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First—line therapy of

Paroxysmal Atrial Fibrillation

— Catheter Ablation or Drug Therapy=
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Observed versus expected survival 1n patients from
date of onset of AF to death or last follow-up.
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Progression of AF

Sinus rhythm
PAC

Paroxysmal AF
Atrial Remodeling
Chronic Persistent AF

Chronic Permanent AF




y Antiarrhythmic Drug Therapy to maintain Sinus
Rhythm in Patients with Recurrent Paroxysmal or

Persistent AF
ACC/AHA/ESC Guidelines, 2001
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%te Versus Rhythm Control in Patients with A. Fib
(AFFIRM)
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Years

No. oF DEATHS number (percent)

Rhythm control 80 (4) 175 (9) 257 (13) 314 (18) 352 (24)
Rate control 78 (4) 148 (7) 210 (11) 275 (16) 306 (21)

AFFIRM investigators NEJM 2002; 347:1825
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Inclusion
Criteria

Primary
Endpoint

Rate
Control Pts
(Y0)
(primary endpoint)

Rhythm versus Rate Control Trials in Patients with Atrial
Fibrillation: General Characteristics

Rhythm
Control Pts
(%0)
(primary endpoint)

PAF or Persistent AF;
> 65 y/o or risk for
stroke or death

Overall
mortality

310/2027
(25.9)

356/2033
(26.7)

Persistent AF
or Flutter <1 yr
duration and
1 or 2 CV over
2 yr and oral
anticoagulation

Composite:
Cardiovascular
death; CHF;
Severe bleeding;
PM implantation;
Thromboembolic
events; Severe
adverse effects
of AAD

44/256
(17.2)

60/266
(22.6)

Persistent AF
(7-360 days)

Symptom
improvement

76/125
(60.8)

70/127
(55.1)

Persistent AF
(> 4 weeks and
<2yrs);
LA size > 45mm,;
CHF NYHA Il to IV,
LVEF <45%

Composite:
Overall mortality;
Cerebrovascular

complications;
CPR; Embolic
events

10/100
(10%)

9/100
(9%)

Symptomatic PAF
> 1yn);

Failure of >3 AAD; >

50 y/o;
AV] ablation

AAD are able to
prevent
development of
permanent AF in
long term F/U

57% relative
reduction rate
of risk of
permanent AF
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[Limitations of AFFIRM trial

1. Not comparison of sinus rhythm and AF,
compared rate control to rhythm control

2. ‘on-treatment” analysis : 47% mortality
reduction 1n sinus rhythm along with
warfarin

Study population

- high ri1sk thromboembolic events

- few congestive heart failure, young
patients




Relationships Between Sinus Rhythm, Treatment, and
Survival in the Atrial Fibrillation Follow-Up Investigation of
Rhythm Management (AFFIRM) Study

The AFFIRM Investigators®

Background—The AFFIRM Study showed that treatment of patients with atrial fibnillation and a high nisk for stroke or
death with a rthythm-control strategy offered no survival advantage over a rate-control strategy in an intention-to-treat
analysis. This article reports an “on-treatment” analysis of the relationship of survival to cardiac thythm and treatment
as they changed over time.

Methods and Results—Modeling technigues were used to determine the relationships among survival, baseline clinical
variables, and time-dependent variables. The following baseline variables were significantly associated with an
mecreased nsk of death: increasing age, coronary artery disease, congestive heart failure, diabetes, stroke or transient
ischemic attack, smoking, left ventricular dysfunction, and mitral regurgitation. Among the time-dependent variables,
the presence of sinus rhythm (SR) was associated with a lower risk of death, as was warfarin use. Antiarthythmic drugs
(AADs) were associated with increased mortality only after adjustment for the presence of SR. Consistent with the
original intention-to-treat analysis, AADs were no longer associated with mortality when SR was removed from the
model.

Conclusions—Warfarin use improves survival. SR 15 etther an important determinant of survival or a marker for other
factors associated with survival that were not recorded, determined, or included in the swrvival model. Currently
available AADs are not associated with improved survival, which suggests that any beneficial antiarrhythmic effects of

AADs are offset by their adverse effects. If an effective method for maintaining SE. with fewer adverse effects were
available, 1t mught be beneficial. (Circnlafion. 2004;109:1509-1513.)

Key Words: antiarrhythona agents m anticoagulants m arrhythmia m fibrillation
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j Relationships Between Sinus Rhythm, Treatment, and
Survival 1n the Atrial Fibrillation Follow-Up Investigation of
rhythm Management (AFFIRM) Study

- wThe association of SR but not AADs with improved
survival may reflect the fact that currently available
AADs are neither highly efficacious nor completely safe:

- These results suggest that 1f an effective method for
maintaining SR with fewer adverse effects were
available, 1t might improve survival.
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“If rhythm control 1s selected, what 1s the
role for curative ablation procedures and
how do they work?”
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AF ablation therapy

PVs play a major role in both triggering and
maintaining AF,

AF mcluding adolescents and, adults with
structural heart disease

disconnect PVs from the rest of atrium
1) Pulmonary vein 1solation and

2) circumferential left antrial ablation
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[Limitations of AF ablation 1s ‘uncertain
technique and high complications’




Pulmonary vein isolation
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Substrate-guided ablation
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Substrate-guided ablation

Target key atrial regions responsible for
perpetuating AF rather than targetting the trigger

“pivot’ points, “rotar” points
Nademanee et al, JACC 43(11), 2004
Targeting CFAE during AF

- fragmented electrogram composed of 2
deflections or more and continous deflection of
baseline

- Atrial EGMs with very short CL < 120ms
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Ablation Vagal Input
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- The cure rate off drug 1s 80.5% overall.

- 10-25% become responsive to previously
meffective drugs

- 2-3 folds better than antiarrhythmic drugs




A Ablation Gro up
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Complications of AF ablation

CVA : 0.5% (12/2425)
Severe PV stenosis : 0.7% (16/2425)
Hematoma : 0.8% (119/2425)
Tamponade : 0.3% (1 8/2425)
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44/F, palpitation




2 years later, palpitation & dizziness

2-13:03:00

2-13:03:10
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Atrial fibrillation, paroxysmal (
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“How many paroxysmal AF patients will
convert to chronic AF and what 1s risk factors?”




ectrophysiology
e

Progression to chronic atrial fibrillation after the initial
diagnosis of paroxysmal atrial fibrillation:
Results from the Canadian Registry of Atrial Fibrillation

Charles R. Kerr, MD," Karin . Humphries, DSe¢," Mario Talajic, MD." George J. Klein, MD.*

Stuait J. Connolly, MDA Martin Green, MD.® John Boone, MD,* Robert Sheldon, MD, PhD,' Paul Dorian, MD.* and
David Newman, MI¥ Vancouver, British Columibia, Momtreal, Quebec, London, Hamilton, Ottawwa, and Toronto,
Ontario, and Calgary, Alberta, Canada

Bﬂckgl'ﬂl.ll'ld Aher its initial diagnosis, atrial fibrillation [AF) may progress from paroxysmal to chronic AF [CAF). The
rate of progression and risk factors for progression are not clearly defined.

Methods The Canadian Registry of Atrial Fibrillation [CARAF) enrolled patients from & Canadian cities at the time of
their first electrocardiographic diagnosis of AF. Comprehensive clinical and echocardiographic data were collected and
patients were followed annually, carefully documenting clinical outcomes, recurrence of paroxysmal AF, and progression to
CAF. Baseline clinical, electrocardiographic, and echocardiographic variables were evaluated by univariate Cox
proportionate hazards analysis. A stepwise approach was used to model the association between echocardiographic and
clinical variables with progression to CAF.

Results 4 total of 757 patients with a baseline diagnosis of paraxysmal AF were evaluated. Median follow-up was
8.0 years [range 2 days to 11.1 years). The probability of progression to CAF by 1 year was 8.6% and thereafter there wasa
slow but steady progression to 24 7% by 5 years. By 5 years, the probability of documented recurrence of amy AF [chronic or
paroxysmal) was 63 2%. Increasing age, significant aortic stenosis or mitral regurgitation, left atrial enlargement, and
diagnosis of cardiomyopathy were independently associated with progression to CAF. A more rapid heart rate during AF
was associated with decreased risk of progression.

Conclusions After the inifial diagnosis of paroxysmal AF, there is a slow but skeady progression to CAF. Baseline
echocardiographic variables, age, cardiomyopathy, and heart rate were independently associated with progression to CAF.
lAm Heart ] 2005;149:48%-76

_onn L ~DE
V KORE

e
SJIVERSITY OF KORE—~




¥

Progression of paroxysmal AF to chronic AF

-130% per year, 60-70% for 6-7 years
- 8.6% per year, 24,7% by 5 years,
63.2% (chronic or recurrent paroxysmal AF)
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Factors associated with progression to CAF

Ao

ERCHE

3. Valvular heart disease : AS, MS, MR
4. LA dimension >40mm
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Research article

Predictors and prognosis of paroxysmal atrial fibrillation in general

practice in the UK
Ana Ruigémez*!, Saga Johansson?, Mari-Ann Wallander24 and Luis

Alberto Garcia Rodriguez!
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Risk factors of progression to chronic AF

Heart failure

Valvular
disease

Alcohol
consumption

: <21 units / week

Age (40-49)

50-59

&60-69

70-79

80-89

Sex (Female)

Male
Smoking{MNon-smoker)
Smoker

Ex-smoker

Body Mass Index (20-24)
=20

25=29

0+

Alcohol consumption (None)
1-7 units/week

B-21 units

=21 units

Prior comorbidity {no)
IHD

Valvular disease

Heart failure
Hypertension
Cerebrovascular disease

Diabetes

Hy perthyroidism

CD
 —

v

l——

OR (95% CI)
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CLINICAL INVESTIGATIONS Cire J 2004; 68: 729733

Long-Term Prognosis of Patients With Paroxysmal
Atrial Fibrillation Depends on Their Response
to Antiarrhythmic Therapy

Takashi Komatsu, MD; Shin Nakamura. MD; Osamu Suzuki, MD:
Daisuke Hortuchi, MD; Kunihiko Yomogida, MD; Ken Okumura, MD*

Background The rhythm control treatment strategy for persistent atrial fibrillation (AF) has been shown not to
improve quality of life or prognosis any more than rate control. It is unclear whether the prognosis of the patients
with paroxysmal AF (PAF) is influenced by the response to antiarrhythmic drug therapy (AAT).

Methods and Results  The relationship between the response to AAT and long-term prognosis was evaluated
in 290 patients with PAF {(mean age. 69 years). During a mean follow-up period of 51 months, 114 patients
(39%) had no recurrence of AF (Group 1), 113 (39%) had repeated AF recurrence (Group 2). and the remaining
63 (22%) had permanent AF despite AAT (Group 3). The survival rate without any cardiovascular deaths at 60
months was 99% in Group 1, 95% in Group 2 and 94% in Group 3 (p=NS among 3 groups). Survival rate with-
out symptomatic ischemic stroke was 99% in Group 1, 88% in Group 2 and 76% in Group 3 (p<0.05 Group | vs
Groups 2 and 3). The annual rate of stroke in the patients with warfarin treatment was similar among the 3
groups, whereas that in the patients without warfarin was higher in Groups 2 and 3 than in Group 1.
Conclusions  Long-term prognosis of patients with PAF varies with the response to AAT: When sinus rhythm
is maintained. the prognosis is good even without anticoagulation therapy. (CireJJ 2004: 68: 729-733)

Key Words: Antiarthythmic therapy: Atrial fibrillation: Prognosis: Stroke
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Conversion rate to Chronic AF

51 months follow-up

1. 39% : no recurrence

2. 39% : repeated AF recurrence
3. 22% : Chronic permanent AF




Prognosis
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12 18 24 30 36 42
Follow-up period (months)

m— No AF recurrence (Group 1, n=114)
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=

 —— AF recurrence (Group 2, n=113)
=+==+ Permanent AF (Group 3, n=63)

Survival without ischemic stroke

No. of patients
Groupl 114 114 114 B4 77 55 46 37 : 24 30 36 42
Group2 113 113 113 109 101 88 83 70

Group3 63 63 63 SO S6 SO 48 46 L )
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“What’s the results of AF ablation™
‘PAF vs NPAF’
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Radiofrequency Ablation vs antiarrhythmic
Drugs as First-line Treatment of Symptomatic
Atrial Fibrillation -A Randomized Trial -

Oussama M. Wazni, MD, Nassir F. David O. Martin, MD, Atul

Verma, MD, Mandeep Bhargava, MD, Robert Schweikert, MD,
Ennio Pisano, MD, Dominico Potenza, MD, Raffaele Fanell,
MD, Antonio Raviele, MD, Antonio Rossillo, MD, Andrea
Natale, MD

- JAMA 2005-
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Patients selection

1. Inclusion criteria
- Patients with symptomatic AF
- Monthly episode of AF > 3months

2. Exclusion criteria

- Age 18<and <75

Previous Hx of AF/AFL ablation
Previous Tx with AAD

Hx of of heart surgery

- contraindication of long term anticoagulation
treatment
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Flow of patients with atrial fibrillation

233 Patients Screaned

¢ 70 Randomized

e
i

163 Excluded
132 Did Mot Meet
Criters
31 Refusad

-

— —
-\_\__\_\-

33 Assigned to Raceiwa
Pulmonary Wein
lzalation

37 Assigned to Recaive
Antiamtthmic Cirug
Tharapy

1 Lost to Follow-up

2 Lost to Folow-up

22 Included in Primary
Analysis

25 Included in Prirary
Analysis
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One-Year Follow-up Results by Treatment Group

MNo. (%) of Patients

| |
Pulmonary Vein Antiarrhythmic

Isolation Group Drug Group
(n = 32) n = 35)

Symptomatic atrial fibrillation recurrence 4113) 22 (B3)
Hospitalization 3 (9 19 (54)
Thromboembalic events® 0 0
Bleeding 2 (6.3) 1 (2.9
Bradycardia 0 3 (8.8)
Fulmonary vein stenosist

hilcd 1 (3]

Moderate 113)

Severe 0

Abbreviation: NA, not applicakla.
*Defined as ransiant ischemic evants, stroke, deep vein thrombosis, or pulmonary embclism.
Thild pulmonary vain stanosiz is defined as kess than 50%; moderatz, 50% to 0%, and savaera, mora than 70%.
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Atrial fibrillation event recording

Pulmonary Vein Isolation

=4

Antiarhythmic Drugs

=22

I
Study

Initiatian

I
Study

Completion

Study
Initiation

I
Study

Completion

Corrected Differance In
Mean Change (99% Cl)

o, of eplsacies, mean (30) 3

"
I

-G -13101)

Duration of eplaocles, mean (30), 8 480 (30)

1512

520 (40)

45 (19)

10Tt 27)

Ventricular rate, mean (SC), beats/min 138 28]

126 (18]

2 (16t

Time patierts are In asymptomatic 0
anlaodes of AF, %

126 (35

0?2 (1

Abbreviations: AF, atrial fiorlation: C, confidanca intervd,




Freedom from AF after PVI and AAD

Antiarrhythmic Drug
{Enoup
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Follow-up, d

Mo, at Risk
PV Group 3z 23
Antiartwthmic Crug Group 35 23

PVl indicates pulmaonary vein isolation.
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A 2 Y & paroxysmal AF ablation Z 1t

-12001- 2006 = paroxysmal AF ablation : 134 &
- &&= 2J4E O|LH Ablation : 373
2)hE Ol & & X = = ablation : 623
A ANE=S 25 (HA 2AH 358, ML
- RF ablation : Ostial ablation ( Lasso guided )
Antral ablation ( CARTO)
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Early ABL (37) | Late ABL (62)

Age (year) 62 + 7 67 £ 3

Male Sex ( %) 22 (59%) 42 (77%)

Time from Dx to 53 £ 7 1492 £23
ablation(day)

LA size (mm) 38 + 4 43 £ 6

LA size increase 32+3

Post ablation FU 413 = 220 456 + 278
(days)
Primary cure rate 83.7% 71.9%

Secondary cure rate 96.4% 87.6%
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“ It seems to be reasonable that ablation be
moved up to first-line therapy for some
patients”
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Indications of first-line ablation therapy

L Those patients with symptomatic AF, who have
high risk of conversion to chronic AF.

1) mild to moderate structural heart disease,
2) old age with good performance,

3) heavy alcohol drinker and

4) big LA size.

2. Younger patients with lone AF who are frequently
symptomatic and very long term antiarrhythmic
and poses higher risks and lifestyle costs
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y Factors associated with progression to CAF

Tablas HL. Univariaote anabysis of facions associated with prograssion o deonic AF ™

Waricble

Ayoye {1 Dy i reenenids)
Mol

CHF

Lo it by

Ml or CABSG or angiop kst

E; - LR r e oy
=rate ko severse mitral stkenosis
Maoderate fo severe mitral regurgitlation
Moderate o severe aortic stenosis
Fractional shoriening
IV intraventnoular septum dimansion [ S-mm incremeants)
IV posterior wall diastalic dimension {5 mm incremenis)
leht atrial dimension
A 45 mm
=45 rrum
Hypakinehc
Heart rate |5 beots fmin

R, Bedodres rmsk.
“Ayclpustec for oo cmdl e

Table V. Muliivariate anabysis of focions asscociated with prograssion o CAF

5% Cl

Variable RR Lower Upper P
Age {10y incremenits] 1.40 1.21 1.43 = 000
Male 0.83 0.&0 1.15 26
Study center 1.08 0.5 .18 A0
Hyperension a8y .42 1.2 .41
CHF 1.1& 0.78 1.7 A5
Cardiamyopathy 241 1.02 56&7 04
Moderate fo severe oorfic slenosis 3.04 1.29 L 01
Maoderate o severe mitral regurgitkatian 1.49 1.10 2.57 02
l=ft atrial dimension {as categanicall

A0 45 mm 207 1.40 3.05 00043

~45 mm 272 1.78 417 =.0001 Mg
Hear rate |5 beaats/min} 0.4 092 0.9 =.0001 = I
pBlockers LRy 0.8 1.55 R - |
Anti-amrhythmic drugs 1.04 0.75 1.46 81 - |




%provement in Left Ventricular Function After Ablation of
Atrial Fibrillation 1n Patients with Congestive Heart Failure
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P<0.001

P<0.001

P<0.001 P<0.001

-Hsu L et al. NEJM 2004; 351: 2373-83 -
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j Relationships Between Sinus Rhythm, Treatment, and
Survival 1n the Atrial Fibrillation Follow-Up Investigation of
rhythm Management (AFFIRM) Study

- wThe association of SR but not AADs with improved
survival may reflect the fact that currently available
AADs are neither highly efficacious nor completely safe:

- These results suggest that 1f an effective method for
maintaining SR with fewer adverse effects were
available, 1t might improve survival.




; Cumulative non-cardiovascular mortality in

the rhythm-control and rate-control groups.
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eta-analysis of randomised controlled trials of the

effectiveness of antiarrhythmic agents at promoting
sinus rhythm 1n patients with atrial fibrillation

Table 3 Short ferm and |ang term effect of ﬂnﬂ{irrhyfhmic agents on sinus rhyihm in p|{:cebr::| controlled trials

Follow up duration Numberof  Treatment difference (%),
Comparators (days) fricils mean (95% Cl), p Value

1A v placebo =7 (all studies|
1C v placebo <7
Il v placebo <
Il v placebo 27
Digoxin v placebo <7 (all studlies)
AvII <7
A vl =7
ICv il <7

21.1(15.000 27.2) 0.0003
319 2260 41.)) <0.0001
17.3 0610 25.) 0.0002
176(3310319) 0,03
13.1 (7.2, 33.3) 0.15
12,5297 10333 0.1
46136710235 022
251-12.21017.2) 071
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Results : PAF vs NPAF




ai 2. Antiarrhythmic drugs therapy
(1) Effectiveness
- AFFIRM

sinus rhythm, 60% 1n amiodarone, 23% in class I, 38%
in sotalol whereas 34.6% 1n rate control

* Antiarrhythmic drugs do not cure AF; at best they are
palliative treatment.’

(2) Debilitating side effects

- In AFFIRM, 12.35, 11.1%, and 28.1% of amiodarone,
sotalol, and class I agents : had to stop within 1 year

- antiarrhythmic increased cardiac mortality and
arrhythmic death particularly in heart failure patients.

‘Efficacy and danger of antiarrhythmic drugs’
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Which 1s the better strategy for atrial
fibrillation rhythm control or rate
control?




’ Conditions Favoring Rhythm over
Rate Control in Patients with A Fib

Definite

Significant symptoms during good rate control
Hemodynamic compromise during good rate control
Younger patients with potential for decades of A Fib

Possible

Conditions that predispose to future diastolic compliance
problems (e.g. HCM)

“Middle-aged” patients with acceptable symptoms during
good rate control
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’ AF Triggered by APCs Begets AF

Sinus Rhythm

|

APC/AT trigger

!

Paroxysmal AF

|

Electrical Remodeling

|

Persistent AF,
Permanent AF




y Antiarrhythmic Drug Therapy to maintain Sinus
Rhythm in Patients with Recurrent Paroxysmal or

Persistent AF
ACC/AHA/ESC Guidelines, 2001

Heart Disease?

No (Or Minlmal*) Yes+

| [ I
Flecainide

Propafenone HF CAD Hypertension

Sotalol o ' !
Amiodarone Sotalol LVH greater than

! Dofetilide . or equal to 1.4 cm

Amiodarone
Dofetilide Amiodarone ¥ N

1 Dofeltllide Yes No

| l |
Disopyramide Consider Disopyramide Flecainide

Procainamide [-» nonpharmacological| |Procainamide Propafenone

Quinidine options Quinidine ]
Amiodarone

Amiodarone Dg;ettailltlﬂe

Disopyramide, Procainamide, Quinidine




’ Antiarrhythmic Therapy to Maintain Sinus Rhythm 1n

Patients with Recurrent Paroxysmal or Persistent Atrial
Fibrillation

Maintenance of Sinus Rhythm

A\ 4

No (or minimal)
heart disease

4

Flecainide
Propafenone
Sotalol

A 4

Amiodarone
Dofetilide

l

Hypertension

No

}

Yes

\ 4

!

Coronary artery
disease

\ 4

v

Dofetilide
Sotalol

Heart
failure

\ 4

Amiodarone
Dofetilide

N

4

Amiodarone

Flecainide

Propafenone

Sotalol

\ £

Amiodarone

Amiodarone
Dofetilide
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Complications of AF ablation

TABLE 2. Complication Rates Compiled From 1033 Patients in the Studies in
Table 1

Events, Rate, Range in
Complication I U Studies, %

0.4
0.1
0.3

1.

I

Transient ischemic attack

Fermanent stroke

severe Py ostenosis (= 00%, symptomatic)
Moderate PV stenosis (40—70%, asymptomatic)
Tamponade/perforation

Ld DN e e —-

severe vascular access complication

- Finta and Haines, from 63 clinical studies

. cerebrovascular event 1n average 1.0%, PV
stenosis 1n 0.9%, and atrial macroreentry
tachycardia in 29%




Substrate-guided ablation

CT Defination of the P Britra

Miiral =g
1 ulus

Paosderior Left Alrm Mitral isthmus

Lo wtiam of Bcha-Giided Lesiand

Foslerior Left Alniim

|
|
|
I
L Uy, " = .|
~/VERsITY OF KORE—




30

Study Populations

Pulmaonary Vein
Isolation Group

Antiarrhythmic
Drug Group

Characteristics

(n =33

n = 37)

Ade, mean (S0), v

5 (8]

54 (8

Left atrial size, mean (SO, cm

4.1 (0.8)

4.2 10.7)

Curation of atrial fibrillation, mean (SO), mo

5 2.0)

5 (2.9)

Atrial fiorillation
Parasysmal

32 (97)

35 (95]

Persistent

113)

2 (0]

Structural heart disease and hypertension

8 (25)

10 (28)

Left vertricular jection fraction, mean (SO, %

53 (5)

54 (B

Lse of B-blocker therapy

19 (57)

M

23 [B2)

*Diata ara presanted as No. (%) unless otherwize spacified.
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Progression of paroxysmal AF to chronic AF

- 30% per year, 60-70% for 6-7 years
= 9-30% per year, 35-60% for 6 years
- 8.6% per year, 24,7% by 5 years,
63.2% (chronic or recurrent paroxysmal AF)




:

AF mortality

= Framingham heart study -
Odd ratio for death

* Men:1.5%(95%C.1.: 1.2-1.6)
¥ Women:1.9%(95ClI: 1.5-2.2)
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trial fibrillation : Risk of Increased Mortality
AVID registry

3762 patients
Mean follow up : 773 = 420 days
24.4% had history of AF

AF was an independent predictor of
mortality

( relative risk : 1,20, 95% C.I. = 1.03 — 1.40)




:

Failure of AFFIRM, RACE, or STAF

= Maintenance of sinus rhythm could not be
achieved in the long term

- Main modality :
1. Device based therapy
- atrial defibrillators : highly effective

repeated shock make discomfort, intolerant
- dual-site atrial pacing : failed to demonstrate
any reduction in AF burden




.

2. Antiarrhythmic drugs therapy
(19 Effectiveness

- AFFIRM

sinus rhythm, 60% 1n amiodarone, 23% 1n class I,
38% 1n sotalol whereas 34.6% 1n rate control

* Antiarrhythmic drugs do not cure AF; at best
they are palliative treatment.’
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(2) Debilitating side effects

- In AFFIRM, 12.35, 11.1%, and 28.1% of
amiodarone, sotalol, and class I agents : had to
stop within 1 year

- Antiarrhythmic increased cardiac mortality and
arrhythmic death particularly in heart failure
patients.

‘Efficacy and danger of antiarrhythmic drugs’




Segmental PV ablation

Left upper PV

PV
strands

RF lesion

Left lower
Py

Circular
mapping
catheter

Ablation
catheter

aht © 2005 by Elsevier Inc. -
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AF ablation Results : PAF vs NPAF

P<0.01

B Primary cure rate

Paroxysmal Non-—
paroxysmal
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Quality of Life Assessment

Mean (SD}

I I
Pulmonary Vein Isolation Anfiarthythmic Drug

Group (n=32) Group (n = 35)
| | | | Corrected Difference in
Short-Form 36 Subscale Baseline Follow-up Baseline Follow-up Mean Change at 6 mo (35% Cl)

General health 57 () g1 57 (2) 68 (2) 11 @10 14)
Priysical functioning " a7 (3) 69 2) 15(75) 2013210 24.2)
Role physical 73 ) 1@ 51(5) 53(3) 1498910199
Bodly pan 13 g7 (1) 7013 80 (3) 6151005
Mertal heath 65 (4] B5(2) 64 2) B8 (3) -4 (-35t0-75)
Socll functioning 83 63 (3) 76 (3) 8212 87510115
Role emational 70(1) 76 (1) 10 750 1(-4.0t04.3)
[taltty 52 ) 65 (1) 51(1) 60 (2) 4(1.7t0b )

Abbrewiation: Cl, corfidenca intarval,
*Cualty of Ifa was assassad uaing the Medical Cutcomes Study 36-itam Shert-Form health eurvay (Short-Form 36) and was massLred at enrallment and 6-manth follow-up visit,
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