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e arythmie la + fréquente

e 2-4 % de la population générale

e Sa prévalence réelle
sous estimée : FAssilencieuse, sous diagnostiquée

dépend :

Sexe: homme > femme

Age +++: prévalence augmente avec |'age ++++
jeune (0,1%)<< sujet agés 65 ans (5%)<80 ans(10%)

7 *f'\Ethnie : blancs< noirs (2,2 vs 1,5%)

L)
.I



-=HYTHWst7

Arthythmias & Heart Failur

Werw | rm gt b Techroka glos | Advences

La FA est elle grave ?
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FA est un probleme de santé majeur: augmente la

mortalité globale

8 K. Nademanee et al.
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Figure 5 Kaplan—Meier curve demonstrating improved sur- among 4 strata of patients: (1) patients with ejection frac-

vival in patients who remained in normal sinus rhythm (NSR)
from all-cause mortality compared with patients who remained
in atrial fibrillation (AF).

noncardiac deaths) who remained in N5R died compared to

Europace (2012) 14, 528-606

tion (EF) > 40% and normal sinus rhythm (orange), (2) patients
with EF < 40% and normal sinus rhythm (green), (3) patients with
EF > 40% and atrial fibrillation (purple), and (4) patients with
EF < 40% and atrial fibrillation (blue). (For interpretation of the
references to color in the figure caption, the reader is referred
to the web version of the article.)

Journal of Cardiology Volume 55, Issue 12010 1 - 12
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Atrial Fibrillation Patterns and Risks of Subsequent Stroke, Heart
Failure, or Death in the Community

Steven A. Lubitz, MD, MPH; Carlee Moser, PhD; Lisa Sullivan, PhD; Michiel Rienstra, MD, PhD; Jogo D. Fontes, MD; Mark L. Villalon, MD;
Manju Pai, MD; David D. McManus, MD, S5cM; Renate B. Schnabel, MD, MSc; lared W. Magnani, MD, M3c; Xiaoyan Yin, PhD; Daniel Lewy,
MD; Michael ). Pencina, PhD; Martin G. Larson, ScD; Patrick T. Ellinor, MD, PhD;* Emelia |. Benjamin, MD, Schi*
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Figure 3. Cumulative incidence of stroke, heart failure, and death by atrial fibrillation pattern. The cumulative incidence of (A) stroke, (B) heart
failure, and (C) death is displayed stratified by atnial fibrillation pattern over the 10 years of follow-up after atrial fibrillation pattem classification.



Increased risk of cognitive and functional decline in
patients with atrial fibrillation: results of the ONTARGET

and TRANSCEND studies

Dutcome
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Death Increased mortality, especially cardicvascular
mortality due to sudden death, heart failure or
stroke.

Stroke 20-30% of all strokes are due to AR A growing
number of patients with stroke are diagnosed with
silent’, paroxysmal AR

Hospitalizations | 10—40% of AF patients are hospitalized every year.

Quality of life Quality of life is impaired in AF patients independent
of other cardiovascular conditions.

Left ventricular | Left ventricular dysfunction is found in 20-30% of all

dysfunctionand | AF patients. AF causes or aggravates LV dysfunction

heart failure in many AF patients, while others have completely
preserved LY function despite long-standing AF

Cognitive decline | Cognitive dedline and vascular dementia can

and vascular develop even in anticoagulated AF patients.

demeniia Brain white matter lesions are more commaon in

AF patients than in patients without AF




Quelles stratégies faut il
adopter face a ces risques?
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Rhythm vs. rate control trials

Patients reaching
Primary outcome primary outcome (n)

Trial Inclusion criteria

PIAF (2000) Persistent AF e M R 76/125 70/127 0.32
252 Patients (7-360 days) AL = (60.8%) (55.1%) O
Paroxysmal AF or persistent AF,
AFFIRM (2002) age 265 years, or risk of stroke All-cause mortality STOEO0T a8 0.08

4060 Patients (25.9%) (26.7%)

or death
Porsistont AE or fittter for Composite: cardiovascular death,

RACE (2002) <1 year and 1-2 S SRR SR (L T 44/256 60/266

] . ) implantatation, thrombo-embolic - = 0.11
522 Patients cardloversw_ns over 2 years events, severe adverse effects of (17.2%) (22.6%)
and oral anticoagulation

antiarrhythmic drugs

STAF (2003) Persistent AF ('>4 weeks and Composite: overall mortaln?y, 10/100 9/100
i <2 years), LA size >45 mm, cerebrovascular complications, CPR, (10.0%) (9.0%) 0.99
200 Patients CHF NYHA II-1V, LVEF <45% embolic events i i
HOT CAFE (2004) First clinically overt persistent Compogite: death, thrombo—embolic 1101 4/104 >0.7
) AF (27 days and <2 years), events; intracranial/major = =
205 Patients age 50-75 years haemorrhage (.0%) (3.99%) 4
AF-CHF (2008) TS 0n, SYINPITS oR . 175/1376  182/1376
) history of AF (26 h or DCC Cardiovascular death a = 0.59
1376 Patients <last 6 monthS) (25 /0) (27 /0)
Composite of total mortality,
J-RHYTHM (2009) symptomatic cerebral infarction, 89/405 64/418 0.01

Paroxysmal AF systemic embolism, major bleeding,
hospitalization for heart failure, or
physical/psychological disability

823 Patients (22.0%) (15.3%) 2




Antiarrhythmic Drug Therapy for Atrial Fibrillation

Peter Zimetbaum. MD

Table 5. Selected Studies of Comparative Efficacy of
Antiarrhythmic Drugs

Percentage
No. of Patients, of Patients
Average Without
Duration of Documented
Study Follow-Up Drugs AF Recurrence
CTAF! 403, 16 mo Amiodarone B5
sotalol 37
Propafenone 37
SAFE-TH2 665, 33 mo Amiodarone 65
Sotalol 25
Placebo 10
PAFAC™ 248, 9 mo Sotalol 33
Quinidine plus 35
verapamil
Placebo 17
DIONYS0S> 504, 7 mo Amiodarone 58
Dronedarone 36

*Risque de récidive non
négligeable

*Effes indésirables++++



Limitations++

Atrial Fibrillation

Antiarrhythmic Drug Therapy for Atrial Fibrillation

Peter Zimetbhaum, MDDy
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Pharmacologic Rate versus Rhythm-Control Strategies

in Atrial Fibrillation: An Updated Comprehensive
Review and Meta-Analysis
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Figure 4. Rate and rhythm control in atrial fibrillation and systemic embolis: Figure 5. Rate and rhythm control in atrial fibrillation and rehospitalization.



Relationships Between Sinus Rhythm, Treatment, and

Survival in the Atrial Fibrillation Follow-Up Investigation of
Rhythm Management (AFFIRM) Study

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

The AFFIRM Investigators®

However, a post-hoc on-treatment analysis of the AFFIRM study
revealed that the presence of sinus rhythm was associated with a

significant reduction in mortality, whereas the use of antiarrhyth-

mic drugs increased mortality by 49%,"%° suggesting that the bene-
ficial effect of sinus rhythm restoration on survival might be offset
by the adverse effects of antiarrhythmic drugs. Previously, the

e (2012, 14, 5o e0e HRS/EHRA/ECAS EXPERT
Aoizl O, 1093 fe urop acelcusO 27 CONSENSUS STATEMENT
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L'ablation par radiofréquence
fait elle mieux que les anti

arythmiques ?




Radiofrequency catheter ablation maintains its efficacy better
than antiarrhythmic medication in patients with paroxysmal
atrial fibrillation: On-treatment analysis of the randomized
controlled MANTRA-PAF trialse >t

M.J. Pekka Raatikainen ®*, Antti Hakalahti ®, Paavo Uusimaa®, Jens Cosedis Nielsen €,

Arne Johannessen d Gerhard Hindricks ©, Hikan Walfridsson f Steen Pehrson &, Anders Englund ™,
Juha Hartikainen ', Ole Kongstad’, Leif Spange Mortensen ¥, Peter Steen Hansen €,

for the MANTRA-PAF investigators
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Radiofrequency Ablation vs Antiarrhythmic Drugs as First-Line
Treatment of Paroxysmal Atrial Fibrillation (RAAFT-2)

A Randomized Trial

Figure 2. Kaplan-Meier Curves of Time to First Recurrence of Any Atrial Tachyarrhythmias (A) and Time to First Recurrence of Symptomatic Atrial

CONCLUSIONS AND RELEVANCE Among patients with paroxysmal AF without previols

antiamhythmic drug treatment, radiofrequency ablation compared with antiarhythmic drugs
resLited in 3 lower rate of recurrent atrial tachyarrhythmias at 2 years. However, recurrence
Was requent inj;[:lth groups.

HR, 0.56, 95% C1, 0.35-0.490, P=.02 | yr HE, 0,56, 255 C1, 0.33-0.95, P=.03

&-ﬂl T i Li T T v Li T I:'-“I Li T i v T Li v Li

0 91 1E2 71 R4 455 S46  E3T  TIB o 91 182 273 364 455 A6 BI7 IR

Fillow-up Since Randamization, d Fallow-up Since Randomization, d

Mo at risk

Andiarrhythmic drug 6l 61 35 2% M & 1I¥ 1y 12 61 &1 40 3z 28 M M 24 B

Radiofrequency catheter &6 &6 46 239 32 30 28 27 18 66 6E 3 47 3® ¥ M 33 21
ahlation

Tachyarrhythmias inclede atrial fibrillztion, tachycardia, and flutter. HR indicates hazard ratio.




Radiofrequency ablation vs. antiarrhythmic drug
therapy as first line treatment of symptomatic
atrial fibrillation: systematic review and

meta-analysis

Antti Hakalahti', Fausto Biancari?, Jens Cosedis Nielsen?®, and M.). Peklca Raati kainen*?>

Rizk Batio Rizk Ratio
Study or subgroup log(Risk Ratio) SE  Weight IV, Random, 95% CI IV, Random, 95% CI
MANTRA-PAF 2012 —024 016 52.9%  0.79 (0.57, 1.08) —=T
AAAFT-1 2005 =1.0F 052 11.3% 0.34 (0.12, 0.95) =
ARAAFT-2 2014 =058 024 358% 0.56 (0.35, 0.90) —
Total (95% CI) 100.0%  0.63 (0.44, 0.92) -
1 L]

Heterogeneity: T9=0.04; =322 di=2 (P=0.20); F=38% ;

1
Test for overall effect: Z = 2.42 (P = 0.02) 0.2 0.5 1 = 5
Favours ablation Favours antiarrhythmics

Figure 2 Forest plot showing the risk of recurrence of atrial fibrillation after rdiofrequency ablation or antiarrhythmic drug treatment in
three randomized studies. RAAFT-2 study included also the accurrence of atrial tachycardia and flutter.

Catheter ablation Antiarrhythmic drug Risk Ratio Risk Ratio
Study or subgroup Evenits  Total Events Total Weight M-H, Random, §5% Cl Year M-H, Random, 85% €l
RAAFT-1 2005 4 32 22 35 231% 0.20(0.08, 0.51) 2005 —— 8+
MAMTRA-PAF 2012 46 140 61 146 425% 079 (0.58 1.07) 2nz2 —i-
RAAFT-2 2014 16 GG 18 61 34.4% 0.78 (044, 1.37) 2014 — &
Total (95% CI) 238 242 100.0% 0.57 (0.30, 1.08) ~—
Total events G 102

Heterogeneity: T>=0.23; ¥ =7.68, df =2 (P=0008); F=74% ' t T J
- x i 2 01 02 05 1 2 5 10

Test for overall efiect: £= 172 (P = 0.08) F ablati . )
BVOUE tion Favours antiantythmics.

Figure 3 Forest plot showing the risk of symptomatic atrial fibrillation after radiofrequency ablation or antiarrhythmic drug treatment in three
randomized studies.



Catheter ablation vs. antiarrhythmic drug

treatment of persistent atrial fibrillation: a
Mmulticentre, randomized, controlled trial
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Dans l'insuffisance cardiaque...

W“‘

M [ rm ity & Tichnok gios | Adverces

Catheter Ablation for Atrial Fibrillation in Heart Failure Patients
A Meta-Analysis of Randomized Controlled Trials

A. Change in LVEF

-

Mean Difference

Ablation Rate Control Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Hunter 2014 81 125 26 -36 97 24 120% 11.70[5.52,17.88]
Jones 2013 109 115 24 54 85 26 14.3% 550[-0.14,11.14]
Khan 2008 2 8 41 -1 4 40 B0.7% 9.00[6.26,11.74] ——
MacDonald 2011 8.2 12 20 1.4 59 18 13.0% 6.80[0.88,12.72] —
Total (95% CI) 111 108 100.0% 8.53 [6.40, 10.67] <o
Heterogeneity: Tau®*= 0.00; Chi*= 2.56,df =3 (P = 0.46); F= 0% _250 _1*0 ) 120 240
Test for overall effect Z= 7.83 (P < 0.00001) Favours Rate Control Favours Ablation
B. Change in MLWHEF.
Ablation Rate Control Mean Difference Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% ClI
Hunter 2014 -18 21.99 26 -0.2 21.47 24 179% -17.80[-29.85,-5.75] —_—
Jones 2013 -19.58 22.32 24 -535 1571 26 22.0% -14.23[-25.01,-3.45] e
Khan 2008 -19 21 41 -7 1259 40 418% -1200[-19.52,6-4.48] ——
MacDonald 2011 -5.7 19.7 20 -2.8 17.9 18 18.2% -290 1485, 9.09] —r—
Total (95% Cl) 111 108 100.0% -11.88 [-17.15, -6.60] R =

ity 2 : 2= = - -RP= I 4 } {
Heterogeneity: Tau*= 257, Chi*=328,df=3(P=0.35); F=8% 50 35 ) 75 50

Test for overall effect. Z=4.41 (P < 0.0001)

Favours ablation Favours rate control
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C. Change in 6-Minute Walk Test Distance.

Ablation Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight [V, Random, 95% CI IV, Random, 95% CI
Jones 2013 21 103.7 26 -10 6519 26 28.2% 31.00[-16.08, 78.08] =+
Khan 2008 71 78.48 41 16 402 40 479% 55.00[27.94,82.06) —
MacDonald 2011 201 765 17 214 774 15 239% -1.30[-54.75 52.15]
Total (95% CI) 84 81 100.0% 34.76 [2.87, 66.65] SRR
Heterogeneity: Tau*= 362.12; Chi*= 361, df= 2 (P = 0.16); F= 45% I t t {
) ’ -100 -50 0 50 100
Testfor overall effect: 2= 214 (P=0.03) Favours Rate Control Favours Ablation
D. Change in Peak VO,.
Ablation Rate Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
Hunter 2014 1.4 7.05 26 -2 71 24 291% 3.40[0.53,7.33] ol
Jones 2013 213 552 24 -094 313 26 70.9% 3.07 [0.56, 5.58) ——
Total (95% CI) 50 50 100.0% 3.17 [1.05, 5.28] -camgiijEe
Heterogeneity: Tau*= 0.00; Chi*=0.02,df=1 (P=0.89); F=0% f1 0 % 0 % 1[1%
Testfor overall effect Z= 2.93 (P = 0.003) Favours Rate Control Favours Ablation

C. Heart Failure Re-admissions.

Ablation Rate Control Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Ci M-H, Random, 95% CI
Jones 2013 3 24 3 26 B0.8% 1.08[0.24, 4.86)] o
Khan 2008 1 41 0 40 136% 293[0.12,69.83] -
MacDonald 2011 2 20 1 18 256% 1.80[0.18,18.21] L
Total (95% CI) 85 84 100.0% 1.41 [0.44, 4.55] ——ailii—
Total events 6 4
Heterogeneity. Tau®= 0.00;, Chi*=0.37,df= 2 (P=0.83), F=0% 0.01 01 10 100

Test for overall effect: Z= 0.58 (P = 0.56) Favours Rate Control Favours Ablation



Catheter ablation of symptomatic paroxysmal AF is recommended to improve AF
symptoms in patients who have symptomatic recurrences of AF on antiarrhythmic
drug therapy (amiodarone, dronedarone, flecainide, propafenone, sotalol) and who
prefer further rhythm control therapy, when performed by an electrophysiologist
who has received appropriate training and is performing the procedure in an
experienced centre.

Catheter ablation of AF should be considered as first-line therapy to prevent
recurrent AF and to improve symptoms in selected patients with symptomatic
paroxysmal AF as an alternative to antiarrhythmic drug therapy, considering patient

choice, benefit, and risk.

IIa

AF ablation should be considered in symptomatic patients with AF and heart failure
with reduced ejection fraction to improve symptoms and cardiac function when
tachycardiomyopathy is suspected.

IIa

Catheter or surgical ablation should be considered in patients with symptomatic
persistent or long-standing persistent AF refractory to AAD therapy to improve
symptoms, considering patient choice, benefit and risk, supported by an AF Heart
Team.

IIa

| www.escardio.org /guidelines

European Heart Journal - doi:10.1093/eurhearg/ehw210



Complications...

 Rare généralement (5-7%)
 Mortalité péri-procédurale <0,2%

* Durée d’hospitalisation moyenne (EORP)
est de 3 jours (2-4j)

Furopace (2012) 14, 1094—1103
doi:10.1093/europace/eus153



Updated Worldwide Survey on the Methods, Efficacy, and ~ Complications of Atrial Fibrillation Ablation in a High-Volume
Safety of Catheter Ablation for Human Atrial Fibrillation Center in 1,000 Procedures: Still Cause for Concern?

Riccardo Cappato, MD; Hugh Calkins, MD; Shih-Ann Chen, MD; Wyn Davies, MD; o EJ_IKC'UEOS DAGRES, M_D* GERH&ED_I‘_HN[_]EICK_S_',_M-D-e_PI_!-D-,f

20 825 procedures
16 309 patients

Table 7. Major Complications in the Overall Population n = 1,000
procedures
Type of Complication No. of Patients Rate, % : : : -
Dreath immediately associated with the procedure
Death 25 < EI'.1§5 Death of unclear cause @
Aimal-esophageal fistula 2%
Tarpunade 21 1N Thromboembolic complications 4 (0.4%)
Prieumothorax 15 0.09 Stroke 3(0.3%)
Transient ischemic attack I {0158
Hemathorax 4 0.02 Tamponade 13 (1.3%)
Sepsis, abscesses, of endocarditis 2 0.m Percutaneous drainage 11 (1.1%)
Surgically treated 2{0.2%)
Pomanent diaphragraatic paraiysts 3 017 Severe pulmonary vein stenosis I {015
Total femaoral pseudoaneurysm 152 0.93 Endocarditis 2 (0.2%:)
Total artero-venous fistulae BA 0.54 Retroperitoneal hematoma H0.1%)
Dreep vein thromispsis | {015
Valve damape/requiring surgery 17 0.07 Aspiration with or without preumonia 2 (0.2%)
Atrium-esophageal fistulae i 0.04 Femoral pscudoancurysm 9{0.5%)
Conservatively treated 4 (0.4
Stroke 37 0.23 Treated with thrombin injection 3{0.3%)
Transient ischemic attack 115 0.71 Surgically treated” 210.2%)
Anenovenous fistula I 0350
PV stenoses requiring intervention 48 0.29 Conservatively treated 2 (0.2%)
Total 741 454 Surgically treated™ I 15

— - Total 30 (39%)




Left Atrial Catheter Ablation and Ischemic Stroke

Karl Georg Haeusler, MD:; Paulus Kirchhot, MD., FESC, FHRS5; Matthias Endres, MD

Tahble 1. Left Atrial Catheter Ablation-Associated Periprocedural Stroke Risk According to
Recent Registries and Cohort Studies Using Almost Exclusively Radiofrequency Ablation

Reference,
Year Stroke TA = Stroke [ Fallow-Up Anticoagulations

45, 2009 OU10% [y OU10% ansz 1d ACT 350—450 = + INR
=1.8

ZE, 2070 T T OUE0% G454 2d ACT =350 = = INR =2
19, 2010 OLE2% O.03% OLES5% 3060 2d ACT 250—450 =*
17, 2008 1l T 1.09% 541 1d ACT 30 0—t00 =*
18, 2007 O_40% 0.1 0% 0_L50% 1011 1—-2d ACT 30 0—t00 =*
a0, 2009 T 1 1.39% | S ACT 3 0—t00 =*
16, 2009 0_30% 0.1 0% O_40% 1000 ad ACT tarmget of 300 ==
13, 2010 0 23% O0_F 1% 094 % 20 525 T ACT 200-350 =

(7O_4%)t

—_—

Table 2.  Silent Stroke Rate Detected by_1.5-T Maanetic Resonance lmaging Within Days After Left Atrial Catheter Ablation
Amnrding}n\l’:uhnn Studies

Reference./ Sile

Year Strok; H  Follow-Up {d) Age i) Male AF Type Heart Diseasze LACA ACTT {s)

22, 2n 11,3%\ 53 1 83+12mean+=5D0 85% E%% paroxysmal; % RF =250
11% persistent

23, 2 14.2% | 232 1 S8+10mean=58D0 78% 5% paroxysmal; 13 RF 250~300
41% persistent

24, 2M 74% | B9 1 46=-63 range 63% B1% paroxysmal; 16% 49% RF, 51% cryoenergy =300
19% persistent

25, 20 95% | 21 2=4 S4+-9mean+50 5% “Recurrent™ 4.3% RF.* cryoenergy® =300

26, 2011\ 1448%) T4 * B1=9mean+=50 68% 62% parsxysmal " 35% AF, 31% crycenergy, 32% PUVAC =300

97 M11\ 178 108 1 BE+O9mean+5S0 B Pamoveimial o T AF 399 PYVAD 10 creneneriy == 300



Tamponnade : ¥1-2% des cas

* précoce ou retardée « DCT » (1h-qq jours)

CORRESPONDENCE

Research _ )
Correspondence  Delayed Cardiac Tamponade After
Radiofrequency Catheter Ablation of Atrial Fibrillation

A Worldwide Report

Multivariate Analy=is of the Risk for Expeaeriencing at Least 1 Event

Talsle A
Relative Risk
F acihor Regressiomn Cosfllciaemt [95% Confidence Imberval) P W alkue
= o | 1.3 S.03 (1. B5—A3.54) OO 22
1.2 2.TTF [(A.0D—TF_BG) OO0
o=

Mumib-er of procedurnss 3-295 (m —

Ablatioa catheber irrigation [(m =— S7F)
2D (14727 14)

Typ= of atrial Tfbrillation ablat=d
Farmoey=srmal (m — ) 1.35
Comstani — D




Lésions cesophagiennes:

* fistules/ perforations
* observées dans <0,5%
* 7- 30jours post ablation
triade ++++ :
douleur thoracique / sepsis sans foyer evident/ AVC ou AIT
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Complications of Atrial Fibrillation Ablation im a High-VYolume
Center in 1,000 Procedures: Still Cause for Concern?



les moins graves : 1-2%

* Sténose veines pulmonaires ++

* Complications vasculaires(pseudoanevrysme ++)
*Infection: endocardite, septicémie....

* Hémothorax, pneumothorax

*Irradiations/ Paralysie diaphragmatique...



Quels sont les résultats des premiers
cas de notre série ?




L'objectif de notre travail

e Le but de ce travail est de démontrer sur une
premiere série :

— Faisabilité et I'inocuité de I’Ablation de FA

—de rapporter les résultats immeédiats de
cette technique



Techniques d'Ablation

e Tous ont eu une isolation des veines
connectées

* Dans 20 procédures, nous avons procédeé a la
défragmentation apres l'isolement des veines



la population

ESC-EURObservational Research Programme: NOt e Sé r|e
the Atrial Fibrillation Ablation Pilot Study,

conducted by the European Heart Rhythm
Association

e N =111 patients

median age was 60 years * Sexeratio:1.91
26% were females. * Age:52.8+ 11.6 ans (variant de
Tahle 3 Characteristics of atrial fibrflation (o = 1191) 15a 75 ans)
Aserined syepacnms BSE 90;90%
I-I'."
el et 144
CHES Pl si el 17 18,20% 18,20%
Chata pan 104
Synecpd B
[ TR 121 | T T T |

L ibiaron 1l 11

PALPIDOUOBRUR THORAMMEMNEE

Europace (2012) 14, 1094-1103



La cardiopathie sous jacente

Pk o i . il 113

Coranary atary ff s &
DHlsnad cord cry oy thy iz
Hyparrophic irdionpepathy 19
Chronic haart e 15
Cahar cordia ditae 17
Hy parthyrs  am 14
Chronic olsiriaie pulitonary d s o7
Mo e Friad is

Europace (2012) 14, 1094-1103

Notre série

Cardiopathie sous-jacente
14.4% dont CMH (2.7%)
& Valvulopathie (4.5%)



Facteurs de risque cardiovasculaires

34,40%
21,90%
15,60%
6,30%
& & 2
N & N RS
9 NS )
N O Q
Q %\/\Q &
S A
46,70% 46,70%
BMI : 30.1 £ 4.7 kg/m?
6,70%

Poids normal Surpoids Obésité



Ancienneté de la FA

e Médiane : 18 mois

52,70%

25,00% 22 40%

<1 an 1a2ans > 2 ans

Surface de I'0G :
20.8+4.7 cm?

Type de la FA :
Permanente
(20.7%) versus
Paroxystique
(79.3%)



La procédure

Table 4 Procedural data (n = 1391)

General anaesthesia during procedure {5)

Energy source (%)
Mor-irrigated radiofrequency
Radiofrequency with closed irrigation

Radiofrequency with open irrigation

Lrya

Drty-cycled radicirequency energy

Lazer balloon [enduscu,:-i.': ablation 5}5‘:&’1‘.}

Flucru::m:n-;i}r total time ["nln} median (IR} 26 [15 4

rarsesophageal echoca
Intracardiac edﬁu{ardngram m}

Total

{n = 1391)

12

41
112
rre
134

178

Europace (2012) 14, 1094-1103

Notre série

Temps de scopie
moyen est de 21 min
+/-10 min avec des
extrémes entre 8 et
58 min



Les complications de notre série

* Tamponnade 5,4%

* Un cas dAIT soit 0,9% completement
régressif sans seéquelles neurologiques
survenu 48 heures post opératoire

* Aucune sténoses des veines pulmonaires

* Aucune fistule atriooesophagienne ni déces
dans notre série



Taux de succes

ESC-EURObservational Research Programme:
the Atrial Fibrillation Ablation Pilot Study,
conducted by the European Heart Rhythm
Association

”J'ur it ot e o] e
oot s s OR -4, At ol s s i 8 o s e

i wtamnl(antagomsts, i) hythm| e medin There v v ceth i el o

Europace (2012) 14, 1094-1103

Notre série

* Taux de succes
primaire de

toutes les
procédures
était de 84,7%



la récidive

Pacing Clin Electrophysial. 2014 Jun 37(6)897-702. doi 10.1111/pace. 12387 Epub 2014 Mar 25,

Symptomatic and asymptomatic long-term recurrences following transcatheter atrial fibrillation ablation.

METHODS AND RESULTS: In fotal 113 consecutive patients symptomatic for paroxysmal or persistent AF were enrolled. All patients underwent
pulmonary vein isolation plus left linear lesions. The insertable cardiac monitor (ICM), subcutaneously implanted during the ablation procedure,
recorded the amount of AF per day (daily burden) and per last follow-up period (tofal AF burden). Based on symptoms and on scheduled 12-lead
ECG performed during follow-upgd0 patients {35.4%} suffered AF recurrences. By means of ICM data, however, arrhythmia relapses were recorded
within 75 patients (66.3%), of whorT Falenls suitering symptomatic AF recurrences resulfed, at univariate analysis,
older (66.6+ 8.4 years vs 61.6 £ 10. ?years} and sufferlng grealer AF burden (88.6 + 26.9% vs 8.0 + 8.0%).




Récidives dans notre série

e Récidive sans traitement : 9.0%

e Récidive sous traitement : 6.3%

e Au total : la récidive (avec ou sans traitement)
: 15.3%



La récidive en fonction du type de la FA

Type FA
FA permanente 17.4% 0.036
FA paroxystique 3.5%

Type FA
FA permanente 66.7% > 5%

FA paroxystique 36.4%



Facteurs prédictifs de la récidive

Sexe ratio

Age (ans)

BMI (kg/m?)

HTA

DIABETE

HYPERURICEMIE
Cardiopathie sous-jacente

Type FA
FA permanente
FA paroxystique

Ancienneté de la FA (mois,
médiane)

Surface OG (cm?)

1.75
53+13
31%5
54.5%
9.1%
9.1%
35.6%

35.3%
64.7%
13.5

23 +5.6

52+ 11
29t4
23.8%
19%
4.8%
10.6%

18.1%
81.9%
18

20.5+4.5

> 5%
> 5%
> 5%
0.082
> 5%
> 5%
0.017

> 5%

> 5%

> 5%



- =HY THWes

Take home message:==-

*['ablation par RF est une alternative séduisante : CABANA ?
Les anticoagulants ? NACO?

e Stratégie hybride ?

*Le rythme sinusal ...oui....mais pas a
n‘importe quel prix




Merci de votre
attention ...

rrhythmias & Heart Failure



