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21 X an ideal result without the use of stents appears to be practicable in many of these

patients, with consequent cost savings.

24 % the stent group was higher than the balloon-angioplasty group at a cost of an
additional 2085 Dutch guilders (US$1020) per patient.
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MED A No difference in major adverse cardiovascular events was found at 6-month
follow-up.
1
3 A Stent implantation was successful without predilatation in 192 of the 197 group I
patients (97.5%), and with predilatation in 197 of the 199 group 1I patients (99%).
No in-hospital stent thrombosis or death occurred.




11 O At 6-month follow-up, the incidence of major adverse cardiac events including
death, angina pectoris, myocardial infarction, congestive heart failure, repeat
angioplasty, or coronary artery bypass graft surgery was 5.3% in DS+{direct stent)
and 11.4% in DS-{with predilatation)
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MED O direct stenting used less contrast (92.7 +/- 43.1 mL vs 117.4 +/- 61.0 mL, P =.04),
and less fluoroscopy time (7.5 +/- 3.9 minutes vs 11.6 +/- 8.3 minutes)

3 O The feasibility and safety of direct stenting of selected and non-complex corenary
lesions 1s confirmed.
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11 O Compared with DS-, DS+ conferred a dramatic reduction in procedure-related cost

(8956.4 +/- $352.2 vs $1,164.6 +/- $383.9, p <0.0001) and duration of the procedure
(424,2 +/- 412.1 vs 634.5 +/- 390.1 seconds, p < 0.0001).
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non-ST-segment elevation myocardial infarction , stent D METFHIZ DL TR L TW
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Stent & BFH T S PUMARRL il G, PiEERROREHBRL-DHD 1 6 fFOR, HFH
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P/ 7 ) a7 a1 IR cilostazol + aspirin, abciximab. fluvastatin, aspirin+
ticlopidine fif 112N R AR 521, Nadroparin. xemilofiban. Tirofiban (X AMD {IFH
THIRZRDAWERMSIH TV S, HilMRAINE ST AL Z B U7z 2 # T
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MED O Coronary platelet The key 30 day endpoint was reduced, from 10.5% to
Disease glycoprotein IIb/Ila | 6.8%( the composite of death, myocardial infarction, or
15 inhibitors urgent target vesselRevascularisation)
20 Ay Coronary Nadroparin with a | Intramural delivery of nadroparin with a microporous
Disease microporous catheter after stent deployment was feasible and safe but
catheter had no effect in reducing restenosis or the occurrence of
major adverse clinical events over 6 months.
24 Fay Coronary xemilofiban Death, myocardial infarction, or urgent revascularization
Disease occurred within 182 days 13.5%(placebo), 13.9%(20mg of
xemilofiban)
25 O Coronary cilostazol plus | As a poststenting antithrombotic, C+A is as effective as
Disease aspirin vs. | T+A in preventing major cardiac events including stent
ticlopidine and | thrombosis, and safer in that it does not cause
aspirin neutropenia despite the fact that there is no statistical
difference in the incidence of adverse effects and
complications.
a7 O Coronary Abciximab vs. | The use of abciximab reduced the composite adverse event
Disease heparin rate to 3.7% (76% absolute reduction)
98 O Coronary | Stent+ abciximab, 6 # AMOIET XL HHE :
Disease stent + placebo, 11.4% (stent and placebo)
balloon+ abciximab | 5.6% ( stent and abciximab)
7.8% ( balloon and abciximab)
29 O Coronary fluvastatin a significantly lower incidence of total death and
Disease myocardial infarction was observed in six patients (1.4%)
in the fluvastatin group and 17 (4.0%) in the placebo
group
32 O Coronary Asgpirin+ The primary end point was observed in 38 patients’ 20
Disease ticlopidine, (3.6 percent) assigned to receive aspirin alone, 15 (2.7
agpirin alone, percent) assigned to receive aspirin and warfarin, and 3




aspirin+ warfarin

(0.5 percent) assigned to receive aspirin and ticlopidin:
{P=0.001 for the comparison of all three groups),

36 O Coronary Stent+ abciximab, The main outcomes that occurred less with abeciximab
Digease stent + placebo, were death and large myocardial infarction--7.8% in the
balloon+ abciximab | placebo group, 3.0% for stent plus abeiximab (p<0.001),
and 4.7% for balloon angioplasty plus abciximab (p=0.01).

37 A unstable Tirofiban At 6 months the composite end point {either death from
angina any cause, new myocardial infarction, bypass surgery for
pectoris or angioplasty failure or recurrent ischemia, repeat target
acute vessel angioplasty or stent insertion for actual or
myocardial threatened abrupt closure) occurred in 1,070 placebo
infarction group patients (27.1%) and 1,071 tirofiban group patients

{(24.1%, p = 0.11)

39 O Coronary aspirin+ ticlopidine, | Between days 1 and 14, we observed a significant

Disease aspirin, decrease in collagen-induced platelet aggregation in group
ticlopidine A (62.2+/-2.5% versus 36.9+/-3.1%), whereas an increase
was seen in group B (58.3+/-2.5% versus 67.7+/-3.2%) and

no change was seen in group C (P<.0001).

42 O ischemic Cilostazol vs. The restenosis rate was 26.8% in the aspirin group,
heart aspirin compared with 8.6% in the cilostazol group; this difference
disease, was statistically significant.

44 A unstable Tirofiban The primary composite end point at 30 days was reduced
angina or from 12.2% in the placebo group te 10.3% in the tirofiban
acute group, a 16% relative reduction (P=,160). However, 2 days
myocardial after angioplasty, the tirofiban group had a 38% relative
infarction reduction in the composite end point {P< or =.005), largely

because of a reduction in nonfatal myocardial infarction
and the need for repeat angioplasty.

49 O Coronary antiplatelet therapy | Of the patients assigned to antipiatelet therapy, 1.6
Disease vs. anticoagulant percent reached a primary cardiac end point, as did 6.2

therapy percent of those assigned to anticoagulant therapy
(relative risk, 0.25; 95 percent confidence interval, 0.06 to
0.77).
ACP O acute antiplatelet therapy | Clinical events
myocardial | vs. anticoagulant AP 3% (/i)

4 infarction | therapy AC 21% (HTER)
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PTCA &E8lRk/NT/5A CABG EDORBICEAT 5H D 5 - TH o724, highrisk B
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(1) BHREH

refractory myocardial ischemia, multivessel coronary artery disease, myocardial

infarction, coronary artery disease Tdh %,
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MED O refractor | PTCA The 30-day survivals for CABG and PCI
v vs. were 95% and 97%, respectively.

6 myccard | CABG Survival rates for CABG and PCI were
ial 90% versus 94% at six months and 79%
ischemia versus 80% at 36 months

9 A multives | coronar | At one year, there was no significant | 16.8 percent of those in the
sel y-artery | difference between the two groups in | stenting group underwent a
disease | stenting | terms of the rates of death, stroke, or | second revascularization, as

vs. myocardial infarction. compared with 3.5 percent of
CABG those in the surgery group

13 Ay multives | coronar | Death occurred in 0.9% of PTCA stent | Requirements for new
sel y-artery | patients versus 5.7% in CABG patients, | revascularization procedures
coronary | stenting were higher in PTCA stent
artery vs. than in CABG patients (16.8%
disease CABG vs. 4.8%, p < 0.002).

17 e proxima | coronar | the incidence of death and myocardial | At a mean follow-up of 2.4
1, y-artery | infarction being similar (7% vs 7%, | years, a primary end point had
isolated | stenting | respectively occurred in 19 patients {(31%) in
de novo | vs. the stent group and in 4 (7%) in
left CABG the CABG group
anterior
descendi
ng
coronary
artery
disease
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9 O The costs for the initial procedure were $4,212 less for patients assigned to

stenting than for those assigned to bypass surgery, but this difference was
reduced during follow-up because of the increased need for repeated
revascularization; after one year, the net difference in favor of stenting was
estimated to be $2,973 per patient.

29 N4 Provisional stenting had lower projected costs over a 4-year period than either
traditional PTCA (-$1742, or -3.4%) or contemporary CABG (-$832, or -1.7%),
mostly because of reductions in emergency CABG after PTCA. In contrast,
primary stenting had higher projected costs over a 4-year period than either
PTCA (+$333, or +0. 7%) or contemporary CABG (+$1243, or +2.5%), mainly
because of the higher initial procedure costs.
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Coronary artery disease & Coronary artery stenosis T# 5.
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MED A Coronary | procedural success was comparable in the PTCR and in the PTCA group




4 Disease | (80% vs. 76%, P = 0.260). The need for stent implantation due to a residual
stenosis >50% or a bail-out situation was significantly higher in the PTCA
group (9.7% vs. 2.0%, P = 0.001).

41 A Coronary | Clinical follow-up te 1 year showed nonsignificant 13% te 17% reductions in
Disease the PTCR of the study for mortality rate {0.6% versus 1.6%; P=_14)

51 A chronic Despite the advantage of rotablation with significant reduction of early and
coronary | stabile dissections {(p < 0.01) only slight difference in restenosis-rate and
artery comparable results for the rest parameters were achieved
occlusion
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stent & MUARAMBHIODRLEN 2HH D stent WEWERZF TS, stent BHEADI
BERH O EE P jonic contrast media WEN TS E LB D, stent & balloon %
O /IR ESF R EROIE ML 7 0 2 & LR TEIZE L stent OAFAEMLZI B L L
£ @, balloon DREFEFEE stent DVELTEMZHBELGEVPRNWELIZDH D, stent D
exercise WQOLZMETAHELHDENAR SNz,

ACP-Journal Club-6 @ 1 1% PTCA & CABG @R 4 % invasive therapy & L. REEIPE
T D conservative IERES B L THRH D EL TS,

PEk | Stent @D i) . _
No | Wi | 4 Pt taiiEt
7 - coronary PTCA or The angiographic restenosis rate was unaffected
(exercise artery stent and by ET (T: 29%; C: 33%, P = NS) and was not
.. disease exercise significantly different after PTCA or CS. However,
tramning .. . . . . .
D ET training re51vdual diameter stenosis was lower in trained
O) patients (-29.7%, p = 0.045).
During the follow-up (33+/-7 months) trained
patients had a significantly lower event rate than
controls (11.9 vs. 32.2%, RR: 0.71, 95% confidence
interval [CI): 0.60 to 0.91, p = 0.008) and a lower
rate of hospital readmission (18.6 vs, 46%, RR:
0.69, 95% CI: 0.55 t0 0.93, p < 0.001).

10 O acute ST primary In successfully reperfused coronary arteries
segment PTCA with following acute ST segment elevation myocardial
elevation stent vs. infarction, primary angioplasty with stent
myocardial | thrombolysis | implantation reestablished TIMI grade 2 or 3 flow
infarction faster and more effectively than thrombolysis did.




i2 O acute and | the ionic overall mortality within 12 months was
(the ionic subacute onaiglat.e vs. | significantly reduced by the use of loxaglate
Toxaglate stent | mon-ionic (22.9% vs 16.3%, P=0.001).
() thrombosis | contrast
media
18 - angina coronary the transcardiac gradient of platelet surface
pectoris stent vs. expression of CD62P {p < 0.001) and CD63 (p <
balloon 0.01) increased immediately after coronary
stenting, but increased less significantly
immediately after balloon angioplasty (CD62P, p <
0.01; CD83, p < 0.05).
33 O myocardial | primary In patients treated with angioplasty (55) and rt-PA
infarction | stenting vs. (55) the rate of in-hospital mortality and
thrombolytic | reinfarction was 3.6% versus 9.1% (p=0.4).
therapy At 1 year, the incidence of death, reinfarction or
repeat TVR was 11% in PTCA group versus 52.7%
in the rt-PA group (log-rank 22.38, p < 0.0001).
47 @) de novo PTCA, Intracoronary ultrasound catheter pull-backs after
_ coronary Wiktor stents | stent implantation showed incomplete stent
(high- - artery oversizing at | attachment with one or two struts protruding inte
pressure | Stenoses of | normal the vessel lumen in 3 of 10 patients in group 1 but
&It;15 mm | balloon in no patient after high-pressure dilatation in
dilatation) length pressures vs. | group 2 (p<0.01). Recross and high-pressure
high-pressure | dilatation of the 3 stents in group 1 achieved
dilatation complete attachment of all stents.
ACP O acute invasive Reinfarction:
myocardial | treatment Invasive 5.6%
3 infarction | (PTCA, Conservative 10.5%
CABG)
vs. Admission for unstable angina:
conservative | Invasive 17.9%
treatment Conservative 29.5%
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5 —3—2 Angioplasty, Laser

MEDLINE 6 . ACP-Journal Club 1 O EMH 7=, T DD 5B 6 7 Angioplasty,
Laser & PTCA, Balloon & QAT 6D TH S,

A. Angioplasty, Laser & PTCA, Balloon & Ok

(1) Hifhn@RER

MEDLINE @ 6 14 Angioplasty, Laser & PTCA, Balloon & DB Z{T >0 D TH D,
5% 114, stable angina and a longer coronary lesion (> 10 mm)IZ B T-LAGHER > >
FH S AEET Lo THEIND BN ENRASEEFEL THEMN, RODL N
NH. balloon KT BFIENEN, FHREIHETH>7z. TN DOERAIL. stable
angina and a coronary lesion of more than 10 mm in length, obstructive coronary artery
disease (2 {F) , functional and total coronary occlusions, femoral artery occlusion T
Do

ACP-Journal Club THEZEMHRIIT 1 HFOHTHoM, CO: L—-FEHWVL
Transmyocardial revascularization 73 CABG, PTCA OE#NEDH L < W OB
7 FF EHDED free-wall BMBFEICHN TH o I2EWDIHRETH 5.

(2) W - ¥FEaE )
Laser & Balloon (DB TR, EER, HER, BEMEICHEL T, PEPITERES
HRMENTVELDETERIRT,

) #& | Laser PRI Fi B, Wi - £ | BRE - TR 2R

< . AT - .

No O 3 FFR 2 163
MED Pay stable excimer laser 61% of patients
angina and | angioplasty vs. assigned to laser
1 a longer | balloon angioplasty were
coronary angioplasty asymptomatic at 6
lesion (> months follow-up
10 mm) compared to 52% of

patients assigned to
balloon angioplasty

2 X complex excimer laser There were no deaths. Myocardial infarction,
coronary angioplasty vs. coronary bypass
lesions balloon surgery, and repeated

angioplasty angioplasty occurred in

4.6, 10.6, and 21.2%,
respectively, of patients
treated  with  laser
compared with 5.7, 10.8,
and 18.5%, respectively,




of those treated with
balloon.

3 obstructive [ YAG laser At a mean follow-up | use of the laser, versus
coronary angioplasty vs. time of 11.2 +/- 7.7 | PTCA alone, did result
artery balloon months, there were no | in  significantly more
disease angioplasty differences in late or | major and minor

event-free survival in | procedural compli-
patients assigned to | cations (18.0% vs. 3.1%.
laser treatment versus | p = 0.0004), myocardial
PTCA alone. infarctions (4.3% vs. 0%)

4 functional | Excimer laser No deaths occurred. There were no
and total angioplasty vs. significant  differences
COronary balloon between the laser
occlusions | angioplasty angioplasty group and

the balloon angioplasty
group in the incidence of
myocardial infarctions
(1 opatient wvs 3,
respectively,), coronary
bypass  surgery {4
patients vs 2), repeat
angioplasty (10 patients
vs 8)

5 femoral balloon Overall success {(+/- | There was no significant
artery angioplasty with | 5.D.) (Kaplan-Meier) at | difference (p > 0.05) in
occlusion laser assistance | 1 year was 67% (+/- 5%} | outcome between limbs

vs. balloon and at 2 years 43% (+/ | undergoing laser

angioplasty 7%). assisted balloon

alone angioplasty and balloon
alone either overall of
within the stenosis or
occlusion subgroups.

6 obstructive | excimer laser The angiographic | Myocardial infarction,
coronary angloplasty vs. success rate was 80% in | coronary bypass
artery balloon patients treated with | surgery, and repeat
disease angioplasty laser angioplasty | angioplasty occurred in

compared with 79% in | 4.6%, 10.6%, and 21.2%,
patients treated with | respectively, of the
balloon angioplasty. | patients in the laser
There were no deaths. angioplasty group
compared with 5.7%,
10.8%, and 18.5% of the
balloon angioplasty
group.
ACP angina transmyocardial | TMR (Laser) was better
revascularization | than medical treatment
1 with a carbon for relieving angina at 3
dioxide laser vs. | months (67% vs 20%, P
medical < 0.001) and 6 months
treatment (67% vs 27%, P < 0.001),
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also evaluated in < 80% of surviving patients at 12 months. &W 5l AdH » 7z,
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o — 3 —3 Catheter Ablation

MEDLINE TSN/ 3 8#& CCTR 1 RO BROELE T,

WERLERLEDMETS L AT—FINEROF v FIZET L0085 13 EBEHEN
o7z, Wakid., BEEZHEAS TEE (Grrigated) SE2EX0OHRNS &4, BEY 1 X%
Smm&LTHHEDAmmEEELZBD 3 ., BEMBPRVWIEAEE=5) 72175
EXWSHT. WINeHRAOIANF-OEEDREREL . T/, HEMOMNEE
Bk L., WERH &EERFM OB EZE- b0 TH B,

KIZENSTDIEL, 77— a  ERABIREE OB ELELELOTTHTH -,
DESHIRT T —a P BOR—ZAA—h—{ABREET L TS,

T, TTL—2aOlddIy ey JiClT260048, 77— a3 Ho1 k
KHETH2H0MN4H8, EATTL—2a > EEBRT V-2 a >0k, BRMILORHA
BIREIZDWTOE 2 HEN W,

B E LT LEME(chronic / paroxysmal) atrial fibrillation 1 5 #. { JFHE;
atrial flutter 1 1 ##. BEREH HA SN atrioventricular nodal reentrant tachycardia
3 ¥, LEMBIR ventricular tachycardia 2 £, AR arrhythmia 1 £, BWER &L TD
4% thrombolism 1 #T&H - /=

A. BfF v (irrigated ,cooled tip)
BKETHIREMZEN () LRHZIVILRBAET 7L —aofitkEns
EHENTWS, BEIRERABRLEZSHFORIPR SN, WTNHPREED TN
5, TOIE 2HE., BEREBRO MAZE EEICET2HDTHS,

(1) HilER&ER
chronic atrial fibrillation undergoing mitral valve replacement 2 fff, atrial flutter 2 #:,

ventricular tachycardia 1 ff TH > /=,

(2) ZWr - 15HEED
S EBRICXDT T a D REVES 20 UUERR, BHREREIERE TS
HELTNS, No.l6 DEmXITEW T, 8%DBEICHEEOAMELRS - EBRRTNS
M. — No.20 D@L TILEEE 7S side effect ITEM - E LTS,

8, | Irrigated b . BT
. = M
No tip D EFE Hfn
MED O chronic MAZE Thirty-day mortality was 0% in both groups. After 12 months,
atrial operation sinus rhythm was reinstituted significantly more often in




3 fibrillatio patients of group A {cumulative rate of sinus rhythm 0.800)

n compared to patients in group B (0.267) (P<0.01). 66.7% of
patients in sinus rhythm of group A had documented biatrial
contraction. (MAZE T54%)

4 O typical irrigated Both mean duration of the procedure (164 56 versus 70 35
atrial catheters vs. | minutes) and fluoroscopic time (40 16 versus 16 8 minutes)
flutter standard was significantly less with irrigated catheters (p < 0.001).

catheter

5 O chronic MAZE Survival after 12 months for group A and B was 73% and 93%
atrial procedure (p = 0.131). (MAZE {58
fibrillatio
n and
mitral
valve
disease

16 O ventricula | Cooled RF Catheter ablation was acutely successful, as defined by
r Ablation elimination of all mappable VTs, in 106 patients (75%). In 59
tachycardi | System vs. patients (41%), no VT of any type was inducible after
a (VD) conventional | ablation. Twelve patients (8%) experienced a major
associated | technic complication. After catheter ablation, 66 patients (46%)
with developed one or more episodes of a sustained ventricular
structural arrhythmia.
heart
disease

20 O common irrigated-tip | The number of applications, procedure duration, and x-ray
flutter V. exposure were significantly higher with the conventional

conventional
tip

than with the irrigated-tip catheter: 13+/-10 versus 5+/-3
pulses, 53+/-41 versus 27+/-16 minutes, and 18+/-14 versus
9+/-6 minutes, respectively. No significant side effects
occurred, and the coronary angiograms of the first 30 patients
after ablation were unchanged.
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MED O mean duration of fluoroscopic time (40 16 versus 16 8 minutes) was significantly
4 less with irrigated catheters (p < 0.001).
20 O x-ray exposure were significantly higher with the conventional than

with the irrigated-tip catheter: 18+/-14 versus 9+/-6 minutes
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M, HEREOBRNMILSEREEE LRSS HRONE, 55, BEHES
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(1) BEHvEm e

WA PR ZRE L 72 DIL atrioventricular nodal reentrant tachycardia

2, atrial

flutter 1#HIZETSHDOTH 7,
(2) W - HERED
No. | RIEHE | & R i
o | B il
MED O AV nodal target The primary success rates were 76% in the patients
reentrant temperatures of | assigned to 48 degrees C and 100% in the patients
25 tachycardia | 48 vs. 60 degrees | assigned to 60 degrees C (P < 0.01).
C
27 O atrioventricu | ablation using The primary success rate was 72% in the fixed power
lar nodal temperature group and 95% in the temperature monitoring group (p =
reentrant monitoring with | 0.001). The ablation procedure duration (35 +/- 29 min vs
tachycardia a target 35 +/- 30 min; p = 0.9), fluoroscopic time {32 +/- 17 vs 35
temperature of +/- 19 min; p = 0.4), mean number of applications (10.2
60 degrees vs. +/-8.1vs 8.4 +- 7.9 p = 0.2), and coagulum formation
using fixed per application (0.2% vs 0.5%; p = 0.6) were statistically
power at 32 W similar in the fixed power and temperature monitoring
groups, respectively.
34 O arrhythmia temperature The success rate was 92.5% for accessory pathway
controlled ablation and 100% for atrioventricular nodal
radiofrequency modification. Mapping duration was significantly

catheter ablation
vs. manually
delivered
radiofrequency

catheter ablation.

reduced only in patients undergoing atrioventricular
nodal modification. The number of applications was
higher for manually delivered ablation in patients
undergoing atrioventricular nodal modification (5.6 +-
1.1vs 1.9 +/- 0.4, P = 0.004) as was the cumulative
energy delivered (5034 +/- 1008 vs 2064 +/- 517 W, P =
0.013) whereas the mean power per application was
higher with temperature control (41.4 +/- 1.8 vs 34.1 +/-
1.1 W, P = 0.002). No significant differences in these
parameters were found in patients undergoing accessory
pathway ablation.




4 O atrial flutter | power control of As compared with group I, group I patients had a
energy output higher incidence of coagulum formation (12% vs 2%, P <
model vs. 0.05), temperature shutdown {11% vs 0%, P < 0.01), and
closedloop impedance shutdown (16% vs 3%, P < 0.01}, more
temperature radiofrequency applications (7 +/- 3 vs 4 +/- 2, P < 0.01)
control model

35 O (@i | arrhythmia mmpedance the success rate (93% vs 93%; P = 1.0), ablation

X monitoring vs. procedure duration (57 +/- 56 vs 41 +/- 41 min),
REBLR temperature fluoroscopy time (48 +/- 29 vs 41 +/- 23 min; P =0.3),
VikE ) monitoring number of applications (6.2 +/- 4.7 va 5.7 +/- 4.6 P = 0.8),
and the number of applications associated with
coagulum formation (0.1 +/- 0.3 vs 0.3 +- 0.6: P =0.1)
were similar in the two groups.
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MED | O (mi# arrhythmia | impedance number of applications (6.2 +/- 4.7 vs 5.7 +/- 4.6;
B monitoring vs. P = 0.8), and the number of applications
35 HEDR temperature associated with coagulum formation (0.1 +/- 0.3
WER) monitoring ve 0.3 +/- 0.6; P = 0.1) were similar in the two
groups.
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No. | 8mm tip =R " beFiog
O i 4T B
MED O type | 8-mm Procedural success was high in both groups (100%
atrial split-tip vs. 4 | vs 93%). However, requirement of a fewer number of
12 flutter mm-tip radiofrequency pulses and fluoroscopy time
suggests superiority of the 8-mm split-tip over the
4-mm tip ablation catheter,
13 A typical 8-mm tip vs. | An 8-mm catheter does not appear superior to 4-mm
atrial 4-mm tip tip electrode for atrial flutter ablation. The potential
flutter advantage of allowing higher energy delivery on a
larger surface is compensated by the lack of
consistent contact with the endocardial surface.
94 O typical 8-mm tip vs. | the 8-mm electrode catheter achieved higher
atrial 4-mim tip complete isthmus block rate (92% versus 67%,
flutter P<0.05) with fewer pulses (2+/-1 versus 3+/-1,
P<0.05), shorter procedure time (24+/-15 versus
31+/-12 minutes, P<0.05), and shorter fluoroscopic
time (14+/-10 versus 23+/-15 minutes, P<0.05).
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MED | activation typical activation In successful patients, the mean
mapping atrial mapping radiofrequency delivery duration was
8 flutter technique vs. longer in group 1T (845+/-776 versus
on-site atrial 534+/-363 s: P'=0.03). On-site,
potential clear-cut, widely spaced double atrial




analysis,

potentials and activation mapping
suggesting CBIB were concomitantly
observed in only 47 patients (54%),
and ambiguous/atypical double
potentials were recorded in 31
patients (39%).

11 electroanatomic atrial electroanatomic but mean fluoroscopy time was
mapping flutter mapping vs. significantly shorter when the
convetional CARTO technology was used (group
approach 1: 29.2+/-9.4 min; group 2: 7.7+/-2.8
min; P = 0,000},
14 Electromagnetic typical Electromagnetic Eight patients from group I {33%) but
mapping atrial mapping vs. only 1 patient from group II (4%)
flutter flucroscopic were switched. * * The overall
mapping fluoroscopy time, including the
placement of the diagnostic catheters,
was 22.0+/-6.3 minutes in group I and
3.9+/-1.5 minutes in group I
(P:<0.0001).
19 three-dimensional | Arrhythmia | three-dimensional | Fluoroscopy time was shorter using

mapping

mapping vs.
conventional
mapping

the CARTO technique’ 10+/-7 versus
27+/-15 minutes for AVNRT (P <
0.01}, 18+/-17 versus 44+/-23 minutes
for atrial tachycardia and flutter (P <
0.01), 15+/-12 versus 34+/-31 minutes
for VT (P < 0.05), and 21+/-14 versus
53+/-32 minutes for bypass tract
tachycardia (P < 0.01).
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MED | electroanatomic mean fluoroscopy time was significantly shorter when the CARTO
mapping technology was used (group 1° 29.2+/-9.4 min; group 2: 7.7+/-2.8 min; P =
11 0.0001).
14 Electromagnetic The fluoroscopy time needed for isthmus mapping was 17.7+/-6.5
mapping minutes in group I and 0.2+/0.3 minutes in group II (P:<0.0001).
19 three-dimensional | Fluoroscopy time was shorter using the CARTO technique! 10+/-7 versus

mapping

27+/-15 minutes for AVINRT (P < 0.01), 18+/-17 versus 44+/-23 minutes
for atrial tachycardia and flutter (P < 0.01), 15+/-12 versus 34-+/-31
minutes for VT (P < 0.05), and 21+/-14 versus 53+/-32 minutes for bypass
tract tachycardia (P < 0.01).
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T —2alEREdET 4T 05— 3 XEITOIEIMITDNT., anterior approach &
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No. | 3t | #H ety M
H¥
MED | A>P | medically | antenor The primary success rate (14/18 vs 14/22, P = NS), incidence of
refractory | approach vs, | transient AV block (3/18 vs 3/22, P = NS}, and complete AV block

15 paroxysm | posterior (1/18 vs 1/22, P = NS) were similar between the anterior approach
al (PAF) approach and posterior approach. The major differences between the two
or chronic groups showed more radiofrequency pulses (10 +- 4 vs 6 +/- 3
atrial pulses, P « 0.01), longer procedure duration (50 +/- 24 vs 28 +/- 18
fibrillatio minutes, P < 0.01), and longer fluoroscopy exposure time (28 +/- 17
n (AF) vs 16 +/- 8 minutes, P < 0.01) in the patients who had primary

success with the posterior approach,

18 A>P | typical anterior side | Among successful patieats, number of RF pulses, procedure time,
atrial of the and fluoroscopy time were significantly lower in group A (7.2 +- 5.4
flutter isthmus vs. | vs 11.0 +/- 8.1 pulses, p = 0.03; 131 +/- 44 vs 163 +/- 66 minutes, p =

posterior 0.03; 31 +/- 19 vs 46 +/- 24 minutes, p = 0.01, respectively).

side of the Impairment of atrioventricular {(AV) nodal conduction occurred in 5

isthmus patients only during ablation at P. AV block was transient in 4
patients and permanent in 1.

10 A>P | chronic anterior RF ablation carried out only in the anterior region was safer than a
atrial approach vs. | stepwise approach (6% vs 33% incidence of AV block), even though
fibrillatie | posterior the difference did not reach statistical significance (P = 0.09).
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The success rate did not significantly differ between
the two groups. Qut of the 22 patients with a
successful outcome in the linear group, 17 (77%)
attained complete abolition of the slow pathway
conduction, whereas this was observed 1n only eight
(32%) patients in the focal group (P < 0.005). The
session time was significantly shorter in the linear

group.
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No. O ERE # a8
MED O common type | straight linear
AVNRT approach vs.

6 electrogram
mapping focal
approach

36 O common atrial | electrophysiolog
flutter ically guided
focal ablation
vs, linear
ablation

Successful elimination of the flutter circuit was
achieved in 28 of 30 patients in Group I and 29 of 30
patients in Group II. However, in Group II, the
procedure time {104 +/- 17 vs. 181 +/- 29 min, p<0.01)
were significantly shorter than those in Group 1.
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MED 'S drug-resistan | atrioventricular Ablation and pacemaker treatment were highly
t paroxysmal [ junctional ablation and effective and superior to drug therapy in
10 atrial DDDR mode-switching controlling symptoms and improving quality of
fibrillation pacemaker vs. medical life. However, discontinuation of drug therapy

therapy

exposed patients to further recurrences of
paroxysmal atrial fibrillation and the risk of
developing permanent atrial fibrillation.




17 O atrial fiutter | first-line RF ablation vs. | After a mean follow-up of 21 +/- 11 months, 11 of
antiarrhythmic drug 30 (36%) patients receiving drugs were in sinus
therapy rhythm, versus 25 of 31 (80%) patients who

underwent RF ablation (p < 0.01). Of the patients
receiving drugs, 63% required one or more
rehospitalizations, whereas post-RF ablation,
only 22% of patients were rehospitalized (p <
0.01).

23 O chronic atrial | AV node ablation and At the 1- and 6-month evaluation, the patients in

fibrillation pacemaker with group 1 showed a significant improvement of left
discontinuation of ventricular ejection fraction, quality of life, and
rate-control medications | activity scores.
vs. AV node ablation and
pacemaker implantation
without discontinuation
of antiarrhythmic
rate-control drugs vs.
pacemaker implantation
without AV node ablation
and continuing
rate-control medical
therapy

26 O paroxysmal AV junction ablation and | Ablation and DDDR/MS pacing produced better
atrial DDDR/MS pacemakers scores than drug therapy for overall symptoms
fibrillation vs. medical therapy vs. (-41%, P<0.01), palpitations (-58%, P=0. 0001),

ablation and VVIR and dyspnea (-37%, P<0.05).
pacemaker

29 O heart failure | atrioventricular junction i At the end of the 12 months, the 28 Abl+Pm
and chronic ablation and VVIR, patients who completed the study showed lower
atrial pacemaker vs. scores in palpitations (-78%: P=0.000} and effort
fibrillation pharmacological dyspnea (-22%; P=0.05) than the 26 of the drug

treatment group.

33 G symptomatic | atrioventricular junction | At the end of the 6 months, the 21 patients of the
paroxysmal ablation and DDDR Abl+Pm group who completed the study showed,
atrial mode-switching in comparison with the 18 of the drug group,
fibrillation pacemaker implantation | lower scores in the Living with Heart Failure

vs. pharmacological
treatment

Questionnaire (-51%, P=.0006), palpitations
(-71%, P=.0000), effort dyspnea (-36%, P=.04),
exercise intolerance score (-46%, P=.001), and
easy fatigue (-51%, P=.02).
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