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Approach	  to	  AF	  treatment	  	  
(after	  making	  the	  diagnosis	  and	  exclusion	  of	  obvious	  

causes)	  

Anticoagulants	  
Devices	  	  
Ablation	  

Treat	  Symptoms	  
	  

Rhythm	  Control	  
Prevent	  Heart	  

Failure	  
	  

Rate	  Control	  



Rhythm	  Control	  Strategies	  

Not	  controlling	  rhythm	  	  

Anti-‐arrhythmic	  drugs	  

AF	  Ablation	  

This	  is	  Okay	  

Just	  get	  
adequate	  	  

‘Rate	  Control’	  	  



AF	  Ablation:	  

The	  Journey	  



What	  is	  AF	  ablation?	  
AF	  ablation	  =	  Pulmonary	  Vein	  Isolation	  







AF	  from	  within	  a	  
disconnected	  pulmonary	  

vein	  



AF	  ablation	  Success	  





Long-‐term	  success	  by	  gender	  
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Overall	  Success	   Success	  off	  AAD	  

Males	  

Females	  

	  	  Patients	  	  	  	  	  	  	  	  	  	  135 	  	  	  	  	  	  	  	  	  	  	  	  	  	  53 	   	  	  	  	   	  	  106 	  38	  

*P	  =	  0.04	  

*P	  =	  0.05	  

81%	   71%	   58%	  91%	  
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Follow-‐up	  duration:	  	  
Males:	  16.4	  months	  ±	  15.5	  	  

Females:	  16.1	  months	  ±	  15.8	  
p=ns	  	  

Mandrola	  et	  al,	  AHA	  2011	  



First	  AF	  Ablation	  

Re-‐do	  Ablation	  

Durability	  of	  	  
Lines	  



Repeat	  AF	  ablations	  by	  gender	  
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*p=	  0.02	  

44%	  35%	  

Patients 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  53/148 	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  29/65	  

Percent	  
of	  

patients	  
w/	  re-‐do	  	  
ablation	  

[9	  patients	  (5	  Females)	  had	  two	  repeat	  procedures]	  
Mandrola	  et	  al,	  AHA	  2011	  



AF	  ablation	  
Advantages	  

•  Proven	  superior	  to	  AAD	  in	  

maintenance	  of	  SR	  
–  Ultimate	  success	  rates:	  90%	  

–  Often	  closes	  the	  chapter	  on	  AF	  

•  Proven	  superior	  to	  AAD	  in	  QOL	  

•  Safer	  

–  Two-‐three	  hours	  

–  X-‐Ray	  times	  less	  than	  20	  min	  

–  Complications	  rate	  1-‐2%	  

–  One	  day	  hospital	  stay	  

•  Preliminary	  data	  on	  stroke	  and	  

mortality	  look	  promising	  

Cons:	  

•  Success	  often	  requires	  two	  

procedures	  	  

•  Complications	  can	  be	  serious	  

•  Requires	  general	  anesthesia	  

•  Though	  smaller	  now,	  the	  

procedure	  is	  not	  “Mickey	  Mouse.”	  

•  LA	  contractility	  and	  

asymptomatic	  MRI	  lesions	  still	  a	  

concern	  

•  What	  about	  outcomes?	  



CABANA	  Trial	  

•  CABANA:	  	  Catheter	  Ablation	  versus	  Antiarrhythmic	  Drug	  Therapy	  for	  Atrial	  

Fibrillation	  

•  RCT	  looking	  at	  Outcomes:	  	  

–  Stroke	  

–  Mortality	  

–  Efficacy	  

–  QOL	  

•  124	  Centers	  

–  Enrolled	  492;	  Target	  3000	  

–  Enrollment	  is	  problem	  b/c	  referred	  patients	  want	  cure—not	  meds	  





Typical	  Email	  

•  “I	  have	  a	  pending	  appt.	  with	  a	  cardiologist.	  	  I	  have	  AFIB	  and	  am	  

currently	  taking	  Sotolol	  80	  mg	  3	  times	  daily.	  	  It	  allows	  me	  to	  

control	  my	  Fib	  if	  I	  don’t	  eat	  to	  excess.	  	  I	  am	  an	  avid	  biker	  and	  now	  I	  

am	  currently	  tired	  all	  the	  time	  and	  short	  of	  breath.	  	  I	  used	  to	  race	  (last	  

year)	  but	  have	  retired…damn.	  	  What	  questions	  do	  you	  think	  will	  be	  

useful	  to	  ask	  at	  my	  interview.	  	  We	  will	  be	  discussing	  the	  possibility	  

of	  ablation	  which	  he	  would	  be	  performing.	  	  



My	  typical	  response	  
•  You	  have	  a	  quandary.	  Drug	  treatment	  is	  at	  least	  partially	  effective.	  

But...and	  this	  is	  a	  big	  but,	  the	  suppressing	  drug	  is	  causing	  side	  
effects-‐-‐fatigue	  and	  shortness	  of	  breath.	  

	  
•  AF	  ablation	  offers	  the	  chance	  of	  eliminating	  AF.	  	  To	  get	  the	  treasure	  

of	  an	  AF-‐free	  or	  AF-‐drug-‐free	  life,	  you	  will	  have	  to	  accept	  the	  risk	  of	  
the	  procedure,	  and	  the	  likelihood	  of	  more	  than	  one	  ablation.	  	  

	  
•  You	  will	  have	  to	  accept	  the	  journey.	  	  
	  
•  This	  decision	  lies	  more	  with	  you	  than	  the	  doc.	  How	  bad	  is	  your	  life	  

now?	  How	  good	  would	  it	  be	  with	  no	  AF	  or	  sotalol?	  How	  much	  risk	  
can	  you	  accept?	  	  

	  



Are	  there	  gender-‐related	  
differences	  in	  AF	  ablation?	  

Our	  AHA	  presentation	  





Most	  promising	  in	  near	  
future…	  

Dreamy	  stuff	  



As	  presented	  at	  ACC	  2010:	  











Incidence	  of	  Composite	  Endpoint:	  
CV	  Death	  or	  Hospitalization	  







My	  tired	  lines	  to	  AF	  patients…	  
	  

§  “Welcome	  to	  the	  club.	  I	  am	  sorry.	  I	  am	  a	  member	  too.”	  	  

•  “You	  have	  company:	  3	  million	  Americans	  and	  more	  than	  

5	  million	  Europeans	  also	  have	  AF.”	  

•  “AF	  isn’t	  terrible,	  but	  it	  may	  require	  us	  to	  be	  friends.”	  	  

•  “Worrying	  about	  AF	  is	  like	  worrying	  about	  getting	  gray	  

hairs,	  wrinkles	  or	  needing	  reading	  glasses.”	  

•  “AF	  can	  be	  rough,	  but	  it	  isn’t	  life-‐threatening.	  We	  must	  

never	  make	  AF	  treatment	  worse	  than	  AF.”	  



Thanks…	  

For	  more	  real	  world	  information	  on	  AF	  and	  heart	  rhythm	  disorders,	  visit	  
my	  blog:	  

www.drjohnm.org	  



Not	  used	  slides	  
Back	  up	  



•  Where	  possible,	  patients	  at	  intermediate	  risk	  should	  be	  considered	  for	  oral	  

anticoagulation	  rather	  than	  aspirin,	  since	  undertreatment	  is	  more	  harmful	  than	  

overtreatment.28,29	  Full	  discussion	  with	  the	  patient	  with	  one	  combination	  risk	  

factor	  would	  enable	  agreement	  to	  use	  oral	  anticoagulation	  instead	  of	  aspirin	  to	  

allow	  greater	  protection	  against	  ischemic	  stroke,	  especially	  if	  these	  patients	  value	  

stroke	  prevention	  much	  more	  than	  the	  (theoretical)	  lower	  risk	  of	  hemorrhage	  with	  

aspirin	  and	  the	  inconvenience	  of	  anticoagulation	  monitoring.10	  As	  mentioned,	  the	  

BAFTA	  trial	  found	  no	  difference	  in	  major	  bleeding	  between	  warfarin	  (INR	  2-‐3)	  and	  

aspirin	  75	  mg	  in	  an	  elderly	  AF	  population	  in	  primary	  care,2	  and	  aspirin	  cannot	  be	  

regarded	  as	  a	  much	  safer	  alternative	  to	  VKA.	  	  

	  



Dabigatran	  and	  Decreased	  
ICH	  risk:	  

	  

Is	  it	  Dabigatran,	  or	  just	  that	  warfarin	  is	  

bad?	  





Dabigatran	  biochemistry	  

•  Compared	  to	  warfarin,	  dabigatran-‐treated	  mice	  fared	  

better	  with	  induced	  ICH	  	  

Potential	  reasons:	  

•  DTI	  do	  not	  inhibit	  thrombin-‐activatable	  fibrinolysis	  

inhibitor	  generation	  whereas	  drugs	  that	  target	  factor	  

Xa	  	  (warfarin)	  do.	  	  

•  Dabigatran	  is	  a	  uni-‐(not	  bi)valent	  binder	  to	  thrombin.	  

This	  allows	  for	  Dabig-‐mediated	  decreases	  in	  Factor	  II	  

activity	  and	  sufficient	  clotting	  in	  ICH	  

•  Microhemorrhages	  induced	  in	  warfarin-‐treated	  mice	  

more	  often	  expand	  toward	  having	  increased	  RBC	  and	  

blood	  plasma	  diameters	  whereas	  microbleeds	  in	  DE	  

mice	  do	  not	  differ	  from	  controls.	  	  Thus,	  we	  may	  

speculate	  that	  in	  the	  RE-‐LY	  trial,	  the	  absolute	  number	  

of	  cerebral	  micobleeds	  was	  similar	  in	  the	  warfarin	  and	  

the	  dabigatran	  groups	  but	  that	  microhemorrhages	  

under	  warfarin	  more	  often	  expanded	  to-‐	  ward	  

symptomatic	  ICH.	  



Is	  the	  increasing	  prevalence	  of	  AF	  
related	  to	  just	  age?	  



RE-‐LY:	  Safety	  Outcomes	  


