nunEaruxESrnaL AF are indEEEndEnt
predictors of EAT and LAT.

KEYWORDS Atrial fibrillation; Catheter ablation; Left atrial flutter;
Pulmonary vein; Recurrences

(Heart Rhythm 2008;5:679-685) © 2008 Heart Rhythm Society.
All rights reserved.
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The Modified Anterior Line: An Alternative Linear
[.esion in Perimitral Flutter

STYLIANOS TZEIS, M.D..,* ARMIN LUIK, M.D.,f CLEMENS JILEK, M.D..,*
CLAUS SCHMITT, M.D..f HEIDI L. ESTNER, M.D.,* JINJIN WU, M.D.,* TILKO REENTS, M.D.*
STEPHANIE FICHTNER, M.D.,* CHRISTOF KOLB, M.D.,* MARTIN R. KARCH, M.D..,*
GABRIELE HESSLING, M.D.,* and ISABEL DEISENHOFER, M.D.7

A modified anterior line
was performed in 65
patients with perimitral
flutter. Perimitral flutter
was either the presenting
arrhythmia (73.8%) or an
Intermediate erganized
rhythmi duringl AE
ablation. The MAIZWas
acutely: effective in 63/65
patients (96:9%);
Bidirectional bleck
across; therVIAICWaS
achieveoiini56 6165

R PAUIERTSI (86, 1%))

Conclusion: The MAL is a safe and effective linear lesion for the treatment of perimitral LAF. Its value

My I —

compared to more established linear lesions as the mitral isthmus line has to be evaluated in larger studies.

J Cardiovasc Electrophysiol, 2010/ epul ahead of print
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Catheter Ablation Versus Antiarrhythmic Drugs

for Atrial Fibrillation

The A4 Study

» In the ablation group
1.8%£0.8 procedures.

> 23% of patients treated
with AADs were free of AE
despite the use of a mean of
2.5 class | or lllf'agents.

> Patients receiving
amiodarone for thefirst

time had 349 SUGCESS rate:

Circulation.2008;118:2498-2505.



® Comparison of Antiarrhythmic Drug Therapy and
Radiofrequency Catheter Ablation in Patients With
Paroxysmal Atrial Fibrillation: A Randomized Controlled

Online article and related content Trial
current as of February 10, 2010. 1 1 1
David J. Wilber; Carlo Pappone; Petr Neuzil; et al.
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Conclusion Among patients with paroxysmal AF who had notresponded to at least
1 antiarrhythmic drug, the use of catheter ablation compared with ADT resulted in a
longer time to treatment failure during the 9-month follow-up period.
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Atrial fibrillation progression and management: A 5-year
prospective follow-up study

Progression of AF following the first detected symptomatic paroxysmal episode not due to
potentially reversible causes in relation to the implemented therapy

Screened patients
(n =402)

Consent not provided (n = 52) |

Inclusion criteria not met (n= 244) |

Enrolled patients with first paroxysmal AF
(n = 106)

Paroxysmal recurrent AF
(n=56)

ADT
(n = 56)

.

Ablation ADT
(n=11) (n = 45)

AN

Persistent AF
n=24

No treatment No recurrence Progression to Remaining Paroxysmal
No recurrence Mo progression| | permanent AF persistent AF recurrent AF
(n = 50) (n=11) (n = 16) (n=28) (n=21)

Heart Rhythm 2008;5:1501



Atrial fibrillation progression and management: A 5-year
prospective follow-up study
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The long-term efficacy of catheter ablation to contrast final arrlythmia pregression
supports an early rhythm control strategy. at the tinie of:
symptomatic recurrent paroxysmal AF.

Heart Rhythm 2008;5:1501
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Emmiokéc Kata Tn Avapkero Tnc Kotaivong
KoAimuknc Mapupopoyng

Moposuopki | Eunévousa |

= MeyaAutepn Stapkela enepfaonc
= Muwpotepoc aptBuoc BAaBwv MeyaAutepoc aplOuoc BAaBwyv

= Miuikpotepn dtapkeLla emepBaong

= OXI BAaBec oto omnioBLo Tolxwpa

= 2uxva BAafec oto omicBOlo Tolywpa



Transseptal Catheterization: Considerations and Caveats

STYLIANOS TZEIS, M.D.,* GEORGE ANDRIKOPOULQOS, M.D.,t
ISABEL DEISENHOFER, M.D.,* SIEW YEN HO, Pu.D., ¥ and GEORGE THEODORAKIS, M.D.t

. SR

A. Anatomy ", |

D. Intracardiac echocardiography

C. Intracardiac pressure recording PACE 2009 Nov [Epub ahead of print]



Cost-effectiveness of atrial fibrillation
catheter ablation

George Andrikopoulos!, Stylianos Tzeis2, Nikos Maniadakis?, Hercules E. Mavrakis?,
and Panos E. Vardas*

100 000 /QALY
Reject € /Q

€60 000 /QALY
Accept

+ QALYs

— Cost

Figure | The cost-effectiveness plane.

“Catheter ablation can be a cost-attractive alternative to) prharmacothierapylnrthe
long run, by decreasing subsequent long-termi healtrncare EXPeEnses; desplte e
initial high procedural cost

Europace 2009; 11(2):147.



AIAAEPMIKH KATAAYZH THZ KOAMNIKHZ MAPMAPYTHZ
ATIOTENEZMATA MAKPOXPONIAZ TAPAKOAOYOH:2HZ

119 . -
190 eTrepRaoeIg KatdAuong KM

TTEPiIODdOG TTapaKoAoudnong » Méon nAikia 5710 £€1n
176161 eBSOUADEC > 75% ATAV APPEVOC PUAOU

KoArukr) Mappapuyi
OAeBokoppikoc Pubuog

> 45% utroBARONKAV O€ 29%

TMEPICTOTEPES TG MIOG ETTEURAETEIG 71%

KataAuong KM

laveAArivio KapoioAoyiko 2uvédpio, NoEuBpiog 2009



AIAAEPMIKH KATAAYZH THZ KOAMNIKHZ MAPMAPYTHZ
ATIOTEAEZMATA MAKPOXPONIAZ ITPOOITIKH2 TAPAKOAOYOHzH

Xpovia AvtiappuOuikq Aywyn (59% rou OuvOAoU Twyv acBsvwy)
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> 78% UTTO OVTITINKTIKA OYWYA ME KOUMOPIVIKA Kol 9% Umré

QVTIAIMOTTETAAIOKE AyWYN

> Tpeic aoBeveic (1.6% Twv emeuBACEWY) TTapouciaoav peifova €ITTAOKA

KATA TNV €mEpBAon (KAPOIOKS ETTITTWHATIONO) VW OEV UTTAPXE OXETICOMEVN




XYMIIEPAXMATA

»H KatadAuan TNG KOATTIKAG JAPUAPUYNGC TTPETTEI VA YIVETAI O€
KATAAANAa €TTIAEYPEVOUC aoBeveic o€ TTpwina otadia MNPIN
TTAPOUCIACTEI ETTIOLIVWON TWV CUMTITWHATWY Kal EEEAIEN TNG
KOATTIKNG NAPUOAPUYNGC OE EUPEVOUCA ) HOVIUN.

»H KatadAuon TNG KOATTIKAG JAPPAPUYNG OE TTPWIKA oTAdIO OXETICETAI
ME QUENMEVN ATTOTEAEOUATIKOTNTA OTNV EAQTTWON TWV UTTOTPOTTWV
KOATTIKAG MOPUAPUYNAGS KAl KOATTIKWY TAXUKAPOIWY TTIBavVwWE
eMPBpaduvovtag TNV £CEAICN TNG TTAPOEUOUIKAG KOATTIKI G NAPUOAPUYNS

O€ JAKPOXPOVIa EPPEVOUTA Kal JOVIMN.
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