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Abstract

Background: Increasing evidences have suggested that autoantibodies against muscarinic-2 acetylcholine receptor
(anti-M2-R) may play an important role in the development of atrial fibrillation (AF). Predictive value of
pre-procedural anti-M2-R for the recurrence of AF after radiofrequency catheter ablation is still unclear.

Methods: Totally 76 AF patients with preserved left ventricular systolic function were prospectively enrolled and
subjected to ablation after the detection of serum anti-M2-R by enzyme linked immunosorbent assay. These
patients were given follow-up examination for one year after ablation. Risk estimation for the recurrence of AF was
performed using the univariate and multivariate logistic regression.

Results: In AF group, serum anti-M2-R was significantly higher than that in the control group in terms of frequency
(40.8% versus 11.7%; p < 0.001) and titer (1:116 versus 1:29; p < 0.001). Compared with paroxysmal AF patients,
persistent AF patients had higher frequency (57.6% versus 27.9%; p = 0.009) and titer (1:132 versus 1:94; p = 0.012)
for autoantibodies. During one-year follow-up examination after ablation, the recurrence of AF was observed in 25
(32.9%) patients. Multivariate analysis showed that pre-procedural serum anti-M2-R was an independent predictor
for the recurrence of AF at the time point of 12 months after ablation (odds ratio: 4.701; 95% confidence interval:
1.590-13.894; p = 0.005).

Conclusions: In AF patients, the frequency and titer of serum anti-M2-R were significantly higher than those in the
control group with sinus rhythm. Pre-procedural serum anti-M2-R was an independent predictor for the recurrence
of AF one year after radiofrequency catheter ablation.
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Background
Atrial fibrillation (AF) is one of the most common
arrhythmias in clinical setting, accounting for approxi-
mately one-third of hospitalizations for cardiac rhythm
disturbances [1]. AF is associated with the reduced exer-
cise capacity, degraded life quality, increased death rate,
stroke and other thromboembolic events as well as left
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ventricular dysfunction [2]. To date, the underlying
mechanism of AF is not fully understood, emerging evi-
dences have indicated that autoimmunity may play an
important role in the development of AF [3].
M2 muscarinic receptor belongs to the family of cardiac

G-protein-coupled receptors. Circulating autoantibodies
against the second extracellular loop of M2-muscarinic
acetylcholine receptors (anti-M2-R) have been detected
in a large number of cardiovascular diseases such as
idiopathic dilated cardiomyopathy and chronic Chagas’s
heart disease characterized by heart failure [4,5].
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Anti-M2-R is also observed in a series of arrhythmic
disorders including idiopathic atrial fibrillation and
sinus node dysfunction and ventricular arrhythmias
[6,7], suggesting that anti-M2-R is not only involved in
heart failure but also in arrhythmia. Anti-M2-R has re-
cently been reported as the strongest independent pre-
dictor for the development of AF in patients with
idiopathic dilated cardiomyopathy and patients with
Graves’ hyperthyroidism [6,8].
Over the past decades, radiofrequency catheter abla-

tion (RFCA) has evolved rapidly and become one of the
most effective methods for AF treatments so that it has
been used in many major hospitals all over the world, al-
though the recurrence rate of AF remains high [9]. Since
AF is a heterogeneous disease, the identification of
patients at high risk for the recurrence of AF by simple
and objective parameters may be helpful in tailoring
therapeutic strategies. Age, AF history, left ventricular
dysfunction, left atrial dilation and increased plasma
N-terminal pro-brain natriuretic peptide (NT-proBNP)
level have been associated with an elevated recurrence
rate of AF [10,11].
Therefore, the purposes of this study are to determine

whether serum anti-M2-R can increase in patients with
AF and preserved left ventricular systolic function, and
to assess the predictive value of pre-procedural serum
anti- M2-R for the recurrence of AF at one year after
RFCA.

Methods
Study population
During the period from October 2009 to October 2010,
a total of 76 patients with paroxysmal (n = 43) or per-
sistent (n = 33) AF and preserved left ventricular systolic
function (left ventricular ejection fraction, LVEF > 60%),
who scheduled for RFCA in the heart center of Beijing
Chao-Yang Hospital, were prospectively enrolled. The
definition and classification was described in the guide-
lines for AF [2]. Exclusion criteria were intra-cardiac
thrombi especially in left atrium and left atrial append-
age, LVEF < 50%, renal insufficiency (serum creatinine ≥
176.8 μmol/L), a history of congenital heart disease,
rheumatic valvular heart disease, idiopathic cardiomyop-
athy, hyperthyroidism or other autoimmune diseases.
Patients with contraindication to anticoagulation or al-
lergy to iodide were also excluded from this study.
Meanwhile, totally 77 patients presented for primary
hypertension or coronary artery disease or just for med-
ical checkup during the same period with sinus rhythm,
LVEF > 60%, and age within 5 years in comparison with
AF patients were selected as the control group. Base-
line clinical characteristics were collected and plasma
NT-proBNP level was measured in all subjects. Trans-
thoracic echocardiography was used to evaluate left
atrial diameter and left ventricular function. Trans-
esophageal echocardiography should be performed to
confirm that there was no thrombus in the left atrium
or left atrial appendage. The study was complied with
the Declaration of Helsinki and was approved by the
Ethics Committee of Beijing Chao-Yang Hospital. All
subjects were provided the written informed consent
before study.
Study protocol
Treatment with antiarrhythmic drugs of all patients was
discontinued for three days before the procedure; amiodar-
one was withdrawn at least 6 weeks before hospitalization.
Oral anticoagulation drugs were replaced by subcutaneous
low molecular weight heparin for at least 24 hours. Blood
samples were collected before RFCA and centrifuged at
3000 rpm for 10 minutes. The anti-M2-R was measured
with enzyme linked immunosorbent assay (ELISA), as
described by Fu [4].
All 76 patients with AF were subjected to circumferen-

tial ablation of pulmonary vein (CAPV) by applying radio-
frequency energy at the conditions with environmental
temperature of 43°C and limited power of 43 watts.
Guided by 3D electro-anatomical mapping systems such
as CARTO, continuous circumferential lesions that
encircled the right and left pulmonary vein ostia were per-
formed during sinus rhythm or AF. The end point of
CAPV was the elimination or dissociation of pulmonary
venous potentials throughout the ostial circumference. If
AF persisted or recurred during paced rhythm after
CAPV, additional substrate modification, for example, an
additional linear ablation of the left atrium “roof” line, or
“mitral isthmus” line may be required and the end point
of linear ablation was documented as bi-directional con-
duction block around linear ablation lesions.
Follow-up examination
An echocardiogram was performed immediately after
the procedure to exclude the presence of pericardial ef-
fusion. All patients were subjected to hospital electrocar-
diogram telemetry monitoring for 72 hours. After
hospital discharge, all of the enrolled patients with AF
were scheduled for repeated visits in an outpatient clinic
at 1, 2, 3, 6 and 12 months after the ablation. At each
visit, patients were provided with cardiological examin-
ation and intensive questioning for arrhythmia-related
symptoms (palpations, chest discomfort, fatigue and diz-
ziness) at the heart center and a 12-lead electrocardio-
gram was also performed. Moreover, a 24-hour Holter
recording was conducted in 3, 6 and 12 months for all
of the patients. The recurrence of AF was defined as any
symptomatic or detected episodes of AF, atrial flutter
and atrial tachycardia longer than 30 seconds beyond
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the blanking period of three months without anti-
arrhythmic drugs [9].

Statistical methods
Continuous data were expressed as Mean ± SD and cat-
egorical data were expressed as percentages. For group
comparisons, the Student’s t test for continuous vari-
ables and the chi-square test or Fisher’s exact test for
categorical variables were used. Association between
serum anti-M2-R level and the echocardio-graphic or
clinical indexes was evaluated by Spearman’s correl-
ation. Risk estimation was performed using univariate
and multivariate logistic regression model with the pres-
ence of recurrence of AF as dependent variable. All tests
were 2-tailed, and a significant difference was consid-
ered at the p < 0.05. Statistical analysis was performed
using the SPSS 16.0 statistical software package (SPSS,
Inc., Chicago, Illinois).

Results
Patient profiles
The clinical profiles of the study population were sum-
marized in Table 1. Compared to patients with sinus
rhythm, AF patients had larger left atrial diameter (39.86
± 5.35 mm vs. 35.33 ± 5.86 mm; p < 0.001) and higher
NT-proBNP level (213.85 ± 85.76 pg/mL versus 113.42 ±
31.15 pg/mL; p < 0.001). Demographic characteristics and
underlying diseases were similar between two groups.
Echocardiographic data including left ventricular end-
diastolic dimension (LVEDD), left ventricular end-systolic
dimension (LVESD) and LVEF did not reveal a significant
difference between two groups.

Autoantibody screening
Anti-M2-R was detected in 40.8% (31 of 76) of AF
patients, whereas that of 11.7% (9 of 77) in patients with
sinus rhythm (p < 0.001). Moreover, in positive cases,
Table 1 Clinical profiles of the study population

Variables Sinus rhythm (n

Age (years) 65.68 ± 9.2

Gender (male) 36 (46.8%)

Hypertension (%) 36 (36.8%)

Diabetes mellitus (%) 14 (18.2%)

Coronary artery disease (%) 8 (10.4%)

Left atrial diameter (mm) 35.33 ± 5.8

Left ventricular end-diastolic diameter (mm) 45.34 ± 5.1

Left ventricular end-systolic diameter (mm) 27.55 ± 3.3

Left ventricular ejection fraction (%) 69.13 ± 4.9

NT-proBNP (pg/ml) 113.42 ± 30.

Data were expressed as numbers (%), Mean ± SD.
Abbreviations: NT-proBNP = N-terminal pro-brain natriuretic peptide.
autoantibody titer (geometric mean) in AF patients was
significantly higher than that in patients with sinus
rhythm (1:116 versus 1:29; p < 0.001), as shown in
Figure 1. Subgroup analysis showed a significant differ-
ence in the frequency of anti-M2-R (57.6% versus 27.9%;
p = 0.009) and autoantibody titer (1:132 versus 1:94;
p = 0.012) between persistent and paroxysmal AF patients.

Ablation outcome
The end points of pulmonary vein disconnection or
elimination in all 76 patients with AF after CAPV were
achieved. Totally, 17 of 33 patients with persistent AF
(51.5%) and 9 of 43 patients with paroxysmal AF (20.9%)
were subjected to additional linear ablation. As for the
population in the present study, no patient was sub-
jected to repeated ablation.

Follow-up outcome
During one-year follow-up examination after the abla-
tion, the recurrence of AF was observed in 25 (32.9%)
patients. The baseline characteristics of two groups with
and without recurrent AF were listed in Table 2. No
statistical difference in age, gender, body mass index,
smoking, comorbidity (hypertension, diabetes mellitus
and coronary artery disease), medications and renal
function between both groups was observed. The echo-
cardiographic data including LVEDD, LVESD and LVEF
were also similar between both groups at baseline. Fur-
thermore, there is no significant difference in the abla-
tion protocol between two groups as well.
Patients with the recurrence of AF, however, had

more persistent AF (76.0% versus. 27.5%; p < 0.001),
larger left atrial diameter (44.9 ± 2.1mm versus 39.0 ±
3.5mm; p < 0.001), higher plasma NT-proBNP level
(347.80 ± 35.80 pg/mL versus 204.50 ± 56.35 pg/mL;
p = 0.012) when compared to patients without AF re-
currence. No significant difference in AF duration was
= 77) Atrial fibrillation (n = 76) p value

4 65.34 ± 8.93 0.817

39 (51.3%) 0.572

37 (48.7%) 0.811

22 (28.9%) 0.117

9(11.8%) 0.775

6 39.86 ± 5.35 < 0.001

0 46.42 ± 3.92 0.270

2 28.04 ± 3.26 0.359

7 69.17 ± 5.98 0.979

15 213.85 ± 85.76 < 0.001



Figure 1 Difference in anti-M2-R between atrial fibrillation and
sinus rhythm patients. The frequency of anti-M2-R in AF patients
was 40.8%, which was significantly higher than that of 11.7% in
patients with sinus rhythm (A) (P < 0.001). The geometric mean titer
in AF patients was also significantly higher than that in patients with
sinus rhythm (B) (1:116 versus 1:29; P < 0.001).
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observed in recurrent patients when compared with
patients without AF recurrence (60 ± 15 months versus
24 ± 5 months; p = 0.090).
As for the autoantibodies, not only the frequency of

anti-M2-R (72.0% versus 25.5%; p < 0.001), but also the
titer of anti-M2-R (1:153 versus 1:80; p = 0.002) revealed
a significant difference between the patients with and
without AF recurrence, as shown in Figure 2.

Determinant of serum anti-M2-R level
The titer of serum anti-M2-R was highly correlated with
left atrial diameter (R = 0.490; p < 0.001) and plasma
NT-proBNP level (R= 0.502; p < 0.001). However, age,
body mass index, renal function, AF duration and
LVEDD, LVESD as well as LVEF were not correlated
with serum anti-M2-R level (p > 0.05).

Univariate and multivariate analysis of AF recurrence
Univariate analysis for AF recurrence during one-year
follow-up period was shown in Table 3. The variables
such as left atrial diameter, pre-procedural plasma NT-
proBNP level and serum anti-M2-R level (both frequency
and titer) were significantly associated with AF recur-
rence at the time point of one year after RFCA including
persistent AF. In the multivariate logistic regression,
adjusted by persistent AF, left atrial diameter and pre-
procedural plasma NT-proBNP level, not only pre-
procedural titer of serum anti-M2-R (odds ratio: 2.339;
95% confidence interval: 1.509-3.626; p < 0.001) but also
the presence of anti-M2-R (odds ratio: 4.701; 95% confi-
dence interval: 1.590-13.894; p = 0.005) was an inde-
pendent predictor for the recurrence of AF at one year
after RFCA.

Discussion
Major findings
By using a synthetic peptide corresponding to the se-
quence of the second extracellular loop in human M2

receptor, we have detected anti-M2-R with ELISA and
demonstrated that the frequency and titer of serum
anti-M2-R in patients with AF and preserved left ven-
tricular systolic function were significantly higher than
those in the patients with sinus rhythm. Both fre-
quency and titer of serum anti-M2-R were associated
with the left atrial diameter and plasma NT-proBNP
level. The pre-procedural level of serum anti-M2-R
was an independent predictor of AF recurrence at
one year after RFCA. This study suggested the serum
anti-M2-R could be used as an integrating marker for
various risk factors of AF, and as an incremental pre-
dictive marker for the recurrence of AF after RFCA.
To date, this is the first report in which pre-
procedural serum anti-M2-R level was used to predict
the recurrence of AF at one year after RFCA.

Detection of serum anti-M2-R
Many studies have shown that circulating anti-M2-R
can be frequently identified in different cardiovascular
conditions such as idiopathic dilated cardiomyopathy,
chronic Chagas’s heart disease, and various arrhythmic
disorders, as well as in healthy individuals [11]. We
have found that the frequency of anti-M2-R in
patients with AF and preserved left ventricular sys-
tolic function was 40.8%, which was moderately
higher than 23.1% in idiopathic AF reported by Baba
et al. [6]. Furthermore, the titer of serum anti-M2-R
is significantly higher in patients with AF than that in
the patients with sinus rhythm.

Role of serum anti-M2-R in the development of AF
The underlying mechanism of AF is still not fully
understood. Over the past decades, multiple-circuit
reentry and focal electrical triggers are the major
conceptual models of AF [9]. AF is associated with
the reduced potential duration and effective refractory



Table 2 Characteristics of patients with and without atrial fibrillation recurrence after ablation

Variables No recurrence (n = 51) AF recurrence (n = 25) p value

Age (years) 65 ± 9 66 ± 8 0.728

Gender (male) 26 (51.0%) 13 (52.0%) 0.933

Body mass index (kg/m2) 25.74 ± 3.46 26.13 ± 3.65 0.710

Smoking (%) 21 (41.2%) 7 (28.0%) 0.263

Persistent atrial fibrillation (%) 14 (27.5%) 19 (76.0%) < 0.001

Duration of atrial fibrillation (months) 24 ± 5 60 ± 15 0.090

Comorbidity

Hypertension (%) 26 (51.0%) 11 (44.0%) 0.567

Diabetes mellitus (%) 13 (25.5%) 9 (36.0%) 0.343

Coronary artery disease (%) 5 (9.8%) 4 (16.0%) 0.432

Medications

Statins 22 (43.1%) 12 (48.0%) 0.689

ACEI/ARB 40 (78.4%) 18 (72.0%) 0.536

Renal function

Blood urea nitrogen (mmol/L) 5.67 ± 1.60 5.43 ± 1.87 0.630

Creatinine (μmol/L) 77.58 ± 16.81 79.75 ± 8.85 0.526

Creatinine clearance (mL/min) 83.12 ± 28.23 79.06 ± 22.86 0.616

Echocardiographic data

Left atrial diameter (mm) 39.0 ± 3.5 44.9 ± 2.1 < 0.001

Left ventricular end-diastolic diameter (mm) 46.3 ± 3.9 46.9 ± 4.2 0.593

Left ventricular end-systolic diameter (mm) 28.0 ± 3.1 27.5 ± 2.1 0.411

Left ventricular ejection fraction (%) 69.0 ± 5.8 70.0 ± 3.5 0.354

NT-proBNP (pg/ml) 204.50 ± 56.35 347.80 ± 35.80 < 0.001

Ablation protocol (persistent AF) n=14 n=19

CAPV+additional linear ablation 8 (57.1%) 9 (47.4%) 0.728

CAPV+LA "roof" line 8 (57.1%) 9 (47.4%) 0.728

CAPV+LA "mitral isthmus" line 8 (57.1%) 9 (47.4%) 0.728

Ablation protocol (paroxysmal AF) n=37 n=6

CAPV+additional linear ablation 7 (18.9%) 2 (33.3%) 0.589

CAPV+LA "roof" line 7 (18.9%) 2 (33.3%) 0.589

CAPV+LA "mitral isthmus" line 5 (13.5%) 0 -

Data were expressed as numbers (%), Mean ± SD.
Abbreviations: ACEI = angiotensin-converting enzyme inhibitor, ARB = angiotensin II receptor blocker, NT-proBNP = N-terminal pro-brain natriuretic peptide,
CAPV=circumferential ablation of pulmonary vein, LA=left atrium.
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period, which is mediated by the activation of the
acetylcholine-gated potassium channel IK-Ach [12].
These electrophysiological changes (a process called
“electrical remodeling”) promote the initiation and
maintenance of AF [13]. Besides, many studies have
also found that AF patients often have a larger left
atrial diameter and greater atrial fibrosis (a process
called “structure remodeling”), which partly attributes
to the induction and persistence of AF through de-
creasing the atrial conduction velocity and prolonging
intra-atrial activation time [14]. Autonomic nervous
system plays an important role in the development of
AF. Vagal stimulation shortens atrial action potential
duration and effective refractory period, and increases
the dispersion of atrial effective refractory period,
which can create an arrhythmogenic substrate for the
initiation and perpetuation of AF [15]. Serum anti-
M2-R can specifically recognize and bind to amino
acids 169–193 of the second extracellular loop in the
M2-muscarinic acetylcholine receptor. Functional
studies have demonstrated that these autoantibodies
are not only able to bind to target receptors in the
myocardium, but also to induce receptor-mediated
biological responses as partial agonists [15]. Stavrakis



Figure 2 Difference in anti-M2-R between patients with and
without recurrence. The frequency of anti-M2-R in the patients
with recurrent AF was significantly higher than that without
recurrence (A) (72.0% versus 25.5%; P < 0.001). The geometric mean
titer of anti-M2-R in the recurrent patients was also higher than that
in the patients without recurrence (B) (1:153 versus 1:80; P = 0.002).

Table 3 Univariate and multivariate analysis for atrial fibrillat

Variables Univariate analysis

OR 95% CI

Age (years) 1.009 0.951-1.071

Gender (male) 0.935 0.337-2.579

Persistent AF 3.794 1.350-10.659

Duration of AF (months) 1.005 0.998-1.012

Left atrial diameter (mm) 1.108 1.002-1.225

LVEF (%) 1.047 0.961-1.141

NT-proBNP 1.001 1.000-1.002

Anti-M2-R

Titer 4.252 1.913-6.591

Frequency 5.500 1.880-16.091

Abbreviations: OR=odds ratio, CI=confidence interval, AF=atrial fibrillation, LVEF=lef
peptide, anti-M2-R = autoantibody against muscarinic-2 acetylcholine receptor.
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S et al. [8] have found that in patients with Graves’
hyperthyroidism, the presence of anti-M2-R can facili-
tate shortening of action potential duration and local
autonomic nerve stimulation-induced firing in pul-
monary veins. By studying the effect of anti-M2-R on
rabbit atria in vivo, Hong CM et al. [16] have demon-
strated that anti-M2-R can induce atrial electrophysi-
ology remodeling, atrial fibrosis and exert a tonic
activation of M2 receptor signal transduction. These
results suggest the presence of anti-M2-R may partici-
pate in the induction and perpetuation of AF.
Our present study find both the frequency and the

titer of serum anti-M2-R are positively correlated with
left atrial diameter. Moreover, AF patients with anti-
M2-R are more prone to AF recurrence after ablation
than the patients with autoantibody deficiency, which
further confirmed the hypothesis that anti-M2-R may
play an important role in the initiation and persist-
ence of AF.

Predictive value of anti-M2-R for the recurrence of AF
after ablation
Since AF is a heterogeneous disease, the identification
of patients at high risk for the recurrence of AF using
simple and objective parameters may be helpful in
tailoring the therapeutic strategies. According to pre-
vious studies, old age, long AF history, persistent AF,
left ventricular dysfunction (systolic and/or diastolic
dysfunction), left atrial dilation and increased plasma
NT-proBNP level have been associated with an ele-
vated recurrence rate of AF [10,11].
In the present study, the AF patients with preserved

left ventricular systolic function have been used as
subjects to conduct univariate analysis and the results
have demonstrated that the variables such as enlarged
left atrial diameter and increased pre-procedural
ion recurrence after ablation

Multivariate analysis

p value OR 95% CI p value

0.758

0.897

0.011

0.189

0.045

0.289

0.007

<0.001 2.339 1.509-3.626 <0.001

0.002 4.701 1.590-13.894 0.005

t ventricular ejection fraction, NT-proBNP = N-terminal pro-brain natriuretic



Zou et al. Journal of Translational Medicine 2013, 11:7 Page 7 of 8
http://www.translational-medicine.com/content/11/1/7
plasma NT-proBNP level are significantly associated
with the recurrence of AF at one year after RFCA in-
cluding persistent AF, which is in good agreement
with several previous studies [10,11,17]. Besides, both
the frequency and the geometric mean titer of anti-
M2-R reveal significant difference between the
patients with AF recurrence and the patients with
sinus rhythm restoration. Multivariate logistic regres-
sion analysis indicated that pre-procedural titer and
frequency of serum anti-M2-R were independent pre-
dictors for recurrence of AF at one year after RFCA.

Study limitations
Several limitations of our study must be acknowl-
edged. We did not measure the levels of anti-M2-R
after ablation, consequently being not able to demon-
strate the superiority of baseline anti-M2-R as a pre-
dictor over a change in its levels. In addition, we did
not perform echocardiography at one year after abla-
tion, which could have been used to assess the effect
of successful ablation on the left atrial size. The sub-
group analysis, although it is of interest, is limited by
the relatively small number of study population.
Finally, in this study, the AF recurrence might have
been underestimated because only intermittent 24 h
Holter recording and interviews could results in mis-
recording of asymptomatic AF recurrence during the
clinical follow-up.

Conclusions
In patients with AF and preserved left ventricular sys-
tolic function, the frequency and titer of serum anti-M2-
R are higher than those in the patients with sinus
rhythm. Meanwhile, serum anti-M2-R level is associated
the left atrial diameters and plasma NT-proBNP level.
The pre-procedural level of anti-M2-R is an independent
predictor for the recurrence of AF at one year after
ablation.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
CHZ, ZYZ, WMZ, and GL carried out the case collection and follow-up
examination. CHZ and GLM carried out the immunoassay. XCY participated
in the design of the study and performed the statistical analysis. LZ and JJZ
contributed the whole study and participated in the design and
coordination of this project as well as manuscript writing. All authors
reviewed and approved the final manuscript.

Acknowledgements
We would like to express our highest appreciation to the patients, who
participated in this project and their family members. We would also like to thank
Drs. Xiaoqing Liu for his helpful guidance and technical assistance in manuscript
preparation. This work was supported by the National Science Foundation of
China to LZ (NO. 30971236, 81250011) and to JJZ (NO. 81241105).

Received: 13 October 2012 Accepted: 2 January 2013
Published: 7 January 2013
References
1. Fuster V, Rydén LE, Cannom DS, Crijns HJ, Curtis AB, Ellenbogen KA,

Halperin JL, Le Heuzey JY, Kay GN, Lowe JE, Olsson SB, Prystowsky EN,
Tamargo JL, Wann S, Smith SC Jr, Jacobs AK, Adams CD, Anderson JL,
Antman EM, Hunt SA, Nishimura R, Ornato JP, Page RL, Riegel B, Prior SG,
Blanc JJ, Budaj A, Camm AJ, Dean V, Deckers JW, et al: ACC/AHA/ESC 2006
Guideliines for the Management of Patients With Atrial Fibrillation: A
Report of the American College of Cardiology/American Heart
Association Task Force on Practice Guidelines and the European Society
of Cardiology Committee for Practice Guidelines. Circulation 2006,
114:e257–e354.

2. European Heart Rhythm Association, European Association for Cardio-
Thoracic Surgery, Camm AJ, Kirchhof P, Lip GY, Schotten U, Savelieva I, Ernst
S, Van Gelder IC, AI-Attar N, Hindricks G, Prendergast B, Heidbuchel H, Alfieri
O, Angelini A, Atar D, Colonna P, De Caterina R, De Sutter J, Goette A,
Gorenek B, Helda M, Hohloser SH, Kolh P, Le Heuzey JY, Ponikowski P,
Rutten FH: Guidelines for the management of atrial fibrillation: the Task
Force for the Management of Atrial Fibrillation of the European Society
of Cardiology (ESC). Eur Heart J 2010, 31:2369–2429.

3. Baba A, Fu M: Autoantibodies in atrial fibrillation: Actor, biomarker or
bystander? Autoimmunity 2008, 41:470–472.

4. Fu M, Magnusson Y, Bergh CH, Liljeqvist JA, Waagstein F, Hjalmarson A,
Hoebeke J: Localization of a functional autoimmune epitope on the
muscarinic acetylcholine receptor-2 in patients with idiopathic dilated
cardiomyopathy. J Chin Invest 1993, 91:1964–1968.

5. Sterin-Borda L, Gorelik G, Borda ES: Chagasic IgG bingding with cardiac
muscarinic cholinergic receptors modifies cholinergic-mediated cellular
transmembrane signals. Clinical Immunol Immunopathol 1991, 61:387–397.

6. Baba A, Yoshikawa T, Fukuda Y, Sugiyama T, Shimada M, Akaishi M,
Tsuchimoto K, Ogawas S, Fu M: Autoantibodies against M2-muscarinic
acetylcholine receptors: new upstream targets in atrial fibrillation in
patients with dilated cardiomyopathy. Eur Heart J 2004, 25:1108–1115.

7. Chiale PA, Ferrari I, Mahler E, Vallazza MA, Elizari MV, Rosenbaum MB, Levin
MJ: Differential profile and biochemical effects of antiautonomic
membrane receptor antibodies in ventricular arrhythmias and sinus
node dysfunction. Circulation 2001, 103:1765–1771.

8. Stavrakis S, Yu X, Patterson E, Huang S, Hamlett SR, Chalmers L, Pappy R,
Cunningham MW, Morshed SA, Davies TF, Lazzara R, Kem DC: Activating
autoantibodies to the beta-1 adrenergic and M2 muscarinic receptors
facilitate atrial fibrillation in patients with Graves’ hyperthyroidism. J Am
Coll Cardiol 2009, 54:1309–1316.

9. Calkins H, Brugada J, Packer DL, Cappato R, Chen SA, Crijns HJ, Damiano RJ
Jr, Davies DW, Haines DE, Haissaguerre M, Iesaka Y, Jackman W, Jais P,
Kottkamp H, Kuck KH, Lindsay BD, Marchlinski FE, McCarthy PM, Mont JL,
Morady F, Nademanee K, Natale A, Pappone C, Prystowsky E, Raviele A,
Ruskin JN, Shemin RJ: HRS/EHRA/ECAS Expert Consensus Statement on
Catheter and Surgical Ablation of Atrial Fibrillation: Recommendations
for Personnel, Policy, Procedures and Follow-up. A report of the Heart
Rhythm Society (HRS) Task Force on Catheter and Surgical Ablation of
Atrial Fibrillation developed in partnership with the European Heart
Rhythm Association (EHRA) and the European Cardiac Arrhythmia
Society (ECAS). Europace 2007, 9:335–379.

10. Lellouche N, Berthier R, Mekontso-Dessap A, Braconnier F, Monin JL, Duval
AM, Dubois-Randé JL, Guéret P, Garot J: Usefulness of Plasma B-Type
Natriuretic Peptide in Predicting Recurrence of Atrial Fibrillation One
Year After External Cardioversion. Am J Cardiol 2005, 95:1380–1382.

11. Berruezo A, Tamborero D, Mont L, Benito B, Tolosana JM, Sitges M, Vidal B,
Arriagada G, Méndez F, Matiello M, Molina I, Brugada J: Pre-procedural
predictors of atrial fibrillation recurrence after circumferential pulmonary
vein ablation. Eur Heart J 2007, 28:836–841.

12. Kovoor P, Wickman K, Maguire CT, Pu W, Gehrmann J, Berul CI, Clapham DE:
Evaluation of the role of I (KACh) in atrial fibrillation using a mouse
knockout model. J Am Coll Cardiol 2001, 37:2136–2143.

13. Hong CM, Zheng QS, Liu XT: Anti-M2 muscarinic acetylcholine receptor
autoantibodies: new therapeutic targets in atrial fibrillation. Bioscience
Hypotheses 2008, 1:162–164.

14. Boldt A, Wetzel U, Lauschke J, Weigl J, Gummert J, Hindricks G, Kottkamp H,
Dhein S: Fibrosis in left atrial tissue of patients with atrial fibrillation with
and without underlying mitral valve disease. Heart 2004, 90:400–405.

15. Chen YJ, Chen SA, Tai CT, Wen ZC, Feng AN, Ding YA, Chang MS: Role of
atrial electrophysiology and autonomic nervous system in patients with



Zou et al. Journal of Translational Medicine 2013, 11:7 Page 8 of 8
http://www.translational-medicine.com/content/11/1/7
superventricular tachycardia and paroxysmal atrial fibrillation. J Am Coll
Cardiol 1998, 32:732–737.

16. Hong CM, Zheng QS, Liu XT, Shang FJ, Wang HT, Jiang WR: Effects of
Autoantibodies against M2 muscarinic acetylcholine receptors on rabbit
atria in vivo. Cardiology 2009, 112:180–187.

17. Hwang HJ, Son JW, Nam BH, Joung B, Lee B, Kim JB, Lee MH, Jang Y,
Chung N, Shim WH, Cho SY, Kim SS: Incremental predictive value of pre-
procedural N-terminal pro-B-type natriuretic peptide for short-term
recurrence in atrial fibrillation ablation. Clin Res Cardiol 2009, 98:213–218.

doi:10.1186/1479-5876-11-7
Cite this article as: Zou et al.: Predictive value of pre-procedural
autoantibodies against M2-muscarinic acetylcholine receptor for
recurrence of atrial fibrillation one year after radiofrequency catheter
ablation. Journal of Translational Medicine 2013 11:7.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study population
	Study protocol
	Follow-up examination
	Statistical methods

	Results
	Patient profiles
	Autoantibody screening
	Ablation outcome
	Follow-up outcome
	Determinant of serum anti-M2-R level
	Univariate and multivariate analysis of AF recurrence

	Discussion
	Major findings
	Detection of serum anti-M2-R
	Role of serum anti-M2-R in the development of AF
	Predictive value of anti-M2-R for the recurrence of AF after ablation
	Study limitations

	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgements
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


