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Atrial fibrillation is the most common cardiac arrhythmia seen in clinical 
practice and can induce cardiac dysfunction and strokes.
The prevalence of AF is around 0.4 to 1%, and increases with aging.
The incidence of AF in patients more than 80 years old is around 8% of 
population
It can cause stroke. The incidence of stroke in patients with AF is 2 to 7 times 
higher than those without it.
The mortality was increased 1.5 to 3-fold compared with patients without AF

2



Atrial fibrillation is the most common cardiac arrhythmia seen in clinical 
practice and can induce cardiac dysfunction and strokes.
The prevalence of AF is around 0.4 to 1%, and increases with aging.
The incidence of AF in patients more than 80 years old is around 8% of 
population
It can cause stroke. The incidence of stroke in patients with AF is 2 to 7 times 
higher than those without it.
The mortality was increased 1.5 to 3-fold compared with patients without AF

3



Atrial fibrillation is the most common cardiac arrhythmia seen in clinical 
practice and can induce cardiac dysfunction and strokes.
The prevalence of AF is around 0.4 to 1%, and increases with aging.
The incidence of AF in patients more than 80 years old is around 8% of 
population
It can cause stroke. The incidence of stroke in patients with AF is 2 to 7 times 
higher than those without it.
The mortality was increased 1.5 to 3-fold compared with patients without AF

4



Atrial fibrillation is the most common cardiac arrhythmia seen in clinical 
practice and can induce cardiac dysfunction and strokes.
The prevalence of AF is around 0.4 to 1%, and increases with aging.
The incidence of AF in patients more than 80 years old is around 8% of 
population
It can cause stroke. The incidence of stroke in patients with AF is 2 to 7 times 
higher than those without it.
The mortality was increased 1.5 to 3-fold compared with patients without AF

5



6



7



Eventually, atrial remodeling leads to additional focal
triggers and perpetuation of reentry.
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The ACC/AHA/ESC 2006 Guidelines for the Management of Patients with Atrial Fibrillation, written in collaboration
with the Heart Rhythm Society state that “Catheter ablation is a reasonable alternative to pharmacological therapy towith the Heart Rhythm Society, state that Catheter ablation is a reasonable alternative to pharmacological therapy to
prevent recurrent AF in symptomatic patients with little or no LA enlargement” (Class 2A recommendation, level of
evidence C).
It is noteworthy that the only Class 1 indication in this section of the document states that treatment of
precipitating or reversible causes of AF is recommended before initiating antiarrhythmic drug therapy. 
Further, the maintenance of sinus rhythm treatment algorithm lists catheter ablation as second-line therapy for all 
categories of
patients.
The Task Force supports these recommendations. In particular, the Task Force agrees that catheter ablation of
AF in general sho ld not be considered as first line therapAF in general should not be considered as first line therapy. 
There is a consensus among the Task Force that the primary indication for catheter AF ablation is the
presence of symptomatic AF refractory or intolerant to at least one Class 1 or 3 antiarrhythmic medication (Table
1).
The Task Force also recognizes that in rare clinical situations, it may be appropriate to perform catheter

ablation of AF as first line therapy. Catheter ablation of AF is also appropriate in selected symptomatic patients
with heart failure and/or reduced ejection fraction. The presence of a LA thrombus is a contraindication to catheter
ablation of AF. It is important to recognize that catheter ablation of AF is a demanding technical procedure
that may result in complications. Patients should only undergo AF ablation after carefully weighing they p y g y g g
risks and benefits of the procedure. 
Indications for Catheter AF Ablation 
● Symptomatic AF refractory or intolerant to at least one Class 1 or 3 antiarrhythmic medication.
● In rare clinical situations, it may be appropriate to perform AF ablation as first line therapy.
● Selected symptomatic patients with heart failure and/or reduced ejection fraction.
● The presence of a LA thrombus is a contraindication to catheter ablation of AF.
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CFAE mapping may be a clinically useful tool for targeting ablation of CFAE 
sites as an adjunct to current methods of circumferential PV isolation.
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So, which type of electrograms could be the target during RFA ?

CFAE was thought to be fractionated Eg with continuous activity or 
isoelectric segment CL less than 120 ms
However, CFAEs are generated from multi-mechanisms with Multi-
Definition

Understanding the Activation Pattern Before CFAE ablation may 
void targeting the “bystander CFAE” make ablationavoid targeting the “bystander CFAE”, make ablation 

more effectively!!
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The magnitude of fractionation was quantified by the fraction interval algorithm. 
It is defined as the mean interval between multiple, and discrete deflections 
during atrial fibrillation
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AF was terminated while encircling RPV crossing anterior septum CFE 
site. 
The unipolar electrogram over this site showed repetitive QS pattern 
before termination shot.
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In Ensite Array mapping, we found that bipolar CFE site with CL < 120 
ms (RSPV and mid roof) showed S wave predominant unipolar 
electrogram. 
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Nademanee’s lab has the highest termination rate
Whereas the highest efficacy with CFAE and lines
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