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The aim of the work: to evaluate the prognostic effect of pharmacotherapy before and after radiofrequency ablation (RFA) in
patients with atrial fibrillation (AF) on all-cause mortality, supraventricular arrhythmia recurrence and non-fatal cardiovascular events.

Materials and methods. Patients with paroxysmal, persistent and long-term persistent forms of AF were examined before and
after RFA —isolation of pulmonary veins. The primary endpoint was patient survival, secondary —a composite endpoint of freedom
from recurrence and/or non-fatal cardiovascular events for 2 years of a follow-up. Frequency and doses of pharmacotherapy were
evaluated. Standard statistical procedures were used for initial data evaluation.

Results. 116 patients were consecutively enrolled in the study. In the long-term post-ablation, 23 patients (19.8 %) continued to
take amiodarone, 2 patients (1.7 %) — propafenone for arrhythmic events, 38 patients (32.8 %) needed anticoagulants, and 37
patients (31.9 %) received beta-adrenoceptor blockers over the entire follow-up period. The use of RAAS inhibitors decreased
from81.0 % before the ablation to 56.0 % in the long-term period following RFA. Multifactorial logistic regression analysis showed
that the prolonged (more than 3 months) anticoagulation (P = 0.032) after RFA was an independent predictor of patient survival
in the two-year follow-up; doses of anticoagulants before the procedure, use and doses of beta-adrenoceptor blockers in the long-
term post-ablation period were associated with the secondary endpoint.

Conclusions. RFA for AF significantly reduced the frequency of medications use in the long-term postoperatively. Independent
predictors of survival were the doses of anticoagulants more than 3 months after ablation, arrhythmia recurrence and non-fatal
cardiovascular events — the doses of anticoagulants before the procedure, and the use and doses of beta-adrenoceptor blockers
in the long-term period after RFA.

MporHocTUuHe 3HaueHHA GpapmakoTepanii B nauieHTiB i3 ¢pibpuaauieto nepeacepab
nicAA paaioyacToTHOI abaawji

M. C. BpuH3za, 0. B. binbueHko, 0. C. MaxapuHcbka, M. |. LLieBuyk

MeTa po60TH — OLiHUTY NPOTHOCTUYHIIA BNNWB chapmMakoTepanii 4o Ta nicns pagiodactoTHoi abnsauii (PHA) B nauieHTis i3 hibpu-
nsujeto nepeacepab (Or1) Ha CMEPTHICTb 3 YCiX NPUYIKH, PeLMAVB HAZLLMYHOYKOBOT apUTMii Ta HedhaTanbHi cepLeBO-CYAMHHI nogii.

Marepianu Ta metoaun. O6CTEXWNM NALIEHTIB i3 NapOKCU3MarbHO, NEPCUCTYBANBHOK Ta TPKUBANO NEPCHUCTYBANBHOK hopmamut
®N go Ta nicna PYA — i3onsujii nereHeBnx BeH. MNepBuHHA KiHLEBA TOMKa — BUKMBAHHS NaLieHTa, BTOPUHHA — KOMOIHOBaHa
KiHLeBa Touka 3i cBo60AM Bin peumansy Ta/abo HedaTanbHUX CepLEBO-CYAMHHUX MOAN NPOTArOM 2 pokiB cnocTepexeHHs. Oui-
HIOBaIN YaCTOTH BXMBaHHS, 4031 (hapmakoTepaneBTUYHUX npenaparis. [Ans NepeUHHONO OLIHIOBAHHS JaHWX BUKOPUCTOBYBANN
CTaHOapTHI CTaTUCTUYHI NpoLeaypu.

PesynkraTu. Y gocnimkeHHs nocnigosHo 3amy4uuni 116 xeopux. Y BigaaneHomy nicnsabnauiiHomy nepiogi 23 (19,8 %) nauieHty
NPpOAOBXYBanu NpuiMaTK amiofapoH i3 NpuBogdy apuTMidHKX nogin, 2 (1,7 %) — nponadeHoH, 37 (31,9 %) oci6 — 6nokatopu
[B-agpeHopeLienTopiB NPOTSArOM YCbOro nepiody cnoctepexeHHs. Tinbku 38 (32,8 %) nauieHTis notpebyBanu nikyBaHHS aHTUKO-
arynsHTamu. Yactora npusHadeHHs iHribitopis PAAC 3Huannacs 3 81,0 % po abnsuii o 56,0 % y sinnaneHomy nepiogi nicns
PYA. AHania 6aratoakTopHOi NoricTU4HOI perpecii nokasae, Lo TpuBane (NoHag 3 MicsLi) NPU3HAYEHHS aHTUKOArynsHTiB
(p = 0,032) nicnsa PYA — He3anexHWit NPeaukTop BUXMBAHHA NaLieHTIB y ABOPIMHOMY NEpiofi AOCIMQKEHHS; 103U aHTUKoa-
TYNsHTIB JO Npouedypu, 3acTocyBaHHs Ta [o3u GrokatopiB 3-ampeHopeLenTopiB y BigaaneHomy nicnsabnsuiHomy nepiogi
MOB’'AA3aHi 3 BTOPMHHO KiHLEBOO TOUKOHO.

BucHoBku. PYA Ol cyTTEBO 3HWXKYE YaCTOTY NPU3HAYEHHS MEOMKAMEHTO3HWX Npenaparis y BigganeHoMy nicnsonepasinHomy
nepiogi. HesanexHum NpeaykTopoM BUXKMBAHHS CTanu [03M aHTUKOArynsHTIB MisHile Hix 3 micaui nicns abnauii; peumamnsy
aApUTMIN | HedhaTanbHUX CepLEBO-CYANHHWX MOGIA — 403K aHTWKOArynsHTIB 4O NpoLeaypy, Npu3HadYeHHs Ta [o3n Bnokatopis
[-appeHopevenTopis y BinganeHomy nepiogi nicns PYA.

MporHocTHueckoe 3HaueHWe papMaKoTepanuu y NauUeHToB
¢ pubpuaraumei npeacepaAuin NOCAe paAuOUaCcTOTHOM abAALMK

M. C. BpbiH3a, A. B. buabueHko, E. C. MaxapuHckas, M. U. LLieBuyk

Llenb paboTbl — OLEHUTL NPOTHOCTMYECKOE BNUSHWE hapmMakoTepanum [0 W nocrne paguodactoTHon abnsuum (PYA) y na-
LeHToB ¢ chubpunnaumeit npeacepamii (Pr1) Ha obLuylo CMepTHOCTb, PeLanB HamKeNyA0YKOBON apuTMM 1 HedbaTanbHble
CepaeyHo-CocyanCTbIe CoBbITUS.
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Marepuansl n metoabl. O6cnenoBany NaUMEHTOB C NApOKCU3MarbHON, NEPCUCTUPYIOLLEN W ANUTENbHO NepeUCTUPYHOLLEi
opmamm OI1 go 1 nocne PYA — nsonsaumm NérodHblx BeH. MNepBuyHas KOHeYHasi TOUKa — BbhKWBaHWE NauyeHTa, BTOpUYHas —
KOMOVMHMPOBAHHas KOHeYHas Touka Mo cBoboze OT peunanea Unm HedbatasnbHbIX CepAEYHO-COCYANCTLIX COObITUI B TeYEHNE 2
neT Habntogerus. OLeHWBaNK YacToTbl YNoTpebreHns 1 403kl hapMakoTepaneBTUHECKVX NpenapaTos. [111s nepBU4YHON OLIEHKM
[aHHbIX UCMONb30BaNu CTaHAAPTHbIE CTaTUCTUYECKME NpoLeaypbl.

Pesynktathbl. B uccnenosanve nocnenoBatentHo Brntounmy 116 6onbHeix. B otganeHHom nocneabnsumoHHom nepuoge 23
(19,8 %) naumeHTa NpoaomKany NPMHUMaTL aMMOLAPOH B CBS3W € anu3ogamm aputmuii, 2 (1,7 %) —nponadeHoH, 37 (31,9 %)
60nbHbIX NPUHUManu BrokaTopbl B-aapeHOPEeLIENTOPOB B TeHeHe BCero nepuoga Habntogeruns. Tonbko 38 naumeHTos (32,8 %)
Hy)XOanuch B aHTMKoarynsHtax. HasHavaemocts nHrbutopos PAAC cHusunacs ¢ 81,0 % o abnaumv go 56,0 % B otmanéx-
Hom nepuoge nocne PYA. AHanna MHOroakTOPHOW NTOMMCTUYECKOV PErPECcCHM nokadan, YTo anutensHoe (6onee 3 mecsLes)
HasHaueHve aHTukoarynsHToB (p = 0,032) nocne PYA — He3aBMCUMBIA NPEOUKTOP BbPKMBAEMOCTW B ABYXIIETHEM Nepuoge
ICCNEA0BaHNS; f03bl @aHTUKOAryNSHTOB A0 NpOLEeaypbl, MPUMEHEHUS 1 403kl BOKaTOPOB 3-aApeHOPeLenTopoB B OTAANEHHOM
nocneabrnsL“oHHOM Nepuoae CBS3aHbl CO BTOPUYHOM KOHEYHOW TOUKOA.

BeiBogbl. PYA ®I1 3HaunTenbHO CHUXKAET YacToTy HasHa4YeHWs MeaMKaMEHTO3HbLIX MpenapaTtoB B OTAANIEHHOM Mocreone-
paLMOHHOM nepuofe. HesaBrCUMBIN NPEOVKTOP BbDKMBAHUS — A03bl @HTUKOArynsHTOB Mo3aHee 3 MecsiLeB nocne abnsauum;
peunanBa apUTMUI 1 HedhaTanbHbIX CEPAEYHO-COCYANCTLIX COBLITUIA — [03bl aHTUKOAryNSHTOB A0 NPOLEAYpbl, HasHaYeHWe 1

[03bl 6riokaTopoB B-afpeHopeLenTopoB B 0TAaNEHHOM nepuoge nocrne PYA.

The main directions of pharmacotherapy for patients with
atrial fibrillation (AF) are anticoagulation, rate or rhythm
control and treatment of concomitant pathology [1]. Ra-
diofrequency ablation (RFA) today is a leading strategy for
the rhythm control for paroxysmal and persistent forms of AF
in case of ineffectiveness of pharmacological antiarrhythmic
therapy [1-3]. However, RFA does not exclude the phar-
macological therapy administration, the anticoagulant and
antiarrhythmic drug therapy is recommended to all patients
within 3 months after the procedure, a significant number of
patients requires a further continuation of medicamentous
treatment.

The relationship between the ablation efficiency and
long-term endpoints and the intake of medical drugs before,
in the periprocedural period and after RFA, is not sufficiently
studied. Anticoagulant therapy before RFA is compulsory
according to the current protocols [3] for a least 3 weeks until
target values of International Normalized Ratio (INR) are
reached and intracardiac thrombi are absent according to
the data of transesophageal echocardiography (EchoCG).
The effect of an early administration of anticoagulant drugs
on the RFA outcomes is not described, but its association
with the risk of stroke is statistically confirmed [4]. In its
turn, a previous stroke significantly increases the risk of
thromboembolic events in the post-ablation period [5]. Data
from large-scale registers proved that only 23 % of patients
could stop anticoagulant therapy after catheter ablation of
AF on average six months following the procedure. It has
also been shown that the cessation of anticoagulant therapy
was associated with a risk of stroke [6].

The type and dosage of antiarrhythmic therapy before
the ablation have not been previously studied on the effect
in terms of mortality and morbidity in AF patients after RFA.
Intense early medical control of the rhythm after ablation is
associated with a decrease in the risk of all major long-term
consequences including mortality, cardiovascular morbidity,
symptom deterioration, etc. [7]. However, the question as
for the duration of antiarrhythmic therapy after RFA and
indications for its withdrawal remains open. Paroxysms are
known to occur much easier or sometimes even absent in
patients after ablation [8]. Therefore, the lack of clinical data
and insufficient evidence of supraventricular arrhythmias
from routine electrocardiographic (ECG) examination can
not guarantee the absence of asymptomatic recurrence,
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which complicates the decision to discontinue antiarrhyth-
mic drugs.

Most of the works agree with the need to minimize
pharmacotherapy after catheter ablation, but clear algo-
rithm for its prescription and withdrawal is still discussed.
Therefore, the study on the effect of administration and
dosage of medical drugs on the efficiency of RFA has a
great practical potential.

Aim
The aim: to evaluate the prognostic effect of pharmacothe-
rapy before and after RFA in patients with AF on all-cause

mortality, supraventricular arrhythmia recurrence and
non-fatal cardiovascular events.

Materials and methods

Patients were examined on the basis of the Department
of Ultrasound and Clinical and Instrumental Diagnostics
and Mini-invasive Interventions of the S| “Zaycev V. T.
Institute of General and Emergency Surgery of the NAMS
of Ukraine” (Kharkiv). Inclusion criteria were paroxysmal,
persistent and prolonged persistent forms of AF requiring
non-pharmacological rhythm control and preferred choice
of patients for mini-invasive interventions.

The main exclusion criteria were permanent AF, age
younger than 35 years old, clinical hyper- and hypothy-
roidism, liver failure, severe kidney function impairment
(glomerular filtration rate (GFR) <30 mi/min/1.73 m?), acute
coronary syndrome or recent (<3 months), left (LA) or right
atrium size of >50 mm, severe arterial hypertension, systolic
heart failure (HF) with left ventricular ejection fraction (LV
EF) <40 % or NYHA functional class Ill-IV. Patients did no
previously experience surgical heart interventions.

RFA procedure was performed for all patients in
the study, namely isolation of pulmonary veins for paro-
xysmal AF and 3 additional linear ablations in the roof of
the left atrium, mitral valve between mitral ring and left lower
pulmonary vein and cavotricuspid isthmus for persistent
AF. The primary endpoint was patient survival; the sec-
ondary endpoint consisted of freedom from recurrence
and/or non-fatal cardiovascular events within a 2-year
follow-up.
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Table 1. Baseline demographic, clinical, electrocardiographic and echocardiographic
characteristics of the patients

Age, years

Male

BMI, kg/m?

CHD

Hypertension

CHF

DM

CHA2DS2-VASc scale
Paroxismal AF
Persisting AF
Long-term persisting AF
HR, b/min

QTe, ms

LVEF, %

ESV, ml

EDV, mi

LA size, mm

59.3 + 10.7
66 (56.9 %)
245 + 6.2
61(52.6 %)
92(79.3 %)
77 (664 %)
16 (13.8 %)
25£1.7

60 (44.8 %)
5(51.7 %)
4(35 %)
773 £ 19.8
3621 + 1495
622 + 9.7
61.3 + 29.1
1107 + 339
42 £ 17

The values were presented as mean + standard deviation or number (percentage); BMI: body mass
index; CHD: coronary heart disease; CHF: chronic heart failure; DM: diabetes mellitus;

CHA2DS2-VASc scale: chronic heart failure = 1, hypertension = 1, age >75 years = 2, diabetes = 1,
stroke/transient ischemic attack = 2, vascular disease = 1, age 65-74 years = 1, female = 1;

AF: atrial fibrillation; HR: heart rate; LV EF: left ventricular ejection fraction; ESV: end-systolic volume;
EDV: end-diastolic volume; LA: left atrium.
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Patients received anticoagulant therapy for at least 3
weeks before RFA, 3 days before the procedure all of them
underwent transesophageal EchoCG for atrial thrombus
exclusion. Oral anticoagulant therapy was stopped 3 days
before ablation and low-molecular-weight heparin was
started at the INR level less than 2.0. Antiarrhythmic drugs
were administrated for the duration of hospitalization. Sub-
sequent postoperative pharmacotherapy corresponded to
the standard protocol [3]. Antiarrhythmic drugs were admin-
istrated for a period of at least 3 months and then discontin-
ued in patients who maintained sinus rhythm. Anticoagulant
therapy was also stopped in 3 months after ablation in
patients who did not have an ECG confirmed recurrence,
if a thromboembolic risk was low and the CHA2DS2-VASC
scale was <2. The therapy of concomitant cardiovascular
pathology was provided in accordance with the current
recommendations.

The frequency of use was evaluated separately for
amiodarone, propafenone, group of beta-adrenoceptor
blockers, renin-angiotensin-aldosterone system (RAAS)
inhibitors and anticoagulants. Dosage was compared to
an average group coefficient from a medium-daily dose
taken for 1.0. The average daily dose was considered for
amiodarone — 600 mg; for propafenone — 600 mg; for
bisoprolol — 5 mg, carvedilol — 25 mg, nebivolol — 5 mg,
metoprolol —50 mg; for ramipril —5 mg, perindopril —5mg,
lisinopril =10 mg, enalapril — 10 mg, zofenopril — 30 mg,
losartan —50 mg, valsartan —80 mg, telmisartan —40 mg,
candesartan — 80 mg, spironolactone — 50 mg , eplere-
none — 50 mg; for rivaroxaban — 20 mg, dabigatran —
300 mg and warfarin —5 mg.

Demographic, clinical, ECG and EchoCG indicators
were carefully collected and analyzed before RFA, in acute
post-operative period, after 3 and 24 months following
the procedure. ECG examination was performed for all
the patients during each visit and if any arrhythmogenic symp-

toms occurred including heartbeat, shortness of breath or
sudden fatigue. The transthoracic EchoCG examination was
performed for all the patients on a Siemens S2000 apparatus.

Statistical analysis of the data was carried out using
the SPSS program (SPSS for MacOS, Version 26.0).
Verification of the sample for normality was done using
Kolmogorov-Smirnov test. Continuous variables were
expressed as a mean = standard deviation or median
(in order between the 25" and 75" quartile), if the values
were not distributed normally, nonparametric variables were
expressed by numbers (percentages).

The values of variables were compared using odd
Student t-test, x-quarter test, unidirectional dispersion
analysis (ANOVA) and Kruskal-Wallis N-test depending on
the type of variable. For comparison of groups with statistical
differences according to ANOVA test, the Duncan multiple
comparison test was used. The Mann-Whitney U-Test
was used for comparison between groups with statistical
differences based on the N-test. The survival analysis was
carried out by Kaplan-Meyer method and the difference
between the groups was checked with the Log-Rank test.
The analysis of multifactorial logistic regression was applied
for the determination of predictors for endpoints. A level of
P < 0.05 was regarded as statistically significant.

Results

Atotal of 116 patients who meet the inclusion criteria were
consecutively enrolled in the study since January 2015 to
June 2018. The baseline characteristics of the patients are
presented in Table 1.

All the patients used antiarrhythmic drugs before RFA.
The overwhelming majority of them received amiodarone
(98 patients (84.5 %)), 11 patients (9.5 %) — propafe-
none, as well as about one third of patients (37 patients
(31.9 %)) — beta-adrenoceptor blockers. After implanta-
tion, all patients continued to take an antiarrhythmic drug
for 3 months of a “blinding period”. After that, 23 patients
(19.8 %) continued to take amiodarone for arrhythmic
events, 2 patients (1.7 %) — propafenone and 50 patients
(43.1) were given beta-adrenoceptor blockers over the en-
tire follow-up period. All the patients received anticoagulation
before RFA to achieve the target level of INR with a peri-
operative resumption of direct anticoagulant and to elongate
oral anticoagulant therapy up to 3 months after the proce-
dure. 38 patients (32.8 %) continued to take anticoagulant
therapy for 2 years of the follow-up. RAAS inhibitors were
prescribed to the majority of patients before ablation — 94
patients (81.0 %), 88 patients (75.9 %) continued to take
drugs of this group in the acute period but their number
decreased — 65 patients (56.0 %) used RAAS inhibitors
up to 2 years of follow-up after RFA.

The amiodarone dosage decreased and RAAS inhibi-
tors dosage, on the contrary, increased in an acute 3-month
period after RFA. In further follow-up, the dosage of RAAS
inhibitors returned to almost the ascending level (P < 0.05).
The dosage coefficient of other groups of drugs was not
changed significantly during the follow-up period (Table 2).

Amultifactorial logistic regression analysis showed that
the use and doses of pharmacotherapy before RFA did not
affect the following survival of AF patients. Prolonged (more
than 3 months) anticoagulation (P = 0.032) after RFAwas

Zaporozhye medical journal. Volume 23. No. 6, September — October 2021



Table 2. Coefficient of drugs doses at the study stages

Group of drugs Before RFA
13 +£03

Amiodarone 3t

Propafenone 1.0 + 0.1
B-blockers 12 £ 03
Inhibitors of RAAS 0.7 + 04
Anticoagulants 0.8 + 02

Original research

ithin 3 months after RFA
05+ 0.2* 07 £ 04 *P = 0.032
08 £ 0.2 0.7 £ 02 P > 0.05
13102 09+ 04 P > 0.05
14 + 0.2* 0.8 + 0.3 *P = 0.001
P = 0.006
1.0 £ 0.1 09 £ 0.1 P > 0.05

The values were presented as mean * standard deviation, or number (percentage).

*, ** indicator that was statistically changed at the study stages. RFA: radio frequency ablation; B-blockers: beta-adrenoceptor blockers; RAAS: renin-angiotensin-aldosterone system.

1A

Amiodarone —e—

Amiod. dose —e——
Propaphenone ——
Propaph. dose ——e—

B-blockers —eo—
B-blockers dose ——e—
RAAS inhibitors —e—

RAAS dose ——e—
Anticoagulants ——e—
Anticoag. dose —0—

0.5 1.0 15 20 25
QOdds ratio

1B
Amiodarone ——
Amiod. dose —e—
Propaphenone ——
Propaph. dose —e—
B-blockers —0—
B-blockers dose ——e—
RAAS inhibitors ——e—

RAAS dose ——e—
Anticoagulants A
Anticoag. dose e

0.5 1.0 15 20 25
Odds ratio

Fig. 1. Multivariate logistic regression analysis of pharmacotherapeutic predictors of survival before (A) and 3-24 months after RFA (B).
RFA: radio frequency ablation; B-blockers: beta-adrenoceptor blockers; RAAS: renin-angiotensin-aldosterone system.

2A
Amiodarone e
Amiod. dose —e—
Propaphenone —e—
Propaph. dose ——e—
B-blockers —ae—
B-blockers dose ——e—
RAAS inhibitors ——e—

RAAS dose —e—
Anticoagulants e
Anticoag. dose ——e—

0.5 1.0 1.5 2.0
Odds ratio

25

2B
Amiodarone —eo——
Amiod. dose e
Propaphenone —e—
Propaph. dose —e—

B-blockers —o0—
B-blockers dose AN S S —
RAAS inhibitors e

RAAS dose A
Anticoagulants —7—e—
Anticoag. dose A
0.5 1.0 1.5 20 2.5
Odds ratio

Fig. 2. Multivariate logistic regression analysis of pharmacotherapeutic predictors of freedom from recurrence and non-fatal cardiovascular events before (A) and 3-24 months after RFA (B).
RFA: radio frequency ablation; B-blockers: beta-adrenoceptor blockers; RAAS: renin-angiotensin-aldosterone system.
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an independent predictor of patient survival in the two-year
study period. The use and doses of other drug groups did
not affect the risk of death from any cause (Fig. 7).

The predictors of the secondary combined endpoint
after RFA consisting of the absence of supraventricular
arrhythmias recurrence and non-fatal cardiovascular events
became the doses of anticoagulants (P = 0.017) in AF
patients before the procedure. After the “blinding” post-
operative period, the use and the dose of beta-adrenoceptor
blockers (P = 0.028 and P = 0.23, respectively) also
clearly influenced this endpoint according to the multifac-
torial logistic regression (Fig. 2).

Discussion

In our study, we determined the peculiarities of pharma-
cotherapy as well as the relationship between the use of
drugs and the long-term prognosis for AF patients before
and after RFA. First 3 months after RFA of AF are considered
the “blinding” period, which is not included in the evaluation
of the procedure efficiency [9]. Besides, anticoagulant and
antiarrhythmic agents are obligatory in accordance with
the approved guidelines [3]. In this regard, we did not take
into account the treatment results of the AF patients during
the first 3 months after RFA.

The total frequency of antiarrhythmic drug use ex-
pectedly decreased in our study, less than one third of
the patients continued to take one of the drugs for a long
time which coincided with the total level of arrhythmic events
in these patients. Wherein, the doses of beta-adrenoceptor
blockers administrated for the long-time post-operatively
were associated with the absence of recurrences and
non-fatal cardiovascular events. Meanwhile, the use of
amiodarone and propafenone and their doses at all stages
of the study in no way effected the prognosis of AF patients.
Shanyha G. et al. [10] in a large analysis also showed
that antiarrhythmic therapy after catheter ablation was not
associated with an increased risk of general mortality, but
the authors noted that the safety of the drug administration
could be achieved only in the condition of careful patient
selection for the procedure. The short-term use of antiar-
rhythmic therapy after RFA showed the efficiency in the pro-
phylaxis of early supraventricular arrhythmia recurrence in
the work [11], but it did not lead to a reduction in the risk
of late recurrences. The data of major studies concerning
prognostic effects of long-term use of antiarrhythmic drugs
and their doses on non-fatal cardiovascular events after
RFA of AF have not been found.

Our study did not find an association between the ad-
ministration and dosage of RAAS inhibitors both before and
after RFA and the risk of AF recurrences and cardiovascular
events within 2-year follow-up. Taebjee M. H. et al. [12] in
their study also revealed no correlation between the use of
RAAS modulators and the long-term results of the catheter
ablation for AF. However, patients who used this group of
drugs were older, more likely to suffer from concomitant
cardiovascular diseases, so the lack of difference compared
with the control group was regarded by the authors as a po-
sitive result indicating the leveling of negative consequences
by RAAS inhibitors in high risk patients. Anticoagulant the-
rapy in our study covered all AF patients before RFAand in
the acute period after the procedure. The existing studies

coincide in the opinion as for the need of anticoagulants
administration during the “blinding” post-operative period
after RFA for AF [6]. Direct anticoagulants were used
during the selection of patients for the study in peri-proce-
dural period for the time of hospitalization, anticoagulant
therapy continued after discharge from the hospital both
with warfarin and a group of non-vitamin K antagonist oral
anticoagulants, predominantly the latter. Trujillo T. C. et al.
[13] in a large meta-analysis showed the same efficiency
and safety of direct anticoagulants and vitamin K antago-
nists, but the authors noted that direct anticoagulants had
more predictable beginning and completion of activity,
therefore they had advantages in patients at risk factors
of bleeding. Recently, data on the safety of continuous or
minimally interrupted use of non-vitamin K antagonist oral
anticoagulants in peri-procedural period have been under
active consideration [14]. With reference to many works,
the administration of longer anticoagulant therapy (more
than 3-6 months) after RFA should be individual, based
on the efficiency of the procedure and score according to
the CHA2DS2-VASc scale.

Anticoagulant therapy both before and after RFA for
AF prevents the thromboembolic events, of which the most
common is a stroke at different times after the procedure
and this is backed by strong facts [4-6,14,15]. However, our
results regarding the effects of anticoagulant drugs dosage
at different stages on general mortality, the procedure ef-
ficiency and thromboembolic events are new and require
further research.

Conclusions

1. RFA for AF significantly reduced the frequency of
antiarrhythmic drugs, RAAS inhibitors and anticoagulants
administration in the long-term post-operative period.

2. Dose of anticoagulant drugs in case of their use in
3 months after ablation influenced the AF patient survival
for 2 years after RFA.

3. The dose of anticoagulants before RFA as well as
the use and dose of beta-adrenoceptor blockers in the long-
term post-ablation period were independent predictors of
arrhythmia recurrences and non-fatal cardiovascular events.

Perspective for further research. It is suggested
to examine the effect of pharmacotherapy on RFA for AF
prognosis in the long-term post-operative period to optimize
the selection of patients for the procedure as well as develop
recommendations for adjusting AF medical therapy before
and after ablation.
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