‘AF Ablasyonunun basarili olmasi icin
tum aktif pulmoner venlerin
kalicl olarak izole edilmesi
sart degildir’

Ozgur Aslan




Cikar Catismasi ?

o Konu ile iliskili
o Medtronic Turkiye

o St.Jude Turkiye
o Toplantilara katilim ve konaklama bedelleri

o AF Zirvesi ile iliskili
o Pfizer llaclari TUrkiye

o Toplanti katilimi ve konaklama bedelleri
o Honoraryum/konusmaci Ucreti
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AF Ablasyonu

. 0 AF ablasyonunu neden yapiyoruz ?
¢ Yasam kalitesi

o Kalp yetmezligi
¢ Mortalite
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Camm, Ernst et al, ESC textbook 2010



AF Ablasyonu

TABLE 2: CONSENSUS INDICATIONS FOR CATHETER AND SURGICAL ABLATION of AF

INDICATIONS FOR CATHETER ABLATION of AF

Symptomatic AF refractory or intolerant to at least one Class 1 or 3 antiarrhythmic medication
Paroxysmal: Catheter ablation is recormmended®
Persistent: Catheter ablation is reasonable
Longstanding Persistent: Catheter abltion may be considered

Symptomatic AF prior to initiation of antiarrhythmic drug therapy with a Class 1 or 3 antiarrhythmic agent
Paroxysmal: Catheter ablation is reasonable
Persistent: Catheter ablation may be considered
Longstanding Persistent: Catheter abltion may be considered
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AF Ablasyonu

TARBLE 5: DEFINITIONS FOR USE WHEN REPORTING OUTCOMES OF AF ABLATION AND IN CLINICAL
TRIALS OF CATHETER OR SURGICAL ABLATION OF AF

Acute Procedural Success Acute procedural success is defined as electrical isolation of all pulmonary veins. A
rminimal assessment of electrical isolation of the PV's should consist of an assessment of
entrance block. If other methods are used to assess PV isolation, including exit block
and/or the use of provocative agents such as adenosine or isoproterenol, they should
be pre-specified. Furthermore, it is recommended that the wait time used to screen
for early recurrence of PV conduction once initial electrical isolation is documented be
specified in all prospective clinical trials.

One Year Success* One year success is defined as freedom from AF/AFL/AT off antiarrhythmic drug therapy
as assessed from the end of the 3 months blanking period to 12 months following the
ablation procedure.

Clinical/Partial Success* Clinical/partial success is defined as a 75% or greater reduction in the number of AF
episodes, the duration of AF episodes, or the % time a patient is in AF as assessed with
a device capable of measuring AF burden in the presence or absence of previously
ineffective antiarhythmic drug therapy.

Long Term Success*® Long term success is defined as freedom from AF/AFL/AT recurrences following the
3-month blanking period through a minimum of 36 months follow-up from the date of
the ablation procedure in the absence of Class | and lll AAD therapy.

*When reporting outcomes of AF ablation, the development of atrial tachycardia or atrial flutter
should be included in the broad definition of recurrence following AF ablation. All studies
should report freedom from AF, atrial tachycardia, and atrial flutter. These endpoints can also
be reported separately. All studies should also clearly specify the type and frequency of ECG
monitoring as well as the degree of compliance with the prespedfied monitoring protocol.

Europace (2012) 14, 528—606 HRS/EHRA/ECAS EXPERT
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AF Ablasyonu

o PV'lerin AKTIF oldugunu nasil anliyoruz ?
o PV sinyal kaydi (Lasso, Achieve,vb)
o Indiksiyon
o Adenozin
o Izoproterenol




AF Ablasyonu

o PV'lerin IZOLE oldugunu nasil anliyoruz ?
o PV voltaj olcimu
o PV sinyal kaydi (Lasso, Achieve,vDb)
o Giris blogu
o Cikis blogu
o Induksiyon sart midir ?
o Adenozin
o Izoproterenol




AF Ablasyonu

o Tum PV’leri mi hedeflemeli ?

¢ Sadece ‘suclu’ PV’leri bulmak mumkun mu
ve onlari izole etmek yeter mi?

o Sessiz’ PV gercekten ‘sessiz’ mi?
¢ Her zaman PV mi suclu ?
o PV disi kaynaklar ne kadar ‘suclu’




AF Ablasyonu

o Sonucta BASARI ne?

¢ Hic AF olmamasi ?
o Hangi yontemle kanitlayacagiz ?

o Hastanin sikayet etmemesi ?
o Asemptomatik AF donemleri

o Yasam kalitesinin iyilesmesi ?
o Kalp yetersizliginin dnlenmesi ?
o Mortalitenin azaltilmasi ?




AF Ablasyonu

A

o0 Sadece ‘suclu’
PV’leri bulmak
mumkun mu ?

o Sessiz’ PV gercekten
‘sessiz’ mi?

o ‘Suclu’ sadece
PV’ler mi?

Calkins H et al. Europace 2012



SPONTANEQUS INITIATION OF ATRIAL FIERILLATION BY ECTOPIC BEATS ORIGINATING IN THE PULMONARY VEINS

SPONTANEOUS INITIATION OF ATRIAL FIBRILLATION BY ECTOPIC BEATS
ORIGINATING IN THE PULMONARY VEINS

MicHEL HAISSAGUERRE, M.D., PIERRE Jais, M.D., DiPEN C. SHAH, M.D., ATSUSHI TAKAHASHI, M.D., MELEZE Hocing, M.D.,
GiLLEs Quiniou, M.D., STEPHANE GaRRIGUE, M.D., ALain L Mouroux, M.D., PHiLrPe LE METAYER, M.D.,
AND Jacaues CLEMENTY, M.D.
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Figure 1. Diagram of the Sites of 69 Foci Triggering Atrial Fibrillation in 45 Patients.

Mote the clustering in the pulmonary veins, particularly in both superior pulmonary veins. Mumbers
indicate the distribution of foci in the pulmonary veins.




- Single procedure efficacy of isolating all versus arrhythmogenic pulmonary
~ veins on long-term control of atrial fibrillation: a prospective randomized study.
~ Heart Rhythm. 2008 Feb:5(2):174-81. doi: 10.1016/j.hrthm.2007.09.024. Epub 2007 Oct 2
2 Dixit S1, Gerstenfeld EP, Ratcliffe SJ, Cooper JM, Russo AM, Kimmel SE, Callans DJ, Lin D, Verdino RJ, Patel VV,

8% Zado E, Marchlinski FE. .~
'f - BACKGROUND:Current atrial fibrillation (AF) ablation involves isolation of all pulmonary veins (PVs) with or |
~ without additional linear lesions. However, whether such extensive ablation is necessary is unclear.

. OBJECTIVE:The purpose of this study was to assess the efficacy of different ablation strategies on long-
term AF control.
- METHODS:We prospectively randomized patients to undergo isolation of all versus arrhythmogenic PVs
~ (identified by standardized stimulation protocol). PV isolation was guided by circular mapping catheter.
~ The endpoint was entry/exit block persisting for > or = 20 minutes. Patients were evaluated at three
- | clinic visits (at 6 weeks, 6 months, and 1 year) and multiple transtelephonic monitoring periods. 773
 Antiarrhythmic drugs were discontinued at 6 weeks. Primary study endpoint was long-term AF control B ; 4
~ (freedom or >90% reduction in AF burden off or on previously ineffective antiarrhythmic drugs at 1 year
| after a single ablation procedure). BSF
RESULTS:Over a 20-month period, 105 patients (76 men and 29 women, age 57 +/- 9 years; paroxysmal ¥

' AF = 77) were randomized, and 103 patients completed 1-year follow-up (51 patients in all-PV arm, 52
i%.i;-‘; patients in arrhythmogenic PV arm). The primary endpoint was achieved in 75 (73%) patients and was
" similarin patients randomized to all-PV arm versus arrhythmogenic PV arm [38 (75%) patients vs 37

(71%) patients, respectively; odds ratio 1.18, 95% confidence interval 0.50, 2.83, P =.70]. Secondary
study endpoints, including freedom from AF off antiarrhythmic drugs, total procedure/fluoroscopy times,
and occurrence of serious adverse events, were not different between the two groups.

CONCLUSION:In a randomized comparison, isolation of arrhythmogenic veins was as efficacious as
empiric isolation of all veins in achieving long-term AF control.
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“Electrically Silent” Pulmonary Veins Connecting to the
Right Atrium: Does the Atrium Make the Difference?

DANIEL STEVEN, M.D., THOMAS ROSTOCE, M.D., TUSHAR SALUEKHE, M.D.,

KAI MULLERLE]LE, M.D., and STEPHAM WILLEMS, M.ID.
From the Department of Electrophysiology, Heart Center, University Hospital Hamburg, Hemburg, Germany

Pulmonary veins (PVs) usually drain into the left atrium (LA) and are frequently targeted for electrical
isolation, since it bocame evident that PVs may trigger and maintain paroxysmal atrial fibrillation (AF). We
present a patient with right-sided PVs anomalously connecting to the right atrium with lack of electrical
PV-atrial connection. Therefore, isolation of the left veins was performed resulting in freedom from AF
as shown during a midierm follow-up. These findings indicate that PV connection to the LA may be a
prerequisite for the arrhythmogenic properties of the PVs causing AF. (PACE 2012; 35:060-872)




Atrial Structure and Function and its Implications for  (ff) cous
Current and Emerging Treatments for
Atrial Fibrillation

Sandeep Prabhu®? 9, Alex J.A. McLellan® 9, Tomos E. Walters® 9, Meenal Sharma®,
Alex Voskoboinik?, Peter M. Kistler®? 4+

o PV anatomisi

¢ Post-mortem calismalar
o AF olanlarda da olmayanlarda da PV icine miyokardiyal

uzantilar var
o AF olanlarda daha kesintili uzantilar

o Miyokardiyal uzantilar ust PV lerde daha buyuk (AF daha
cok bunlarla ilgili diyen yayinlarla uyumlu )

o Hucrelerarasi fibrozis gozleniyor

o Lif oriyentasyonunda ani keskin degisimler ile anizotropi
olasiligl

o LAA ridge ile LAA/LPV baglantilar ve aritmojenisite !
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Overall procedural success

Fig 2 - The interplay of factors impacting upon the overall procedural success of AF ablation. Abbreviations: HF = heart failure,
SP = septo-pulmonary, LAA = left atrial appendage, PV = pulmonary vein, LA = left atrium.
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Adenosine triphosphate-guided pulmonary vein
isolation for atrial fibrillation: the UNmasking
Dormant Electrical Reconduction by Adenosine
TriPhosphate (UNDER-ATP) trial

o Onceki retrosepektif/gdzlemsel arastirmalarin aksine
tekrarlayan aritmiler agisindan 1 yillik takipte fark yok !

o Diger calismalarda ortalama dormant PVI orani %49 iken bu
calismada %27.6

o Bekleme suresi!!
o Erken rekonneksiyon %40
o ADVICE (ADenosine following pul- monary Vein Isolation to
target dormant Conduction Elimination) ¢alismasi
0 %53 dormant PVI iletimi
¢ Ek ablasyon vs Devam
o 1yl %31 tekrara karsilik %58 tekrar (P, 0.001)

o Antrum ablasyonu ile 6nemi ne kadar ?




Is pulmonary vein isolation still the cornerstone in atrial fibrillation

ablation?
7 Thorac Dir 2015:7(2):132-141

T. Jared Bunch, Michael J. Cutler
¢ Kalicl PV izolasyonu elde etmek zor !
o Uzun donem izlem calismalari

o PV rekonneksiyon orani %50 civari

o Tekrar aritmi nedeniyle ablasyon yapilanlarin %94 unde
PV rekonneksiyonu

o Suboptimal PV izolasyonu durumunda klinik sonuclar ?
¢ Aritmisi olmayan hastalarda da PV rekonneksiyonu var !

¢ RF enerjinin miktar transmural lezyon ve kalici skar ile
dogrudan iliskili degil !
o Cok az skari olan da bile aritmi olmayabiliyor !




Is pulmonary vein isolation still the cornerstone in atrial fibrillation
ablation?

7 Thorac Dis 2015;7(2):132-141
T Jared Bunch, Michael J. Cuder

o Sorunlar!

o Akut PVi saglayan ve kalici olan miyokardiyal
hasar miktari nedir ?

o Kalici etkiyi 6ngodrdirebilecek PVi disinda
baska bir olcut kullanilabilir mi ?

o Kalici PVi olmamasi klinik sonuclari
etkilemiyorsa klinik nuksler neyle ilgili ?
o Non-PV tetikleyiciler / rotorlar ?
o Zemin hastaliklar / riskler !




o Her zaman PV mi suclu ?

o PV disi kaynaklar ne
kadar ‘suclu’?

o Atriyumun ‘yeniden
bicimlenmesi’nin rolu?

Calkins H et al. Europace 2012



Active or passive pulmonary vein in atrial fibrillation:
Is pulmonary vein isolation always essential?

Julien Seitz, MD,” Jéréme Horvilleur, MD," Laurence Curel, MSc,” Jérome Lacotte, MD,’
Alexandre Maluski, MD,” Ange Ferracdi, MD,” Michel Bremondy, MD,” Arnaud Rosier, MD,
Mehran Monchi, MD," Guillaume Penaranda, MSc,  Jacques Faure, MD,”

Sylvain Beurtheret, MD,” André Pisapia, MD, FHRS

From the .Hﬁpfmf Saint Joseph, Marseille, France, and Y tnstitur Cardiovasculaire Paris Sud, Hipital Privé
Jacgues Cartier, Massy, France.

¢ PAF yayllmasinda ‘Driving’ PV'ler ?

¢ PAF sirasinda PV icinde cok kisa
CL 1i (109.4+- 26.7 ms) aktivite

o Persistan AF de PV ici CL daha
kisa degil !

o Hizli firing PV ler de bile PVi Pulmonary veins activity in AF population
olmadan da AF sonlandirilabiliyor !

p<0.0001 p=0,0001
o Non-PAF’da Pasif PV ler d

o 4 PV de sessiz olabilir !

o AF suresi uzadikca atriyum ‘::::::‘,jf‘\
miyokardi yeniden bigimlenir ve AF
nin devamliliginda temel olmaya | | |

ba$|a I Paragysmal &F Parsistent AF Long-standing
I o . {n=14 n=77 Parsistent AF
o Dominant frekansli bolgelerin ’ — e

ablasyonu ile kalicl basarl 1 ?? Figure 5  Proportion of patients with active and passive FVs with regand
in AF type. Pasive PV is defined a5 a silent PV or PV CL > LAA CL;
active PV is defined as P'V CL less than or greater than LAA CL. P = 0001;
P = 01. AF = atrial fibrillation; CL = cyde length:; LAA = left atrial

appendage; PV = pulmonary vein,



CONFIRM calismasi

B. AF Source Locations - CONFIRM Persistent AF
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A. AF Source Locations - CONFIRM Paroxysmal AF
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Arrhythmia/Electrophysiology

Driver Domains in Persistent Atrial Fibrillation
Michel Haissaguerre, MD:; Meleze Hocini, MD; Arnaud Denis, MD; Ashok J. Shah, MD;
i Yuki Komatsu, MD; Seigo Yamashita, MD; Matthew Daly, MD; Sana Amraoui, MD;
'}{3 Stephan Zellerhoff, MD; Marie-Quitterie Picat, MD; Adam Quotb, PhD; Laurence Jesel, MD;
;,f Han Lim, MD; Sylvain Ploux, MD: Pierre Bordachar, MD; Guillaume Attuel, PhD;
,; Valentin Meillet, MSc; Philippe Ritter, MD; Nicolas Derval, MD; Frederic Sacher, MD;
;f Olivier Bernus, PhD: Hubert Cochet, MD; Pierre Jais. MD; Remi Dubois, PhD

4

Background—Specific noninvasive signal processing was applied to identify drivers in distinct categories of persistent atrial
fibrillation (AF).

Methods and Results—In 103 consecutive patients with persistent AF, accurate biatrial geometry relative to an array of
252 body surface electrodes was obtained from a noncontrast computed tomography scan. The reconstructed unipolar
AF electrograms acquired at bedside from multiple windows (duration, 9+1 s) were signal processed to identify the
drivers (focal or reentrant activity) and their cumulative density map. The driver domains were catheter ablated by using
AF termination as the procedural end point in comparison with the stepwise-ablation control group. The maps showed
incessantly changing beat-to-beat wave fronts and varying spatiotemporal behavior of driver activities. Reentries were not
sustained (median, 2.6 rotations lasting 449+89 ms), meandered substantially but recurred repetitively in the same region.
In total, 4720 drivers were identified in 103 patients: 3802 (80.5%) reentries and 918 (19.5%) focal breakthroughs; most
of them colocalized. Of these, 69% reentries and 71% foci were in the left atrium. Driver ablation alone terminated 75%
and 15% of persistent and long-lasting AF, respectively. The number of targeted driver regions increased with the duration
of continuous AF: 2 in patients presenting in sinus rhythm, 3 in AF lasting 1 to 3 months, 4 in AF lasting 4 to 6 months,
and 6 in AF lasting longer. The termination rate sharply declined after 6 months. The mean radiofrequency delivery to AF
termination was 28217 minutes versus 63£33 minutes in the control group (P<0.0001). At 12 months, 85% patients with
AF termination were free from AF, similar to the control population (87%.); P=not significant.

Conclusions—Persistent AF 1n early months 15 maintained predominantly by drivers clustered in a few regions, most of

them being unstable reentries. (Circulation. 2014:130:530-538.)
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Comparison of Radiofrequency
Catheter Ablation of Drivers and
Circumferential Pulmonary Vein
Isolation in Atrial Fibrillation

A Noninferiority Randomized Multicenter RADAR-AF Trial

Felipe Atienza, MD, PD,* Jestis Almendral, MD, PuD, { José Miguel Ormaetxe, MD, PrD, Angel Moya, MD,§
Jestis Daniel Martinez-Alday, MD, PxD,| Antonio Heméndez-Madrid, MD, PuD,¥ Eduardo Castellanos, MD,#
Fernando Arribas, MD, PaD,* Miguel Angel Arias, MD, PsD,# Luis Tercedor, MD, {1 Rafael Peinado, MD, PxD,
Maria Fe Arcocha, MD, ; Meteedes Ortiz, PuD, Nieves Martinez-Alzamora, PaD,55 Angel Arenal, MD, PuD,*
Francisco Ferndndez-Avilés, MD, PeD,* José Jalife, MD, | | for the RADAR-AF Investigators

FIGURE 3 Schematic Diagram of HFS Distribution in the Atria

Pasteriar view of the stria showing HFS ditribution in patients with paraxyamal (keft) and persistent (rght) AF. HFS asre predaminantly
distensd at the pulmanary wein antrum and the beft atrisl postedior wall in panoxysmal AF, wheness 3 mone widesprasd distribution i found in
periistant AF patients, induding the LA body, the septum, and the fight strium. 05 — cofenary @nus; NC — infesior vena cava; LA — ket strisl
appendsge; LSPY = Left superior pulmonary veing LIV = leftinferior pulmonary vein; My — mitral valve; RAA — right strisl appendasge;
RSPV = right superior pulmanary vein; RIPY = right inferior pulmonary vein SWC = superior vena civay TV = tricuspid valve.
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With Paroxysmal Atrial Fibrillation

High Frequency Source ——« Noninferior to ———  Circumferential
Ablation Pulmona

ry
Vein isolation

Avenza, F.e¢al J Am Coll Candiol, 2014: ©412312455-67,

Empric w compared with high-frequency
source Blation. The dominant Fequency map feft) enabled detection of the highest
fraquency (purple) source (rotor) located at the left infarior pulmonary van (1) with
fidallatory conducton 1 the right atrium (2) that xtvated t the lowest rate fed ©
white) 2 shown in baxes 1and 2, whem locl bipolar mcomdngs and the corresponding
powes spectrum are depicted .




Comparison of Radiofrequency
Catheter Ablation of Drivers and
Circumferential Pulmonary Vein
Isolation in Atrial Fibrillation

A Noninferiority Randomized Multicenter RADAR-AF Trial

Felipe Atienza, MD, PD,* Jestis Almendral, MD, PuD, { José Miguel Ormaetxe, MD, PrD, Angel Moya, MD,§
Jestis Daniel Martinez-Alday, MD, PxD,| Antonio Heméndez-Madrid, MD, PuD,§ Eduardo Castellanos, MD,#
Fernando Arribas, MD, PaD,* Miguel Angel Arias, MD, PsD,# Luis Tercedor, MD, {1 Rafael Peinado, MD, PxD,
Maria Fe Arcocha, MD, ; Meteedes Ortiz, PuD, Nieves Martinez-Alzamora, PaD,55 Angel Arenal, MD, PuD,*
Francisco Ferndndez-Avilés, MD, PeD,* José Jalife, MD, | | for the RADAR-AF Investigators

o Paroksismal AF
o0 6. ayda AF/AT tekrari icin PVI daha iyi
o 1.ylda ise HFS ablasyonu ile PVl ile esit sonuclar

¢ Daha kisa RF suresi
o Daha az izole edilmis PV
¢ Daha az komplikasyon
o Diger verilerle uyumlu sonug !

o ‘Sadece aritmojenik venlerin ablasyonu ampirik 4 damar
PVI'den farkli degildir’ (daha az komplikasyon ile !) Dixit et al.

o0 ‘Rotor ablasyonu’ FIRM

o ‘lek basina kaynak ablasyonu PV ablasyonu gereksinimini
ortadan kaldirabilir' PRECISE-AF




Impact of Non-Pulmonary Vein Foci on the Outcome
of the Second Session of Catheter Ablation for Paroxysmal
Atrial Fibrillation

MASATERU TAKIGAWA, M.D..* # + ATSUSHI TAKAHASHI, M.D..* TAISHI KUWAHARA,
' MLD.,* KENJI OKUBO, M.D.,* YOSHIHIDE TAKAHASHI, M.D.,* EMIKO NAKASHIMA, M.D._*
YUIJI WATARI, M.D.* KAZUYA YAMAO, M.D..* JUN NAKAJIMA, M.D._*
KATSUMASA TAKAGI, M.D..* SHIGEKI KIMURA, M.D.,* HIROYUKI HIKITA, M.D_.*
KENZO HIRAO, M.D. # and MITSUAKI ISOBE, M.D.}

From the *Cardiovascular Center, Yokosuka Kyosai Hospital, Yokosuka, Japan; #Heart Rhythm Center; and tDepartment of
Cardiovascular Medicine, Tokyo Medical and Dental University, Tokyo, Japan

Impact of Non-PV AF Foci on the Second Catheter Ablation for PAF. Background: Paroxysmal

atrial fibrillation (AF) is primarily triggered by pulmonary veins (PVs). However, non-PV AF foci may also
trigger AF.

Methods: We examined 207 patients (mean age, 62 £ 11 yvears: 166 men) who underwent a second catheter
ablation (CA) and evaluated the clinical significance of non-PV AF foci on the outcomes.

Results: Electrical reconnections between the PVs and left atrium (LA) were observed in 162 patients
(78.3%). Non-PV AF foci were identified in 95 patients (45.9 %, 60 patients with successfully ablated non-
PV AF foci and 35 with unmappable non-PV AF foci). During a median follow-up period of 22.7 months,
61 patients (29.5%: 18/112 [16.1% ] without non-PV AF foci vs. 20060 [33.3% ] with successfully ablated
non-PV AF foci vs. 23/35 [65.7 % | with unmappable non-PV AF foci, P < (L0001) developed AF recurrence;
52 (85.2%) developed recurrence within 1 year. The presence of non-PV AF foci was a significant clinical
predictor of AF recurrence after the second CA; successfully ablated non-PV AF foci increased the AF
recurrence risk by 2.24 times (95 % confidence interval [CI], 1.12—4.54; P = (1.02), and unmappable AF foci
increased this risk by 5.58 times (95% CI, 2.73-11.63;: P < 0.0001).

Conclusion: Nearly half of the patients had non-PV AF foci at the second CA session. AF recurred after
the second CA session in approximately 30%, with most recurrences happening within 1 year. The presence
of non-PV AF foci significantly increased the AF recurrence risk after a second CA. When non-PV AF foci
were unmappable, the AF recurrence rate was extremely high. (J Cardiovasc Electrophysiol, Vol. 26, pp.
739-746, July 2015)




AF Ablasyonu
- Basar ? -

o Antiaritmik ilac olmaksizin basari oranlari
o Tek islem %40-60
o Coklu islem %70

Calkins H, et al. Heart Rhythm 2012;9:632-96.
Cheema A, et al. J Interv Card Electrophysiol 2006;15:145-55.
Weerasooriya R, et al. J Am Coll Cardiol 2011;57:160-6.




AF Ablasyonu

o Sonucta BASARI ne?

¢ Hic AF olmamasi ?
o Hangi yontemle kanitlayacagiz ?

o Hastanin sikayet etmemesi ?
o Asemptomatik AF donemleri
o Yasam kalitesinin iyilesmesi ?

o Kalp yetersizliginin 6nlenmesi ?
¢ Mortalitenin azaltilmasi ?
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Relationship of Quality of Life With Procedural Success of
Atrial Fibrillation (AF) Ablation and Postablation AF Burden:
Substudy of the STAR AF Randomized Trial
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Table 1. Quality of life scores for each ablation arm and for total study population

MCsS
Arm Baseline 12 months r Baseline 12 months r

PVI with CFE 341 £ 68 383 £56 0.006 483 £ 117 555 £ 11.2 0.0098
CFE 341 £92 36.6 £ 63 0.21 47.0 £13.1 54.1 £ 11.8 0.0001
PVI 328 £ 97 373+ 63 0.0003 483 £ 113 57.7 £10.7 0.0003
Total study population 334 £ 85 374 £ 60 0.0001 479+ 119 537 £ 11.2 < 0.0001

CFE, complex fractionated electrogram ablation; MCS, mental component summary; PCS, physical component summary; PVI, pulmonary vein isolation.
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o 1k kez ablasyon yapilanlarin
mental ve fiziksel QOL skorlari
ablasyon stratejisinden ve
sonuclarindan bagimsiz olarak

i

12 ayda iyilesiyor.
e e T s
de benzer <. | | =12 Months

¢ Ayda 27 saattan fazla
olmayan AF/AT tekrari __
sonucu degistirmiyor ! N Y

Figure 1. Mertal compoent score (MCS score) and physical compo-

0 ‘TedaVI beklentISI IndekSI’ nent score (PCS score) values at baseline and at 12-month follow-up

3 > for patients with no AF/AFL /AT recurrence (N) and for patients with
O Sempt Asempt AF AF/AFL/AT recurrence (Y). There were significant improvements in
both scores for both groups from baseline to 12 months. There was
a trend toward greater magnitude of change in MCS (P = 0.11) and
PCS (P = 0.09) scores in patients without recurrrence. AF, atrial
fibrillation; AFL, atrial flutter; AT, atrial tachycardia.




Rate Control versus Rhythm Control in Atrial (W) et
Fibrillation: Lessons Learned from Clinical Trials of

Atrial Fibrillation

Albert L. Waldo*

Department of Cardiovascular Medicing, Case Western Reserve University, University Hospitals Case Medical Center, Cleveland, OH

o Basari sansi en yuksek durum

o Lone - PAF
0 60 yas alti

o Tetikleyicilerin agresif arastirilip
ablasyonu yapilabilenler

o Kalici etki saglayan teknik ?7?




AF Ablasyonu
- Basar ? -

o Paroksismal AF de PVI
o Aktif olanlar !
o Tetikleyiciligi gosterilmeli

o Non-PAF de tetikleyiciler ve dominant /yuksek frekansli
alanlar / Rotorlar

o Tum venleri izole etmeye calismanin bir bedeli var
o Komplikasyonlar
o Yeni atriyal tasikardiler




AF Ablasyonu
- Basar ? -

o AF ablasyon basari orani neden daha yuksek
degil?

¢ Ablasyon sonrasi tum pulmoner venler izole
ancak AF neden devam ediyor?

o Ablasyon sonrasi tum pulmoner venler izole
degil ancak AF yok, neden?




AF ablasyonu

o “Basarisizligin” potansiyel belirleyicileri

o “Non-paroksismal AF”
o “Uzun sureli persistan AF”

¢ Uyku-apne ve obezite

o Sol atriyum ¢api / hacmi
o llerlemis yas

o HT

o Sol atriyumda fibrozis




‘AF Ablasyonunun basarili olmasi ic¢in
tum pulmoner venlerin
kalici olarak izole edilmesi
sart degildir’

Cunku:
Kalicl izolasyon pek mumkun degil !
AF sadece PV’lerle ilgili bir sorun degil ! (Belki PAF ©)
Sistemik bir soruna lokal bir cozum pek mumkun degil !

BASARI ne istedigimizle ilgilidir




