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Anticoagulation stratezies: pre-. durningz. and postcatheter ablation of AF
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Table 4 Anticoagulation strategies: pre-, during, and postcatheter ablation of AF

Recommendation

CTlass

LOE

References

Preablation

During ablation

Postablaton

For patients undergoing AF catheter ablation who have been thera-
peutically anticoagulated with warfarin or dabigatran, performance of
the ablation procedure without interruption of warfarin or dabiga-
tran is recommended.

For patients undergoing AF catheter ablation who have been thera-
peutically anticoagulated with rivaroxaban, performance of the abla-
tion procedure without interruption of rivaroxaban is
recommended.

For patients undergoing AF catheter ablation who have been thera-
peutically anticoagulated with a NOAC other than dabigatran or
rivaroxaban, performance of the ablation procedure without with-
holding a NOAC dose is reasonable.

Anticoagulation guidelines that pertain to cardioversion of AF should
be adhered to in patients who present for an AF catheter ablation
procedure.

For patients anticoagulated with a NOAC prior to AF catheter ablation,
it is reasonable to hold one to two doses of the NOAC prior to AF
ablation with reinitiation postablaton.

Performance of a TEE in patients who are in AF on presentation for AF
catheter ablation and who have been receiving anticoagulation thera-
peutically for 3 weeks or longer is reasonable.

Performance of a TEE in patients who present for ablation in sinus
rhythm and who have not been anticoagulated prior to catheter ab-
lation is reasonable.

Use of intracardiac echocardiography to screen for atrial thrombi in pa-
tients who cannot undergo TEE may be considered.

Heparin should be administered prior o or immediately following
transseptal puncture during AF catheter ablation procedures and ad-
justed to achieve and maintain an ACT of at least 300 seconds.

Administration of protamine following AF catheter ablation t© reverse
heparin is reasonable.

In patients who are not therapeutically anticoagulated prior to catheter
ablation of AF and in whom warfarin will be used for anticoagulation
postablation, low molecular weight heparin or intravenous heparin
should be used as a bridge for initiation of systemic anticoagulation
with warfarin following AF ablation.*

Systemic anticoagulation with warfarin® ora NOAC is recommended
for at least 2 months postcatheter ablaton of AF.

Adherence to AF anticoagulation guidelines is recommended for pa-
tients who have undergone an AF ablation procedure, regardless of
the apparentsuccess or failure of the procedure.

Decisions regarding continuation of systemic anticoagulation more than
2 months post ablation should be based on the patients stroke risk
profile and not on the perceived success or failure of the ablation
procedure.

In patients who have not been anticoagulated prior to catheter ablation
of AF or in whom anticoagulation with a NOAC or warfarin has
been interrupted prior to ablation, administration of a NOAC 3
S howurs after achievement of hemostasis is reasonable postablation.

Patients in whom discontinuation of anticoagulation is being considered
based on patient values and preferences should consider undergoing
continuous or frequent ECG monitoring to screen for AF

recurrence.
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An updated meta-analysis of novel oral anticoagulants

@ CrossMark

versus vitamin K antagonists for uninterrupted
anticoagulation in atrial fibrillation catheter ablation @
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Maryland, and " Division of Cardiology, Department of Medicine, University of Miami-Jackson Memorial
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BACKGROUND Catheter ablation is recommended as a first- or
second-line rhythm control therapy for selected patients with atrial
fibrillation (AF). There is a wide variability in the periprocedural
management of oral anticoagulation in patients undergoing AF
ablation.

OBJECTIVE We aimed to perform an updated meta-analysis of
novel oral anticoagulants (NOACs) vs vitamin K antagonists
(VKAs) as uninterrupted anticoagulation in patients undergoing
AF ablation.

METHODS Databases and conference abstracts were searched.
Studies were excluded if oral anticoagulants were held at any peri-
procedural period. The primary outcomes were stroke or transient
ischemic attack (TIA) and major bleeding.

RESULTS Twelve studies and 4962 patients were included. Stroke
or TIA was rare (NOAC, 0.08%; VKA, 0.16%) and not different be-
tween groups (odds ratio [OR] 0.66; 95% confidence interval [CI]
0.19-2.30). The incidence of silent cerebral embolic events was
also not significantly different between NOACs (8%) and VKAs

(9.6%) (OR 0.86; 95% (I 0.42-1.76). Major bleeding was signifi-
cantly reduced in the NOAC group (0.9%) as compared with VKA-
treated patients (2%) (OR 0.50; 95% CI 0.30-0.84; P << .01). This
finding was confirmed in a subgroup analysis of randomized and
cohort studies with matched controls (OR 0.45; 95% (I 0.24-
0.83; P = .01). There was no significant difference in the outcomes
of individual NOACs and VKAs, although these analyses may have
been underpowered to detect minor differences in such rare out-
comes.

CONCLUSION In patients undergoing AF ablation, uninterrupted
periprocedural NOACs are associated with a low incidence of stroke
or TIA and a significant reduction in major bleeding as compared
with uninterrupted VKAs.

KEYWORDS Atrial fibrillation; Catheter ablation; Novel oral antico-
agulants; Vitamin K antagonists; Stroke; Major bleeding

(Heart Rhythm 2018;15:107-115) © 2017 Heart Rhythm Society.
All rights reserved.

Heart Rhythm. 2018 Jan;15(1):107-115



Calismanin ozellikleri

Atriyal Fibrilasyon ablasyonu uygulanan hastalarda ara vermeden
antikoagiilan uygulamasi amagh Vitamin K antagonistlerine karsi

NOAC kullanimi olan ¢alismalarin giincellenmis bir meta-analizini

yapmak
Tasarim Meta-analiz
Dahil Edilme Ara vermeden antikoagulasyon altinda AF ablasyonu uygulanan
Kriterleri randomize ¢alismalar veya randomize olmayan kohortlar
Hasta Sayisi 12 calismada toplam 4962 hasta

NOAC Grubu=2504 VKA Grubu=2458

Primer Sonlanim inme, Gegici iskemik Atak (TIA), Major Kanama



Inme, G.iskemik Atak ve Sessiz Serebral Emboli Insidanslari

A NOAC VKA Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Di Biase 2015 0 200 0 200 Not estimable
Dillier 2014 0 272 0 272 Naot estimable
Konduru 2012 0 1" 0 52 Not estimable
Kuwahara 2016 0 100 0 100 Not estimable
Lakkireddy 2014 1 321 1 321 16.2%  1.00[0.06, 16.06)
Maddox 2013 1 212 0 251 74% 3.57(0.14,88.03) o
Nagao 2015 0 499 1 370 27.9% 0.25[0.01, 6.07) L
RE-CIRCUIT 2017 0 317 1 318 243% 0.33[0.01,8.21) o
Shah 2017 0 317 0 310 Not estimable
Tao 2017 0 76 0 71 Not estimable
VENTURE-AF 2015 0 124 1 124 242% 0.33[0.01, 8.20) =
Yoshimura 2017 0 55 0 69 Not estimable
Total (95% CI) 2504 2458 100.0% 0.66 [0.19, 2.30] -
Total events 2 B
Heterogeneity: Chi* = 1.87, df = 4 (P = 0.76); I = 0% + + + ¥
Test for overall effect: Z = 0.66 (P = 0.51) 0.01 Faov';s NO AC1 Eavors V:(g 100
B
NOAC VKA Odds Ratio Odds Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Kuwahara 2016 2 100 3 100 17.9% 0.66 [0.11, 4.04] —
Tao 2017 5 46 4 39 23.5% 1.07 [0.27, 4.28]
Yoshimura 2017 9 55 13 69 58.7% 0.84 [0.33, 2.15)
Total (95% ClI) 201 208 100.0% 0.86 [0.42, 1.76)
Total events 16 20
Heterogeneity: Chi* = 0.18, df = 2 (P = 0.92); P = 0% 0.=02 0f1 3 1‘0 50

Test for overall effect: Z =041 (P =0.68)

Figure 2

Favors NOAC Favors VKA

A: The incidence of stroke or transient ischemic attack was not significantly different between groups (P = .51). B: The incidence of silent cerebral

embolism was not significantly different between groups (P = .68). CI = confidence interval; M-H = Mantel-Haenszel method; NOAC = novel oral anticoag-

ulant; VKA = vitamin K antagonist.



Major Kanama ve Perikardiyal Tamponad Insidanslari

A NOAC VKA Risk Ratio Risk Ratlo

Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI

Di Biase 2015 2 200 1 200 24% 2.00[0.18, 21.88]

Dillier 2014 1 272 1 272 24% 1.00 [0.06, 15.91]

Kuwahara 2016 1 100 0 100 1.2% 3.00[0.12, 72.77)

Lakkireddy 2014 5 321 7 321 16.7% 0.71 [0.23, 2.23] T Ea—

Maddox 2013 1 212 3 251 6.6% 0.39 [0.04, 3.77]

Nagao 2015 5 489 4 370 11.0% 0.93 [0.25, 3.43] s—

RE-CIRCUIT 2017 5 317 22 318 525% 0.23 [0.09, 0.59] ——

Tao 2017 0 76 1 71 3.7% 0.31 [0.01, 7.53]

VENTURE-AF 2015 0 123 1 121 3.6% 0.33 [0.01, 7.97) =

Total (95% Cl) 2120 2024 100.0% 0.50 [0.30, 0.84] -

Total evenls 20 40

Heterogeneity: Chi* = 6.76, df = 8 (P = 0.56); I = 0% ' + + i
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B
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Di Biase 2015 2 200 1 200 4.4% 2.01 [0.18, 22.35) v
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Shah 2017 2 317 1 310 44% 1.96 [0.18, 21.75)

Tao 2017 0 76 1 71 6.8% 0.31[0.01, 7.66] =

VENTURE-AF 2015 0 124 0 124 Not estimable

Yoshimura 2017 2 55 2 69 75% 1.26 (0,17, 9.27) I L—

Total (95% CI) 2504 2458 100.0% 0.86 [0.47, 1.58] <9

Total events 17 21

Heterogeneity: Chi® = 8,37, df = 10 (P = 0,59); I* = 0% + + t t

Test for overall effect: Z = 049 (P = 0.63) 000 Fav‘g’; N"."Ai'.‘-1 Favors U?KA 200

Figure 3  A:Theincidence of major bleeding was significantly lower in the NOAC group (P < .01). B: The incidence of pericardial tamponade was not signif-
icantly different between groups (P = .63). CI = confidence interval; M-H = Mantel-Haenszel method: NOAC = novel oral anticoagulant; VKA = vitamin K
antagonist.



SONUC

AF katater ablasyonunda ara vermeden antikoagulasyon
icin NOAC lar etkin ve guvenli bulunmustur.

Serebral tromboembolik olaylar bu ajanlarla dusuktur ve
ara vermeden VKA uygulamasi ile gorulenden farkli degildir.

Major Kanamalar NOAC larla anlamli olarak azalmistir.

Toplam Major kanama insidansi bu calismada ara
verilmeyen NOAC calismalarinda bildirilenlerden fazla
degildir. Ancak tromboembolik olaylar ara vermeden
uygulanan bir strateji ile azalmis gérinmektedir.

Tum bu bulgular HRS / EHRA / ECAS / APHRS / SOLAECE
2017 kateter ve cerrahi ablasyon konusunda uzman
konsensus bildiriminde tavsiye edildigi gibi AF ablasyonu
esnasinda ara verilmeyen NOAC stratejisini
desteklemektedir.
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Calismanin ozellikleri

AF ablasyonunda Apiksabana ara verilmeden islem yapilmasinin VKA
ara verilmeden islem yapilmasiyla karsilastirilmasi

Tasarim Prospektif Randomize kontrolli ¢alisma

Dahil Edilme CHADS2 skoruna gore en az 1 risk faktori olan ve ilk kez AF
Kriterleri ablasyonuna gidecek non valviler AF hastalari

Hasta Sayisi Apiksaban Grubu=318 (218 Erkek) Median yas (q1,93): 57,70
VKA Grubu= 315 (209 Erkek) Median yas (q1,93): 58,70

Primer Oliim, inme veya BARC 2-5 kanama toplami
Sonlanim



Table3 Primary outcomes in the AXAFA - AFNET 5 trial (ablation set), including details of the type of bleeding

Patients with primary endpoint: composite of all-cause death, stroke or major
bleeding

Death
Stroke or TIA
Major bleeding (BARC 2-5)
Bleeding requiring medical attention (BARC 2)
Bleeding with haemoglobin drop of 30 to <50g/L or requiring transfusion
(BARC 3a)
Bleeding with haemoglobin drop >50g/L, or requiring surgery or iv vasoactive
agents, or cardiac tamponade (BARC 3b)
Intracranial haemorrhage (BARC 3¢)
TIMI major bleeding (Intracranial bleed, or bleeding resulting in a haemoglobin
drop of >50g/L, or bleeding resulting in death within 7 days)
ISTH major bleeding
Bleeding event by clinical type
Tamponade
Access site bleed
Bleeding requiring transfusion of red blood cells
Other major bleed
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%mumm

oS

LV I S s
S
==
w W
32 3%

- ~J
: <

32 32

C—— S— S— S— S—

o ¥
— e~ e~
w»
oo
32

1 (1.7%)

Aplxaban

22/318 (6. 9%)
non-inferiority

P=00002

1(03%)
0.6%)
62%)
3.7%)

2(
(
(
(1.6%)

20
12

5
3(09%)

0
1(03%)

VKA

231315 (7.3%)




Kimulatif Primer Olay Sikhgi
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Days since randomization
Number at risk
(Apixaban) 318 315 315 309 305 302 298 298 296 292
(VKA) 315 313 309 304 301 296 295 295 292 287



Patient #36, Apixaban Patient #196, Apixaban

25 Merkezde 335 hastaya islem sonrasi ilk 48 saatte MRI
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Sonuc

Ara verilmeden uygulanan Apiksaban tedavisi AF
ablasyounu uygulanan ve inme riski bulunan
hastalarda inme, major kanama, kognitif
fonksiyonlar ve MRI ile tespit edilen akut beyin
lezyonlari acisindan VKA tedavisine alternatif,
glvenli ve etkili bir tedavidir.
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Calismanin ozellikleri

NOAC kullanan hastalarda AF ablasyonu esnasinda 30 dakika
icinde hedef ACT degerlerine ulasma ile klinik faktorler arasindaki

iliskiyi arastirmak ve bu hastalarda hedef ACT degerlerine erken
ulasabilmeyi saglayacak uygun bir protokol gelistirmek

Tasarim Retrospektif

Dahil Edilme NOAC tedavisi altinda AF ablasyonu uygulanan hastalar
Kriterleri

Hasta Sayisi Baslangi¢c Kohortu: 190 (127 Erkek 68%9 yas)

Validasyon Kohortu: 138 (94 Erkek 68%10 yas)

Primer Sonlanim



Day -1 Day 0 Day 1

DD DI DI

Dabigatran (n=22)

Apixaban (n = 43)

(Twice a day)

Rivaroxaban (n=103)

Edoxaban (n=17)

(Once a day)



Table3 Univariate and multivariate analyzes

Univariate analysis  Multivariate analysis

P value P value Odds ratio (95% CI)
Pre-ACT ~ 0.0009 0.0396  1.014* (1.001-1.020)
PT-INR 0.0063 0.612
aPTT 0.0013 0.0847
Antiplatelet  0.0256 0.0964
Dabigatran ~ 0.0256 0.4442

Optimal Cut off degeri 130 sn
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fig.5 The distribution of 30-min ACT in previous protocol (left) and novel protocol (right). ACT activated clotting time



SONUC

 AF katater ablasyonu esnasinda Initial heparin
uygulanmasi icin Islem dncesi dlciilen ACT
(Pre-ACT) degerine dayali bu yeni protokol
NOAC alan hastalarda uygun bir sistemik

antikoagulasyon saglamada faydall
bulunmustur.
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Calismanin ozellikleri

Sessiz inme insidansi ve koagiilasyon belirteglerinin perioperatif
trendlerini inceleyerek AF ablasyonunda kesintisiz NOAC stratejisinin

kesintili stratejiye gore uygulanabilirligini arastirmak.

Tasarim Prospektif Randomize

Dahil Edilme Rivaroxaban, Edoxaban ve Apixaban kullanmakta olup, AF katater
Kriterleri ablasyonu planlanan hastalar

Hasta Sayisi Toplam 200 hasta

Kesintili strateji Grubu=100 (62 Erkek 70+28 Yas)
Kesintisiz strateji Grubu=100 (64 Erkek 7029 Yas)

Primer Sessiz inme oranlari ve Koagualsyon belirteclerindeki artis
Sonlanim
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UG IG P-value
(n=100) (n=100)

Major bleeding complications
Cardiac tamponade 0(0) 1(1) 048
Minor bleeding complications
Groin haematoma 4(4) 6 (6) 0.75
False aneurysm 1(1) 1(1) 10
Arteriovenous shunt 1(1) 1(1) 10
Thrombo-embolic complications
Stroke or TIA 0(0) 1(1) 048

Total complications 6 (6) 10(10) 044
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SONUC

e Kesintili grupta sessiz inme insidansi kesintili
gruba gore anlamli yuksek bulundu.

* Ayrica,kesintili grupta semptomatik iskemik
inme/GIA veya Sessiz Inme gunde tek doz ve
iki doz NOAC alan hastalar arasinda benzer
bulundu.

e Kesintili grupta intraoperatif kardiyoversiyon
ve AF ablasyon suresi sessiz inme gorulmesi ile
birliktelik gosterdi.
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ABSTRACT

OBJECTIVES This randomized study compared uninterrupted rivaroxaban therapy with warfarin therapy as prophylaxis
against catheter ablation (CA)-induced asymptomatic cerebral infarction (ACI) and identified the risk factors of
rivaroxaban.

BACKGROUND The reported incidence of ACI during CA for atrial fibrillation (AF) remains at 10% to 30%, and peri-
procedural oral anticoagulation could affect this incidence.




Calismanin ozellikleri

AF ablasyonuna bagh gelisen Asemptomatik Serebral Enfarktisii
engellemek agisindan ara verilmeden uygulanan rivaroksaban ve

Warfarin tedavilerini karsilastirmak.

Tasarim Prospektif Randomize kontrolli ¢alisma

Dahil Edilme Sol atriyum ¢api 55 mm ve daha kiuguk, AF ablasyonuna gidecek olan
Kriterleri 20-80 yas arasi non valvuler AF hastalari

Hasta Sayisi Toplam 127 hasta

Rivaroksaban Grubu=64 (53 Erkek) Yas 59 ( 52-65)
Warfarin Grubu=63 (53 Erkek) Yas 62 ( 53-67)

Primer Asemptomatik Serebral infarktiis oranlari
Sonlanim



Pre-Ablation Post-Ablation




FIGURE a4a ACI Incidence in the Rivaroxaban and Warfarin
Groups
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ACI incidence with uninterrupted rivaroxaban versus warfarin
administration at 1 day after catheter ablation for atrial fibrilla-
tion. No significant intergroup differences were found. ACI —
asymptomatic cerebral infarction.




FIGURE 5 Distribution of ACI in the Rivaroxaban and
Warfarin Groups
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TABLE 2 Between-Group Comparison of Perioperative Complications

Treatment group

Rivaroxaban n — 64 Warfarin n — 63
Parameter n %o n %o p Value
Thromboembolism O 0.0 O 0.0 -
Major bleeding 2 31 1 1.6 1.000
Non-major bleeding 12 18.8 12 19.0 1.000
Presence/absence of CA-associated 0.059
complications
Absence 60 93.8 52 825
Presence 4 6.3 11 17.5
Total 64 100.0 63 100.0
Complications
Puncture site hematoma 1 1.6 7 111 0.033
Puncture site re-hemorrhage 2 31 2 L7 1.000
Pseudoaneurysm 1 1.6 O 0.0 1.000
Cardiac tamponade 1 1.6 O 0.0 1.000
Pericardial drainage 1 1.6 O 0.0 1.000
Phrenic nerve paralysis O 0.0 2 L7 0.244
Other 1 1.6 1 1.6 1.000
Others
Acute pericarditis O 0.0 1 1.6
Pericarditis 1 1.6 O 0.0
Presence/absence of treatment 1.000
Absence 62 D610 62 S98.4
Presence 2 iy 1 1.6
Total 64 100.0 63 100.0

Values are n (26). p Value: Fisher exact probability test.




SONUC

* AF katater ablasyonu esnasinda ara
verilmeden uygulanan Rivaroksaban ve
Warfarin tedavileri arasinda asemptomatik
Serebral enfarktus gelisim insidansi acisindan
anlamli bir fark géralmed..

* Tromboembolik olay gelismedi, Major ve
Major olmayan kanamalar acisindan ise iki
grup arasinda fark izlenmedi.
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SONUC

Bu 3 calismada 1500’ den fazla hastadan elde edilen bilgiler
Isiginda ara verilmeden uygulanan NOAC tedavisi, VKA
tedavisine kiyasla anlamli olarak daha disuk major
kanamaya yol acti. (%2 ye karsin %4. Olasilik orani [OR]
0.40; %95 glven araligi [Cl] 0.16-0.99).

Benzer sekilde kardiyak tamponad da NOAC grubunda daha
dusuktu. (%0.4 ye karsin %1.5. Olasilik orani [OR] 0.27;
%95 glven araligi [Cl] 0.07-0.97).

Tromboembolik olaylar iki grup arasinda benzerdi.

Tum bu bulgular HRS / EHRA / ECAS / APHRS / SOLAECE
2017 kateter ve cerrahi ablasyon konusunda uzman
konsensus bildiriminde Clas | olarak tavsiye edilen AF
ablasyonu esnasinda kesintisiz NOAC stratejisini
desteklemektedir.



ESC European Heart Journal (2018) 0, 1-7 CLINICAL RESEARCH

European Society doi:10.1093/eurheartj/ehy870 Atrial fibrillation
of Cardiology

When is it appropriate to stop non-vitamin

K antagonist oral anticoagulants before
catheter ablation of atrial fibrillation?

A multicentre prospective randomized study

Hee Tae Yu', Jaemin Shim?, Junbeom Park®, Tae-Hoon Kim', Jae-Sun Uhm',
Jong-Youn Kim', Boyoung Joung', Moon-Hyoung Lee', Young-Hoon Kim?, and
Hui-Nam Pak'*

"Yonsei University Health System, 50-1 Yonsei-ro, Seodaemun-gu, Seoul 03722, Republic of Korea; *Korea University Cardiovascular Center, 73 Inchon-ro, Seongbuk-gu, Seoul
02841, Republic of Korea; and *Fwha Womans University, 52 Ewhayeodae-gl, Seodaemun-gu, Seoul 03760, Republic of Karea

Received 3 July 2018; revised 8 Octaber 2018; editorial dedision 29 November 2018; accepted 29 November 2018



Table | Baseline characteristics

Male, n (%)
Paroxysmal AF, n (%)
AF duration (months)
BMI (kg/m”)
Body weight (kg)
CrCl (mL/min)
NOAC type
Dabigatran, n (%)
Rivaraxaban, n (%)
Apixaban, n (%)
NOAC dosing
Underdosing®, n (%)
Labelled use, n (%)
Overdosing®, n (%)
Comorbidities
Heart failure, n (%)
Hypertension, n (%)
Diabetes, n (%)
Stroke/TIA, n (%)

Vascular disease, n (%)

CHA,DS,-VASc score

Echocardiographic measures

LA dimension (mm)

LA volume index (mL/m?)

LVEDD (mm)

LV ejection fraction (%)

E/Em

Age (years)

Total (n=326)

58.3+113
243 (74.5)
202 (62.0)
472+517
253+34
73.6+ 184
93.2+418

108 (33.1)
104 (31.9)
114 (35.0)

56 (17.2)
269 (82.5)
1(0.3)

43(13.2)
140 (42.9)
47 (14.4)
40 (12.3)
25 (7.7)
1.7+£15

41.2+67
39.1+£147
49.8+46
61.3+£95
9.8+40

Ul (n =106)

58.6+ 117
81 (76.4)
67 (63.2)

47.3+498

26.1+37
73.9+155

97.5+ 541

35 (33.0)
32 (30.2)
39 (36.8)

21(19.8)
85 (80.2)
0

11 (10.4)

45 (42.5)
10 (9.4)

12 (11.3)
8 (7.6)
16+14

41076
39.4+£132
49.8+45
61.2+90
9.7+43

SDS (n= 110)

579+ 111
79 (71.8)
74 (67.3)

531+583

247 £31

713£178

909+315

36 (32.7)
36 (32.7)
38 (34.5)

16 (14.5)
93 (84.5)
1(0.9)

16 (14.5)
45 (40.9)
16 (14.5)
17 (15.5)
11 (10.0)

17£15

41060
392+163
493+45
613+£103
10.1£42

24S (n= 110)

58.4+113
83 (755)
61 (555)
41.3+459
25333
75.6+212
91.4£370

37 (336)
36 (32.7)
37 (336)

19 (17.3)
91 (82.7)
0

16 (145)
50 (455)
21 (19.1)
11 (100)

6(55)
1.7+14

41666
38.8+146
50.3+48
61.3£95
9.5%+35




Table 2 Procedure outcomes

Total procedure time (min)

Auoroscopic time (min)

Ablation time ()

Heparin dose (units)

Activated clotting time (s)

A Haemoglobin (g/dL)

Complications, n (%)
Cardiac tamponade, n (%)
Pericardial effusion, n (%)
Arteriovenous fistula, n (%)
Phrenic nerve damage, n (%)
Sinus dysfunction, n (%)
Complete AV block, n (%)
Stroke, n (%)

Total (n=1326)

19094595
350154
45481+ 18363
234332 61912
754307
AT14167

13 (40)
3(09)
2(06)
2(06)
1(03)
4(12)

1(03)
0

Ul (n=106)

1848+ 564
30£138
4215417511
18740.4£ 57264
36174 365
150164
2(19)
1(09)
1(09)

o O O o o

SDS(n=110) 245 (1 =110)

19021 60.8
3541126
4469620253
201355453246
415£298
184107

5 (45)
0
1(09)
2(18)
0
1(09)
1(09)
0

1976609
374189
47487 £17200
2092669740
334246
1978213

6(55)
2(18)

0
0
1(09)
3(27)
0
0

P-value

0318
0.205
0.367
<0.001
0.139
0.114
0.381
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Take home figure In patients undergoing AF ablation, uninterrupted, single dose skipped, and 24-hour skipped NOACs exhibited a compar-
able safety, and the intra-procedural heparin requirement was higher in the 24S group.




Sonuc

* AF ablasyonuna giden hastalarda ara
verilmeden uygulanan NOAC tedavisi ile tek
doz ya da cift doz ara verilen NOAC tedavileri
kullanilan NOAC tipinden bagimsiz olarak

karsilastirilabilir etkinlik ve glvenilirlik
sergiledi.



