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*1 Schmidt M, et al. Incidence of oesophageal wall injury post-pulmonary vein antrum isolation for treatment of patients with atrial
fibrillation. Europace 2008;10:205-209.

*2: Marrouche NF, et al. Randomized Comparison Between Open Irrigation Technology and Intracardiac-Echo-Guided Energy Delivery for
Pulmonary Vein Antrum Isolation: Procedural Parameters, Outcomes, and the Effect on Esophageal Injury. J Cardiovasc
Electrophysiol 2007;18:583-588.

*3: Singh SM, et al. Esophageal injury and temperature monitoring during atrial fibrillation. Circ Arrhythmia Electrophysiol
2008;1:162-168.

*4: Sause A, et al. Limiting esophageal temperature in radiofrequency ablation of left atrial tachyarrhythmias results in low incidence of
thermal esophageal lesions. BMC Cardiovascular Disorders, 2010;10:52.
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Background—It is common practice to empirically limit the radiofrequency (RF) power when ablating the posterior left
atrium during atrial fibrillation ablation to avoid thermal injury to the esophagus. The objective of this study was to
determine whether RF energy delivery limited by luminal esophageal temperature (LET) monitoring is associated with
a reduction in esophageal injury compared with a strategy of RF power limitation alone.

Methoeds and Results—Eighty-one consecutive patients who underwent atrial fibrillation ablation followed by esophageal
endoscopy were included in this observational study. All patients underwent extraostial electric pulmonary vein isolation
by using an electroanatomic mapping system and irrigated RF ablation. All RF applications on the posterior left atrium
were limited to 35 W. A commercially available, single-thermocouple esophageal probe was used to monitor LET in
a subset of patients (n=67). In these cases, applications were promptly interrupted when LET was =38.5°C; further
applications were performed at reduced power to obtain a LET <<38.5°C. Esophageal endoscopy was performed 1 to 3
days after the procedure. Ablation-related esophageal ulcerations were identified in 9 of 81 (11%) patients. All patients
were asymptomatic. Of these 81 patients, LET monitoring during ablation occurred in 67 (83%) of patients. Esophageal
injury was observed more frequently (36% versus 6%, P<<0.006) in the group without LET monitoring.

Conclusions—These data suggest that LET monitoring may be associated with a reduction in esophageal injury compared
with power limitation alone. (Circ Arrhythmia Electrophysiol. 2008:1:162-168.)

Table. Univariate Analysis Comparing Patients With and
Without Luminal Esophageal Temperature Monitoring (LET)

LET No LET
Monitoring  Monitoring
n=&7) [m=14) P
Demographic information
Aga, mean=30 ET+11 B1=11 0z
Male, % 70 B nz
Body mass index N6 28+3 0.05

Hestory of :;ash'naa:-mm;anal ] 14 0.62 N — N
e i IDEMEN xS Sl
A A BER T TR,

Strucurally normal heart, % 66 B4 07 ﬁL/ﬂnéﬁqIﬂL}f&h

Ejection fraction, %, mean+50 G010 B1+7 0
LA size, mam, mean=SD 40 @5 03 ﬁﬁ j—é;t—c ﬁL
Rado AF ablation, % 2 14 0&
i DEBHEERLT L
Current No. of AAD 1608 2108 0.0 o -~
e - e . MTEBEEZOND,
PPl ar H2-antzgonist, % il 14 0e
Procedural characteristics
General anesthesia, % 11 4 0.
Preprocedural transesophageal 15 14 1.0
schocardiography, %
Infracandac schocamdiograpty, % 2] e} 09
Preprocedure CT or MAI, % a7 100 o7
Duration of RF ablation, =, 3530 +1420 4030=2M0 0.3
mean+50
Postprocedure complicabons
Esophageal ulcsr, % 6% (A7)  36% (5M14) 0.007
. Pencanitis pencadal eson, b ] i 0
AF recurence at 3 months, % n 43 05

AF indhcates strial fibrllabon; LA, beft afrium; AAD, antiarythmic drugs;
ASA aspinn; PPl, proton pumg inhibdor; HZ, histamine 2 receplor; CT,
computed tomography; MR, magnetic resonance imaging; AF, radiofrequency.

[Hjﬁ] Esophageal Injury and Temperature Monitoring During
Atrial Fibrillation Ablation

Sheldon M. Singh. MD; Andre d"Avila, MD; Shephal K. Doshi, MD; William R. Brugge. MD;
Rudolph A. Bedford, MD: Theofanie Mela, MD; Jeremy N. Ruskin, MD; Vivek Y. Reddy, MD

4  Cire Arrhvithm Electrophyvsiol 2008:1:162-168:
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WallFlex colonic stent placement
for management of malignant
colonic obstruction: a prospective
study at two centers
GASTROINTESTINAL
ENDOSCOPY Volume 67, No. 1:
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Abstract. Background: Colostomy was the palliative treatment of length of the operation was 75.4 minutes. No mortality was reported.

choice in patients with malignant wunresectable rectosigmoid
obstruction.  Palliative  endoscopic  treatment of malignant
rectosigmoid obstruction by endoluminal self-expanding metallic
stents is nowadays a well-established procedure. Patients and
Methods: Twenty-two patients, referred for treatment with diagnosis
of malignant obstruction of the rectosigmoid region presenting an
advanced unresectable stage, were enrolled. Patients were randomily
assigned into two treatment groups (endoscopic stenting vs colostomy)
according to random-number tables. The length of procedure,
morbidity and mortality rate, canalization of the gastrointestinal tract,
restoration of oral intake and hospital stay were assessed. Resulls:
Endoscopic group: The median length of procedure was 36 minutes.
No death was observed. None of the patients reported complications.
All patients resumed bowel function within 24 hours. The restoration
of oral intake was achieved one day after stent placement. The
median hospital stay was 2.6 days. Colostomy group: The median

In 1 patient (9.1%) stoma prolapse was observed 3 days after the
operation. Canalization of the gastrointestinal fract was restored when
colostomy was opened (on postoperative day 3). All patients were able
to resume oral feedings on postoperative day 3. The median hospital
stay was 8.1 days. Conclusion: There were no statistically significant
differences between the 2 groups concerning morbidity and mortality.
Endoscopic stenting was significantly more effective concerning
operative time, restoration of bowel function and oral intake and
median hospitalzation. Our results would suggest that endoscopically
placed metal stents offer an effective alternative to surgical palliation
in patients suffering from unresectable malignant rectosigmoid
obstruction.

Endoscopy Surgery
;J:x. orpes élmales._ ":'lmales._ t)] %Z:ﬁgﬁl_gﬂ%% ':J:é Fﬂ
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Mortality 0 0 E%Fﬂﬁ t N EK;TE. E %&hﬁﬁ%':%ﬁ
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of the gastrointestinal tract
and for oral intake (days)

é;h-of:o

Median hospital stay (days) 2.6 p=<0.0001

8.1

* Colostomy prolapse

[Hig] Palliative Management of Malignant Rectosigmoidal
Obstruction. Colostomy vs. Endoscopic Stenting.
A Randomized Prospective Trial

ENRICO FIORI, ANTONIETTA LAMAZZA, ALESSANDRO DE CESARE. MARCO BONONI,

PATRIZIA VOLPINO, ALBERTO SCHI

Departmeni of Surgery "Piet

LLACI, ANTONINO CAVALLARO and VINCENZO CANGEMI

ro Valdoni", University of Rome "La Sapienza", Italy
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