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It is presumed that the pathogenesis of stroke in atrial fibrillation (AF) 

patients is due to embolization of thrombus from the left atrium. Within 

the left atrium, the left atrial appendage is the predominant site of  

thrombus formation. In a study of 233 patients with new onset AF  

of greater than 48 hours in duration who were not anticoagulated, left 

atrial appendage thrombus was present in 15  % of patients.1 Among 

patients with a recent embolic stroke, the association of atrial fibrillation 

and left atrial appendage thrombus is present in more than 20  % of 

patients.2 In patients with documented left atrial appendage thrombus 

and AF discovered during transesophogeal echochardiograhy (TEE), 

the subsequent incidence of transient ischaemic attack (TIA) is nearly 

10-fold higher than those without thrombus.3

Systemic anticoagulation with warfarin has been shown to reduce the 

incidence of stroke in AF patients by about two thirds.4 In spite of the 

proven efficacy of warfarin therapy for stroke prevention, the effective 

and safe use of this agent has proved challenging. In particular, frequent 

blood tests, dietary effects, and pharmacologic interactions with other 

therapeutic agents limits effective use of this agent. The requirement 

for tight control of the intensity of anticoagulant effect of warfarin has 

resulted in frequent occurrences of under- and overdosing. Despite 

intention-to-treat with warfarin, 50 % of patients who experience a stroke 

are found to have subtherapeutic anticoagulation.4 Supratherapeutic 

anticoagulation raises the risk of severe bleeding episodes including 

intracranial hemorrhage.5 Among patients prescribed warfarin, one in 

four discontinue the medication within the first year of use.6

Recently, the introduction of a series of novel oral anticoagulants 

(NOACs) has provided therapeutic alternatives to warfarin in patients 

with preserved renal function. In a meta-analysis of the major clinical 

trials of these agents including the direct thrombin inhibitor dabigatran 

and the factor Xa inhibitors apixoban, rivaroxaban and edoxaban, the 

incidence of stroke or systemic embolic events was reduced by 19  % 

relative to patients treated with warfarin.7 Although the risk reduction 

for ischemic stroke was similar to warfarin in the meta-analysis, the 

incidence of intracranial hemorrhage (a separate cause of stroke) was 

reduced by 52  %. In spite of the enhanced stroke prevention efficacy 

associated with the NOACs, a 25 % increase in gastrointestinal bleeding 

was observed with these agents.

A new standard risk calculation has now been widely adopted 

because of bleeding risks inherent in systemic oral anticoagulation. 

This has helped guide the decision based on quantification of the 

risk of thromboembolic events in patients with non-rheumatic AF. 

Known by the acronym CHADS2-VASc (C = congestive heart failure;  

H = hypertension; A = age; D = diabetes mellitus; S2 = Stroke and 

female sex; Vasc = vascular disease), this risk calculation assigns 

points for the known stroke risk factors in non-rheumatic AF made 

up by female sex, a history of congestive heart failure, hypertension, 

age >65 years, age >75 years, diabetes mellitus, vascular disease, 

and two points for a prior history of stroke. In both men or women 

with one additional risk factor, oral anticoagulation is recommended. 

The effect of this new risk calculation scheme, relative to the older 

CHADS2 system, is to include a larger portion of patients with AF in 

the recommendation for oral anticoagulant. The predicted effect of 

these recommendations together with the new oral anticoagulants 

should be more comprehensive stroke protection in the AF patient 

population. Despite this, many patients have contraindications to oral 
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anticoagulation due to fall or bleeding risks and proven alternative 

stroke prevention strategies are needed.

Rhythm Control
There have been several randomized trials comparing rate versus rhythm 

control in patients with AF. These trials have demonstrated similar rates 

of death or embolism regardless of the strategy.9–13 Of these, the A 

Comparison of Rate Control and Rhythm Control in Patients with Atrial 

Fibrillation (AFFIRM) trial was the largest, randomizing 4,060 patients with 

recurrent AF to rate control (using beta blockers, calcium channel blockers 

or digoxin) and anticoagulation with warfarin compared to the most 

effective antiarrhythmic drug. All patients were initially anticoagulated, 

but those in the rhythm control group who maintained sinus rhythm for 

at least four, but preferably 12, consecutive weeks could be withdrawn 

from warfarin. In the rhythm control arm the most frequently used 

antiarrhythmics were amiodarone (38 %) and sotalol (31 %). 

By the end of the 3.5 years of follow-up, 63  % had been prescribed 

amiodarone at least once. Patients initially assigned to rhythm control 

crossed over to the rate control group in 17 % of patients at one year 

and 38  % of patients at 5 years. This was mainly due to a failure to 

maintain sinus rhythm or intolerance to the antiarrhythmic medications. 

After the 3.5 years of follow-up the rate control arm had a trend toward 

a significant decrease in all-cause mortality (21.3  % versus 23.8  %; HR 

0.87; 95 % CI [0.75–1.01]). There was no statistical difference between the 

groups in cardiac death, arrhythmic death or deaths due to ischemic or 

hemorrhagic stroke.9 However, groups without a history of heart failure 

and those aged >65 years or older had a significant reduction in mortality 

with rate control.14 There was a higher rate of stroke among those 

patients who had discontinued warfarin, suggesting that anticoagulation 

should be continued even if a rhythm control strategy is pursued. This 

is in part due to a high rate of recurrence of AF, even if asymptomatic.9

Restoration of sinus rhythm can be a valuable goal for many patients 

with symptoms or hemodynamic consequences from AF. Antiarrhythmic 

medications have potential side effects, can be proarrhythmic and 

can increase mortality.15 The 2014 AHA/ACC/HRS guidelines regarding 

the management of patients with AF suggest that catheter ablation is 

reasonable for patients who have failed at least one antiarrhythmic 

medication.16 Potential procedural risks of ablation, however, must be 

weighed carefully against risks of long-term use of antiarrhythmic drugs. 

In a multicenter Italian registry, major complications occurred in  

4 % of patients (2.2 % vascular access, 0.5 % cardiac tamponade, 0.6 %  

pericarditis, 0.2  % transient ischemic attacks, 0.2  % stroke and  

0.1 % had phrenic nerve paralysis).17 Complications such as pulmonary 

vein stenosis or atrial-esophageal fistulae happened rarely but were 

probably under recognised if they occurred late. Despite the evolution 

of AF ablation over the past several years, recurrence rates are still 

high enough to warrant continuation of long-term anticoagulation. A 

systematic review of six trials suggested recurrence of AF after one 

year occurred in 20–40  % of patients after catheter ablation and in 

greater than 70 % of patients on antiarrhythmic drugs.18 Hence, rhythm 

control with antiarrhythmic medications or catheter ablation is useful for 

reducing symptoms or hemodynamic consequences of AF but should 

not be used as a means of reducing thromboembolic risk.

Left Atrial Appendage Occlusion
The left atrial appendage (LAA) has been shown to be the location 

of thrombus formation 91  % of the time in patients with non-valvular 

AF.19 The structure of the LAA varies and consists of two lobes in 

54  % of the population and three lobes in 23  % of the population.20 

There have also been several studies to show the LAA has important 

functions in the release of atrial and brain natriuretic peptides, and 

loss of this may have adverse consequences on volume status after 

LAA occlusion.21,22 Up to one-third of patients who would benefit from 

anticoagulation based on their CHADS2 score cannot take warfarin due 

to various contraindications.23 Hence, there has been increasing interest 

in physically occluding the LAA to decrease risk of thromboembolic 

events associated with AF.

Occlusion of the LAA was first achieved surgically in 1949 in patients 

with rheumatic AF. The surgical procedure has evolved over the past 

several decades in its methods and efficacy, and there has been 

increasing interest recently in devising less invasive methods to occlude 

the LAA. One of the first percutaneous methods to occlude the LAA was 

the Thorascopic Extracadiac Obliteration of the Left Atrial Appendage for 

Stroke Risk Reduction in Atrial Fibrillation (LAPTONI) procedure, which 

used a left lateral thoracotomy approach to ensnare the LAA to the 

base from the epicardial aspect.24 Since then, there have been several 

percutaneous methods developed to occlude the LAA from either the 

epicardial on endocardial approaches.

The LARIAT® device (SentreHeart) was created as a catheter-based 

method to ensnare the LAA from the epicardial aspect. An endorcardial 

balloon catheter with a magnetic tip is placed via transseptal access 

into the LAA. With pericardial access, a separate magnetic tipped 

catheter is advanced to the epicardial aspect of the LAA to meet at 

the appendiceal tip with the endocardial magnetic balloon. The LAA 

ostium is identified with balloon inflation of the endocardial catheter, 

and a pre-tied suture is advanced from the epicardial aspect over the 

magnetic guidewire rail to the base of the LAA. The suture is tightened 

and the endocardial balloon is deflated and removed. Through this 

technique there is no permanent endocardial structure, which limits risk 

of infection or device embolization. 

Procedural complications can occur with access of the dry pericardium, 

transseptal access and perforation or laceration of the LAA. Miller et al. 

published a cohort of 41 patients who had undergone LARIAT. The acute 

success of the procedure, defined as complete occlusion of the LAA 

with <1 mm LAA leak on intraprocedural TEE, is approximately 93 %.25 

Limitations to successful closure included large LAA size, numerous 

lobes, unfavorable LAA anatomy or pericardial adhesions. Long-term 

success has been variable and residual LAA leak seen on a CT scan or 

TEE at 3 months was seen in 24 % of patients.25 

A larger multicenter study from the US Transcatheter LAA Consortium 

showed successful suture deployment in 94  % of patients.26 Major 

complications including death, myocardial infarction, stroke, or cardiac 

surgery occurred in 9.7  % of patients. Other complications included 

significant pericardial effusion (10.4  %) and major bleeding (9.1  %).  

At follow-up TEE 1–3 months post-procedure, there was a high incidence of 

residual leak (20 %).26 The major advantage of LARIAT is that anticoagulation 
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is not required after complete occlusion of the LAA. However, due to the 

high incidence of residual leak afterwards, many centres will continue 

anticoagulation for at least 1–3 months post-procedure if there is no 

residual leak seen on follow-up TEE.27,28 Randomized, controlled trials 

are required to further evaluate the long-term safety and efficacy of the 

LARIAT device as an alternative to anticoagulation.

Several endocardial LAA occlusion devices have also been developed. 

The most notable of these is the WATCHMAN™ device (Boston Scientific). 

This parachute-shaped device is a self-expanding nitinol cage with 

fixation anchors and a membrane made of polytetrafluoroethylene. It is 

available in various sizes (20 mm, 21 mm, 24 mm, 27 mm and 33 mm) 

and should be sized 10–20 % larger than the LAA. A sheath is placed via 

transseptal access into the LAA over a pigtail catheter. The device is then 

advanced through this sheath and sized and placed in the LAA ostium 

under TEE and fluoroscopic guidance. This device requires that patients 

are anticoagulated with warfarin for at least 45 days post-procedure. 

The WATCHMAN Left Atrial Appendage System for Embolic PROTECTion 

in Patients with Atrial Fibrillation (PROTECT)  AF study was the 

first randomized, controlled trial comparing a LAA occlusion device 

versus warfarin.29 This was a non-inferiority study for 707 patients 

with non-valvular AF who were eligible for anticoagulation with 

warfarin. The patients were randomized in a 2:1 ratio for WATCHMAN 

or anticoagulation with a follow-up of 18 months. The device was 

successfully deployed in 91 % of patients. If follow-up TEE demonstrated 

residual flow ≤3 mm around the device, warfarin was discontinued 

in 86 % of patients at 45 days and 92 % of patients at 6 months. The 

primary efficacy endpoint was a composite of stroke, cardiovascular 

death and systemic embolism occurred in 3.0 per 100 patient-years in 

the device group and 4.9 per 100 patient-years in the warfarin group 

(RR = 0.62; 95 % CI [0.35–1.25]). The probability for non-inferiority of the 

intervention group was more than 99.9 %. The primary safety endpoint 

included major bleeding, pericardial effusion, and device embolization, 

which occurred more frequently in the device group than in the 

control group (7.4 versus 4.4 per 100 patient-years, RR = 1.69, 95 % CI 

[1.01–3.19]). There were five procedural-related ischemic strokes, 22 

pericardial effusions and three device embolizations.11 Due to the higher 

rate of the primary safety endpoint in the WATCHMAN group and the 

lack of long-term follow-up data, the US Food and Drug Administration 

requested a second randomized trial prior to device approval.

The Prospective Randomized Evaluation of the WATCHMAN Left Atrial 

Appendage Closure Device in Patients with Atrial Fibrillation Versus 

Long-Term Warfarin Therapy (PREVAIL) study was designed to validate 

the initial results of PROTECT AF.30 This trial randomized 407 patients with 

a mean CHADS2 score of 2.6 in a 2:1 fashion to device versus warfarin.  

At 18 months, the rate of the first co-primary efficacy endpoint (composite 

of stroke, systemic embolism and cardiovascular/unexplained death) 

was 0.064 in the device group and 0.063 in the control group with a 

RR of 1.07 with an upper bound of 1.89, which was higher than the 

prespecified criterion of 1.75 for non-inferiority (CI 95  %). Although 

this trial did not achieve non-inferiority for this endpoint, it did achieve 

non-inferiority for the second co-primary efficacy endpoint (stroke or 

systemic embolism >7 days post-randomization) at a rate of 0.0253 

in the device group compared to 0.0200 in the control group (95  % 

credible interval (CrI) -0.0190–0.0273). Early safety events occurred in 

2.2 % of the patients in the WATCHMAN arm, significantly lower than in 

PROTECT AF, achieving the pre-specified performance goal. A significant 

improvement in implant success rate of 95.1 % was noted compared to 

90.9 % in the PROTECT AF trial. 

The Continued Access Protocol (CAP) registry was designed to gain 

further efficacy and safety data in a non-randomized fashion in 

patients undergoing WATCHMAN implantation.31 Combining longer-

term data from PROTECT AF and CAP, there was a significant decrease 

in procedure or device-related safety events. The rate of serious 

pericardial effusion decreased from 5.0  % in PROTECT AF to 2.2  % in 

CAP (p=0.019) and periprocedural stroke decreased from 0.9 % to 0 % 

(p=0.039).31 There was also a reduction in safety events noted from 

the first half of the PROTECT AF patients compared to the second half 

of the study. This signifies a reduction of safety events with improved 

operator experience.31 Newer data from the PROTECT AF study with 

a follow-up of 3.8 years was published in 2014. Non-inferiority of 

WATCHMAN compared to warfarin was repeatedly demonstrated. In 

addition, superiority for the primary efficacy endpoint (composite of 

stroke, cardiovascular death and systemic embolism) was seen for the 

first time. Also, the primary safety endpoint was similar to the warfarin 

group. The device group had a lower rate of hemorrhagic strokes in 

addition to a lower mortality rate with a 34  % relative risk reduction 

compared to warfarin.32 The results of the PROTECT AF and PREVAIL 

trials, in combination with the CAP registry and long-term follow up data 

from PROTECT AF, led to FDA approval of WATCHMAN in March 2015, in 

higher-risk patients (CHADS-VASc score of >2) with non-valvular AF as 

an alternative to long-term anticoagulation.

One of the major limitations to WATCHMAN is the necessity for 

anticoagulation for at least the first 45 days post-implant. This is a  crucial 

consideration since one of the main indications for LAA occlusion is a 

contraindication to chronic oral anticoagulation. This prompted the ASA 

Plavix Feasibility Study with WATCHMAN Left Atrial Appendage Closure 

Technology (ASAP) study,33 which was a prospective, non-randomized 

study in patients who underwent WATCHMAN with a contraindication 

to oral anticoagulation. Instead of warfarin for the first 45 days,  

150 patients with non-valvular AF and a mean CHADS2 score of 2.8 who 

underwent WATCHMAN received continuous aspirin and clopidogrel for 

six months. The primary efficacy endpoint was a composite of ischemic 

stroke, hemorrhagic stroke, systemic embolism and cardiovascular/

unexplained death, with a mean follow-up of 14 months. Serious 

procedure- or device-related safety events occurred in 8.7 % of patients. 

All-cause stroke or systemic embolism occurred in four patients (2.3 % per 

year), ischemic stroke in three patients (1.7 % per year) and hemorrhagic 

stroke in one patient (0.6 % per year). The ischemic stroke rate was less 

than would be expected by CHADS2 score.33 This study suggested that 

LAA occlusion with WATCHMAN could be safely performed without a 

warfarin transition in patients with a contraindication to anticoagulation. 

These results must be interpreted with caution, however, since the study 

was small and observational in nature.

Another significant limitation to the WATCHMAN trials is that the 

device was compared only to warfarin. The novel oral anticoagulant 
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medications are non-inferior, if not superior, to warfarin in efficacy and 

safety. The benefit of LAA occlusion with the rising use of NOACs for 

stroke risk reduction of non-valvular AF is unclear.

The Amplatzer™ Cardiac Plug (ACP) (St Jude) is another potential option 

for LAA occlusion. It was originally used for closure of a patent foramen 

ovale or atrial septal defect. The device was redesigned and used for 

the LAA. The first generation is a self-expanding nitinol wire mesh and 

polyester patch with a lobe and disk connected by a central waist. The 

device is delivered across a transseptal puncture into the LAA, and the 

disk unfolds to cover the appendage. There have been several small 

clinical studies showing successful LAA occlusion in approximately 

98  % of the patients with risks of procedural complications in 

approximately 9.8 % of the patients.34 This device has been implanted 

under local anaesthesia as well as under general anaesthesia and 

post-procedure anticoagulation is not required. However, despite 

dual antiplatelet therapy post-procedure follow-up imaging detected 

thrombus formation on the device in 17  % of the patients. Other 

complications included stroke, major bleeding, pericardial effusion and 

device embolization. A second-generation device (ACP2 Amulet) has 

been developed that allows closure of larger LAA, improves stability, 

decreases the risk for embolization and is repositionable.35 This device 

is not currently available in the US.

Several other LAA occlusion devices such as WaveCrest™ (Coherex 

Medical), LAmbre™ (Lifetech), and CellAegis Devices are in development 

and early stages of testing.36 There are limited clinical safety and efficacy 

data on these so far but studies are ongoing. LAA occlusion represents a 

growing therapy for thromboembolic stroke risk reduction in patients with 

non-valvular AF, particularly in those who are unable to take long-term 

anticoagulation. More prospective trials with longer follow-up durations 

are needed in addition to comparisons against novel oral anticoagulants. 

Transient Anticoagulation at the Time of Atrial 
Fibrillation Detection
In patients with whom rhythm control strategy is the preferred 

therapeutic option the duration of AF may play a critical role in 

determining the period of their most significant thromboembolic risk. 

Patients with AF lasting two days or more have a 5–7 % risk for clinical 

thromboembolism if cardioversion is not preceded by several weeks of  

warfarin therapy.37–40 The risk decreases to 0–1.6  % with 2–4 weeks  

of warfarin prophylaxis or short term anticoagulation therapy in addition 

to screening with tranesophageal echocardiogram.37,39 Hence, in patients 

with AF duration less than 48 hours, the benefit of thromobembolic 

risk reduction by anticoagulation warrants a closer examination 

to determine if these patients with short AF episodes require any 

anticoagulation therapy. 

A prospective observational study attempted to estimate the 

thromboembolic risk of patients with AF duration less than 48 hours.41 

A cohort of 357 patients admitted to a hospital with AF duration less 

than 48 hours were followed. One hundred and eighty-one patients 

(48.3  %) had a prior history of AF, and 23 (6.1  %) had a prior history 

of thromboembolism. Three hundred and fifty seven patients (95.2  %) 

converted to sinus rhythm during the index admission. Spontaneous 

conversion occurred in 250 patients (66.7  %) and pharmacological or 

electrical cardioversion was done in one hundred and seven patients 

(28.5 %). Three patients (0.8 %) who had converted spontaneously had a 

clinical thromboembolic event. One patient had a stroke, one had a TIA 

and one had a peripheral thromboembolus. None of the three patients 

had a prior history of AF or thromboembolism and all had normal left 

ventricular systolic function. 

It was concluded that in patients presenting with AF duration less than  

48 hours, the likelihood of cardioversion-related clinical thromboembolism 

was low. A review of the published data,42 mainly from emergency 

medical patient encounters, supports the practice of cardioversion 

and discharge from the emergency room as safe and adequate rhythm 

control management for patients presenting with recent onset AF of less 

than 48 hours. The 2014 AHA/ACC/HRS AF guidelines16 assigns a Class 

IIb indication for cardioversion of patients with AF or atrial flutter of less 

than 48 hours duration, who are at low thromboembolic risk without the 

need for post cardioversion oral anticoagulation. 

Pacemakers and cardiac defibrillators function as implanted cardiac 

rhythm monitors (ICMs) that provide a unique window on the occurrence 

of AF episodes. A targeted approach is to anticoagulate patients with 

ICMs during their most vulnerable period for thromboembolic risk 

during AF episodes may be an alternative therapy. This could potentially 

reduce chronic anticoagulation use, thereby reducing cost, bleeding 

risks and improving quality of life. The general approach of chronic 

anticoagulation in AF patients may be partly due to limitations in the 

ability to immediately and precisely respond to AF episodes when they 

occur. Hence, in patients with non-valvular, paroxysmal AF with brief 

episodes and who may otherwise be asymptomatic, the risk of bleeding 

from chronic anticoagulation may not be warranted. An alternative 

anticoagulation strategy may be supported by evidence for a temporal 

relationship between subclinical AF and embolic events. 

The Asymptomatic Stroke and Atrial Fibrillation Evaluation in Pacemaker 

Patients (ASSERT) trial43 followed a cohort of 2,580 patients who had 

ICMs and no history of AF. During follow-up, 51 patients experienced 

stroke or systemic embolism. Of the 51 patients 51  % had subclinical 

AF (SCAF) recorded by their devices. In 18 patients (35  %) SCAF was 

detected before stroke or systemic embolism. However, only four 

patients (8  %) had SCAF within 30 days of the thromboembolic event. 

In patients with SCAF detected greater than 30 days before their 

thromboembolic event, the most recent AF episode to the time of the 

thromboembolic event had a median interval of 339 days. The authors 

inferred that, although there is an increased risk of thromboembolic 

events in patients with SCAF, very few had SCAF in the month before 

the events. Hence, with remote monitoring technology and real-time 

monitoring for the development of AF provided by ICMs, a new approach 

for targeted anticoagulation therapy may be considered in low-risk, low-

burden and asymptomatic non-valvular AF patients. 

The Rhythm Evalution for Anticoagulation with Continuous monitoring 

Trial (REACT.COM)44 is a pilot study that has been recently completed. 

It is designed as a single-arm, prospective multicenter study to test 

this strategy. The primary goal of the study was to reduce the duration 

of chronic anticoagulation therapy in addition to reducing the risk of 

stroke and bleeding with the use of ICM-guided novel oral anticoagulant 



U S  C A R D I O L O G Y  R E V I E W 25

Emerging Strategies for Stroke Prevention in Atrial Fibrillation

(NOAC) therapy in response to specific AF episodes. Sixty-nine patients 

with nonpermanent AF were enrolled. Patients were initially monitored 

for 60 days to document that no AF episodes longer than one hour were 

recorded. NOACs were subsequently discontinued but reinitiated for 

a 30-day duration in response to an AF episode longer than one hour 

diagnosed through daily ICM transmissions. Over a mean follow-up of 

466 ± 131 days, compliance with transmission was 98.7 %. AF episodes 

longer than one hour were noted in 18 (31  %) patients, resulting in a 

total time on NOAC of 1,472 days. The authors concluded that there 

was a 94  % reduction in the duration of NOAC therapy compared to 

chronic anticoagulation. There were three traumatic bleeding events in 

patients on aspirin, and three possible TIAs were observed in patients 

on aspirin with CHADS2 score of one. No strokes or death were noted 

over the study duration. This study demonstrated the feasibility of a 

tailored anticoagulation therapy for AF patients with the use of constant 

monitoring and rapid initiation of treatment to limit total anticoagulation 

therapy time significantly. While a larger study is necessary to validate 

the findings of this study, it demonstrates a potential opportunity for 

individualised management of anticoagulation therapy while potentially 

decreasing bleeding risks associated with chronic anticoagulation.

Conclusion
Stroke due to thromboembolism is a primary concern for patients 

with AF. Stroke prevention by systemic anticoagulation with an oral 

anticoagulant remains the standard of care for management of this risk.  

The newer CHADS2-VASc thromboembolic risk estimation tool 

has shifted the indications for chronic anticoagulation to include a 

significantly greater proportion of the AF patient population. The new 

NOAC agents appear superior to warfarin in terms of ease of use and 

lower risk of intracranial bleeding. Pooled data from major clinical trials 

of the NOACs suggest a superior protection against stroke relative to 

warfarin. Despite this, a significant fraction of the AF patient population 

has contraindications for chronic anticoagulation. In that group, the 

development of strategies for occlusion of the LAA has emerged as a 

viable therapeutic alternative. At present, data do not support rhythm 

control as a means for reducing thromboembolic risk. n

1.	 Manning WJ, Silverman DI, Keighley CS, et al. Transesophageal 
echo (TEE) facilitated early cardioversion for patients with new 
atrial fibrillation: a 4-year experience. Circulation 1994;90:1–21a.

2.	 Stoddard MF, Dawkins PR, Prince CR, et al. Left atrial appendage 
thrombus is not uncommon in patients with acute atrial 
fibrillation and a recent embolic event: A transesophageal 
echocardiographic study. J Am Coll Cardiol 1995;25:452–9.  
PMID: 7829800

3.	 Stoddard MF, Singh P, Dawn B, et al. Left atrial thrombus 
predictes transient ischemic attack in patients with atrial 
fibrillation. Am Heart J 2003;145:676–82. PMID: 12679765

4.	 Atrial Fibrillation Investigators. Risk factors for stroke and 
efficacy of antithrombotic therapy in atrial fibrillation. Analysis 
of pooled data from five randomized controlled trials. Arch  
Intern Med 1994;154:1449–57. PMID: 8018000

5.	 The Stroke Prevention Investigators. Bleeding during 
antithrombotic therapy in patients with atrial fibrillation. Arch 
Intern Med 1996;156:409–16. PMID: 8607726

6.	 Fang MC, Go AS, Chang Y, et al. Predictors of warfarin 
discontinuation in older patients with atrial fibrillation. J Am  
Coll Cardiol 2008;51:A238. PMID: 23030033

7.	 Ruff CT, Giuliano, Braunwald E, et al. Comparison of the efficacy 
and safety of new oral anticoagulants with warfarin in patients 
with atrial fibrillation: a meta-analysis of randomized trials. 
Lancet 2014;383:955–62. DOI: 10.1016/S0140-6736(13)62343-0; 
PMID: 24315724

8.	 Lip GY, Nieuwlaat R, Pisters R, et al. Refining clinical risk 
stratification for predicting stroke and thromboembolism in 
atrial fibrillation using a novel risk actor-based approach: the 
Euro Heart Survey on Atrial Fibrillation. Chest 2010;137:263–72. 
DOI: 10.1378/chest.09-1584; PMID: 19762550

9.	 Wyse DG, Waldo AL, DiMarco JP, et al. A comparison of rate 
control and rhythm control in patients with atrial fibrillation.  
N Engl J Med 2002;347:1825. PMID: 12466506

10.	 Van Gelder IC, Hagens VE, Bosker HA, et al. A comparison of 
rate control and rhythm control in patients with recurrent 
persistent atrial fibrillation. N Engl J Med 2002;347:1834.  
PMID: 12466507

11.	 Hohnloser SH, Kuck KH, Lilienthal J. Rhythm or rate control 
in atrial fibrillation--Pharmacological Intervention in Atrial 
Fibrillation (PIAF): a randomised trial. Lancet 2000;356:1789. 
PMID: 11117910

12.	 Carlsson J, Miketic S, Windeler J, et al. Randomized trial of rate-
control versus rhythm-control in persistent atrial fibrillation:  
the Strategies of Treatment of Atrial Fibrillation (STAF) study.  
J Am Coll Cardiol 2003;41:1690. PMID: 12767648

13.	 Opolski G, Torbicki A, Kosior DA, et al. Rate control vs rhythm 
control in patients with nonvalvular persistent atrial fibrillation: 
the results of the Polish How to Treat Chronic Atrial Fibrillation 
(HOT CAFE) Study. Chest 2004;126:476. PMID: 15302734

14.	 Curtis AB, Gersh BJ, Corley SD, et al. Clinical factors that 
influence response to treatment strategies in atrial fibrillation: 
the Atrial Fibrillation Follow-up Investigation of Rhythm 
Management (AFFIRM) study. Am Heart J 2005;149:645.  
PMID: 15990747

15.	 Bahnson TD, Grant AO. To be or not to be in normal sinus 
rhythm: what do we really know? Ann Intern Med 2004;141:727. 
PMID: 15520431

16.	 January CT, Wann LS, Alpert JS, et al. 2014 AHA/ACC/HRS 
guideline for the management of patients with atrial fibrillation: 

executive summary: a report of the American College of 
Cardiology/American Heart Association Task Force on 
practice guidelines and the Heart Rhythm Society. Circulation 
2014;130:2071. DOI: 10.1161/CIR.0000000000000040;  
PMID: 24682348

17.	 Bertaglia E, Stabile G, Pappone A, et al., Updated National 
Multicenter Registry on Procedural Safety of Catheter Ablation 
for Atrial Fibrillation. J Cardiovasc Electrophysiol 2013;24:1069–74. 
DOI: 10.1111/jce.12194. PMID: 23799876

18.	 Nair GM1, Nery PB, Diwakaramenon S, et al. A systematic 
review of randomized trials comparing radiofrequency  
ablation with antiarrhythmic medications in patients with  
atrial fibrillation. J Cardiovasc Electrophysiol 2009;20:138–44.  
DOI: 10.1111/j.1540-8167.2008.01285.x; PMID:18775040

19.	 Blackshear JL, Odell JA. Appendage obliteration to reduce 
stroke in cardiac surgical patients with atrial fibrillation.  
Ann Thorac Surg 1996;61:755–9. PMID: 8572814

20.	 Veinot JP, Harrity PJ, Gentile F, et al. Anatomy of the normal left 
atrial appendage: a quantitative study of age-related changes 
in 500 autopsy hearts: implications for echocardiographic 
examination. Circulation 1997;96:3112–5. PMID: 9386182

21.	 Inoue S, Murakami Y, Sano K, et al. Atrium as a source of brain 
natriuretic polypeptide in patients with atrial fibrillation. J Card 
Fail 2000;6:92–6. PMID: 10908082

22.	 Hoit BD, Shao Y, Gabel M. Influence of acutely altered loading 
conditions on left atrial appendage flow velocities. J Am Coll 
Cardiol 1994;24:1117–23. PMID: 7930206

23.	 Hoit BD, Shao Y, Gabel M. Influence of acutely altered loading 
conditions on left atrial appendage flow velocities. J Am Coll 
Cardiol 1994;24:1117–23. PMID: 7930206

24.	 Blackshear JL, Johnson WD, Odell JA, et al. Thoracoscopic 
extracardiac obliteration of the left atrial appendage for  
stroke risk reduction in atrial fibrillation. J Am Coll Cardiol 
2003;42:1249–52. PMID: 14522490

25.	 Miller MA, Gangireddy SR, Doshi SK, et al. A Multi-Center Study 
on Acute and Long-Term Safety and Efficacy of Percutaneous 
Left Atrial Appendage Closure using an Epicardial Suture 
Snaring Device. Heart Rhythm 2014;11:1853–9. DOI: 10.1016/j.
hrthm.2014.07.032; PMID: 25068574

26.	 Price MJ, Gibson DN, Yakubov SJ, et al. Early safety and efficacy 
of percutaneous left atrial appendage suture ligation: results 
from the U.S. transcatheter LAA ligation consortium. J Am Coll 
Cardiol 2014;64:565–72. DOI: 10.1016/j.jacc.2014.03.057. PMID: 
25104525; PMCID: PMC4524558

27.	 Di BiaseL,Burkhardt JD,Gibson DN, etal. 2Dand3D TEE evaluation 
of an early reopening of the LARIAT epicardial left atrial 
appendage closure device. Heart Rhythm 2014;11:1087–8.  
DOI: 10.1016/j.hrthm.2013.08.023; PMID: 23973947

28.	 Giedrimas E, Lin AC, Knight BP. Left atrial thrombus after 
appendage closure using LARIAT. Circ Arrhythm Electrophysiol 
2013;6:e52–3. DOI: 10.1161/CIRCEP.113.000532;  
PMID: 23962862

29.	 Holmes DR, Reddy VY, Turi ZG, et al. Percutaneous closure of 
the left atrial appendage versus warfarin therapy for prevention 
of stroke in patients with atrial fibrillation: a randomized non- 
inferiority trial. Lancet 2009;374:534–42. DOI: 10.1016/S0140-
6736(09)61343-X; PMID: 19683639

30.	 Holmes DR Jr, Kar S, Price MJ, et al. Prospective randomized 
evaluation of the WATCHMAN left atrial appendage closure 
device in patients with atrial fibrillation versus long-term 

warfarin therapy: the PREVAIL trial. J Am Coll Cardiol 2014;64:1–12. 
DOI: 10.1016/j.jacc.2014.04.029; PMID: 24998121

31.	 Reddy VY, Holmes D, Doshi SK, et al. Safety of percutaneous 
left atrial appendage closure: results from the Watchman 
Left Atrial Appendage System for Embolic Protection in 
Patients with AF (PROTECTAF) clinical trial and the Continued 
Access Registry. Circulation 2011;123:417–24. DOI: 10.1161/
CIRCULATIONAHA.110.976449; PMID: 21242484

32.	 Reddy VY, Sievert H, Halperin J, et al. Percutaneous left 
atrial appendage closure vs warfarin for atrial fibrillation: a 
randomized clinical trial. J Am Med Assoc 2014;312:1988–98.  
DOI: 10.1001/jama.2014.15192; PMID: 25399274

33.	 Reddy VY, Möbius-Winkler S, Miller MA, et al. Left atrial 
appendage closure with the Watchman device in patients with 
a contraindication for oral anticoagulation: the ASAP study (ASA 
Plavix Feasibility Study With Watchman Left Atrial Appendage 
Closure Technology). J Am Coll Cardiol 2013;61:2551–6. DOI: 
10.1016/j.jacc.2013.03.035; PMID: 23583249

34.	 Nietlispach F, Gloekler S, Krause R, et al. Amplatzer left atrial 
appendage occlusion: single center10-year experience.  
Catheter Cardiovasc Interv 2013;82:283–9. DOI: 10.1002/ccd.24872; 
PMID: 23412815

35.	 Freixa X, Chan JL, Tzikas A, et al. The Amplatzer Cardiac Plug 2 
for left atrial appendage occlusion: novel features and first-in-
man experience. EuroIntervention 2013;8:1094–8. DOI: 10.4244/
EIJV8I9A167; PMID: 23339815

36.	 Romero J, Natale A, Engstrom K, Di Biase L. Left atrial 
appendage isolation using percutaneous (endocardial/
epicardial) devices: Pre-clinical and clinical experience. Trends 
Cardiovasc Med 2016;26:182–99. Epub 2015 Jun 4; DOI: 10.1016/j.
tcm.2015.05.009; PMID: 26141854

37.	 Bjerkelund CJ, Orning OM. The efficacy of anticoagulant therapy 
in preventing embolism related to D.C. electrical conversion of 
atrial fibrillation. Am J Cardiol 1969;23:208–16. PMID: 4180019

38.	 Lown B, Perlroth MG, Kaidbey S, et al. “Cardioversion” of atrial 
fibrillation: a report on the treatment of 65 episodes in 50 
patients. N Engl J Med 1963;269:325–31; PMID: 13931297

39.	 Weinberg DM, Mancini J. Anticoagulation for cardioversion of 
atrial fibrillation. Am J Cardiol 1989;63:745–6; PMID: 2923062

40.	 Peterson P, Godtfredsen J. Embolic complications in paroxysmal 
atrial fibrillation. Stroke 1986;17:622–6. PMID: 3738942

41.	 Weigner MJ, Caulfield TA, Danias PG, et al. Risk for clinical 
thromboembolism associated with conversion to sinus rhythm 
in patients with atrial fibrillation lasting less than 48 hours.  
Ann Intern Med 1997;126:615–20. PMID: 9103128

42.	 Von Besser K, Mills AM. Is discharge to home after emergency 
department cardioversion safe for the treatment of recent-
onset atrial fibrillation? Ann Emerg Med 2011;58:517–20.  
doi: 10.1016/j.annemergmed.2011.06.014. PMID: 22098994.

43.	 Brambatti M, Connolly SJ, Gold MR, et al. ASSERT Investigators: 
Temporal relationship between subclinical atrial fibrillation and 
embolic events. Circulation 2014;129:2094–9. DOI: 10.1161/
CIRCULATIONAHA.113.007825; PMID: 24633881.

44.	 Passman, R, Leong-Sit P, Andrei AC, et al. Targeted 
Anticoagulation for Atrial Fibrillation Guided by Continuous 
Rhythm Assessment With an Insertable Cardiac Monitor: 
The Rhythm Evaluation for Anticoagulation With Continuous 
Monitoring (REACT.COM) Pilot Study. J Cardiovasc Electrophysiol 
2015 Oct 29. [epub ahead of press] DOI: 10.1111/jce.12864; 
PMID: 26511221.


