Left Atrial Size Does Not Influence Outcome
Following Catheter Ablation in Atrial

Fibrillation and Systolic Heart Failure
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Background

Significant left atrial (LA) enlargement accompanies AF and systolic heart failure (HF) and may deter patient selection for AF ablation. However,
the impact of pre-ablation LA size on outcomes remains unclear.

Aim

Evaluate the impact of baseline LA size on outcomes following catheter ablation in patients with and without systolic HF.

Method

Patients undergoing first-time AF ablation from 2014-2021 across 11 centres were stratified by baseline LVEF (left ventricular
systolic dysfunction (LVSD) defined as LVEF <50% or without LVSD >50%). The impact of LA size on 12-month AF recurrence was
determined via remote rhythm monitoring.

Figure 1: freedom from arrhythmia according to HF status

Results

Among 407 patients (age 63.4+9.8 years; 20% females, LAV
49+15ml/m?, median continuous AF duration 6 [IQR 2-9] months),
196 had LVSD and 211 had normal LV systolic function.

The LVSD group (mean LVEF 36.2+9.6%) were younger (61.7+10.2 vs
64.9 + 9.1years, p<0.001), with larger pre-ablation LA size
(51.5+15.2ml/m? vs 45.4+13.4ml/m?, p<0.001) and long-standing
persistent AF (PsAF) in 22.4% (vs 6.6% without LVSD, p<0.001).
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At 12 months, 76% with LVSD experienced LV recovery (LVEF>50%;
ALVEF: +171£13%, p<0.001). Reverse atrial remodeling was
significantly greater in the LVSD group (ALAVI -8+16 vs -3+11
without LVSD, p=0.013; ARA area -5%7 vs -215, p<0.001) compared
to those without LVSD. On multivariable analysis, pre-ablation LA
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Conclusion

Despite baseline LA enlargement, 12-month outcomes in patients with AF and LVSD are favourable with reverse remodelling and
comparable rates of arrhythmia-free survival. LA size should not deter an ablation-based rhythm strategy in AF and systolic HF.
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