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Voltage Distribution of Bipolar Electrograms

focal atrial tachycardia AV-nodal reentrant tachycardia

atrial flutter intra-atrial reentrant tachycardia
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Long-Term Outcome After Ablative Therapy of
Postoperative Atrial Tachyarrhythmia in Patients With
Congenital Heart Disease and Characteristics of Atrial

Tachyarrhythmia Recurrences

Natasja M.S. de Groot, MD, PhD; Jael Z. Atary, MD;
Nico A. Blom, MD, PhD; Martin J. Schalij, MD, PhD

Background—Catheter ablation has evolved as a possible curative treatment modality for atrial tachyarrhythmia
(AT) in patients with congenital heart defects (CHD). However, data on long-term outcome are scarce. We examined
characteristics of recurrent AT after ablation of postoperative AT during long-term follow-up in CHD patients.

Methods and Results—CHD patients (n=53; 27 men; age, 38+ 15 years) referred for catheter ablation of AT were studied
during a follow-up period of 53 years. After ablative therapy of the first AT (=53, 27 atrial flutter, cycle length=288 £81
ms; 22 intra-atrial reentrant tachycardia, cycle length=309+81 ms; 5 focal atrial tachycardia, cycle length=380147 ms;
success rate, 65%), AT recurred (59% within the first year) in 29 patients; 15 underwent repetitive ablative therapy.
Mechanisms underlying recurrent AT were similar in 7 patients (intra-atrial reentrant tachycardia, 2; atrial flutter, 5). The
Tocation of arrhythmogenic substrates of recurrent AT (intra-atrial reentrant tachycardia, focal atrial tachycardia) was different
for all but | patient. After 5+3 years, 5 patients died of heart failure, 3 were lost to follow-up, and the remaining patients had
sinus thythm (n=31), AT (n=5), or atrial flutter (n=14). Antiarrhythmic drugs were used by 18 (537%) sinus rhythm patients.

C it AT in CHD patients developing over time may be caused by different mechanisms,
including focal and reentrant mechanisms. Recurrent AT originated from different locations, suggesting that these new AT
were not caused by arrhythmogenicity of previous ablative lesions. Long-term outcome is often complicated by development
of atrial fibrillation. Despite frequent need for repeat ablative therapy. most patients are in sinus rhythm. (Cire Arrhythm
Electrophysiol. 2010;3:00-00.)

Table. Characteristics of the Study Population

CHD (n, Sex) Surgical Procedures
TGA (n=4, 3 male) Mustard procedure
UVH (n=14, 7 male) Fontan procedure (atriopulmonary

conduit, n=11)

Mustard operation followed by Jatene

procedure (n=1)

Conduit left ventricle to pulmonary

artery (n=1)

Blalock shunt (n=1)
Ebstein anomaly (n=1, male) Glenn shunt and ASD closure (n=1)
VSD (n=2, 1 male) Surgical closure defect
CoA (n=2, 2 female) Resection stenotic part and

interposition of a graft
ASD (n=11, 5 male) Surgical closure defect
ToF (n=10, 5 male) Total correction (n=9)

Closure VSD and creation

VHD (n=9, 5 male)

Blalock-Taussig shunt (n=1)
Valve replacement (n=8)
Surgical valvotomy (n=1)

TGA indicates transposition of the great arteries; UVH, univentricular heart;
VSD, ventricular septal defect; CoA, coarctation of the aorta; ASD, atrial septal
defect; ToF, tetralogy of Fallot; and VHD, valvular heart disease.



















