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Left atrium size and duration of

atrial fibrillation predict the

success rate of ablation

Evaluation of: Geidel S, Krause K,
Boczor S et al.: Ablation surgery in
patients with persistent atrial
fibrillation: an 8-year clinical
experience. J. Thorac. Cardiovasc.
Surg. DOI: 10.1016/j.
jtcvs.2010.03.024 (2010)

(Epub ahead of print).

Atrial fibrillation is the most common
cardiac arrhythmia. Between 2001 and
2009, Geidel ez a/. investigated 325 consec-
utive patients with persistent atrial fibril-
lation (pAF) undergoing radiofrequency
ablation concomitant to open surgery to
identify risk factors for pAF recurrence.
Survival at the time of re-examina-
tion at discharge, 3 months and 3 years

were 97.8, 96.2 and 94.4%, respec-
tively. Stable sinus rhythm could be
documented in 72.1, 73.9 and 75.6% of
surviving patients, respectively. Long-
term pAF before surgery (>5 years) and
a very large left atrium (>55 mm) were
independent predictors for recurrent AF.
Age, gender, preoperative left ventricular
ejection fraction or concomitant disease
(diabetes, arterial hypertension and renal
insufficiency) had no significant influence
on recurrence.

These surgical data are also of great
interest for interventional ablation ther-
apy: short duration of pAF and a small
left atrium size are the best factors for
establishing a stable sinus rhythm after
ablation therapy.

Time of day of nonurgent

percutaneous coronary intervention

Impacts outcome

Evaluation of: Cantor WJ,
Strauss BH, Graham MMG et al.:
Time of day and outcomes of
nonurgent percutaneous coronary
intervention performed during
working hours. Am. Heart. J.
159(6), 1133-1138 (2010).

There is evidence that primary percuta-
neous coronary intervention (PCI) for
ST-elevation myocardial infarction is
associated with higher procedural failure
and mortality during off-hours compared
with daytime working hours [1]. The ques-
tion is whether there is also a difference in
results during working hours.

10.2217/ICA.10.69 © 2010 Future Medicine Ltd

Cantor et al. used The Alberta

Provincial Project for Outcome
Assessment in Coronary Heart Disease
(APPROACH) database, a large registry
that captures detailed clinical informa-
tion of all patients undergoing PCI in
Alberta, Canada, to evaluate outcomes in
relation to timing of a nonurgent PCI pro-
cedure. Between 1999 and 2004, a total
of 2492 consecutive patients were ana-
lyzed. Patients undergoing PCI for acute
coronary syndromes, and procedures per-
formed on weekends or after regular work-
ing hours (6 p.m.—7 a.m.) were excluded.
Patients were separated into two groups

based on whether PCI was started in the
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morning (7 a.m.—12 p.m.; n = 1446) or
afternoon (12:01 p.m.—6 p.m.; n = 1037).

Patients undergoing PCI in the after-
noon were more likely to receive an
inpatient procedure, have congestive
heart failure, reduced ejection fraction
and Canadian Cardiovascular Society
(CCS) class IV or atypical anginal
symptoms. They were less likely to have
received intravenous glycoprotein I1b/
IIIa inhibitors compared with PCI per-
formed in the morning. There were no
significant differences in the incidence of
procedural complications such as failure
to deploy a stent, coronary perforation,
transient ‘slow-reflow’ or ‘no-reflow’,
or new thrombus formation. However,
patients undergoing PCl in the afternoon
had significantly higher unadjusted rates

of the composite of death, target vessel
revascularization at 7 days and 30 days,
and death at 1 year. After excluding inpa-
tients from the analysis, the target vessel
PCI rates at 30 days remained higher for
afternoon procedures but the difference
in death at 1 year no longer reached
statistical significance. Case selection
(patients not suitable for outpatient
procedure) and operator fatigue might
be a reason for these less favorable results.

Reference
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Outcome of primary angioplasty for
acute myocardial infarction during
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(2003).

Percutaneous coronary intervention

for left main stenosis as

effective as coronary artery bypass

graft in long-term outcome

Evaluation of: Kim YH, Park DW,
Kim WIJ et al.: Impact of the extent
of coronary artery disease on
outcomes after revascularization
for unprotected left main coronary
artery stenosis. J. Am. Coll. Cardiol.
55, 2544-2552 (2010).

Recent trials and registries indicate that
percutaneous coronary intervention (PCI)
might be a safe alternative to coronary
artery bypass graft (CABG) surgery in
selected patients with unprotected left
main coronary artery stenosis [1-7].

The Revascularization for Unprotected
Left Main Coronary Artery Stenosis:
Comparison of Percutaneous Coronary
Angioplasty Versus Surgical Revasculariza-
tion (MAIN-COMPARE) registry evalu-
ated 2240 patients with unprotected left
main coronary artery stenosis, stratified
by number of diseased vessels, who under-
went either stenting (318 with bare-metal

Interv. Cardiol. (2010) 2(5)

stents and 784 with drug-eluting stents) or
CABG (1138) between 2000 and 2006.

After adjustment for baseline covariates,
PCI and CABG had similar risks of death
and composite outcome of death, Q-wave
myocardial infarction or stroke in all sub-
groups, regardless of the number of diseased
vessels over 4 years. Death/Q-wave myo-
cardial infarction of the stent group versus
CABG group were 4.4/0.4 versus 5.6/1.5
for isolated left main coronary artery
(LM), 8.6/0.4 versus 5.9/0.8 for LM with
one vessel, 5.7/0.7 versus 7.8/0.4 LM with
two vessels and 10.6/1.6 versus 13.3/1.5 for
LM with three vessels. However, stenting
resulted in significantly more target vessel
revascularization.

In conclusion this registry shows that the
long-term outcomes of PCI appear as safe as
CABG in the treatment of left main steno-
sis, but similar to the Syntax trial, it appears
obvious that CABG is the superior therapy
in patients with more complex morphology.
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Time to reperfusion has a critical impact on

the clinical outcome in acute MI

Evaluation of: Lambert K,

Brown K, Segal E et al.: Association
between timeliness of reperfusion
therapy and clinical outcomes in
ST-elevation myocardial infarction.
JAMA 303(21), 2148-2155 (2010).

International guidelines emphasize the
great importance of rapid reperfusion of
patients with acute ST-elevation myocar-
dial infarction (STEMI) on outcome [1.2].
Timely guideline-based reperfusion spec-
ify a maximum delay of 30 min for fibrino-
lysis and 90 min for primary percutaneous
coronary intervention (PCI).

In their systematic evaluation of
STEMI, Lambert er al. investigated
80 hospitals treating more than 95% of
the patients in Quebec, Canada, between
2006 and 2007. During the study period,
6734 patients presented to the emergency
department with final diagnosis of acute
myocardial infarction (AMI), of whom
2361 (35%) had STEMI. A total of 1832
patients with STEMI received reperfusion
therapy. Of these patients, 1440 (78.6%)
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received primary PCIL. In 68% of these
patients the intervention was untimely
(>90 min after emergency department
arrival). A total of 392 (21.4%) of the
patients received fibrinolysis, which was
untimely (>30 min) in 54%.

At 1 year, 13.5% of fibrinolysis patients
and 13.6% of primary PCI patients had
died or were readmitted for AMI or heart
failure. Combining the two treatment
groups, the investigators found that
patients treated in an untimely fashion
had a greater than twofold adjusted risk
of death at 30 days (6.6 vs 3.3%; odds
ratio: 2.14) and a 57% adjusted higher
risk for combined outcome (death, AMI
or heart failure; 15.0% vs 9.2; odds
ratio: 1.57). Adjusted analysis indicates
that for each 10% increase in patients
treated in an timely fashion, there was
an associated 20% decrease in overall
30-day mortality.

The data from this study suggest that
the time to reperfusion rather than treat-
ment strategy may be more important in
terms of outcomes and that in regions
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where PCI is not readily available fibrino-
lysis (<30 min) is an acceptable standard

of STEMI care.
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