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OUBPWILISLINS TTPEJICEPIMIA

- 3TO CAMOE PACIMPOCTPAHEHHOE HAPYWEHWE PUTMA CEPOLA. HA
MOMEHT 2001 ' PACMNPOCTPAHEHHOCTbL B OBLLEW MNOMNYNALUNN 1-2%, U
IOTOT NOKASATEJIb, BEPOATHO, YBEJIMYNTCA B BITVDKAULLNE 50 JIET.

[Go AS, Hylek EM, Phillips KA, et al. Prevalence of diagnosed atrial fibrillation in adults: national implications for rhythm management and stroke prevention: the AnTicoagulation and Risk
Factors in Atrial Fibrillation (ATRIA) Study. JAMA. 2001,285(18):2370-2375.]

« PE3YNLTATLI PAOA HEOABHUX 3MNMUOEMUONIOMMYECKMX MCCNEQOBAHUN
YKAS3bIBAIOT, YHTO PACINTPOCTPAHEHHOCTDL @©I1Y B3POCJIbIX CTAPLWE 20 JIET
YXXE MPUBITNXKAETCA K 3%.

[Haim M, Hoshen M, Reges O, Rabi Y, Balicer R, Leibowitz M. Prospective national study of the prevalence, incidence, management and outcome of a large contemporary cohort of patients
with incident non-valvular atrial fibrillation. J Am Heart Assoc. 2015;4(1):e001486.]

[Bjorck S, Palaszewski B, Friberg L. Atrial fibrillation, stroke risk, and warfarin therapy revisited: a population-based study. Stroke. 2013;44(11):3103-3108.]

« BCTPEHAETCA HALWLE Y MYXXYUH. PACTIPOCTPAHEHHOCTD
YBEJIMMNBAETCAHA C BO3PACTOM -OT 0,5% B 40-50 JIET O 5-15% B 80 JIET.

* PUCK PASBUTUA PIT HA TTIPOTAXXEHUWN XKU3HWN CTAPLLE 40 JIET Y MYXYUH -
26%, Y XEHLUWH - 23%.

[Lloyd-Jones DM, Wang TJ, Leip EP, et al. Lifetime risk for development of atrial fibrillation: the Framingham Heart Study. Circulation. 2004;110(9):1042-1046.]



OUBPUILISLNS TTPEJICEPIMI

3TO CYNPABEHTPUKYIIAPHAA APUTMUA, UMEIOLLAA CNEQYIOLWWUE
OCOBEHHOCTM:

« ABCONMIOTHO HEPEINYNAPHLIE WHTEPBANblI RR, T.E. HET NEPUOONYECKMX TMOBTOPEHUW
MPOOOJDKUTEJIBHOCTU MHTEPBAJIOB RR;

e OTCYTCTBUE OTHETIINBbLIX 3YBLIOB P HA 3KI'. B OTOEJIbHbIX OTBEAEHUAX, YALLE BCE[O B V1, UHOTOA
OMNPEAENEATCA HEKOTOPAA PEIYITAPHAA SNEKTPUYECKAA AKTUBHOCTL NPEACEPONN;

« JJIMTENBHOCTL TMPEACEPOHOIO UWKNA (ECIIW OINPEOENAETCA), T.E. MUHTEPBAJIBI MEXOY 2-MA
BO3BY>XOAEHNAMUW NMPEOCEPONN, OBbIMHO U3SMEHYUBAA U COCTABIIAET <200 mc (>300 / MUH);

[European Heart Rhythm A, European Association for Cardio-Thoracic S, Camm AJ, et al. Guidelines for the management of atrial fibrillation: the Task Force for the
Management of Atrial Fibrillation of the European Society of Cardiology (ESC). Eur Heart J. 2010,;31(19):2369-2429.]

o AMNU30O &N - POLOIPKAROLAACAH HE MEHEE 30 CEKYHLO APUTMUA C XAPAKTEPUCTUKAMU @F1;

 MAPOKCU3MAJIbHAA ®N - @1 C PEUNAONBUPYIOLUUM TEYEHWEM (HE MEHEE 2 3M1M13040B) U
CIOHTAHHBLIM BOCCTAHOBJIEHVEM CUHYCOBOIO PUTMA HE BEOJIEE YEM YEPE3 7 AHEW (UT1N TTYTEM
SITEKTPUYECKOM UITN ®APMAKOJIOMMYECKOW KAPOWUOBEPCUW HE NMNO3OHEE 48 YACOB);

« MEPCUCTUPYOLLAA N - @1 C MNMPOLAO/DKUTENIbHOCTHKO NMAPOKCU3MA HE MEHEE 7 OHEW (LN
Arnn3oabl QMMTENBHOCTBKO OT 48 YACOB AO 7 AHEW PW BOCCTAHOB/IEHUW PUTMA T[1YTEM
QITEKTPUYECKOM UITN ®APMAKOJIOMMYECKOM KAPOUOBEPCUW);

« IJNINTENIbHO NMEPCUCTUPYIOLWAA I - @1 1PN TIPOLAOIPKUTEJIBHOCTU 3MNN30CHA HE MEHEE 12
MECALEB;

e MNEPMAHEHTHAA &N - MIPUHATO PELIEHWE O HEBO3MOXXHOCTU BOCCTAHOBJIEHWA CHUHYCOBOIO
PUTMA;
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SIEKTPODOH3UOJIOTUS GPUBPUIIUIALIN
[TPEJICEPIUIA

SVC SVC
C

Single-circuit Multiple-circuit Figure 1. Principal atrial fibrillation (AF)—
IvC reentry IVC  reentry maintaining mechanisms. A, Local ectopic
. . Lo firing. B, Single-circuit reentry. C,
D Relationship to Clinical Forms Multiple-circuit reentry. D, Clinical AF
- forms and relation to mechanisms. Parox-
Paroxysmal Persistent Permanent ysmal forms show a predominance of

local triggers/drivers, particularly from pul-
monary veins (PVs). As AF becomes more
persistent and eventually permanent,
Pulmonary Vein reentry substrates (initially functional and
then structural) predominate. RA indicates
right atrium; SVC, superior vena cava; LA,
left atrium; and IVC, inferior vena cava.

Time course and progression of underlying (heart) disease

Triggers/Drivers

[Iwasaki YK, Nishida K, Kato T, Nattel S. Atrial fibrillation
pathophysiology: implications for management. Circulation.
2011;124(20):2264-2274.]

Functional reentry substrate

Structural reentry substrate
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KATETEPHAA AbJIALIUAA
'OBOCHOBAHHE

Right Atrium Left Atrium

Septum o °
Superior /p & e @
vena cava .0.0
T 17\ / 31

°

Pulmonary
O Veins
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L ]
6 11
Inferior Coronary
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Y

Figure 1. Diagram of the Sites of 69 Foci Triggering Atrial Fibrillation in 45 Patients.

Note the clustering in the pulmonary veins, particularly in both superior pulmonary veins. Numbers
indicate the distribution of foci in the pulmonary veins.

*45 bOJIbHBIX . C

[TAPOKCUSMAJIBHOU @f1,
PEOPAKTEPHBIE K AAT;

* SHOOKAPLOUAJIBHBIN
AKTUBALINOHHBLIN MATITTUHT U
PEITNCTFALUUA SKTOMNNYECKUX
®OKYCOB HAUEBEOJIEE PAHHEU
ETrOJIIAPUSALMN C .
OCJIEAYROLUENW  ABJTIAUNEN
ITNX YHACTKOB;

oy 94% . BOJIBHbIX
IKTONMNYHECKUU POKYC
3APEMMCTPUPOBAH B YCTbAX
JIEFOYHbIX BEH,;

Y 62% BOJIbHbIX B TE'-IEHME
[NEPUQO A HABJIKO EHMFI 8+

I70
[Haissaguerre M, Jais P, Shah DC, et al. Spontaneous initiation of atrial f/br///atﬂ%.err Pﬁ%ﬁ? ins. N
°666.]
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[TPEJIIOCBHIJIKY TPUTTEPHOU AKTUBHOCTU
OCOBEHHOCTH CTPOEHUWA JIET'OUHBIX BEH

A Enhanced B EADs C DADs
automaticity 5 oo
Ic,, reactivation
§ I\\ N A :‘\ |\
' i U W ST
% \ : ) : \
\ B
i .’ \ | \\ |
: : \
; \ | .
A 250 ms \ I \ JI
e T’ B, R — -80 mV °...j1.\.\)....!.-./

Atrial APD p rolonggtio.n Ca?* overload / RyR dysfunction
Loss of K* channel function |

Congenital (LQTS) Abnormal SR Ca?* release (RyR)

Diastolic depolarization

Decreased |,
Enhanced ;

?Acquired l
ST —— I; through NCX
-------------- Normal atrial AP = = = =+ >~ Arrhythmic APs !
e DAD

* HAJIMYVE

MUOKAPOUAJIbHbIX MY®T;

[Nathan H, Eliakim M. The junction between the left atrium and the
pulmonary veins. An anatomic study of human hearts. Circulation.
1966;34(3):412-422.]

« BOSMOXHOCTb Ca-
3ABUCUMOUN
[A’_[B M};MIQE E\,I/?rl HQJ/IPacing—induced spontaneous
aA\I@TrMmg i/?‘ pulmonary veins after treatment

with ryanodine. Circulation. 2003;107(14):1937-1943.]

®OHOBAHA
KAJIMEBbIX

* HU3KAA
AKTMBHOCTb
KAHAJIOB BXO%FII.IJ,EI'O
BbIMNPAMJIEHUA 1 BEICOKAHA
FTMNEPNOJNIAPU3ALUMNOHHO-
AKTU BMePrMEMIale:on of potadikdNINYes

Iﬁ s potentially regulates arrhythmogenesis of
ulmonary vem cardibmyocytes. J Cardiovasc Electrophysiol.
2009;20(9):1039-1045.]
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KATETEPHAS AbJIALIUA
MMOKA3AHMUSA

 MAPOKCU3SMAIIbHAA CUMIMTOMATUYECKAA (ol U PE®PAKTEPHAA K
AHTUAPUTMUKAM 1, 3 KITACCOB UJIU HEMEPEHOCUMOCTb XOTA bbl OAHOIO U3 HUX (I,

A);
- MOXKET bBblTb UEJIECOOBPA3HA, B KAYECTBE TEPAIIMA 1 JIMHUUN T1IPU

MAPOKCU3MAJIbHON CUMMMOTOMATUYECKOM &N OO HAYANA AHTUAPUTMUYECKOWM
TEPAITAW (l1a, B);

« MOXKET BbITb LLENECOOBPA3HA MNPV NMEPCUCTUPYIOLLEN &M, PEGPAKTEPHOW K AAT,
NI B KAHECTBE TEPATTUN 1 TIMHUW 0O HAYATIA AAT (lla, B);

NP ANUTESIbHO MEPCUCTUPYIOLWEN @I BO3MOXHO PACCMOTPEHUE BOMNMPOCA OKAC
NMPUHATUEM PEWWEHNA MYNTUONCUNTTTNTMHAPHOW KOMAHOOW CINELUNITMCTOB (lib, C);

[Kirchhof P, Benussi S, Kotecha D, et al. 2016 ESC Guidelines for the management of atrial fibrillation developed in collaboration with EACTS.
Europace. 2016,18(11):1609-1678.]

[Calkins H, Hindricks G, Cappato R, et al. 2017 HRS/EHRA/ECAS/APHRS/SOLAECE expert consensus statement on catheter and surgical
ablation of atrial fibrillation. Heart Rhythm. 2017:14(10):e275-e444.]



KATETEPHASN ABJIALIAA

IHEPCUCTUPYIOUIAA U JJIMTEJIBHO MEPCUCTUPYIOLIAA ®II

Analysis 1.I. Comparison | Ablation versus antiarrhythmic drugs for non-paroxysmal atrial fibrillation,
Outcome | Freedom from atrial arrhythmia at 12 months follow-up (randome-effects model).

Review: Efficacy and safety of ablation for people with non-paroxysmal atrial fibrillation

Comparison: | Ablation versus antiarrhythmic drugs for non-paroxysmal atrial fibrillation
Outcome: | Freedom from atrial arrhythmia at |2 months follow-up (random-effects model)
Study or subgroup Ablation AADs Risk Ratio Weight Risk Ratio
HRandomd5% HRandom@5%
n/N n/N Cl Cl
Forleo 2009 28/35 15/35 = 45.5 % 1.87 [ 1.23,283]
Mont 2014 69/98 21/48 = 519 % 161 [ 1.14,227]
Stabile 2006 13726 o/19 2.6 % 2000 [ 1.26,316.89 ]
Total (95% CI) 159 102 - 100.0 % 1.84[1.17, 2.88 ]

Total events: | 10 (Ablation), 36 (AADs)
Heterogeneity: Tau? = 0.07; Chi? = 3.89, df = 2 (P = 0.14); 12 =49%
Test for overall effect: Z = 2.65 (P = 0.0080)

Test for subgroup differences: Not applicable

1 L 1 1

0.01 0.1 10
Favours AADs

Favours Ablation

[Nyong J, Amit G, Adler AJ, et al. Efficacy and safety of ablation for people with non-paroxysmal atrial fibrillation. Cochrane

Database Syst Rev. 2016;11:CD012088.]
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INAPOKCHU3IMAJIbBHASA @11
CTPATET'MM KA, HATIPABJIEHHBIE HA JIETOYHBIE BEHBI

« CTPATEI'MA SMMMUHALIUA TPUTTEPA:

» [IPAMAA KATETEPHAA ABJTTIALUA OYATOBbIX
TPUITTEPOB B JIEI O4YHbBIX BEHAX (a);

[Haissaguerre M, Jais P, Shah DC, et al. Spontaneous initiation of atrial fibrillation by ectopic beats originating in the pulmonary
veins. N EnglJ Med. 1998;339(10):659-666.]

» AMIEKTPUHECKAS U30JT5LUMNS JTIETOYHbBIX
BEH MYTEM CETMEHTAPHOU ABTTALINU
YC PBEB (SOCR) (W) i e s oo s ) R

« ULUPKYNAPHAA N30NALNA NEFOYHbIX BEH

(c PVA )[P(/@c)v; C, Rosanio S, Oreto G, et al. Circumferential radiofrequency ablation of pulmonary vein ostia: A new anatomic
approach for curing atrial fibrillation. Circulation. 2000;102(21):2619-2628.]

* CTPATEI' A N30ITAUNN TIETOYHbIX BEH
B COHETAH/ C MOOAUDPUKALIUEN
CYBCTPATA
* UUPKYTIARPHASA - (AHT PAJIbHARA). -ABJIALIAS:-
I-IJ M PO KO M 3dﬁg (WKMCUK))SIH(&;G;)’I rillation."Circulation. ;110(15): .l




KATETEPHASA ABJALIUA

NCTOYHUKU DHEPI' UU
B

© JHU 2017/AAAM ® JHU 2017/AAAM

[Calkins H, Hindricks G, Cappato R, et al. 2017 HRS/EHRA/ECAS/APHRS/SOLAECE expert consensus statement on catheter and surgical ablation of atrial fibrillation. Heart
Rhythm. 2017;14(10):e275-e444.]



KATETEPHASA ABJIALIUA
MCTOYHUKH SHEPTHM: PATMOYACTOTHBIE BOTHBI

Closed-loop catheter Open-irrigation catheter ° H E M P P M rALl VI O H H bl E;

e Centa * UIPPUTALUMNOHHDBIE:
poiin ol - MOHOMONSIPHBLIE
(0_'8;’)5,{,08”(;.) (THERMOCOOL SMARTTOUCH®,
WETReAEE NAVISTAR® THERMOCOOL ©);
remocont elea i « BUNONAPHbBIE (nMARQ" Circular
| Catheter);
; ( J i ) Ext ternal
\ cooling
/ Blood flow 4— O
6 Irrigation
7 Fr, 4-mm 1.5 Fr, 3.5-mm holes
electrode electrode (0.4 mm)




KATETEPHAS ABJIALLUA
UCTOYHUKHU SHEPT WUz PAIMOYACTOTHBIE BOJIHBI

CARTO®
NMARQ?® Circular
Catheter
y
PRECISION SPRING allows 4
small amount of electrode
ip deflection.
V) / SENSORS monitor the
4 transmitter coils location
signal and records micro-
N\ / movements of the spring.
TRANSMITTER COIL sends &
location reference signal
about the spring.

| © Biosense Webster, with permission |

imeem ceHcopsbl, no3sgossrouwue oueHUms rniiomH{ocmsas

© Biosense Webster, Inc
KOHmMakxkma ¢ 3H0okapdom
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KATETEPHASA ABJIALIUA
MCTOYHUKH SHEPTUM: KPUOABJIAIIMS

Medtronic

A Cryoballoon Ablation of Pulmonary Vein

Arctic Front Advance™ Cardiac Cryoablation Catheter,
Medtronic, Inc., Minneapolis, MN, USA




KATETEPHASA ABJIALIUA
UCTOYHHUKU SHEPI'MM: FIRE AND ICE TRIAL

A Primary Efficacy End Point /62 I_IA I/IEHTA C
1004 o ) CUMMTOMATNYECKOW,
o o] | pmmmessemooe® PESUCTEHTHOM K - AAT
S 80 MAPOKCU3MAJTIbHOW orT;
S @l PASOENEHLl _ HA 2
£T b OMBITHBIE TPYMMbI:
= :>: 40 L Cryoballoon * KPUOBAJIJIOHHAA
sa 47T ABJIALIVST (N=138);
- - PAIIMOYACTOTHAST
0 ABIIALIVS (N=143);
0  KOHEYHAA TOUYKA

0 I 200 4:1(')0 600 800 1000 SCDCDEKTMBHOCTM _

Days since Procedure /
No. at Risk % EHME Tn /
AREBEEYR Y S HEOBXOOUMOCTE B AT
22114 [TOBTOPHOU

[Kuck KH, Brugada J, Furnkranz A, et al. Cryoballoon or RadiofrequencyA4BiftdA quxysmal Atrial Fibrillation. N Engl J Med.
2016,374(23):2235-2245.]



KATETEPHASI ABJIALIMSE

HABUTAIIMOHHBIE CUCTEMBbI
CARTO (Biosense Webster, Diamond Bar, CA, United States)

IMUTTEP,
I'IOMELI_I,EHHI:II/I o4
OlMEPALIMNOHHBLIN CTOIJT
[EHEPUPYET
HASKONHTEHCUBHOE
5*10°-10° T) MATHUTHOE
OJE B 3 MIOCKOCTHAX;

s CEHCOP HA
[MPOKC/MAJIbHOM

KOHUE KOHYUKA
KATETEPA "
I/IHEHTI/ICDI/ILI,I/IPYET
MA-II:IIEIII;II%”(B)II:I(C)) CH?)J'IFI B

K OV MNIOCKOCTU W @ Biosense Webster. )
EMC AHJJ‘MI.O OT pasr o THE (ohmsonohmeon FamiLy oF companies

AX KATYLUKH

H TI/IBHOCTI/I

3 TT EFZ’A} Issa Ziad Issa John Miller. Clinical Arrhythmology and Electrophysiology 3rd Edition, Elsevier, 2018, P1120]

U & P



KATETEPHAA ABJIAIIUA

HABUTAIIMOHHBIE CUCTEMBbI
EnSite PRECISION™ NavX (St. Jude Medical, St. Paul, MN, United States)

*3 NNIAPbl KOXHbIX 3JIEKTPOOOB,
PACIOJIO>XEHHbIE 110 3 OCAM (X -
MO OBE CTOPOHbI 'PYON, Y — HA
'Pyan U CINHE, z - MO3AAUN LLEW
41 BHYTPEHHAA CTOPOHA

NNEBOI'O BEOPA);

« MOCLINAIOT !
HU3KOAMMNUTYLOHbLIN
ANEKTPUYECKMA CUMHAN HA

UACTOTE 8,1kly (350 mA) B 3
OPTOIOHAIJIbHbIX
HAMNPABJIEHUAX;

* MOJNIOXEHWE KATETEPA
USMEHAET rPAOUEHT

BOIJ1 b'l;g. A M E.)Ié!,%\ [l PI%IZI
[ad Issa JohpMiller. Clinicglgn mology and Electrophysiology 3rd Edition, Elsevier, 2018, P1120]
IANEKT %jj‘éﬁ ‘@M



KATETEPHASA ABJIALIUA
WTEKTPOAHATOMUYECKUI MANIITAHT

g:z}%zy%;::’;e Avg.CL:M1-112 | Atl’lal TaChycardla (390 mS)
Apparent Macroreentry Focal Source
L 1 L 1 J
o 297ms ®

SVC —

/

INF SEPT
PV

1.51 cm

[Pappone C, Rosanio S, Oreto G, et al. Circumferential radiofrequency ablation of pulmonary vein ostia:
A new anatomic approach for curing atrial fibrillation. Circulation. 2000;102(21):2619-2628.]
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NEPCUCTUPYIOIIAS ®I1
CTPATEI' U1 MOIUNDPUKAILINHN CYBCTPATA.
STEPWISE APROACH

* N3OJNTAUNA NEMOYHbIX BEH;

* ABJTALMA KOMIMNEKCHbIX
OPAKLUMOHUNPOBAHHDIX SJIEKTPOI'PAMM;

« HAHECEHWE OOMONHUTENBbHbIX JIMHEUHbIX
JIMHUW ABJTALLMW:

* B OBJIACTU «KPBILLV» JTIEBOI'O INPELCERONA
MEXX[1Y BEPXHWMW 30HAMW BO3ENCTBUS
JIET'OYHBIX BEH;

« MUTPAJIbHbBIV MEPELLIEEK — YYACTOK MEXK[]Y MK
JTIHJIB;

 KABOTPUKYCIINOAATIBHAA JIMHWA ABTTALINN,

[Haissaguerre M, Hocini M, Sanders P, et al. Catheter ablation of long-lasting persistent
atrial fibrillation: clinical outcome and mechanisms of subsequent arrhythmias. J
Cardiovasc Electrophysiol. 2005;16(11):1138-1147.]
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NEPCUCTUPYIOIIAS ®I1
CTPATEI' U1 MOIUNDPUKAILINHN CYBCTPATA.
STEPWISE APROACH

Figure 19-7. Superior view of the left atrium (LA). Red dots show radiofrequency lesions along the roof of the LA. The activation map demon-
strates conduction block across the roofline.



OIIEPAIINSA «JIABUPUHT»
CTPATETUsI IPEPBIBAHHSI BOJTH MACRO-REENTRY

&
K

« OCHOBAHA HA  MOLOENW
MHOXECTBEHHOU
LUPKYNALUNU BOJIH
MACRO-REENTRY;

. TPA,D,I/ILMOHHbll?I NMOOXO «CUT
AND SEW»;

°22 NMAUNEHTA C ®l1,
PE®PAKTEPHbIE K AAT.

BOCCTAHOBJIEHUE CP
AOOCTUTHYTO y 100%
(OJIMTENBHOCTDb

HABJITOOEHNA 4-46 MEC), Y 9% -
CBA3AHHbIU C OIEPALUUEN

[Cox JL, Boineau JP, Schuessler RB, et al. Successful surgical treatm@@‘@lgbj fibrillation. Review and clinical update. JAMA.

1991,266(14):1976-1980.]



OIIEPAIINSA «JIABUPUHT»
COX-MAZE | - COX-MAZE Il - COX-MAZE |Ii

[Cox JL, Jaquiss RD, Schuessler RB, Boineau JP. Modification of the maze procedure for atrial flutter and atrial fibrillation. Il. Surgical technique of the maze Il
procedure. J Thorac Cardiovasc Surg. 1995;110(2):485-495.]



OIIEPAIINSA «JIABUPUHT»
POJIb OTKPBITOM ONEPALIMM HA COBPEMEHHOM DTAIIE

OMNEPALUA «JIABUPUHT», NMPEOMOYTUTEIIBHO BEVATPUAJIBHAA, OOJIXKHA
PACCMATPUBATBCA VY TIAUMEHTOB, KOTOPbIM NPEOCTOUT CONMYTCTBYKOLWEE
KAPOUOXUPYPITMYECKOE BMELWIATEJNIbCTBO, AJ1A YNYYHWEHUNA CBA3SAHHOW C orl
CAMIMTOMATUKM, B3BEWMUBAA PUCKWU TIPOUEAOYPbBI W TIPEMMYLWECTBA TEPAMANA
KOHTPOJIA PUTMA (lla, A);

Study or subgroup Surgical ablation No ablation Risk Ratio Weight Risk Ratio '‘aboration with EACTS. Europace.
/N /N M-H Fixed.95% CI M-H Fixed95% Cl 2016;18(11):1609-1678.]
Abreu Filho 2005 31742 7/28 S 109 % 295[ 152,575 ]
Blomstrom-Lundqvist 2007 16/34 8/35 = 102 % 206 [ 102, 4.17]
Budera 2012 36/117 20/105 .- 27.3 % 1.62 [ 1.00, 261 ]
Cherniavsky 2014 49/61 11734 = 183 % 248 [ 150, 4.10]

[Huffman MD, Karmali

Jonsson 2012 19435 9/35 s 11.6 % 2.1 L 1.11,400]

Knaut 2010 1124 7121 o 9.7 % 1.38 [ 065, 290 ] KN, Berendsen MA, et al.

B e s s S P e Concomitant atrial

Schuetz 2003 3124 119 49 fibrillation  surgery for
Total (95% CI) 355 294 . 100.0 % people undergoing

Total events: 181 (Surgical ablation), 71 (No ablation)

: A sl cardiac surgery. Cochrane
Heterogeneity: Chi* = 3.87, df = 7 (P = 0.79); I =0.0%
Test for overall effect: Z = 6.25 (P < 0.00001) Database Syst Rev.
Test for subgroup differences: Not applicable 201 6(8).'CD011814]




JIABUPUHT - IV
MUHUUHBA3ZUBHBIN IO1X0/1. STAND-ALONE SURGERY

- B SHAUYNTEJIbBHOWN CTEMNEHW ru e
YMEHBLIAETCA BPEMA OMNEPALIUU =1 77
(47+/-26 MWH. MPOTUB 93+/-34 MMUH.
TPANLIMOHHOIO JIABUPUHTA Il1);

- ICMONb30OBAHME  BUMNOJNIAPHOW |
TEXHUKU PY-ABJTALUMMU HE
YBEJIMMUBAET PUCK CTEHO3A
NErOYHbIX BEH,; N

- HE YCTYMAET M0 3®®EKTUBHOCTU | [ [f s
BOCCTAHOBIEHUA CWMHYcoBoro | « | = S .= /7
PUTMA TPAOVLUNOHHOW OTKPbLITOM
OMEPALUMN  NABUPVMHT 11 MO
METOOWMKE «CUT AND SEW»;

[Gaynor SL, Diodato MD, Prasad SM, et al. A prospective, single-center clinical trial of a modified Cox maze procedure with bipolar radiofrequency ablation. J
Thorac Cardiovasc Surg. 2004;128(4):535-542.]

N




JIABUPUHT = IV
MUHUUHBA3ZUBHBIN IO1X0/1. STAND-ALONE SURGERY

« NIABUPUHT - Iv YEPE3 MWHWU-OOCTYI, BbII'IO[IHFIEMbIVI OBYYEHHBIM OIEPATOPOM, OOJTKEH
PACCMATPUBATBCA MYINbTUOANCUNTIIMHAPHOWN KOMAHOOW CIHNEUUWMANUCTOB KAK BAPUAHT
NEYEHNA CUMNTOMATUYECKOU PE®PAKTEPHOU TMNEPCUCTUPYIOWEUW o WKW NOCT-
ABJIALUMOHHOW @1 (lla, C);

[Kirchhof P, Benussi S, Kote~h~ ™ ~+ ~! 201 F€Q Cuiddalinas fnvthn s svmin it o6 il Gibilltinn dovinlamnd in colisboo~tine with EACTS, Europace. 2016;18(11):1609-1678.]

right atrial appendage

right pulmonary
vein isolation

[Robertson JO, Saint LL, Leidenfrost JE, Damiano RJ, Jr. lllustrated techniques for performing the Cox-Maze IV procedure through a right
mini-thoracotomy. Annals of cardiothoracic surgery. 2014,;3(1):105-116.]




KATETEPHAS AbJIAIUA WA JJABUPUHT
FAST: 2 CENTER RANDOMIZED CLINICAL TRIAL (2012)

[Boersma LV, Castella M, van Boven W, et al. Atrial fibrillation catheter ablation versus surgical ablation treatment (FAST): a 2-center randomized clinical
trial. Circulation. 2012;125(1):23-30.]

Table 3. Efficacy Endpoints for CA and SA
150 pts eligible Freedom of LA
/ \ Arrhythmia CA N=63 SA N=61 P-Value
0 0 —
120 pia:randomised 2 pts Overall, 12 mo 23 (36.5%) 40 (65.6%) P=0.0022
G refused randomisation Overall, 12 mo 27 (42.9%) 48 (78.7%) P<0.0001
66 pts 63 pts T e allowing AAD
theter ablation surgical ablati -
CAMIOT S0 SN Seauon 10 pts 1 pts Overall, 6 mo 28 (44.4%) 41 (67.2%) P=0.0178
catheter ablation | | surgical ablation PAF group 13/37 (35.1%) 31/45 (68.9%) P=0.0047
1 pt withdrawn consent 1 pt withdrawn registry study registry study
1 pt withdrawn PV anomaly cinsent PersAF group 9/25 (36%) 9/16 (56%) P=0.3411
Lot R Prior failed CA 14/38 (36.8%) 30/44 (68.2%) P=0.0089
63 pts 61 pts LA dilation/ 9/25 (36.0%) 10/17 (58.8%) P=0.3411
catheter ablation surgical ablation hypertension
in analysis in analysis
Nieuwegein 10/30 (33.3%) 18/29 (62.1%) P=0.0513
Barcelona 13/33 (39.4%) 22/31 (70.9%) P=0.0336
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