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Wider Warfarin Use Needed for Atrial Fibrillation
B Y  M I T C H E L  L . Z O L E R

Philadelphia Bureau

B O S T O N —  Physicians must be more ag-
gressive in the way they use warfarin to
treat patients with atrial fibrillation, even
if most fibrillation episodes are of rela-
tively short duration.

“If a patient with atrial fibrillation has
risk factors for stroke, I recommend that
they take warfarin unless there is a strong
reason not to” and even when the fibrilla-
tion episodes are short duration, Dr. Al-
bert L. Waldo said at an international
symposium on atrial fibrillation sponsored
by Massachusetts General Hospital. Pa-
tients who usually have fibrillation
episodes of just a few minutes can also
have episodes that sometimes last several
hours, he noted, and even short episodes
can produce a clot.

“How long does it take blood to clot?”
said Dr. Waldo, professor of cardiology
and medicine at Case Western Reserve
University in Cleveland.

Despite the importance of oral antico-
agulation for patients with atrial fibrilla-
tion, many patients never get warfarin
treatment. Dr. Waldo cited evidence that
he and his associates recently compiled by
reviewing the records of 945 atrial fibrilla-

tion patients who were treated at 38 hos-
pitals in 28 states. All hospitals participat-
ed in the National Anticoagulation Bench-
mark and Outcomes Report program. 

Patients were seen during 2002 at 37
hospitals and during
July 2000–December
2002 at 1 hospital. In
2001, the most recent
guidelines for man-
agement of atrial fib-
rillation were pub-
lished by the
American College of
Cardiology, the
American Heart As-
sociation, and the European Society of
Cardiology; these guidelines highlighted
the need for warfarin treatment in virtu-
ally all atrial fibrillation patients, especial-
ly those at high stroke risk.

Among the 814 patients reviewed who
met the criteria for having a high risk of
stroke, 45% did not receive warfarin (and
25% received aspirin but no warfarin).
Warfarin was also withheld from 46% of
the moderate-risk patients and from 60%
of low-risk patients.

The records were also reviewed for rea-
sons these patients were considered to
have high bleeding risk and therefore did

not get warfarin. No explanation was
found in the records of 43% of the patients
not on warfarin. A risk for falls was cited
for 42%—“not a good reason to withhold
warfarin,” according to Dr. Waldo. Other

reasons were neu-
ropsychiatric impair-
ment, a past bleeding
episode, or peptic ul-
cer disease.

The patients with
the highest risk of
stroke were those
with a history of
stroke, transient is-
chemic attack, or sys-

temic embolic event. Of the 196 patients
in this group, 39% received no warfarin
(21% received aspirin but no warfarin). 

Age is another risk factor for stroke. In
the analysis, 48% of patients aged 75 or
older did not get warfarin, a striking di-
vergence from the treatment guidelines,
which call for warfarin for all patients in
this age group.

“Many physicians base warfarin treat-
ment on their own impressions and in-
tuition rather than on the guidelines,”
Dr. Waldo said at the symposium, also
sponsored by the Academy of Health
Care Education.

Significant predictors of warfarin use
were assessed in a logistic-regression mod-
el. In this analysis, a perceived or actual
bleeding risk reduced the likelihood that
a patient would get warfarin by about
28%, and age older than 80 years reduced
use of warfarin by about 34%. Patients
with persistent or permanent atrial fibril-
lation were 80% more likely to get war-
farin, and those with a history of a stroke,
transient ischemic attack, or embolic event
were 59% more likely to get warfarin.

Catheter ablation of atrial fibrillation
cannot be presumed to eliminate a pa-
tient’s risk of stroke and need for oral an-
ticoagulation, because a significant num-
ber of patients have recurrences following
ablation, Dr. Waldo said. He recently sent
a survey to 353 physicians who treat pa-
tients with atrial fibrillation; most of the
physicians were members of the Heart
Rhythm Society. He received 151 replies,
of which 134 were from physicians who
perform catheter ablations. 

Virtually all responders said they would
eventually stop treatment with warfarin in
patients with no other risk factors for
stroke. The time frame for stopping treat-
ment varied, but most responders said
they would halt warfarin if no recurrences
appeared by 6 months after treatment. ■

‘If a patient with atrial
fibrillation has risk factors
for stroke, I recommend
that they take warfarin
unless there is a strong
reason not to.’
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B O S T O N —  A tailored approach
to catheter ablation of atrial fibril-
lation is better than using a standard
lesion set in all patients.

The basic tenets underlying a tai-
lored strategy are that all
atrial fibrillation is not the
same, the less ablation the
better, and a “one size fits all”
approach would mean that
some patients get more abla-
tion than they need and oth-
ers don’t get enough, Dr.
Fred Morady said at an in-
ternational symposium on
atrial fibrillation sponsored
by Massachusetts General Hospital.

Other important rationales for an
individualized approach to catheter
ablation is that it’s possible to iden-
tify the important triggers and dri-
vers of atrial fibrillation in each pa-
tient, and that the end point of
treatment in the electrophysiology
lab is to treat until fibrillation is no
longer inducible and no longer trig-
gered by a dose of isoproterenol.
Also, individualized treatment can
help reduce ablations near the esoph-
agus and thereby avoid damage that
can lead to fistula formation, said Dr.
Morady, professor of internal medi-
cine and director of the clinical elec-
trophysiology laboratory at the Uni-
versity of Michigan, Ann Arbor.

The algorithm that Dr. Morady
and his associates use starts with in-
ducing atrial fibrillation in the elec-
trophysiology lab, using isopro-
terenol if needed. He also has the
patient swallow a barium solution
so the esophagus can be visualized
during the procedure.

The obvious place to start assess-
ing fibrillation triggers is to map the
pulmonary veins with a lasso
catheter and isolate any culprit pul-
monary veins. If the fibrillation per-
sists, the next step is to hunt for
complex electrograms, either rapid
or fractionated. These might be in
the left atrial roof or septum, the
coronary sinus, the superior vena
cava, or the right atrium.

In patients with paroxysmal fib-
rillation, the end point for ablation
is no spontaneous fibrillation, and
no inducible fibrillations that last
more than a minute after five at-
tempted inductions. For patients
with chronic fibrillation, the goal is
to eliminate any pulmonary vein

triggers and to ablate all ECG-guid-
ed culprit sites. “A limited amount
of ablation can have a dramatic ef-
fect,” Dr. Morady said at the sym-
posium, also sponsored by the
Academy for Healthcare Education.

Dr. Morady and his associates
have used the tailored approach to
treat 153 patients since they began
the strategy in 2004. At least one pul-
monary vein trigger was found in
every patient. In addition, complex
ECGs were seen in the left atrium in
69% of patients, in the coronary si-
nus in 46%, and in the superior vena
cava in 6%. (Some patients had more
than one complex ECG.)

The average time for each proce-
dure was 201 minutes, and the av-
erage time spent ablating trigger
sites was 32 minutes. Fibrillation
was rendered uninducible in 58%.
Left atrial flutter occurred in 19%,
although this later resolved in half
of these patients. Repeat ablations
were performed in 18% of patients.

Among the patients who were
uninducible after treatment, 88%
remained free from fibrillations af-
ter an average follow-up of 11
months. Among those who re-
mained inducible, new fibrillation
episodes occurred in 35% during
follow-up. About two-thirds of the
patients had chronic atrial fibrilla-
tion, and in this subgroup the fib-
rillation was terminated and sinus
rhythm was restored in 54%. ■

For patients with
chronic atrial
fibrillation, ‘a
limited amount of
ablation can have
a dramatic effect.’

DR. MORADY 

Hypothermia Improved

Cardiac Arrest Outcomes

S A N F R A N C I S C O —  Therapeutic hypothermia after car-
diac arrest appears to be of particular benefit in patients
with ventricular fibrillation and those with a short dura-
tion of circulatory arrest, according to a poster presented
by Dr. Mauro Oddo at the annual congress of the Society
of Critical Care Medicine.

In the retrospective study of 109 consecutive patients ad-
mitted for out-of-hospital cardiac arrest, a significantly larg-
er proportion of patients treated with hypothermia were
able to return home and live independently than of those
treated with normothermia. 

Among 86 patients admitted with ventricular fibrillation
(VF) as the initial rhythm, 24 of 43 (56%) treated with stan-
dard postresuscitation care together with hypothermia
achieved this outcome, compared with 11 of 43 (26%) treat-
ed only with standard postresuscitation care.

The induced hypothermia was mild, wrote Dr. Oddo and
his colleagues from University Hospital, Lausanne, Switzer-
land. The cooling process was external, involving ice bags
and a cooling mattress to achieve a target internal temper-
ature of 33° C for 24 hours. Outcomes for the 23 patients
admitted with non-VF rhythms tended to be very poor
whether or not they were treated with hypothermia. Only
three of these patients survived. The two patients treated
with hypothermia achieved total recovery, and the one who
received only standard treatment was left with severe dis-
ability. This trend was not statistically significant.

Hypothermia appeared to provide significant benefit to
patients in shock. Of the 17 patients admitted with shock
and treated with hypothermia, 5 (29%) were able to return
home and live independently, compared with none of the
14 patients in shock who were treated with normothermia.

A multivariate regression analysis revealed two indepen-
dent predictors of good outcome: shorter time from collapse
to return of spontaneous circulation (ROSC) and the appli-
cation of hypothermia. The model predicted that the great-
est benefit of hypothermia would be seen in patients whose
time to ROSC was relatively short—10-30 minutes. 

—Robert Finn

Tailored Approach Is Best for Ablation

Of Trigger Sites in Atrial Fibrillation
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