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A CF of 8 g and a maximum temperature of47◦C are the optimal cutoff discriminatoryvalue for adequate lesion formation



First-pass isolation was achieved in 39 out of 90 patients (43% inthe overall cohort, 40% BN vs. 47% BRU) requiring touch-up RF in51 out of 90 (57%) of patients. The site of residual conduction in caseof non-first-pass isolation was found at the carina in 45 out of 62circles



No steam pop, cardiac tamponade, stroke, neurologic deficit, or fistula wasreported
Post-ablation EGD was done in all patients included in this study on amean of 8 ± 8 days after ablation. Median time between ablation procedure andEGD was 3 days (1–15) ranging from 1 to 28 days. None of the patients revealedulceration. One patient at BRU centre (1.1%) revealed a small and superficialoesophageal erosion in loco typico.



34 consecutive patients (67 ± 9 years; 62% male; 68% paroxysmal AF) were included.First‐pass isolation of all PVs was achieved in 6/34 (18%) patients. First‐passisolation was seen in 37/68 (54%) of PV pairs. Early reconnection occurred in 11(32%) patients (including reconnections at posterior LA wall sites n = 6 and atnonposterior sites n = 5). No patient had an EDEL (0%). In 6/23 (26%) patientsundergoing postablation cerebral MRI SCEs were identified. In six patients,coagulation on the catheter tip was detected at the end of the procedure. Nofurther peri‐ or postprocedural complications were detected.
Early AF recurrence before discharge was seen in 1/34 (3%) of the patients includedin this study. Within 3 months 10/34 (29%) revealed AF recurrence during blankingperiod. After a mean follow‐up of 7 months, 31/34 (88%) patients revealed sinusrhythm.





All patients from the study reached the 9-month follow-up period. At this time,there was a significant difference in the AF recurrence between the three groups(36, 10, and 8% in the LPLD, HPSD, and vHPSD groups, respectively, p = 0.0001).



One-year outcomes in patients undergoing very high-power short-durationtemperature-controlled ablation for atrial fibrillation vHPSD ablation for PVI:procedural and one year outcomes.
Solimene F, MD, Strisciuglio T, MD, PhD, Schillaci V, MD, Arestia A, MD, Shopova G, MD,Salito A, MD, Bottaro G, MD, Marano G, MD, Coltorti F, MD, Stabile G, MD



Overall, 163 patients were enrolled in the study (29 persistent AF, 134 paroxysmal AF).
The procedures were performed under general anesthesia in all patients except for 5 that received deep sedation. Witha median number of 80 RF tags (IQR 74-90) the PVI could be reached in all patients and in 88% cases at first pass. In 2%of patients acute PV reconnections were observed.The procedural time (skin to skin) was 75±20 min, the RF time was 5,5±1 min and the fluoroscopy time was 9±6 min.No steam pops, tamponade, death nor stroke occurred, however 5 patients experienced an access site related vascularcomplication.
Overall, 91/134 paroxysmal AF patients and 14/29 persistent AF patients completed the 12-months follow-up. Thefreedom from any atrial tachyarrhythmias recurrence was 84%, (14 AF recurrence and 1 patient hadelectrocardiographic evidence of both AF and atrial flutter recurrence ) in the paroxysmal cohort and 71% (3 AFrecurrence and 1 atrial flutter /tachycardia) in the persistent group.
Nine patients underwent a redo procedure for AF/AT recurrence. In 4 patients all the veins were still isolated, whereasin the remaining 5 patients, one reconnected vein was observed in 4 patients and 2 reconnected veins in 1 patient.Thus, 30/36 veins were still isolated and the PVI durability was 83%.
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