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A B S T R A C T   

Background: Few large-scale, real-world studies have compared the efficacy and safety of non-antivitamin K 
anticoagulants (NOACs) with that of warfarin in catheter ablation (CA) for atrial fibrillation (AF). 
Methods: This retrospective, cross-sectional study used a nationwide administrative claims database, to compare 
complication-incidence rates following CA for AF between NOAC-treated patients and warfarin-treated matched 
cohorts in the real-world. Among the 32,797,540 records between June 2011 and August 2020 from 426 hos
pitals, 41,347 patients (38,065 on NOACs and 3,282 on Warfarin) were considered eligible. After performing 
propensity matching, 6,564 patients (3,282 per group) were analyzed. 
Results: The overall complication incidence was significantly lower in the NOACs group than in the warfarin 
group (2.3 % vs. 4.0 %; P < 0.001, odds ratio [OR]: 0.55, 95 % confidence interval [CI]: 0.41–0.74). Although no 
significant differences in the incidence of cardiac tamponade (1.0 % vs. 1.1 %; P = 0.90, OR: 0.97, 95 % CI: 
0.60–1.56) and major bleeding (0.6 % vs. 0.7 %; P = 0.54, OR: 0.83, 95 % CI: 0.44–1.52) were noted, blood 
transfusion requirements (0.6 % vs. 1.2 %; P = 0.02, OR: 0.52, 95 % CI: 0.30–0.88) and vascular complications 
(0.2 % vs. 0.5 %; P = 0.02, OR: 0.33, 95 % CI: 0.12–0.79) were significantly lower in the NOACs group than in 
the warfarin group. Furthermore, the thromboembolic event incidence was significantly lower in the NOACs 
group than in the warfarin group (0.5 % vs. 1.2 %; P < 0.001, OR: 0.36, 95 % CI: 0.19–0.64). 
Conclusions: NOACs should be considered as a first-line therapy for periprocedural anticoagulation in patients 
undergoing CA for AF.   

1. Introduction 

Atrial fibrillation (AF) is the most common arrhythmia and an in
dependent risk factor for thromboembolisms [1–3]. Oral anti
coagulation (OAC) is the most important medication for the clinical 
management of AF [4]. Multiple randomized controlled trials (RCTs) 
have shown that non-antivitamin K anticoagulants (NOACs) are superior 
or non-inferior to warfarin in the prevention of thromboembolisms and 

are associated with a lower or similar rate of bleeding events in patients 
with non-valvular AF and have replaced warfarin as the first-line OAC 
for non-valvular AF [5–8]. 

Catheter ablation (CA) has emerged as a common AF treatment for 
the improvement of the quality of life (QOL) and reduction of the risk of 
thromboembolisms, cardiovascular events, and mortality [9,10]. How
ever, patients undergoing CA for AF encounter procedure-related risks of 
major bleeding and thromboembolism, and peri-procedural 
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complications are reportedly in the range of 1.0–4.5 % [11–13]. 
Hence, periprocedural anticoagulation should minimize the risk of 

bleeding and thromboembolisms, and optimal periprocedural manage
ment with OACs is required in patients undergoing CA for AF. RCTs of 
various NOACs (VENTURE AF, RE-CIRCUIT, AXAFA-AFNET, and 
ELIMINATE-AF) have already compared the safety and efficacy of 
NOACs with that of warfarin in patients undergoing CA for AF and re
ported the periprocedural use of NOACs to be associated with lower or 
similar rates of bleeding and thromboembolic events as compared with 
warfarin use [14–17]. 

Although these RCTs revealed the safety and efficacy of NOACs as 
periprocedural anticoagulants in CA for AF, those studies applied strict 
patient eligibility criteria that excluded some patients who had been 
treated in clinical practice; therefore, they were not fully representative 
of an unselected, real-world population. Furthermore, the results of 
these studies might have been biased and underpowered owing to the 
relatively small sample sizes. Accordingly, whether the study results 
from these RCTs can be generalized to a wider patient population in the 
real-world remains unknown; moreover, few large-scale, real-world 
studies have compared the efficacy and safety of NOACs with that of 
warfarin in CA for AF. 

The hypothesis of the current study was that bleeding complications 
after CA for AF occur less frequently in patients treated with NOACs 
(NOACs group) than in those treated with warfarin (warfarin group). To 
test this hypothesis, the current study applied a retrospective, cross- 
sectional design based on a nationwide administrative claims database 
and compared the incidence of complications following CA for AF be
tween NOAC-treated patients and warfarin-treated patients using 
matched cohorts in the real-world. 

2. Methods 

2.1. Data source 

We used data from Medical Data Vision Co., Ltd. (MDV; Tokyo, 

Japan). The MDV database is derived from the health claims, Diagnosis 
Procedure Combination (DPC) system, and flat-fee payment system in 
Japan. The MDV database includes the following information on each 
patient: age, sex, height, weight, body mass index, main diagnoses and 
comorbidities, drugs and devices, diagnostic and therapeutic proced
ures, length of hospital stay, and discharge status. The details of the DPC 
system and database have been described elsewhere [18,19]. 

2.2. Study population 

The MDV database, which represents the Japanese population, 
contained 32,797,540 health records from 426 acute-care hospitals that 
were collected between June 2011 and August 2020. Patients registered 
in the MDV database were selected using the following steps (Fig. 1): 

Step 1: We extracted data on patients diagnosed with any 
arrhythmia. 
Step 2: We extracted data on patients who were hospitalized for AF 
as the “main diagnosis”, “admission-precipitating diagnosis”, “most 
resource-consuming diagnosis”, and/or “second most resource- 
consuming diagnosis”. 
Step 3: We excluded patients with (1) atrial flutter (AFL) or atrial 
tachycardia (AT) identified with a “main diagnosis”, “admission- 
precipitating diagnosis”, “most resource-consuming diagnosis”, and/ 
or “second most resource-consuming diagnosis”; (2) patients who did 
not undergo CA of AF; (3) age < 20 years; (4) CA for AF other than 
radiofrequency CA or Cryoballoon; (5) absent clinical data; and (6) 
prescription for both NOACs and warfarin. We determined that cases 
without a transseptal puncture (code of K5951) did not undergo CA 
of AF. 
Step 4: We performed propensity-score matching (PSM) with the 
following variables: age, sex, body mass index, congestive heart 
failure, hypertension, diabetes mellitus, stroke/transient ischemic 
attack (TIA), vascular disease, dyslipidemia, radiofrequency abla
tion, and concomitant use of antiplatelet drugs. 

Fig. 1. Study flowchart MDV = Medical Data Vision, AF = atrial fibrillation, AFL = atrial flutter, AT = atrial tachycardia, CA = catheter ablation, NOACs = non- 
antivitamin K anticoagulants, TIA = transient ischemic attack. 
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2.3. Definition of complications 

We used the International Classification of Diseases, 10th revision 
(ICD-10) diagnosis and DPC procedure codes to identify the common in- 
hospital complications due to CA for AF [18,19]. In-hospital complica
tions were extracted from a maximum of four to 10 diagnoses coded 
under “conditions arising after admission” [19]. Complications were 
defined under the following ICD-10 diagnosis and DPC procedure codes 
(Supplemental Table): cardiac complications (cardiac tamponade: 
I31.9, I97.1, or J98.5, and/or pericardial drainage as J048 or J0021; 
myocardial infarctions: I21–23; vasospastic angina: I20.1; complete 
atrioventricular block: I44.2; and sick sinus syndrome: I45.5 or I49.5), 
pulmonary complications (pneumothoraxes: J930, J931, J938, or J939; 
hemothorax: J942; and pneumonia: J15.9J18.9, or J69.0), neurological 
complications (phrenic nerve palsy: G58.8; stroke and TIA: G45, or I63), 
vascular access complications (hematoma: S701, S801, T140 or T810; 
and/or pseudoaneurysms: I72.4), major bleeding (I31.9, I97.1, J98.5, 
J048, J0021, or other fatal bleedings), thromboembolism (H342, I24, 
I269, I740, I741, I744, I748, I749, K550, K868, N280, or T790), blood 
transfusion (K920), cardiothoracic surgery (K539), and in-hospital 
death. The complications were collected only during the current 
hospitalization. 

2.4. Sample size and power 

Sample-size calculation was based on the primary hypothesis. The 
incidence rates of major bleeding after CA for AF have been reported to 
be 0–3 % and 1–4 % in the NOAC and warfarin groups, respectively 
[14–17]. Based on these data, the major bleeding rates after CA were 
assumed to be 1 % and 2 % in the NOAC and warfarin groups, respec
tively. After a calculation, the sample size was set at 2,316 patients per 
group, with a power of 80 %, based on a significance level of 0.05. 

2.5. Statistical analysis 

We used PSM to balance the patient characteristics between the 
NOACs and warfarin groups. The PSM was conducted based on the 
following covariates: age, sex, body mass index, congestive heart failure, 
hypertension, diabetes mellitus, stroke/TIA, vascular disease, dyslipi
demia, radiofrequency ablation, and concomitant use of antiplatelets. 
Each NOAC-treated patient was matched to a warfarin-treated patient in 
a 1:1 ratio. We compared the complication rates between the NOACs and 
warfarin groups using matched cohorts. 

Regarding the patient characteristics, the categorical variables are 
presented as absolute and relative frequencies, and continuous variables 
are presented as the mean ± standard deviation for normally distributed 
data or median with the interquartile range (25th–75th percentiles) for 
skewed data, as appropriate. A multivariable Cox regression analysis 
was performed to compare the incidence of complications between the 
NOAC and warfarin groups. Odds ratios (ORs) with 95 % confidence 
intervals (95 % CIs) were calculated. Statistical significance was set at P 
< 0.05. Statistical analyses were performed using R software (version 
4.0.3). 

3. Results 

3.1. Study population 

First, we identified 299,930 patients diagnosed with arrhythmias 
based on ICD-10 codes between June 2011 and August 2020 (Fig. 1, Step 
1). Among them, we extracted 170,524 patients who were hospitalized 
for AF and identified with ICD-10 codes I48 (Fig. 1, Step 2). Thereafter, 
we excluded patients with (1) AFL or AT as the “main diagnosis”, 
“admission-precipitating diagnosis”, “most resource-consuming diag
nosis”, and/or “second most resource-consuming diagnosis” (N =
13,015); (2) patients who did not undergo CA of AF (N = 108,900); (3) 

aged < 20 years (N = 18); (4) a CA procedure other than radiofrequency 
CA or cryoballoon CA (N = 19); (5) absent clinical data (N = 2,090); and 
(6) prescriptions for both NOACs and warfarin (N = 5,135). (Fig. 1, Step 
3). A total of 41,347 patients (38,065 on NOACs and 3,282 on warfarin) 
were considered eligible for the study. Finally, we performed PSM, and 
6,564 patients (3,282 patients in each group) were included in the 
analysis (Fig. 1, Step 4). 

The patient characteristics and covariate balance of both groups are 
shown in Table 1 and Fig. 2. The mean age was 67.4 ± 9.2 years and 
67.3 ± 9.2 years in the NOACs and warfarin groups, respectively, and 
27.7 % of the patients were female. Among the patients, 45.1 % had 
heart failure, 53.6 % hypertension, 20.4 % diabetes mellitus, 28.1 % 
hyperlipidemia, 1.8 % stroke or TIA, 20.6 % ischemic heart disease, and 
20.8 % concomitant antiplatelet drug use. The patients in the NOACs 
group were prescribed dabigatran (N = 581), rivaroxaban (N = 923), 
apixaban (N = 784), or edoxaban (N = 994). 

3.2. Complications and in-hospital death 

The major complications and in-hospital deaths in each group are 
shown in Figs. 3 and 4. The incidence of overall complications was 
significantly lower in the NOAC group than in the warfarin group (2.3 % 
vs. 4.0 %; P < 0.001, OR: 0.55, 95 % CI: 0.41–0.74). Although no 

Table 1 
Patient Characteristics.  

Variables NOACs 
N = 3,282 

Warfarin 
N = 3,282 

Mean age, years 67.4 ± 9.2 67.3 ± 9.2 
Age, n (%)   
25–29 1 (0.0) 1 (0.0) 
30–34 7 (0.2) 7 (0.2) 
35–39 27 (0.8) 26 (0.8) 
40–44 49 (1.5) 45 (1.4) 
45–49 76 (2.3) 75 (2.3) 
50–54 117 (3.6) 127 (3.9) 
55–59 281 (8.6) 297 (9.0) 
60–64 507 (15.4) 484 (14.7) 
65–69 760 (23.2) 772 (23.5) 
70–74 720 (21.9) 723 (22.0) 
75–79 530 (16.1) 513 (15.6) 
80–84 190 (5.8) 187 (5.7) 
85– 17 (0.5) 25 (0.8) 
Sex, female, n (%) 909 (27.7) 906 (27.6) 
Mean BMI, kg/m2 24.1 ± 3.5 24.1 ± 3.9 
Heart failure, n (%) 1,492 (45.5) 1,466 (44.7) 
Hypertension, n (%) 1,795 (54.7) 1,723 (52.5) 
Diabetes mellitus, n (%) 682 (20.8) 659 (20.1) 
Hyperlipidemia, n (%) 935 (28.5) 911 (27.8) 
Stroke or TIA, n (%) 69 (2.1) 50 (1.5) 
Ischemic heart disease, n (%) 700 (21.3) 652 (19.9) 
Mean CHADS2 score 1.48 ± 0.96 1.42 ± 0.95 
0, n (%) 522 (15.9) 557 (17.0) 
1 1,190 (36.3) 1,231 (37.5) 
2 1,128 (34.4) 1,092 (33.3) 
3 376 (11.5) 350 (10.7) 
4 61 (1.9) 52 (1.6) 
5 4 (0.1) 0 (0) 
6 1 (0.0) 0 (0) 
Mean CHA2DS2-VASc score 2.79 ± 1.45 2.77 ± 1.41 
0, n (%) 164 (5.0) 154 (4.7) 
1 472 (14.4) 454 (13.8) 
2 776 (23.6) 828 (25.2) 
3 872 (26.6) 901 (27.5) 
4 602 (18.3) 560 (17.1) 
5 291 (8.9) 294 (9.0) 
6 85 (2.6) 77 (2.3) 
7 19 (0.6) 12 (0.4) 
8 1 (0.0) 2 (0.1) 
Concomitant use of an antiplatelet agent, n (%) 693 (21.1) 672 (20.5) 

NOACs = non-antivitamin K anticoagulants, BMI = body mass index, TIA =
transient ischemic attack. 
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significant differences in the incidence of cardiac tamponade (1.0 % vs. 
1.1 %; P = 0.90, OR: 0.97, 95 % CI: 0.60–1.56) and major bleeding 
complications (0.6 % vs. 0.7 %; P = 0.54, OR: 0.83, 95 % CI: 0.44–1.52) 
were noted, the requirement for a blood transfusion (0.6 % vs. 1.2 %; P 
= 0.02, OR: 0.52, 95 % CI: 0.30–0.88) and vascular complications (0.2 % 
vs. 0.5 %; P = 0.02, OR: 0.33, 95 % CI: 0.12–0.79) were significantly 

lower in the NOAC group than in the warfarin group. Furthermore, the 
incidence of thromboembolic events was significantly lower in the 
NOAC group than in the warfarin group (0.5 % vs. 1.2 %; P < 0.001, OR: 
0.36, 95 % CI: 0.19–0.64). No significant differences in the incidence of 
in-hospital death were observed (0 % vs. 0.09 %; P = 0.99). The median 
length of the hospital stay was 4.00 [2.00–254] for the NOAC group and 

Fig. 2. Covariate balance of this study. CA = catheter ablation.  

Fig. 3. Incidence rates of complications in each group.  
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5.00 [2.00–132] for the warfarin group (P < 0.001). 

4. Discussion 

The present study used a nationwide claims database containing data 
on more than 170,000 patients with AF from 426 hospitals between 
2011 and 2020 to compare the safety and efficacy of NOAC with that of 
warfarin using PSM. The major findings of the current study are as fol
lows: 1) the incidence of overall complications was significantly lower in 
the NOACs group than in the warfarin group; 2) although no significant 
differences in the incidence rates of cardiac tamponade and major 
bleeding complications were noted, the requirement for a blood trans
fusion and incidence of vascular complications were significantly lower 
in the NOAC group than in the warfarin group; and 3) the incidence of 
thromboembolic events was significantly lower in the NOAC group than 
in the warfarin group. 

4.1. Comparison with previous studies 

Regarding bleeding complications during CA for AF, several studies 
have reported that patients treated with NOACs experience fewer 
bleeding events than those treated with warfarin [14–17,20]. Brunetti 
et al. conducted a meta-analysis of four RCTs (VENTURE-AF, AXAFA, 
RE-CIRCUIT, and ELIMINATE-AF) that compared the safety and efficacy 
of NOACs with that of warfarin during CA for AF. The meta-analysis, 
which included 2,118 patients from the four RCTs, revealed a statisti
cally significant reduction in major bleeding events in NOAC-treated 
patients compared with that in warfarin-treated patients (relative risk: 
0.61, 95 % CI: 0.39–0.93, P = 0.02) and concluded that NOAC use 
during CA for AF is potentially superior to warfarin use during CA for AF 
in terms of bleeding complications. In the current study, although the 
frequencies of cardiac tamponade and major bleeding events were 
similar between the NOAC and warfarin groups, NOAC-treated patients 
had a significantly lower risk of a blood transfusion and vascular com
plications than those treated with warfarin. This was confirmed by Hagii 
et al. in which they showed that even when a patient treated with 
NOACs experiences major bleeding, the amount of bleeding is less than 
that in warfarin-treated patients, and fewer cases require blood trans
fusions than those on warfarin treatment [21]. 

Regarding thromboembolic complications during CA for AF, a meta- 
analysis of four RCTs revealed that NOAC-treated patients had a lower 
risk of thromboembolic events, however, this was not significant due to 
the small sample size (relative risk, 0.40; 95 % CI, 0.09–1.76; P = 0.23) 
[14–17,20]. Although the rate of thromboembolic events in the current 
study and the four RCTs was comparable in both the NOAC and warfarin 
groups, the difference between the two groups was statistically signifi
cant due to the adequate sample size. Other previous studies have re
ported the non-inferiority of NOACs in terms of thromboembolic 

complications [22]. It is speculated that the differences in thromboem
bolic complications among studies may be partially related to the dif
ferences in the sample size and patient characteristics (age, sex, 
comorbidities, and race). The lack of a difference in the incidence of in- 
hospital death was compatible with the previous studies, which may be 
related to the lower incidence of death in both groups. 

4.2. NOACs as preprocedural anticoagulants 

As demonstrated in the current and previous studies, periprocedural 
anticoagulation with NOACs is superior or non-inferior to that with 
warfarin in terms of bleeding and thromboembolic complications 
[14–17]. In addition, periprocedural anticoagulation with NOACs has 
certain advantages, such as the rapid onset of action, no requirement for 
frequent blood testing to monitor the international normalized ratio, no 
need for frequent dose adjustment, and fewer interactions with medi
cations and food. Based on our findings, we believe that NOACs are 
suitable periprocedural anticoagulants as a first-line therapy in patients 
undergoing CA for AF. 

4.3. Strengths and limitations of the study 

We believe that the current study has several strengths: 1) the 
nationwide database, which represents the entire Japanese population; 
2) no patient selection bias and a consecutive patient population; and 3) 
the inclusion of all four approved NOACs in the analyses. Notwith
standing, the present study also had certain limitations. First, because 
the database we used only included in-hospital CA-related complica
tions, we could not analyze the post-discharge complications, such as 
atrioesophageal fistulae and pulmonary vein stenosis. Second, although 
the DPC data have been validated and are reliable, they may contain 
certain errors, and some data may be over- or underestimated [19]. 
Third, we could not specify how many patients underwent CA with or 
without an interruption of NOAC and warfarin. 

5. Conclusions 

Using a nationwide claims database, the present study revealed that 
the incidence rates of overall complications, bleeding complications 
requiring a blood transfusion, vascular complications, and thrombo
embolisms were significantly lower in NOAC-treated patients than in 
those treated with warfarin. On this premise, we believe that NOACs 
should be considered as a first-line therapy for periprocedural anti
coagulation in patients undergoing CA for AF. 
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Fig. 4. ORs and 95 % CIs of Complications OR = odds ratio, CI = confidence interval.  

K. Miyamoto et al.                                                                                                                                                                                                                              



IJC Heart & Vasculature 44 (2023) 101174

6

Investigator Initiated Research Program (JRISTA). 

Disclosure 

Kengo Kusano: Speaker honoraria from DAIICHI SANKYO COM
PANY, Ltd., Nippon Boehringer Ingelheim, Biotronik Japan, Bayer 
Yakuhin, Pfizer, and Medtronic Japan, and research grants from Med
tronic Japan, HITACHI, Biotronic Japan, Mebix, and JSR. Koji Miya
moto: Speaker honoraria from Medtronic Japan, Abbott Japan, and 
research funding from Bristol-Meyers Squibb, Pfizer, Medtronic Japan, 
Japan Lifeline, and Boston Scientific Japan. Satoshi Nagase belongs to a 
donation course of Medtronic. 

Acknowledgment 

We would like to thank Mr. John Martin and Editage (www.editage. 
com) for English language editing. 

Appendix A. Supplementary material 

Supplementary data to this article can be found online at https://doi. 
org/10.1016/j.ijcha.2023.101174. 

References 

[1] K.S. Perera, T. Vanassche, J. Bosch, B. Swaminathan, H. Mundl, M. Giruparajah, M. 
A. Barboza, M.J. O’Donnell, M. Gomez-Schneider, G.J. Hankey, et al., Global 
Survey of the Frequency of Atrial Fibrillation-Associated Stroke: Embolic Stroke of 
Undetermined Source Global Registry, Stroke 47 (9) (2016) 2197–2202. 

[2] A.S. Go, E.M. Hylek, K.A. Phillips, Y. Chang, L.E. Henault, J.V. Selby, D.E. Singer, 
Prevalence of diagnosed atrial fibrillation in adults: national implications for 
rhythm management and stroke prevention: the AnTicoagulation and Risk Factors 
in Atrial Fibrillation (ATRIA) Study, JAMA 285 (18) (2001) 2370–2375. 

[3] S.S. Chugh, J.L. Blackshear, W.K. Shen, S.C. Hammill, B.J. Gersh, Epidemiology 
and natural history of atrial fibrillation: clinical implications, J. Am. Coll. Cardiol. 
37 (2) (2001) 371–378. 

[4] C.T. January, L.S. Wann, H. Calkins, L.Y. Chen, J.E. Cigarroa, J.C. Cleveland, Jr., P. 
T. Ellinor, M.D. Ezekowitz, M.E. Field, K.L. Furie, et al: 2019 AHA/ACC/HRS 
Focused Update of the 2014 AHA/ACC/HRS Guideline for the Management of 
Patients With Atrial Fibrillation: A Report of the American College of Cardiology/ 
American Heart Association Task Force on Clinical Practice Guidelines and the 
Heart Rhythm Society in Collaboration With the Society of Thoracic Surgeons. 
Circulation 2019, 140(2):e125-e151. 

[5] S.J. Connolly, M.D. Ezekowitz, S. Yusuf, J. Eikelboom, J. Oldgren, A. Parekh, 
J. Pogue, P.A. Reilly, E. Themeles, J. Varrone, et al., Dabigatran versus warfarin in 
patients with atrial fibrillation, N. Engl. J. Med. 361 (12) (2009) 1139–1151. 

[6] M.R. Patel, K.W. Mahaffey, J. Garg, G. Pan, D.E. Singer, W. Hacke, G. Breithardt, J. 
L. Halperin, G.J. Hankey, J.P. Piccini, et al., Rivaroxaban versus warfarin in 
nonvalvular atrial fibrillation, N. Engl. J. Med. 365 (10) (2011) 883–891. 

[7] C.B. Granger, J.H. Alexander, J.J. McMurray, R.D. Lopes, E.M. Hylek, M. Hanna, H. 
R. Al-Khalidi, J. Ansell, D. Atar, A. Avezum, et al., Apixaban versus warfarin in 
patients with atrial fibrillation, N. Engl. J. Med. 365 (11) (2011) 981–992. 

[8] R.P. Giugliano, C.T. Ruff, E. Braunwald, S.A. Murphy, S.D. Wiviott, J.L. Halperin, 
A.L. Waldo, M.D. Ezekowitz, J.I. Weitz, J. Spinar, et al., Edoxaban versus warfarin 
in patients with atrial fibrillation, N. Engl. J. Med. 369 (22) (2013) 2093–2104. 

[9] M. Haissaguerre, P. Jais, D.C. Shah, A. Takahashi, M. Hocini, G. Quiniou, 
S. Garrigue, A. Le Mouroux, P. Le Metayer, J. Clementy, Spontaneous initiation of 
atrial fibrillation by ectopic beats originating in the pulmonary veins, N. Engl. J. 
Med. 339 (10) (1998) 659–666. 

[10] K. Miyamoto, A. Doi, K. Hasegawa, Y. Morita, T. Mishima, I. Suzuki, K. Kaseno, 
K. Nakajima, N. Kataoka, T. Kamakura, et al., Multicenter Study of the Validity of 
Additional Freeze Cycles for Cryoballoon Ablation in Patients With Paroxysmal 
Atrial Fibrillation: The AD-Balloon Study, Circ. Arrhythm. Electrophysiol. 12 (1) 
(2019) e006989. 

[11] R. Cappato, H. Calkins, S.A. Chen, W. Davies, Y. Iesaka, J. Kalman, Y.H. Kim, 
G. Klein, A. Natale, D. Packer, et al., Prevalence and causes of fatal outcome in 
catheter ablation of atrial fibrillation, J. Am. Coll. Cardiol. 53 (19) (2009) 
1798–1803. 

[12] R. Cappato, H. Calkins, S.A. Chen, W. Davies, Y. Iesaka, J. Kalman, Y.H. Kim, 
G. Klein, A. Natale, D. Packer, et al., Updated worldwide survey on the methods, 
efficacy, and safety of catheter ablation for human atrial fibrillation, Circ. 
Arrhythm. Electrophysiol. 3 (1) (2010) 32–38. 

[13] L. Friberg, F. Tabrizi, A. Englund, Catheter ablation for atrial fibrillation is 
associated with lower incidence of stroke and death: data from Swedish health 
registries, Eur. Heart J. 37 (31) (2016) 2478–2487. 

[14] S.H. Hohnloser, J. Camm, R. Cappato, H.C. Diener, H. Heidbuchel, L. Mont, C. 
A. Morillo, K. Abozguia, M. Grimaldi, H. Rauer, et al., Uninterrupted edoxaban vs. 
vitamin K antagonists for ablation of atrial fibrillation: the ELIMINATE-AF trial, 
Eur. Heart J. 40 (36) (2019) 3013–3021. 

[15] H. Calkins, S. Willems, E.P. Gerstenfeld, A. Verma, R. Schilling, S.H. Hohnloser, 
K. Okumura, H. Serota, M. Nordaby, K. Guiver, et al., Uninterrupted Dabigatran 
versus Warfarin for Ablation in Atrial Fibrillation, N. Engl. J. Med. 376 (17) (2017) 
1627–1636. 

[16] R. Cappato, F.E. Marchlinski, S.H. Hohnloser, G.V. Naccarelli, J. Xiang, D. 
J. Wilber, C.S. Ma, S. Hess, D.S. Wells, G. Juang, et al., Uninterrupted rivaroxaban 
vs. uninterrupted vitamin K antagonists for catheter ablation in non-valvular atrial 
fibrillation, Eur. Heart J. 36 (28) (2015) 1805–1811. 

[17] P. Kirchhof, K.G. Haeusler, B. Blank, J. De Bono, D. Callans, A. Elvan, T. Fetsch, I. 
C. Van Gelder, P. Gentlesk, M. Grimaldi, et al., Apixaban in patients at risk of stroke 
undergoing atrial fibrillation ablation, Eur. Heart J. 39 (32) (2018) 2942–2955. 

[18] S. Kohsaka, T. Murata, N. Izumi, J. Katada, F. Wang, Y. Terayama, Bleeding risk of 
apixaban, dabigatran, and low-dose rivaroxaban compared with warfarin in 
Japanese patients with non-valvular atrial fibrillation: a propensity matched 
analysis of administrative claims data, Curr. Med. Res. Opin. 33 (11) (2017) 
1955–1963. 

[19] Y. Yokoyama, K. Miyamoto, M. Nakai, Y. Sumita, N. Ueda, K. Nakajima, 
T. Kamakura, M. Wada, K. Yamagata, K. Ishibashi, et al., Complications Associated 
With Catheter Ablation in Patients With Atrial Fibrillation: A Report From the 
JROAD-DPC Study, J. Am. Heart Assoc. 10 (11) (2021) e019701. 

[20] N.D. Brunetti, L. Tricarico, R.R. Tilz, C.H. Heeger, L. De Gennaro, M. Correale, 
R. Ieva, M. Di Biase, A. Rillig, A. Metzner, et al., Lower Major Bleeding Rates with 
Direct Oral Anticoagulants in Catheter Ablation of Atrial Fibrillation: an Updated 
Meta-analysis of Randomized Controlled Studies, Cardiovasc. Drugs Ther. 34 (2) 
(2020) 209–214. 

[21] J. Hagii, H. Tomita, N. Metoki, S. Saito, H. Shiroto, H. Hitomi, T. Kamada, S. Seino, 
K. Takahashi, Y. Baba, et al., Characteristics of intracerebral hemorrhage during 
rivaroxaban treatment: comparison with those during warfarin, Stroke 45 (9) 
(2014) 2805–2807. 

[22] J. Romero, R.C. Cerrud-Rodriguez, I. Alviz, J.C. Diaz, D. Rodriguez, S. Arshad, 
L. Cerna, J. Taveras, V. Grupposo, A. Natale, et al., Significant Benefit of 
Uninterrupted DOACs Versus VKA During Catheter Ablation of Atrial Fibrillation, 
JACC Clin. Electrophysiol. 5 (12) (2019) 1396–1405. 

K. Miyamoto et al.                                                                                                                                                                                                                              

https://doi.org/10.1016/j.ijcha.2023.101174
https://doi.org/10.1016/j.ijcha.2023.101174
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0005
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0005
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0005
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0005
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0010
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0010
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0010
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0010
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0015
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0015
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0015
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0025
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0025
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0025
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0030
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0030
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0030
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0035
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0035
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0035
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0040
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0040
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0040
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0045
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0045
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0045
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0045
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0050
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0050
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0050
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0050
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0050
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0055
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0055
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0055
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0055
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0060
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0060
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0060
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0060
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0065
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0065
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0065
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0070
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0070
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0070
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0070
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0075
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0075
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0075
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0075
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0080
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0080
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0080
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0080
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0085
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0085
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0085
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0090
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0090
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0090
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0090
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0090
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0095
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0095
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0095
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0095
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0100
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0100
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0100
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0100
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0100
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0105
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0105
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0105
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0105
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0110
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0110
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0110
http://refhub.elsevier.com/S2352-9067(23)00005-2/h0110

	Real-world comparison of in-hospital complications after catheter ablation for atrial fibrillation between non-antivitamin  ...
	1 Introduction
	2 Methods
	2.1 Data source
	2.2 Study population
	2.3 Definition of complications
	2.4 Sample size and power
	2.5 Statistical analysis

	3 Results
	3.1 Study population
	3.2 Complications and in-hospital death

	4 Discussion
	4.1 Comparison with previous studies
	4.2 NOACs as preprocedural anticoagulants
	4.3 Strengths and limitations of the study

	5 Conclusions
	Role of the funding sources
	Disclosure
	Acknowledgment
	Appendix A Supplementary material
	References


