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Trombus v ousku levé sin
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Embolické mozkové prihody
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Fibrilace sinf a riziko mozkovych
pfihod

Rocni ¢etnost mozkovych pfihod (CMP) u nemocnych s FS
Vék Kategorie rizika Cetnost CMP
<65 Bez rizikovych faktor( 1.0%
> 1 rizikovy faktor 4.9%
6575 Bez rizikovych faktord 4.3%
> 1 rizikovy faktor 5.7%
>75 Bez rizikovych faktor(i 3.5%
> 1 rizikovy faktor 8. 1%

Rizikoveé faktory mozkové prihody: hypertenze, diabetes, predchozi mozkova pfihoda

Rich JW_ JICE 2009;25:3-8 INSTITUT KLINICKE A EXPERIMENTALNI MEDICINY n IK_E
KLINIKA KARDIOLOGIE M



Riziko mozkovych prihod podie
veku
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Podle Stroke 1 991 ;22:983-5 INSTITUT KLINICKE A EXPERIMENTALNI MEDICINY IK_E
KLINIKA KARDIOLOGIE M



CHA2DS2VASc
‘Major’ risk factors ‘Clinicallynl.:l(efvﬁz 'r;on-major’ gkére a WS

g
Heart failure or moderate to mOZKQWCh pr‘ @d
Previous stroke, TIA, severei:\/ g/st:;li%’f;;ncuon
or systemic embolism & - .
Age >75 years Hypertension - Diabetes mellitus P37 -0, TRV T Patients (n=7329) Adjusted stroke
=3 Female sex - Age 65-74 years score rate (%/year)®
Vascular disease®
0 | 0%
| 422 |.3%
2 1230 2.2%
3 1730 3.2%
Risk factor
“ 718 4.0%
| Congestive heart failure/LV dysfunction I . 1159 6.7%
Hypertension ' 6 679 9.8%
Age 275 - 7 294 9.6%
Diabetes mellitus I 8 82 6.7%
Stroke/TIA/thrombo-embolism 2 9 14 15.2%
Vascular disease? I : :
L ESC Guidelines, Eur Heart J 2012
Age 65-74 |
[ ) INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY IK*_E
Sex category (i.e.female sex) I KLINIKA KARDIOLOGIE M
Maximum score 9




Prokézany benefit warfarinu

Adjusted-dose Warfarin Compared with Placebo/Control

AFASAK |

SPAF |

BAATAF

CAFA

SPINAF

EAFT

All Trials (n=6)

RRR = 64%

132067-7/05

Hart et al. Ann Int Med 1999;131:492
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100% 50% 0 -50%
Warfarin Better
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Bohuzel tomu neodpovida vzdy
kvalita antikoagulacni |éCby

c) Time to next INR (days) when last INR >3.5

Days to next INR: 0014 [W15-28 W29+

us 64
Canada 67
France 54
Italy 87
spain( ¢ [ . o Time to next INR (days) when last INR < 1.5
i HEx A% Wy ¥ W W W M Days to next INR: ~ [10-14 1528 W29+
% of tests
us 60
T ————
Canada
France
Italy*
Spain*
0% 0%  20% 0%  40%  S0%  60%  TO%  80%  90%  100%
* Small sample sizes: n=67 (Spain), n=26 (italy) % of tests

Ansell, J, et al. J Thromb Thrombolysis (2007) 23:83-91



a polovina indikovanych nemccnych
dokonce nedostava warfarin vibec...

Proportion of Eligible Atrial Fibrillation Patients Receiving Warfarin®

AC Clinic-Based Warlarin Dosing

Samsa, 20007 (n=43) L ] 0.44 (0.35-0.54)
Matchar, 2003% {n=353) —— 0.61 (0.55-0.67)
Subtotal . 0.53 (0.38-0.72)

Community-Based Warfarin Dosing

Samsa, 20007 (n=61) —— 0.33 (0.23-0.38)
Samsa, 20007 (n=125) —Jf—— 0.33 (0.27-0.40)
McCormick, 20017 (n=174) . 0.42 (0.37-0.47)
Go, 2003 (n=7,445) B 0.55 (0.54-0.55)
Matchar, 2003 {n=363) = 0.61 (0.57-0.65)
Maichar, 2003* (n=317) —.— 0.55 (0.51-0.59)
Maichar, 2003* (n=317) B 0.61 (0.56-0.67)

Shen, 2007 {n=11,016) B 0.42 (0.41-0.43)
Subtotal e B 047 {0.41-0.54)
Overall Effect <> 0.48 (0.43-0.54)
f I
02 05 1

Proportion of Eligible Patients Receiving Wartarin (95% confidence interval)

The sguares represent indtvidual studies, and the size of the square represents the weight given to each study in the meta-analysis. Error bars represent 95% confidence
neervals. The diamond represents the cambined results. The solid vertical line extending upwards from I is the mull value. None of these studies were randamized cantrolled
rials. List of studies shows rame of first quthar and year of pubiication.

AC =anticoagulation.

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY IK_E
Baker WL, et al. J Manag Care Pharm. 2009;15(3):244-52 KLINIKA KARDIOLOGIE M



Analogie |6cby krevniho tlaku u
diabetikl s arterialni hypertenzf

Definition of
‘controlled BP’

Treated *

Controlled *

<160/90 mmHg
5 studies
n=11,339

€ ~

(range 53-97%)

. 37%

(range 31-60%)

<140/90 mmHg
26 studies
n=66,833

‘ 83%

(range 32-100%)

‘ 29%

(range 5-59%)

<130/85 mmHg
24 studies
n=49,420

‘ 87%

(range 53-100%)

4 12%

(range 6-30%)

McLean DL, et al. Can J Cardiol 2006;22(10):855-860. KIINIKA KARDIOLOGIE n IKF
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Fibrilace sinl a riziko demence

Meta-analyza
observacnich studii,
zamerenych na vztah
mezi FS a demenci

1090 Records excluded

8 studii, 77 668 pacientu

11 700 mélo FS (15 %)

105 Full-text articles

excluded (did not meet

inclusion criteria)
94 Full-text article

excluded (reviews,

editorials, letters)

FU 7.7 £ 9.1 roku

4773 z 73,321 (6.5%)

c
o
‘é 2752 Records identified
= through database
= searching
: |
R 1454 Duplicate records
2 removed
[=
s |
b
1298 Records screened
v
§ 208 Full-text articles
% assessed for
& eligibility
3 — .
3 9 Studies included in
g the meta-analysis

Santangeli P, et al. Heart Rhythm 2012;9:1761-1768

meélo dg demence

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
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Fibrilace sini a riziko demence

Study, Year Adjusted HR (95% CI)
Primary analysis

Tilvis et al. 2004 = 2.88 (1.26-6.06)

Elias et al. 2006 - 4.01 (1.84-8.74)

Forti et al. 2007 1.10 (0.40-3.03)

Marengoni et al. 2009 0.90 (0.50-1.70)

Peters et al. 2009 1.03 (0.62-1.72)

Bunch et al. 2010 . 1.36 (1.13-1.63)

Dublin et al. 2011 - 1.38 (1.10-1.73)

Marzona et al. 2012 {3 1.41 (1.13-1.76)

OVERALL ‘ 1.42 (1.17-1.72) P< 0.001
Sensitivity analysis

Rastas et al. 2007 a0 0.86 (0.50-1.47)

OVERALL E =3 1.36 (1.12-1.65) P = 0.002

1 1 L 1
0.2 0.5 1 5 10
Lower dementia risk with AF Higher dementia risk with AF

Santangeli P, et al. Heart Rhythm 2012;9:1761-1768 INSTITUT KLINICKE A EXPERIMENTALNI MEDICINY n IKE
KLINIKA KARDIOLOGIE M



Stroke. 2013 Feb 26. [Epub ahead of print]

Atrial Fibrillation is Associated With Reduced Brain
Volume and Cognitive Function Independent of
Cerebral Infarcts.

Stefansdottir H, Arnar DO, Aspelund T, Sigurdsson S, Jonsdottir MK,
Hjaltason H, Launer LJ, Gudnason V.
Source

From the Faculty of Medicine, University of Iceland, Reykjavik, Iceland.

s a cross-sectional analysis of 4251 nondemented participants (mean age,

76x5 years) in the population-based Age, Gene/Environment Susceptibility-
Reykjavik Study, 330 participants had AF

CONCLUSIONS:

AF is associated with smaller brain volume, and the association is
stronger with increasing burden of the arrhythmia. These findings
suggest that AF has a cumulative negative effect on the brain
independent of cerebral infarcts.

IIIIIIIIIIIII CKE A EXPERIMENTALNI MEDICINY
KLINIKA KARDIOLOGIE n IRE



Hypothetical cardiovascular disease cascade in cognitve decline

Cardiovascular disease risk factors

v

Disturbed hemodynamics

v

§ Cerebral hypoperfusion

CATCH

§ Energy substrate delivery

\

T Proteinopathy and Abeta misfolding

v

¥ Clearance of Abeta and various toxins

il !

§ Executive function 3 Psychomotor speed

3 Verbal fluency ¥ Mental flexibility and sequencing
§ Abnormal MMSE § Memory

de la Torre JC. Cardiovascular Psychiatry and Neurology Volume INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY IK_E
2012, Article ID 367516,1-15. KLINIKA KARDIOLOGIE M



Porucha funkce LK navozenéa FS
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Fibrilace sinf a srdecni selhanf
podle zavaznosti

Funkcni tfida srdecniho selhani dle NYHA

o I I1-111 -1V IV
< 50— 49.8
(D)
5 30
a® 10.1

10 ,,

O —

SOWVD™  SOLVD"'  V-HeFTY CHF-STAT" DIAMOND GESICA®* CONSENSUS'
Prevantion Treatment CHF

Malsel WH! Stevenson LW' INSTITUT KLINICKE A EXPERIMENTALNI MEDICINY IK_E
Am J Cardiol 2003;91(suppl):2D-8D SRR A LADIDILOTGE n M



ProC se snazit o obnovu a
udrzeni sinusového rytmu?
(navzdory vysledkam studif typu
AFFIRM)




Studie AFFIRM

N=4060, FS > 6 hod, = 1 rizikovy faktor pro CMP (vek>65, hypertenze,
DM, predchozi CMP, nizka EF)

__ 90 P=0.08
Qo
37; 25- )
-
£ 23,8 % 5.
T 20 4 -
= =
Q Rhythm control .7 %
= 15+ S i Rate control
Q -
> -
R - - —
) 10 2% 2 1, 3 0/0
g <
S 51
Q
0 1 1] 1 1 1
0 1 2 3 4 5
Years
No. oF DEaTHS number {percent)
Rhythm control 0 80 (4) 175 ({9) 257 {13) 314 (18) 352 (24)
Rate control 0 78 (4) 148 (7) 210 (11) 275 (16) 306 (21)

N Engl J Med 2002;347:1825-1833 e s s n IKE



Studie AFFIRM nesrovnéavala

SR ano

(mortalita — 53
ale ....

SR § FS

Overall
S (n=4,060)

Number of patients (%)

CHF 79 (2.4)

Pulmonary event 132 (4.6)

Gastrointestinal event 162 (5)

Bradycardia 169 (5.1)

Prolongation of the

corrected QT interval 35(1.1)

(>520 msec)

Other 590 (19.8)

CHF = congestive heart failure.

Rate control

(n=2,027)

37 (2.1)

24 (1.7)

35 (2.1)

64 (4.2)

4(0.3)

176 (14)

AFFIRM investigators. N Engl J Med. 2002;347:1825-33.

Rhythm control
(n=2,033)

42 (2.7)

108 (7.3)

127 (8)

105 (6)

31(1.9)

414 (25.4)

p value

0.58

<0.001

<0.001

0.001

<0.001

<0.001

ythmika

ne
a+49%)

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
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Progresivni charakter arytmie

H
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e
o
P\
N\
AS:
aroxysmal ersistent ermanent

Time

POdle P KIrCthfa, 2009 INSTITUT KLINICKE A EXPERIMENTALNI MEDICINY IK_E
KLINIKA KARDIOLOGIE M



Katetrizacni ablace méni scénar..

Lasso 10 ———~——— . ——————
Lasso

Lasso
Lasso
Lasso
Lasso

Lasso

Lasso

NWOAMIONGO

Lasso

CS 9.10 —p— i
cs 7.8
cs 5.6
csS 3.4
cs 1.2

13:00:45:0834
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Co fikaji Doporuceni ESC?
_ —

=T

dronedarone,
Catheter flecainide,
ablation propafenone,

A sotalol
; L ]
Patient choice

-+ [amiodarone | <

e

Yes
No
v
[Camodarone | «——{ “Seoaor
Isotalol®
----- - Patient choice < T
Catheter ablation®

AF = arrial fibrillation; HF = heart failure. *Usually pulmenary vein isolation is appropriate. “More extensive left atrial ablation may be needed.
“Caution with coronary heart disease. “Not recommended with left ventricular hypertrophy. Heart failure due to AF = tachycardiomyopathy.

Camm AJ, et al. Europace(2012) 14, 1385-1413

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
KLINIKA KARDIOLOGIE n II§,IE



Recommendations

Catheter ablation of
symptomatic paroxysmal AF is
recommended 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
anel

and i

Cath

Catheter ablation of AF should |

be considered as first-line
therapy in selected patients
with symptomatic paroxysmal

AF as an alternative to

antiarrhythmic drug therapy,
considering patient choice,
benefit, and risk.

Class®

Level® Ref©

Doporuceni pro
ablaci

192,193

e |hese recommendations are restricted to: (i) highly experienced
nan  centres/investigators; (i) appropriate patient selection; (iii) careful
oo €valuation of treatment alternatives and (iv) patient preference.

156158




Indikace k ablaci FS

2012 focused update of the ESC Guideline

« Symptomaticka paroxysmalni FS se
symtomatickymi rekurencemi na AA lecbe, pri
preferenci kontroly rytmu pacientem a pri
provedeni trenovanym operatérem ve zkusenem
centru (tfida |, uroven A)

« Katetrizacni ablaci Ize zvazovat jako terapii prvni
linie u vybranych pacientu se symptomatickou
paroxysmalni FS, pokud si tak pacient preje po
zvazeni prinosu a rizika

Camm AJ, et al. Europace(2012) 14, 1385-1413 WS TS T n II§+/IE




Worldwide Survey on Catheter
Ablation Il

Vstupni kritéria a vysledky FU ' Zavazne komplikace
evious Survey urrent Survey

Type of Complication No. of Patients Rate, %

Period Investigated 1995-2002 2003-2006 Death 25 0.15
No. of centers enrolled 90 85 Tamponade 713 1.31
No. of patients 8745 16 309 Pneumothorax 15 0.09
No. of patients per center 97 192 Hemothorax s 0.00
No. procedures 12 830 20825
No. procedures per patient 15 13 Sepsis, abscesses, or endocarditis 2 0.01
Male, % 63.8 60.8 Permanent diaphragmatic paralysis 28 017
Lower and upper age limit for entry 18-82 15-90 Total femoral pseudoaneurysm 152 0.93
Proportion of centers (%) performing Total artero-venous fistulae 88 0.54
ablation of Valve damage/requiring surgery 1117 0.07

Paroxysmal AF 100 100 ) )

Persistont AF 534 850 Atrium-esophageal fistulae 6 0.04

Long-lasting AF 20 471 Stroke 87 0.23
Success rate, %, median Transient ischemic attack 115

Free of AADs 52.0 70.0 PV stenoses requiring intervention 48

With AADs 23.5 10.0 Total

Overall 75.5 80.0
Overall complication rate, % 4.0 4.5

latrogenic flutter

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY

Cappato R, et al..Circ Arrhythm Electrophysiol 2010;3:32-38 KLINIKA KARDIOLOGIE



Komplikace
Atfrial Fibrillation Ablation Pilot Registry

Adverse Events — 1/2

No Yes Unknown
1282/1391 (92.2%) 107/1391 (7.7%) 2/1391 (0.1%)

Yes
(n. 107 pts)

CV, % 43.0 :
General, % 5.6 Cardiac tamponade

Gl, % 0.9 1.3 %
Neuro, % 8.4
Peripheral/vascular, % 16.8

Pulmonary, % 745
Other, % 28.0

Arbelo E! et al Europace 201 2 Aug!14(8)’| 094_1 1 03 INSTITUT KLINICKE A EXPERIMENTALNI MEDICINY n IK_E
KLINIKA KARDIOLOGIE M



Na zkusenostech opét zalezl...

12.0%
A B

10.0% | 1190 procedures, 2001-2010

8.0% 1
6.0% 4

4.0% A

Complication rate

2.0% 4

Annual case volume

0.0% A

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Year

Hoyt H, et al. Heart Rhythm 2011,8:1869 —1874

200 -

180 4

160 4

140 A

120 4

100 4

80 4

40

20 4

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Year
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Nase zkusenosti - IKEM

Baseline Characteristics

1192 procedures in 959 patients

Age 58 £ 9 years
Males 70.8%
Persistent AF 35.9%
CHA,DS,VASCc 1.5+1.3
LVEF<55% 26.5%
LA diameter 43 + 5 mm
Procedural time 259 + 69 min
Ablation time 2699 + 1359 s
Complex procedure 43.5%
Re-do 36.1%
Robotic ablation 22.4%

Aldhoon B, et al. Europace 2013

40/1192 signifikantnich
komplikaci (béhem vykonu a do
3 mésicu FU)

Pozorované (3.3%)

12 (1.0%) potencionalne zivot

ohrozujici

— 2 tamponady/1 hemoperikard
(0.25%)

— 2 CMP/3 TIA (0.42 %)

A'4

Zadné umrti

KLINIKA KARDIOLOGIE n Ik



Suececes Rate of AF Ablation
in Real Life

%

" T YT 3)) 52(4736) nes
I

,o I

312300

g

3

&

=

Meta-analyzed proportion ofpatients (%

154

Single Procedure Success  Multiple Procedure Success  Single Procedure Success On  Multiple Procedure Success  Patients Requiring Repeat

Off AAD Off AAD or Off Medication

On or Off Medication Ablation

Calkins et al. Circ Arrhythm Electrophysiol. 2009;4:349-61

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY
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Clinical improvement —-EHRA -1l in 79 %

n =100 pts after 1 procedure
1% procedure AF free: 86 % after 1.2 procedures
63 37
Nno recurrence recurrence
55 8 16 21
no AAD AAD 27 procedure
: 18

no recurrence
no recurence on AAD 11
recurrence on AAD

(5 pts scheduled for 2nd
procedure) 12
no AAD

Mid-Term Follow Up = -
16.3 £ 6.2 months

Hlivak P, et al. JCE 2011;22:534-40 2 L

on AAD 3 procedure



7~
9=
\/
=
831 patients, median
follow-up 55 months
(range 12 to 58)
| |
633 patients arrhythmia 198 early recurrences
free at 12 months within 12 months
| | | ) |
. . 37 no repeat PVI, 17 161 repeat PVI, median
46 |°:;l‘|‘;‘|;’-:8 b ?081170‘\’:-‘:??4 ':\:::l‘l‘:; arrhythmia controlled follow-up 14 months
P P with AAD (range 8 to 18)
1 I ) | | I ) |
74 patients with very 513 patients with no ’ 34 with recurrence, 22
[ late recurrence ] [ recurrence 127 with 0o recusrence controlled with AAD

27 Repeat PVI, median 47 no repeat PVI, 41 .
follow up 17 months arrhythmia controlled
(range 16 t0 19 ¥ ith AAD 831 ptS’ RFA Ir.\ 2005
Cleveland Clinic

I
t ! FU up October 2009
20 with no recurrence \ ‘Al‘c‘lml‘:iﬁﬁ‘i’?nl 23.8 % early recurrence

Hussein AA, et al. Circ Arrhythm EP 2011;4:271-8

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY H
KLINIKA KARDIOLOGIE n II&F



Arrhythmia Free Survival

FU 55months,clinical improvement 89.9 %
79.4 % w/o drugs

A B
e — 1.0
g y _‘_‘ﬁl_\‘ T o8-
o 06 '2 0.6
g o
£ 04 g 0.4
F
E 02 £ o2
0.0 0.04———

v .
T 08 B 0.8
§ 06 § 0.6
-] K}
£ 0.4 g 0.4
£

€

< 02 £ 02

0.0 T T T o077
Months 12 24 36 48 60  Months 12 24 36 48 60
Natrisk 633 556 517 500 N at risk 764 540 516 499

HUSSGIH AA, et al Cer Arrhythm EP 2011 ,4271 '8 INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY IIG.E
KLINIKA KARDIOLOGIE n M



Risk/Benefit Ratio

Longstanding®  Persistent ~ Paroxysmal

First-line — - +
Failed first-line drug — + ++
Failed second-linedrug ~ + ++ +++
Failed multiple drugs ++ +4++ +++

+, Balance of risk and benefit in favour of catheter ablation.
*Ongoing symptomatic AF for =1 year.

Verma A’ et al Can J CardIOI 2011 ,27 60 — 66 INSTITUT KLINIC "KE A EXPERIMENTALN{ MEDICINY IK{_E
KLINIKA KARDIOLOGIE M



Co si odnést domu?

Fibrilace sini je podle hromadicich se udaju nebezpelnéjsi
arytmii nez se dosud traduje

Je spojena s vyznamnou morbiditou a zvySenou mortalitou
Antikoagulacni |éCba je zakladem profylaxe tromboembolismu
Pri rozhodovani o strategii IéCby FS zalezi na typu arytmie,
pritomnosti symptomu, véku nemocnych, pritomnosti dalSich

onemocneni

Zacinaji se hromadit data o tom, ze kontrola rytmu pomoci
katetrizaCni ablace muze zlepsSit prognézu nemocnych

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
KLINIKA KARDIOLOGIE n H§,F



Thank you very much for your attention...
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 New runs of AT and episodes
of persistant AT
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AlF Mechanisms

A Multiple-circuit reentry B Ectopic focus C Single-'circuit reentry

( (C Il V(L
M@ M@ M@

Garrey WE. PhYSiOI Rev 1924;4:215-250 INSTITUT KLINICKE A EXPERIMENTALNI MEDICINY n IK*_E
M
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Patients undergoing DE-MRI
95 pts

I
Acquisition of images —————»
v

Complete DE-MRI scans
90 pts

|
Image processing ——

v

Interpretable DE-MRI scans
73 pts

|

Chinical follow-up

v

AF recurrence
29 pts

|

Treatment of AF recurrence

v

AF at the end of the follow-up
2 pts

Interrupted examination: 5 pts
- claustrophobic reaction: 3 pts
- noncooperation: 2 pts

7

\

Uninterpretable scans: 17 pts
- motion artifacts: 11pts

- contrast flow artifacts: 4 pts
- diufuse image noise: 2 pts

Therapeutic meassures:

- cardioversion(s): 20 in 16 pts
- adjusting medication: 12 pts
- re-ablation(s): 13 in 11 pts
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Extent of delayed enahncement (%)

Extent of delayed enahncement (%)
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008mV  Bj 6.03 mV
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ECHO LA 40x51, LAVI 41cm3/m2 ' I ECHO: LA 47x55, LAVI 66,6cm3/m2 ‘
Volume 110ml ‘ Volume 195m |
Mean Bipolar voltage 0,33mV ¢ Mean Bipolar voltage 0,96mV o
MRI UTAH IV MRI UTAH I-II ®
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Noninvasive Assessment of
LA Remodadelling

A MRI-MIP B  MRI - Color C Electroanatomic Map

EU at least 6 months

Mild'enhancement 43 pts
@ | Moderate enhancement 30 pts
I Extensive enhancement 8 pts

Oakes RS, et al. Circulation 2009; 119: 1758-67 st n IKE
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Table 2. Results of Multivariate Analysis

Baseline AF Type* (n=81; 40 Response to Antiarrhythmic Drug Successful AF Ablation (n=81; 56
Paroxysmal, 41 Persistent) Therapy (n=70; 32 Favorable) Successful)
Adjusted Adjusted Adjusted

Predictors P OR 95% Cl P OR 95% CI P OR 95% Cl
Extent of LA wall enhancement*t 0.01 347 1.32-9.16 0.01 3.14 1.32-7.49 <0.01 4.88 1.73-13.74
LA volumet <0.01 1.02 1.01-1.04 0.21 0.99 0.97-1.01 0.01 1.02 1.00-1.05
Baseline AF type§ ces cee e 0.96 0.97 0.29-3.19 0.04 0.21 0.05-0.96
Age 0.71 1.01 0.96-1.05

*The baseline AF type calculated was considered paroxysmal or persistent AF.

1The extent of enhancement was entered into analysis as a categorical variable. Patients with mild enhancement showed abnormal enhancement in <<15% of the
LA wall. Moderate enhancement was considered to be between 15% and 25% abnormal enhancement. Extensive enhancement was considered to be =>35% LA wall
enhancement.

Oakes RS, et al. Circulation 2009; 119: 1758-67 KLINIKA KARDIOLOGIE n II§;F



Exemplary Case

63-year-old male, 10 years history of AF,
first paroxysmal, then persistent

highly symptomatic AF with rapid response,
LV dysfunction (EF 30-40%, EDD 53 mm)

LA dilatation LA 56x63mm, LAVI 75cm3/m?

03/2004 PVI and 07/2004 re-isolation of
PVs, SVC and ablation of TC isthmus
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Reablation in 201 1
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Creation ot Block on Mitral
Isthmus
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Mind the Gap!

Still PVPs in RIPV despite 2 previous procedures!
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Long-Term Outcome after
- Catheter Ablation

1 - 1 1 1 | 1 1
g 0.9 B 1 - B
—= (0.8 . ~ % 0.9 1 B
£ 071 Single procedure : < o0s -
2 0.6 B £ 0.7 1 I
8 0.5 x 19561 i
% 04 - - €05 ] I
E o | _ £ 0 I
£ 03 £03 | Repeated procedures '
= 0.2 1 B 202 B
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T T T T ] T T 4 T T
0 1 2 3 4 5
Follow-up (years)
r——w Numberatrisk | 100 | 78 | m | 6 | s4 | 18 |

100 pts (86 men, age 55.719.6 y), 63 % paroxysmal AF, RF ablation, FU 5 years
Success rate after repeated procedures (median 2) at 1,2 and 5 years: 87, 81 and 63 %

Major complications (tamponade): 3 (3%)

VeeraSOOrlya R, et al JACC 2011 ,57160'6 INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY n IK{_E
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Pathophysiology of Atrial Fibrillation

? Inflammation

= * LVH

« Mitral * $compliance « Diastolic
regurgitation At R dysfunction

stretch-activated channels
* dispersion of refractoriness
pulmonary vein focal/discharges?

? Inflammation

GerSh BJ, et al. INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY
Trans Am Clin Climatol Assoc 2004;115:149-160 KLINIKA KARDIOLOGIE




Cardiovascular Risk Factors Leading to
Brain Hypoperfusion and Dementia

Reduced cardiac output —> Hypotension

—> Heart failure

—> Hypoxia

—> 1 Vascular resistance

Aortic stiffening
Superior
vena cava

Hypertension —> stroke

Aortic valve regurg
mitral valve thickening

Atrial fibrillation
Aortic valve thickening

Left ventricular hypertrophy

ApokE; allele
Coronary artery disease

Interior
vena cava

Left ventricular wall motion abnormalities

de la Torre JC. Cardiovascular Psychiatry and Neurology Volume INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY IK{.E
2012, Article ID 367516,1-15. KLINIKA KARDIOLOGIE M



