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eMethods. 

Implantable Cardiac Monitor Implantation and Programming 

 A low, ventricular-apical site was used for subcutaneous implantation on the chest, correlating to a low V3 
electrocardiographic (ECG) lead position, based on prior data indicating that this site provided optimal signal quality 
and episode detection.1  This location also minimized interference with the catheter ablation procedure.  Two weeks 
after implantation, the device was programmed with atrial fibrillation (AF) detection “on” and ECG storage “on” for 
AF events but off for non-AF events to maximize capture of adjudicable AF events. 

 

Catheter Ablation Procedure 

 Patients received anticoagulation therapy with a vitamin K antagonist for at least 4 weeks before ablation to 
keep an international normalized ratio (INR) of 2 to 3.  Therapy with antiarrhythmics was stopped at least 5 half-
lives before the procedure, except amiodarone hydrochloride, which was stopped more than 8 weeks before the 
procedure. Procedures were performed under conscious sedation or general anesthesia, depending on local practice. 

 The procedure was completed via femoral with or without internal jugular (IJ) venous instrumentation. 
Transseptal puncture was performed for access into the left atrium (LA) followed by administration of intravenous 
heparin sodium to maintain an activated clotting time of longer than 300 seconds. A multipolar circular catheter and 
an open irrigated-tip ablation catheter were used under the guidance of a 3-dimensional, nonfluoroscopic mapping 
system for reconstruction of the LA and pulomary veins (PVs).  Radiofrequency ablation was performed with a 
maximum power of 40 W (30 W on the posterior wall) and a maximum irrigant flow rate of 30 mL/min.  
Circumferential ablation lesions were placed more than 2 cm from the PV ostia to encircle and electrically isolate 
the PVs while avoiding PV stenosis. Because of the narrow ridge of tissue between the anterior aspect of the left 
superior PV and the LA appendage, ablation was allowed within 1 cm of the ostium of this vein to encircle and 
isolate the vein. The end point of the ablation was demonstration of entrance block into all PVs as determined by the 
circular mapping catheter.  If AF persisted at the end of the procedure, cardioversion was performed to restore sinus 
rhythm.  Remapping of the PVs after cardioversion was performed to confirm PV isolation. Termination and/or 
noninducibility of AF were not procedural end points. 

 All patients were discharged home within 2 days after the procedure.  After the procedure, patients 
continued oral anticoagulation therapy to maintain an INR of 2 to 3 for a minimum of 3 months.  Antiarrhythmic 
medications were permitted for up to 3 months after ablation and were chosen from one of sotalol hydrochloride, 
propafenone hydrochloride, flecainide acetate, or dofetilide.  Amiodarone was avoided because of its long half-life 
that would interfere with determination of ablation success. 
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eFigure 1.  Sample page of the diary used by patients for symptom reporting.  Patients had to 

indicate the start and end times of their episodes of arrhythmia, including the types of symptoms 

perceived and the severity of symptoms (recorded on the 10-point Likert scale).    
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eFigure 2.  Success rate after ablation as determined by symptoms with or without intermittent 

Holter monitoring vs implantable loop recorder (ILR).  By symptoms alone, 29 of 50 patients 

(58%) did not have arrhythmia recurrence.  If recurrence was defined by any symptoms or 

detection on the electrocardiogram and intermittent 48-hour Holter monitoring (at 3, 6, 9, and 12 

months), then freedom from atrial arrhythmia was seen in 28 patients (56%).  If recurrence was 

defined by any atrial fibrillation/atrial flutter/atrial tachycardia detected on ILR, the success rate 

fell to 46%, indicating that 12% of patients had exclusively asymptomatic episodes of recurrent 

arrhythmia. 
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eFigure 3.  The percentage of asymptomatic atrial fibrillation/atrial flutter/atrial tachycardia 

(AF/AFL/AT) by each participating site (red points connected by red line) and each site's 

procedural success rate (blue bars).  The "n" listed beside each center represents the total number 

of patients undergoing ablation at that center.  Although the procedural success rate varied from 

site to site, the individual site success rate was not a significant predictor of asymptomatic 

AF/AFL/AT (odds ratio, 1.18 [95% CI, 0.90-1.55]; P = .23). 
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eTable.  Number of patients receiving antiarrhythmics or anticoagulants before ablation and at 

specific times after ablation 

 

Time After Ablation 

Drug 

Before 

Ablation  3 
Months 

6 
Months 

9 
Months 

12 
Months 

15 
Months 

18 
Months 

Propafenone 
hydrochloride  4  2  2  2  0  0  0 
Flecainide 
acetate  21  16  11  11  4  3  2 
Sotalol 
hydrochloride  5  3  3  3  2  1  1 
Amiodarone 
hydrochloride  7  2  2  2  0  0  0 

Dofetilide  2  4  2  2  0  0  0 

β‐blocker  20  17  18  20  11  10  7 

Calcium blocker  13  13  14  21  8  6  6 

Digoxin  6  4  2  2  0  0  1 

Warfarin sodium  10  43  50  50  17  12  11 

Aspirin  21  11  43  29  28  22  22 
 


