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2012 HRS/ EHRA/ ECAS EXPERT CONSENSUS STATEMENT
ON CATHETER AND SURGICAL ABLATION OF

ATRIAL FIBRILLATION

• Comprehensive state of the art review of the field of catheter and

surgical ablation of atrial fibrillation

• Reports the findings of a Task Force convened by HRS, EHRA, 

and ECAS charged with defining the indications, techniques, 

and outcomes of these procedures

• This document also makes recommendations concerning

research trial design and definitions for use in clinical trials

and in the reporting of outcomes of AF ablation

• Written as a joint partnership between HRS,  EHRA and ECAS

• Written in Collaboration with / endorsed by APHRS, AHA, ACC, STS

• 47 authors, 86 pages, 3 figures, 6 tables, 736 references 



HRS/ EHRA/ ECAS EXPERT CONSENSUS STATEMENT
ON CATHETER AND SURGICAL ABLATION OF

ATRIAL FIBRILLATION – 11 SECTIONS

• AF Definitions, Mechanisms, and Rationale for Ablation

• Indications for Catheter and Surgical Ablation of Atrial Fibrillation

•Techniques and endpoints for AF ablation

• Technologies and tools

• Other technical aspects; anticoag, anesthesia, esoph monitoring

• Follow-up considerations

• Outcomes and efficacy of AF ablation

• Complications

• Training requirements and competencies

• Surgical ablation of AF

• Clinical trial considerations and definitions
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AF Definitions, Mechanisms, 
and Rationale for Ablation



Structure and Mechanisms of AF

2012



Indications for Catheter Ablation 
of Atrial Fibrillation



Indications for Concomitant Surgical Ablation 
of Atrial Fibrillation



Indications for Stand Alone Surgical Ablation 
of Atrial Fibrillation



Recommendations Regarding Ablation Technique



Schematic of Common Lesion Sets 
Employed in AF Ablation



Anticoagulation Strategies pre Ablation



Anticoagulation Strategies Post Ablation





ESC 2012 
Focused Update



ESC 2012 Focused Update



12 Most Controversial Issues
1) Defining indications for catheter ablation of asymptomatic AF.

2) 30 second duration of an AF episode.

3) 3 month duration of blanking period.

4) Need for TEE prior to AF ablation.

5) Need for anticoagulation following AF ablation in patient

presenting in sinus rhythm.

6) Anticoagulation of patients who are AF free following ablation. 

7) Need for ICE during procedures.

8) Need for general anesthesia during procedures.

9) Role of CFAE ablation in long standing persistent AF.

10)Important of focal trigger screening and ablation

11)CHADS vs CHADSVasc 

12)The role of new anticoagulants



Conclusions

• The 2012 HRS/ EHRA/ ECAS Expert Consensus 

Statement on catheter and surgical ablation  of AF 

provides an up to date review of the indications, 

techniques, and outcomes of catheter and surgical 

ablation of atrial fibrillation.

• Indications for catheter and surgical ablation of AF

are defined. 

• Anticoagulation strategies prior to and following AF 

ablation are made.



Conclusion

• It is my impression that the Guidelines are being 
adhered to. Most patients undergoing ablation today 
have failed at least one antiarrhythmic medication and 
have symptomatic AF.

• Consistent with the guidelines, in rare situations 
select patients are undergoing ablation as first line 
therapy.

• Some asymptomatic or minimally symptomatic 
patients are undergoing ablation for “theoretical 
reasons”. In my mind this is acceptable provided 
adequate informed consent has been obtained and
patients are aware that the only proven benefit of AF 
ablation is to improve quality of life. 
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