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AF and Stroke Risk
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in, 1.25 mg

Fluindione plus 100 mg
ASA
NASPEAF#
Higher risk 20-3.0 Triflusal, 600 mg, plus
acenocoumaral, INR

Lower risk 2.0-3.0 Triflusal 600 mg iflusal, GO0 mg, plus
seoumar, INR
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e Gage BF, et al, JAMA 2001; 285(22); 2864-70
Singer DE, et al, Chest 2004; 126:429-456




AF and Stroke Risk

 Low risk do fine with Aspirin
— Stroke risk is only ~1%/year

* Hemorrhagic risk of aspirin is low
e High risk patients annual stroke risk 4.3-8.1%

— Prior TIA or stroke
— Age > 65-75 years
— Diabetes, HTN, CHF

Hart RG, et al, Stroke 1999; 30:1223-29
SPAF Investigators, Ann Intern Med 1992; 116:1-5
Singer DE, et al, Chest 2004; 126:429-456



Rhythm Control and Stroke Prevention

* AFFIRM

— 65 years or older

— Other risk factors for
stroke or death
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— This is a high risk AF
Years
2 No. OF DEATHS ber (percent}
p O p u I a t I O n Ftl:y:hm control 0 80 (4) 17;:]!:: ) Zeﬁl:::ﬂ 314 {18) 352 (24)
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Figure 1. Cumulative Mortality from Any Cause in the Rhythm-Control Group and the Rate-
Control Group.

Time zero is the day of randomization. Data have been truncated at five years.

AFFIRM Investigators, NEJM 2002; 347(23):1825-1833



Rhythm Control and Stroke Prevention

TABLE 3. ADVERSE EVENTS.*

Rate-ContROL  RHYTHM-CoONTROL
OVERALL GROUP GRoOUP
(N=4060) IN=2027) (N=2033) P VaLue

no. of patients (%)

0.08%

Primary end point {death)
0.33

death, disabling
halopathy,
cardiac arrest)
Torsade de pointes

Sustained ventricular tachycardia

Central nervous system cvent
Toral

Ischemic stroked

After discontinuation of warfarin

During warfarin but with INR <20 7

Concurrent atrial fibrillation
Primary intracercbral hemorrhage 34 (1.2) g(1.1) 16 (1.3)
Subdural or subarachnoid hemorrhage 24 (D.8) 11 (0.8) 13 (0.8)

=

2
2
__._1_‘\
1

Systemic embolism
Pulmonary embolism
Haospitalization after base line

*Percent:
TThe P v
itoring ana
aticnt had crosse
hours after mi

AFFIRM Investigators, NEJM 2002; 347(23):1825-1833



AFFIRM Rhythm Control Criticisms

 Antiarrhythmic drugs have low efficacy of
maintenance of NSR

— Amiodarone, sotalol, dofetilide among the “best”
— Efficacy in range of 5-35%

* Invasive treatments of AF were rare
— 14 RF ablations, 4 maze procedures

e BUT...82.4% of rhythm control group was in
NSR at 1 year

AFFIRM Investigators, NEJM 2002; 347(23):1825-1833



AF Ablation...Does it work?

Table 2. Patient Characteristics

CPVA ADT Group
Characteristic (n = 99) (n = 99) p Value

Age (yrs) 55210 5710 0.24
Gender (M/F) 69/30 64/35 0.54
AF episode/month 6+4 66 0.81
Duration of AF (yrs) 6+ 4 bEh 0.81
LA diameter (mm) 40 x4 8+h 0.25
Diabetes 5.1% 4% 1.00

Hypercholesterolemia 17% 21% 0.59

Hypertension 56% 570 1.00

] La rge Si ng I e Ce nte r LVEF (%) 60 = 8 6l =6 0.49

Structural heart disease
Coronary artery disease 24 2%

) 1 9 8 p a t i e n tS Valvular heart disease 3% 1% 022

Congenital heart disease 2% 1%

W it h P a r‘oxys m a | A F W h O No. of previously ineffective 2x1 2x1 0.63

antiarrhythmic drugs

h a d fa I I e d O n e AA D CPVA = circumferential pulmonary vein ablation; LVEF = left ventricular ejection

e Randomly assigned to
CPVA vs. maximized AAD

Pappone C, et al, JACC 2006; 48(11); 2340-7



Does it work for paroxysmal AF?

0 30
Patients at risk

60 9 120 150 180 210 240
Days of Fallow-up

CPVA 99 90 88 8 8 85 8 84 84

AAD 99 63 53 47 41 39 3}/ 3B M

2f0 300 330 360

No serious complications
in ablation group

— 1 TIA

— 1 pericardial effusion

— Rare repeat ablations

23 patients with serious
adverse effects of AAD
— Proarrhythmia

— Thyroid dysfunction

— “sexual impairment” with
sotalol

Pappone C, et al, JACC 2006; 48(11); 2340-7



Does it work for chronic AF?

Table 2. Characteristics of the Patients.*

) Left atrial appendage
Circumferential . 3

Control Pulmonary-Vein
Characteristic (N=69) Ablation (N=77) T

Age (yr) 58+8 55+9¢ Left superior
Sex (no. of patients) pulmonary vein .

Male

Riﬁht superior
pulmonary vein

Female .
Duration of atrial fibrillation (yr)
Left atrial diameter (mm) £ . %
Left ventricular ejection fraction (%) S

’ ' Left inferior
Structural heart disease (no. of patients) pulmonary vein
Nonischemic cardiomyopathy x ’
Coronary artery disease Mitral annulus

Valvular heart disease Right inferior
pulmonary vein

Congenital heart disease

e T Figure 2. Circumferential Pulmonary-Vein Ablation.

arrhythmic drugs A three-dimensional electroanatomical depiction of the left atrium and the

pulmonary veins is shown in a right posterior oblique projection with cranial

No. of prior cardioversions = i : : T
p angulation. The two encircling lesions were connected with an ablation line

in the roof. Another ablation line was created along the mitral isthmus,
between the left inferior pulmonary vein and the lateral mitral annulus.

* Plus—minus values are means +SD.
T P=0.03.

e 146 patients with chronic AF
e Randomly assigned to amiodarone or ablation

Oral H, et al, NEJM 2006; 354(9); 934-41



Does it work for chronic AF?

B Circumferential [J Control
pulmonary-vein
ablation

-—H—
=
=
E
=
=S
-
[=4
W
=
=
w

Figure 3. Percentages of Patients without Atrial Fibrillation and Atrial
Flutter in the Absence of Antiarrhythmic-Drug Therapy.

Patients in the control group who had recurrent atrial fibrillation and subse-
quently underwent circumferential pulmonary-vein ablation or resumed amio-
darone therapy for recurrent atrial fibrillation were considered te have re-
mained in atrial fibrillation for the remainder of the study. Therefore, the
total number of patients randomly assigned to each study group was used as

the denominator in calculating the proportions for the respective study groups.

No serious
complications in either

group
One pneumonia death

“several months after”
CPVA

Symptom severity
scores improved with
successful maintenance
of sinus rhythm

Oral H, et al, NEJM 2006; 354(9); 934-41



Does it work?...the rest of the
anecdotes

AF ablation success rate probably approaches 75-85%
25-30% of patients require AAD to prevent recurrence
25-30% of patients require repeat procedures

Not without serious and fatal complications
— 1% stroke risk

— 1-2% cardiac tamponade risk

— 0.1% atrio-esophageal fistula risk

Lower risk AF comes with higher success rates (and
vice versa)



CABANA Trial and the Future of AF
Ablation

Catheter ABlation versus ANtiarrhythmic drug
therapy for Atrial fibrillation (CABANA)

Trial designed to test wheter LA ablation more
effectively reduces total mortality than current
rate- or rhythm control drugs

Higher risk patients

— >65 years of age, or

— <65 with risk thromboembolic risk factors

Randomization is to drugs vs. ablation (+/-
stopping anticoagulation)



Conclusions

e AF ablation is probably an effective means of
improving maintenance of sinus rhythm in
symptomatic patients

 Symptom control should be focus at this time

 AF ablation is not a stroke-prevention strategy
at this time and probably should NOT alter
appropriate anticoagulation
recommendations based on patient risk
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