WHAT IS ATRIAL FIBRILLATION?
Atrial fibrillation (AF) is an abnormal
heart rhythm where rapid and irregular
rhythm disturbances of the upper
chambers of the heart (atria) override
the normal heart rhythm. The normal
heart beat for an adult is between 60
and 100bpm. When the heart is in AF,
the atria can beat in excess of 300 beats
per minute (bpm). The lower chambers
(ventricles) try to keep up with the atria,
but are irregular and often in the range
of 100-200bpm. The rate in the
ventricles is often slowed when patients
are on medications, but the atria remain
rapid.

AF itself is not a life-threatening
arrhythmia, but it can be extremely
annoying and sometimes dangerous.
Blood is not pumped through the heart
normally during AF and this may lead to
an increased risk of blood clots and
strokes. Effective treatment for AF
returns the heart to a normal rhythm or
controls the heart rate, and reduces the
risk of blood clots and strokes.
AF is the most common arrhythmia.
Eight out of every 100 people over the
age of 65 are diagnosed with AF.
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DIFFERENT PATTERNS OF ATRIAL FIBRILLATION:
Three patterns of AF are recognized:
Paroxysmal – episodes come and go on their own. The AF may last for seconds,
minutes, hours or days before the heart returns to its normal rhythm. As the heart
goes in and out of AF the pulse rate may change from slow to fast and back again.
People with this type of AF are often more symptomatic.
Persistent – episodes come and usually last until the person is put back into normal
rhythm, either with medications or an electrical shock (cardioversion, direct
current counter shock (DCCS)). How long the heart will then stay in normal
rhythm is unknown. Certain medications might reduce the recurrence of AF.
Permanent (Long standing Persistent) – the heart stays in AF despite efforts to
convert it back to normal rhythm with medications, cardioversion or ablation
procedures.

WHAT ARE THE SYMPTOMS OF ATRIAL FIBRILLATION?
The symptoms of AF vary greatly for each
person. AF can be free of any symptoms
in some people, but can cause
uncomfortable symptoms in other
people. Possible symptoms include:
Palpitations – an awareness of the
heart beating differently to
normal
Irregular Pulse – a pulse that is
faster than normal, or varying
between fast and slow.
Shortness of breath - especially on
exertion
Fatigue or tiredness – usually
during the episodes of AF,
although medications used for AF
can also fatigue people even when

they are in normal rhythm. This
can lead to limitations with
exercise and activities.
Chest discomfort or pain – because
the heart is not beating as
efficiently
Dizziness or lightheadedness –
especially during more rapid
episodes of AF
Syncope – passing out or fainting
Urinary frequency – needing to
pass more urine more frequently
due to a hormone released by the
heart when it is in AF, or other
supraventricular tachycardias
(SVT)
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WHAT ARE THE RISK FACTORS?
Sometimes there is no obvious cause for
the AF to develop. It is more common
for younger people to have no evidence
of any other heart disease on testing
such an echocardiogram or exercise
stress test. This is often called “Lone
AF”. AF increases in frequency with
advancing age:

For others, a wide range of risk factors
may contribute to the AF.
These














risk factors include:
Older than 60 years of age
Diabetes
High blood pressure
Coronary heart disease
Congestive heart failure
Heart valve disease, esp. mitral
valve problems
Prior open heart surgery
Thyroid disease
Chronic lung disease
Obstructive sleep apnoea
Serious illness, infection or noncardiac surgery
Excessive alcohol consumption
Inherited (genetic) AF
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HOW IS ATRIAL FIBRILLATION DIAGNOSED?
A careful examination and thorough review of the medical history by a physician are
crucial to the diagnosis of AF. The diagnosis is often suspected during the clinical
examination, but an electrocardiogram (ECG) confirms the diagnosis. If the AF is
paroxysmal, then your doctor might need to monitor your heart rhythm over a period of
time with a Holter monitor or event recorder.

Other investigations used to assess
people with AF include an:
Echocardiogram – an ultrasound to
look at the structure and function
of the heart, especially the left
atrium, the left ventricle and the
function of all valves, especially
the mitral valve.

Transoesophageal echocardiogram
– another ultrasound using a small
probe swallowed down the
oesophagus which runs from the
mouth to the stomach, behind the
heart. This gives very clear views
of the heart chambers and valves.
It is especially useful for
identifying blood clots in the
atrium.
Exercise stress test – to assess the
heart rate response in AF and
exclude obvious coronary artery
disease.
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Cardiac computerized tomography
(Cardiac CT) – uses an X-ray
machine to take clear detailed
pictures of the heart, the coronary
arteries, the left atrium and the
pulmonary veins.

Cardiac magnetic resonance
imaging (Cardiac MRI) – uses radio
waves, magnets and a computer to
create pictures of the heart, its
function, the left atrium and the
pulmonary veins.
Cardiac electrophysiology study
(EPS) – is performed under sterile
conditions and in the safety of a
hospital. During the procedure,
tiny electrodes are introduced into
the heart via veins in the groin.
These electrodes record the
heart’s electrical activity.
Electrical impulses might be
delivered to intentionally provoke
a fast heart rate. This allows
analysis of the pattern of a
particular rhythm.
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THE MAIN GOALS OF TREATMENT IN ATRIAL FIBRILLATION:
Restore the heart’s normal rhythm
– if AF is not treated, it can
eventually weaken the heart
muscle and cause permanent
damage. Restoring the heart’s
regular rhythm can
relieve the symptoms
of AF and prevent
dangerous blood
clots from
forming.
Control the
heart’s rate
during atrial
fibrillation –
controlling rapid
heart rates allows the
heart to pump
oxygen-rich blood
efficiently, relieves some or all
symptoms and protects against a
weakening of the heart muscle.
Controlling the rapid heart rates,
however, does not address the
underlying arrhythmia or the risk
of clots and strokes.

Anticoagulation medications – to
reduce the risk of clots and
strokes, blood thinning
medications such as warfarin
(Coumadin or Marevan) are often
used. These anticoagulants
require regular blood tests to
monitor the effectiveness and
avoid the risk of bleeding. The
aim is to maintain an INR (the
blood test that indicates how
thinned out the blood is)
between 2 and 3. There are
newer novel anticoagulants
(NOAC) that are approved,
which don’t require the
regular blood testing of
warfarin, but they still thin
the blood and reduce the risk
of clots and strokes effectively.
 These include:
 Dabigatran (Pradaxa)
 Rivaroxaban (Xarelto)
 Apixaban (Eliquis)

Treat any underlying cause of
atrial fibrillation – to reduce the
frequency of the AF, and the likely
progression with time. Treatment
of BP, weight and sleep apnoea
are essential.

https://www.youtube.com/watch?v=fxUI
TWjrhhs

www.qcg.com.au
PO Box 525 · Spring Hill, Qld 4004 · 07-3016-1111 · Fax: 07-3016-1199 · info@qcg.com.au
This information is not intended to cover all aspects of any medical condition. It is generalized and is not intended as specific medical advice. Those with questions or need more
information should check with their physician. Copyright ©2016 Queensland Cardiovascular Group. All rights reserved.
Selected content and images courtesy of the Heart Rhythm Society – www.hrsonline.org

WHAT ARE THE TREATMENT OPTIONS?
Today a number of treatment options are
available, including:
Medication – besides the use of blood
thinners, there are two types of
medications that are used to treat
AF.
 One type of medication is
intended to restore the heart’s
normal rhythm and try to prevent
recurrence of the AF. Medications
used with this aim in mind include:
 Sotalol (Sotalol or Cardol)
 Flecainide (Flecatab or
Tambocor)
 Amiodarone (Cordarone or
Aratac)

 Bisoprolol (Bicor)
 Nebivolol (Nebilet)
 calcium blockers such as:
 Verapamil (Isoptin or
Veracaps)
 Diltiazem (Cardizem or
Vasocardol)
 All of the medications used to
treat AF may have side effects.
An adjustment of the dosage, or
change to another medication, is
often necessary.
 Medications may reduce the
frequency of, or even eliminate,
episodes of atrial fibrillation in
some people, but the AF will recur
in many people.
 The medications do not cure the
atrial fibrillation. If a patient who
is responding well to a medication
stops taking it, the AF will return.

 Other types of medication do
nothing to restore the heart’s
normal rhythm, but help control
the ventricular (pulse) rate.
Examples of these rate controlling
medications include:
 Digoxin (Lanoxin, Sigmaxin)
 Beta-blockers such as:
 Propranolol (Inderal or
Deralin)
 Metoprolol (Betaloc,
Minax,Lopressor or Toprol)
 Atenolol (Noten, Tensig or
Tenormin)
 Carvedilol (Dilatrend or
Kredex)
www.qcg.com.au
PO Box 525 · Spring Hill, Qld 4004 · 07-3016-1111 · Fax: 07-3016-1199 · info@qcg.com.au
This information is not intended to cover all aspects of any medical condition. It is generalized and is not intended as specific medical advice. Those with questions or need more
information should check with their physician. Copyright ©2016 Queensland Cardiovascular Group. All rights reserved.
Selected content and images courtesy of the Heart Rhythm Society – www.hrsonline.org

Electrical Cardioversion (DCCS) –
when medications fail to restore
the heart’s normal rhythm, an
electric shock can be delivered to
the chest wall to restore the
heart’s normal rhythm. This
sounds scary, but is a simple day
procedure. It is performed under
a brief general anaesthetic (GA)
for comfort. It is an effective way
to restore the heart’s normal
rhythm, but only if the AF has not
been present for a long time. It is
important that there are no clots
in the atria before the
cardioversion, or there is a risk
that the clot could leave the heart
and travel to the brain or some

other part of the body. Blood
clots become a concern
particularly when the AF has been
present longer than 24 - 48 hours.
If the AF has been present for this
duration, it is safest to be on
adequate anticoagulation for at
least 3-4 weeks before the
cardioversion and for at least a
month after the cardioversion if
the heart’s normal rhythm is
maintained. If this is not possible,
or impractical, then the
transoesophageal echocardiogram
can be used to identify whether
there are any clots in the heart
prior to the cardioversion. Just
like with medications, the AF can
recur after the cardioversion.
Medications are often used to
reduce the likelihood of
recurrence of the AF.
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Pacemaker Therapy – while
medications are often the
preferred treatment, sometimes
implanted pacemaker devices are
used to treat people with AF.
Pacemakers are usually implanted
in people whose heart beat is
slower than it should be. This can
be seen in people with the Sick
Sinus Syndrome (SSS) where
episodes of AF with rapid pulses
are separated by periods of very
slow heart rhythms. The
frequency of paroxysmal AF is
often reduced after a pacemaker
is implanted in such people, and
the medications can be continued
to try and prevent further
episodes of AF.

Implantable Cardioverter
Defibrillator (ICD) – are inserted
similar to a pacemaker, has
similar functions, but in addition
can perform an internal
cardioversion (DCCS). It is usually
used for life threatening
arrhythmias affecting the
ventricles (such as ventricular
tachycardia or ventricular
fibrillation). It is rarely used to
treat AF, unless there are other
heart problems identified during
the assessment of the AF. It is not
a popular form of therapy for AF,
because the shocks used to treat
AF are painful. If their AF
recurred the person would receive
frequent shocks. Medications
were therefore still necessary to
reduce the likelihood of shocks.

Sometimes, the medications used
to try and prevent the AF slow the
heart significantly and a
pacemaker might be required.
Newer types of pacemakers have
special algorithms to try and
quickly terminate episodes of AF
by bursts of rapid stimulation.
The success rate of this type of
pacemaker for preventing and
treating AF is fairly low, and
therefore this type of pacemaker
is not implanted unless the person
has a slow heart rate and the
usual indications for receiving a
pacemaker.
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Surgical Ablation – The Cox Maze
procedure or modifications
thereof, is an effective surgical
treatment of AF. They are more
invasive, and involve an incision in
the centre of the chest going from
the top to the bottom of the
breastbone (sternum), or less
invasive approach with multiple
“key hole” incisions on each side
of the chest can be utilised. A
heart-lung bypass machine may be
required to maintain the
circulation during the operation.
The surgeon uses a combination of
incisions, freezing (cryoablation)
or cauterization (radiofrequency
ablation) to create lines in the
atria and around the pulmonary
veins that interrupt the abnormal
electrical signals to prevent
further AF.

The success rate varies from 7090%, but the procedure does mean
3-10 days in hospital and up to 3
months convalescing after the
surgery. There are associated
risks, and therefore the procedure
is often limited to those who
require open-heart operations for
other reasons, such as coronary
artery bypass surgery or valve
surgery, at which time the AF
ablation is performed as an
adjunct to the main cardiac
surgery.

www.qcg.com.au
PO Box 525 · Spring Hill, Qld 4004 · 07-3016-1111 · Fax: 07-3016-1199 · info@qcg.com.au
This information is not intended to cover all aspects of any medical condition. It is generalized and is not intended as specific medical advice. Those with questions or need more
information should check with their physician. Copyright ©2016 Queensland Cardiovascular Group. All rights reserved.
Selected content and images courtesy of the Heart Rhythm Society – www.hrsonline.org

Catheter Ablation – is a nonsurgical procedure performed in a
cardiac electrophysiology
laboratory in the hospital with a
team of highly skilled nurses and
scientists that work alongside the
cardiologists (electrophysioloigst).
The hospitalization is usually for
1-2 days. During this
procedure thin, flexible
wires (catheters) are
passed through the vein in
the groin up to the heart
under X-ray guidance.
There are electrodes at
the tips of the wires
which detect electrical
signals from different
parts of the heart. Special
ablation catheters utilize radio
waves to create heat and ablate
tissue in the heart that might be
responsible for the various
arrhythmias. Special equipment
that creates 3D images of heart
chambers is often used in these
procedures.

Atrial flutter ablation – some
people with AF have a more
organised form of the arrhythmia
known as atrial flutter (AFL). This
may occur of without AF in some
patients, or be as a
result of
medications being
taken for the AF.
The medications
organise an otherwise
chaotic AF into the more
organised atrial flutter, but
cannot quite restore the
heart’s normal rhythm.
Most people cannot tell
the difference between
these similar arrhythmias.
The atrial flutter often
occurs as a result of a short
circuit in the right atrium and
can be cured with the use of
radiofrequency (RF) energy. The
procedure has a high success of
curing the atrial flutter (95%) and
a very low risk of complications
(<1%). Complications can include
clots and perforation of the heart.
AF can recur (usually originating
from the left atrium) even when
the atrial flutter has been cured.
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Atrio-Ventricular Node Ablation
(AVN) combined with pacemaker
implantation – the AV node is
where the atrial and ventricular
electrical systems meet. Ablation
catheters deliver radiofrequency
energy at this point and eliminate
the electrical conduction from the
rapid irregular atria to the
ventricles. The ventricles will
beat very slowly, at about 30bpm,
and a pacemaker is required to
maintain a regular and sufficient
pulse. The success rate is very
high (99%) with a very low
complication rate (<1%). This
procedure results in a very regular
pulse, but does not “cure” the AF.
The heart rate is well controlled
reducing the risk of weakening of
the heart muscle, most symptoms
are alleviated and many
medications can be stopped.

The atria still fibrillate, however,
and there is a risk of clots
forming. It is therefore important
to remain on anticoagulants
(warfarin, dabigatran, rivaroxaban
or apixaban) to reduce this risk of
strokes. You will be dependent on
a pacemaker for the rest of your
life. There can be long term
consequences should the
pacemaker or the leads fail, the
device becomes infected or has to
be removed. Patients running on
a pacemaker for many years can
sometimes develop weakening of
the heart muscle function. It is
often reserved for symptomatic
relief in more elderly or infirmed
patients.
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Atrial fibrillation ablation:
Target of atrial fibrillation ablation:
Left atrial catheter ablation is a catheter
based technique intended to cure atrial
fibrillation without the need for major
surgery. There are a number of
approaches to this type of ablation, and
a combination of these different
approaches may be required. This type
of procedure may be effective for either
paroxysmal or permanent atrial
fibrillation, however, will not be
effective in all people, particularly if the
left atrium is very enlarged. The
procedure is generally reserved for
people who have significant symptoms
from the atrial fibrillation and have
failed medications. The likely success
rate is in the order of 80-85%, and up to
25-35% of people may require a second
or third procedure.

Pulmonary vein isolation
Younger patients with paroxysmal atrial
fibrillation often have an abnormal focus
of electrical activity originating from the
veins that carry the blood returning from
the lungs to the heart (pulmonary veins).
These veins drain into the left atrium.
Most people have 4 large pulmonary
veins, although some have 5. Abnormal
electrical signals from these pulmonary
veins often initiate episodes of atrial
fibrillation. The aim of the ablation
procedure is to try and eliminate the
focus, or to “isolate” the veins
electrically from the rest of the left
atrium so that the abnormal electrical
signals no longer effect the atrium and
initiate or sustain atrial fibrillation.
Once the catheters are in place, the
doctor will start recording the electrical
signals from the heart and “map” these
veins as well as other areas of the
atrium. Once the
source is located,
the
radiofrequency
energy will
be passed
through
the
catheter
and heat
the tissue
at the tip
of the catheter.
This will inactivate or
scar the tissue. Your doctor
may refer to these as “burns”. Your
doctor can create a ring or circle around
one or more of the pulmonary veins that
enter the left atrium. This creates a
barrier to stop the atrial fibrillation.
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Linear left atrial ablations
This procedure is used to try to prevent
atrial fibrillation in people who have
more persistent forms of atrial
fibrillation, often with other associated
heart disease. The atrial tissue itself
often allows the atrial fibrillation to
spread or propagate. The goal of this
procedure is to change or modify the
atrial tissue so that this can no longer
happen. Ablation is usually aimed at an
area around the pulmonary veins and
connecting structures. Lines are usually
created to form a barrier to try and
prevent the propagation of the atrial
fibrillation. Similar radiofrequency
energy is used to heat the tip of the
catheter and create the “burns”, but a
number of these need to be produced
and joined together to achieve the

desired outcome. This then creates a
barrier so that the atrial fibrillation can
no longer spread. If a gap is left in the
lines, then the atrial fibrillation might
recur.
Substrate mapping and ablation
This procedure is similar to the above
procedures in many ways, but rather
than creating lines to block the spread of
the atrial fibrillation through the atria,
the electrical activity of the atria is
mapped and areas of abnormal electrical
signals are ablated. These areas of
abnormal electrical activity support and
sustain the chaos that characterises
atrial fibrillation. Elimination of these
abnormal areas reduces the chaos and
eliminates the atrial fibrillation.
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Radio-frequency Ablation:
Left atrial ablation is a catheter ablation
technique intended to cure AF without
the need for major surgery. The
procedure can take from 2-6 hours, and
usually requires 1-2 nights in hospital. It
is often performed under general
anaesthesia (GA), but can be performed
under local anaesthesia (LA) with
sedation. Specially designed catheters
are positioned in the left atrium, often
utilizing complex 3D mapping systems
and radiofrequency (RF) energy is
applied to the heart muscle to create
scars that disrupt and prevent AF.

The procedure is often reserved for
people who have significant symptoms
from the AF, those who have failed trials
of medications, or have been intolerant
of medications due to side effects.

Particular attention around the
pulmonary veins to electrically isolate
these structures is important in an AF
ablation strategy, as this is the source of
AF in many patients. This type of
procedure may be effective for either
paroxysmal or permanent atrial
fibrillation, however, will not be
effective in all people, particularly if the
left atrium is very enlarged and scarred.
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Cardiac CryoAblation:
The principal is similar to radiofrequency ablation, with the
hospitalization times being similar, but
instead of using heat to destroy and scar
the heart muscle to try and cure the AF,
a balloon that is cooled to -50 to -60C is
advanced into the mouth of the
pulmonary veins. The freezing ablates
where the balloon is in contact with the
tissue. A circumferential lesion is
formed electrically isolating the
pulmonary veins, and the source of AF in
many people.

https://www.youtube.com/watch?v=_ve
8XYbzY0M
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The AF Ablation Procedure:
Before the procedure:
 Fasting:

 Medication instructions:


You may be asked to withhold your
blood thinning medications (NOAC)
for a few days before the
procedure. You may be instructed
to take Aspirin 100mg per day
whilst off the NOAC. Warfarin is
often continued up to the
procedure.



You may also be asked to withhold
one or more of your heart rhythm
controlling medications for a few
days before the procedure, to
allow them to wash out, as your
doctor will need to be able to see
or start up your abnormal heart
rhythm.



On occasions you may be instructed
on administering a blood thinning
injection (clexane) for 2 days
before the procedure, and possibly
for the first week after the
procedure, to minimise the risk of
clots.

 CT scan:




You will be asked to not have
anything to eat or drink for 6-8
hours before your procedure. You
can take your other usual
medications with a small sip of
water early on the morning of the
procedure.

 Transoesophageal echocardiogram:


If the atrial fibrillation has been
present recently, or permanently,
a special test might be required
before the procedure. An
ultrasound probe is swallowed
down the oesophagus (which runs
behind the heart). This gives very
clear views of the heart chambers
and valves. It is especially useful
for identifying blood clots in the
heart. If a blood clot is seen, the
ablation procedure would be
postponed until the clot has
resolved.

 Premedication:


Sometimes a special X-ray, or CT
scan, is performed prior to the
atrial fibrillation ablation. This
gives excellent information about
the size and structure of the atria
and details the number of
pulmonary veins. It will also
usually image the coronary
arteries.

You may be given 2 valium tablets
(10mg) before going into the EP
Lab to help you relax.
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During the procedure:
 Cardiac Electrophysiology Laboratory
(EP Lab)


 Incision:


You will be taken into the special
theatre for the procedure to be
performed under sterile conditions.
This theatre has all the special
electrical equipment required to
perform the procedure, along with
X-ray equipment and monitors.

Your groin will be cleansed and
local anaesthetic injected. The
catheters are then inserted with a
needle into the vein that runs from
your leg up to your heart. The
incision is small. There might be a
stitch left in overnight to help stop
any bleeding whilst on the
anticoagulants.

 Sedation:
 Transeptal puncture:




The procedure is often performed
under a full General Anaesthetic
(GA) with a Specialists Anaesthetist
in attendance. A breathing tube
will in inserted into your throat for
the procedure, and your throat
might be a little sore for a day or 2
after the procedure.
If the procedure is being performed
under a Local Anaesthetic (LA), you
will receive further sedatives and
pain relief medications through the
iv line or “drip”. This is repeated
as needed throughout the
procedure to keep you comfortable
and sleepy. Patients rarely report
pain during the procedure.
Typically, you will have very little
or no recall of the procedure and
experience very little or no
discomfort.

 Monitoring:




The left atrial ablation procedure
requires the insertion of a catheter
into the left atrium. This is
accomplished by deliberately
puncturing a small hole from the
right atrium into the left atrium.
When the catheters are in the
correct heart chambers X-Ray or a
computerised, magnetic, 3D
mapping system can be used to
guide the catheters and the
ablation procedure.

 Anticoagulation:


Blood thinning medications are
administered through the drip
throughout the procedure to
minimise the risk of clots and
strokes, and usually continued
overnight after the procedure.

 Duration:

Electrodes are attached to your
arms, chest, legs and back.



The procedure usually takes 2-5
hours to perform.
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After the procedure:

heart has healed from the effects
of the ablation. Warfarin usually
takes about 5 days to become fully
effective, and heparin injections
(clexane) can be self-administered
for 5 days after discharge as a
precaution against blood clots.
Patients, or their relatives, will be
instructed by the nursing staff how
to inject the clexane, if necessary.
The NOAC agents will quickly
anticoagulated you and not require
clexane injections.

 Removal of catheters:


The catheters are removed from
the groin. Pressure is held on the
groin until the bleeding has
stopped. This might take a little
while because of the blood
thinning medications given during
the procedure (heparin). It is
important to lie flat for 4-6 hours
after the procedure to allow this
puncture site to start healing.

 Recovery:


 Discharge:


After the procedure you will
remain in hospital overnight for
monitoring. People usually recover
quickly from these procedures.
They may feel stiff and achy from
lying down for some hours on the
theatre table. Sometimes their
throat might be a little sore from
the breathing tube that has been in
their throat during the procedure.
Sometimes, there is a little pain in
the chest related to some
inflammation of the sack
surrounding the heart
(pericardium). This inflammation
usually settles within 36-48 hours.
Simple analgesics usually help.

 Palpitations:


 Anticoagulation:


You will be reviewed the morning
after the procedure. Advice about
anticoagulation will be given and
follow-up recommendations made.
Follow-up appointments would
normally be 4-8 weeks after the
procedure.

A blood thinning infusion is run in
through the drip overnight to
prevent blood clots from forming in
the left atrium after the
procedure. In addition, warfarin or
a NOAC is resumed to keep the
blood thin for 2-3 months after the
procedure, until the lining of the

Because the ablation procedure
itself may temporarily irritate the
heart and cause atrial fibrillation,
patients may need to be treated
with a medication to suppress the
atrial fibrillation for 2-3 months
after the ablation. Occurrence of
atrial fibrillation in this initial
period after the procedure does
not mean that the procedure has
failed. We need to let the atrium
heal before making any further
decisions regarding the need for
further ablations.
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Success rate of atrial fibrillation
ablation procedures:
 Realistic success rates depend on the
length that the AF persists, and an
underlying heart disease (such as
hypertension, weakness of the heart
function, mitral valve disease, size
and scarring of the left atrium etc)
 Paroxysmal AF
 Persistent AF



– 80-85%
– 50-60%

 Up to 25-35% of people might require
a second or third procedure to
achieve these success rates.



Risks of atrial fibrillation ablation
procedures:
 AF ablation is a safe procedure, but
there are some risks.
 The risks of significant complications
are around 1-2%.
 Possible complications include, but
are not limited to:







Bruising and bleeding:
 In the groin puncture site,
particularly as blood thinners
and anticoagulants are used
during and after the
procedure.
 Strokes:
 Blood clot formation in the
heart before, during or after
the procedure can break off
and travel to other parts of the
body, including the brain.
Anticoagulants are used
routinely for at least 2 months
after each ablation procedure
to reduce this risk.





Heart block:
 Damage to the heart’s
conduction system that could
rarely require pacemaker
implantation.
Pericardial tamponade:
 Puncture of the heart from the
catheters or the ablation
leading to bleeding outside the
heart and the resultant
pressure constricting the hearts
function. This can be relieved
with a drain, or rarely, surgery
might be required.
Pulmonary vein stenosis:
 Narrowing of the veins that
carry blood from the lungs to
the heart. Careful attention to
not ablate within the veins
reduces this risk significantly.
Atrio-oesophageal fistula:
 Ablation leads to a connection
eroding between the heart and
the oesophagus.
Atrial tachycardia or atypical
atrial flutters:
 New rhythm disturbances can
be seen after the AF ablation.
These might feel similar to AF,
but have a different
mechanism. Although the AF
ablation procedure might needs
to be repeated to eliminate
these new arrhythmias, there is
optimism that the chaos of AF
is being organized, and that
the battle against the AF is
being won.
Nerve damage:
 The phrenic nerves and vagal
nerves run adjacent to the
heart and can occasionally be
effected by atrial ablation.
Rarely, complications could lead
to death
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IMPORTANCE OF TREATMENT:

At one time, AF was considered harmless. Although it isn’t life threatening, it is
associated with blood clots and a five-to-seven-fold increase in stroke. It is also linked to
chronic fatigue and heart failure, a condition in which the heart is unable to pump
enough blood to the other organs and fluid accumulates in the body. The good news is
that these risks can be reduced drastically if properly monitored and treated. Discuss
these options with your Cardiologist to determine and implement the best course of
action for your needs.

https://www.youtube.com/watch?v=TnCHQiMGwhw
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