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ABSTRACT Objective: To explore what are the correlation factors of pulmonary vein stenosis following radiofrequency ablation
guiding by 3D mapping system for atrial fibrillation in order to offer evidence for pulmonary vein stenosis prevention. Methods: The
clinical data of 113 consecutive patients with atrial fibrillation underwent pulmonary vein antrum isolation guiding by 3D mapping(Carto)
systerm were collected and the radiofrequency time, impedance and temperature during the index procedure were also recorded for
analyzing. The prevalence of pulmonary vein stenosis was calculated according to the pulmonary vein diameter detected by 64-slice CT
reconstruction in 6 months follow-up. The possible correlation factors were evaluated using multivariate Logistic regression analysis.
Results: The pulmonary vein stenosis occurred in 6 out of 104 patients( 7.7%), whereas, the frequency of pulmonary vein stenosis was of
3.4% according to the amount of pulmonary vein. Multivariate Logistic regression analysis indicated pulmonary vein stenosis was more
likely occurred in initial 50 cases (OR=2.167, 95% CI=1.038~ 9.857,P=0.046) and in patients with longer radiofrequency time(OR=2.856,
95% CI=1.352~ 6.043,P=0.021). Conclusion: Initial 50 cases and longer radiofrequency time are the correlation factors of of pulmonary
vein stenosis complicating radiofrequency ablation guiding by 3D mapping system for atrial fibrillation.
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Table 1 Data of patients clinical characteristics

Parameters Value
Age (xt s, year) 58.6x 10.8
Male (case) 76
Female(case) 37
Alcohol (case) 48
Smoker (case) 52
DM (case) 38
HTN (case) 61
LAD ( xt s, mm) 38.3t 7.6
LVEDD ( x* s, mm) 53.4+ 4.5
LVEF (X £ s, %) 59.6+ 4.3

iE:LAD: A£BENE;LVEDD: A=E&FiKK1E;LVEF: EEST M54
DM: #ER %% ; HTN: S I &,

Note:LAD: left atrum diameter; LVEDD: left ventricular end diastolic
diameter; LVEF: left ventricular ejection fraction; DM: diabetes mellitus;

HTN: hypertension.
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Fig.1 Demonstration of PVS measurement.
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Fig.2 Demonstration of PVS in two vessels
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Table 2 PVS,clinical factors and parameter of patients in two groups

RF time (min) RFT(C) RF impedance(Q )
Group PV Patients  Initial 50 Alcohol ~ Somker DM HTN _ _ _
(x* s) (xt s) (x* s)
PVS 6 6 4 3 4 3 2 62 +16 434+ 1.5 132+ 15
NPVS 414 98 46 % 45 48 35 59 51 + 15% 42.1+2.1 116 + 14

i :PV:FiERRk; PVS: BERAKIR S ; NPVS : TRFRAKIRAE ; RF: T304 Al ; DM ¥EER % HTN: B ILIE , *P<0.05,

Note:PV :pulmonary vein; PVS: Pulmonary vein stenosis; NPVS: None pulmonary vein stenosis; RF: radiofrequency; DM: diabetes

mellitus; HTN: hypertension, * P<0.05.
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Table 3 Multivariate regression analysis for PVS

Parameter OR 95% CI P
Initial 50 cases RF 2.167 1.352~9.857 0.046
time 2.856 1.038~ 6.043 0.021
RF temperature 1.523 0.529~5.057 0.341
RF impedance 1.274 0.561~6.751 0.266
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