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Outline

• Review the recommendations for anticoagulation 
following AF ablation contained in the 2017 
HRS/EHRA/ECAS/APHRS/SOLAECE Consensus 
Document

• Provide insight as to why these recommendations 
were made.

• Provide my recommendations for anticogulation on 
an individualized patient basis.

• Conclusions. 



Case History

Patient 

transitions 

to warfarin 

prior to 

ablation 

(cryoballoon) 

Planned ablation 

procedure

Patient presents for 

ablation with INR of 

5.5

Procedure cancelled

2 weeks

Patient presents 

with INR of 1.6

Procedure cancelled

2 weeks

Dabigatran held 

evening prior and 

morning of procedure

Ablation performed 

successfully

~5 hours

At midnight: massive stroke 

and is left hemiplegic

No meaningful recovery

74-year-old woman with symptomatic paroxysmal AF taking 

dabigatran 150 mg BID

Other history: Hypertension, Diabetes, Failed amiodarone, LA size 

5.0 cm by echo, Prior stroke

Dabigatran restarted

Patient had early recurrence 

of AF in the afternoon after 

ablation

Patient 

switched to 

dabigatran
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Anticoagulation Strategies



More Anticoagulation Strategies
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What Is the Basis for These 
Recommendations?  (1)

• AF ablation is associated with a 0.3% - 1% peri-
procedural risk of stroke.

• AF ablation is associated with major bleeding 
complications including cardiac tamponade and 
vascular bleeding.

• The initial strategy of stopping coumadin with 
heparin bridging was shown in the COMPARE Trial 
to result in an increased risk of both stroke and 
bleeding as compared with a strategy of 
uninterrupted warfarin.



What Is the Basis for These 
Recommendations?  (2)

• The Venture AF and AFAXA Trial showed that a 
strategy of uninterrupted anticoagulation with 
rivaroxaban or apixaban is as safe and effective as 
a strategy of uninterrupted anticoagulation with 
warfarin.

• The ReCircuit Trial showed that a strategy of 
uninterupted dabigatran is superior to a strategy of 
uninterrupted warfarin .

• The anticoagulation affects of dabigatran can be 
immediately reversed with praxbind. 
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Characteristics 
Dabigatran 150 mg bid (n = 

317)
Warfarin (n = 318)

Mean age (standard deviation), 

years
59.1 (10.4) 59.3 (10.3)

Atrial fibrillation, n (%)

Paroxysmal 213 (67.2) 219 (68.9)

Persistent 86 (27.1) 81 (25.5)

Longstanding persistent 18 (5.7) 18 (5.7)

CHA2DS2-VASc score, mean 2.0 2.2

Medical history, n (%)

Congestive heart failure 31 (9.8) 34 (10.7)

Hypertension 166 (52.4) 177 (55.7)

Diabetes mellitus 30 (9.5) 34 (10.7)

Previous stroke 10 (3.2) 9 (2.8)

Coronary artery disease 32 (10.1) 48 (15.1)

Previous myocardial infarction 10 (3.2) 15 (4.7)

Prior major bleeding or 

predisposition
3 (0.9) 4 (1.3)

TTR during study, mean %* – 66.4
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Cumulative Primary Outcome Events

From Randomization to 90 Days Post 

Randomization

All Cause Stroke, Death, or

Major Bleeding (BARC 2-5)



Cumulative Primary Outcome Events

From Ablation to 90 Days Post 

Randomization

All Cause Stroke, Death, or

Major Bleeding (BARC 2-5)





MRI Findings in 335 Patients

Acute brain  lesion in 44/162 (27%) randomized to apixaban

versus 44/161 (25%) randomized to VKA  p = NS
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My Approach

• All patients undergoing AF ablation are anticoagulated with 

a NOAC prior to ablation.

• I prefer dabigatran due to the superior outcomes reported in

ReCircuit and the availability of a reversal agent.

• If a patient prefers to be on a different NOAC I hold one dose 

prior to the ablation procedure.

• I perform a TEE in all patients presenting in atrial fibrillation

• But not in patients who present for the procedure in sinus 
rhythm.



My Approach

• All patients are anticoagulated for the first two months post 
ablation.

• Patients are seen in follow-up at 3 months and long term 
anticoagulation is discussed.

• If CHADS Vasc score 0 – anticoagulation is stopped unless CV 
is anticipated.

• If CHADS Vasc score is 2 or more (3 in women) anticoagulation 
is continued.

• If CHADSVasc 1 patient preferences and values is important.

• If CHADSVasc > 2 patients want to stop anticoagulation and are 
willing to accept an increase risk of stroke I work with them to 
develop a strategy to minimize risk.

• This strategy includes a discussion of risk, twice daily ecg 
monitoring with Alive Cor, and the pill in the pocket approach to 
anticoagulation. 



Conclusion 

• The 2017 HRS / EHRA / ECAS/ APHRS, SOLAECE Consus

Document on Af Ablation has been published.

• This document makes detailed recommendations regarding 

anticoagulation prior to, during, and following AF ablation.

• It is recommended that patients undergo AF ablation on uninterrupted 

anticoagulation with a VKA or a NOAC

• All patients should be anticoagulated during the first two month post 

ablation.

• Decisions to stop anticoagulation at two months or later post ablation 

should be based on the patients stroke risk profile and not on the 

perceived success or failure of AF ablation..  
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THANK YOU!


