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In this article we analyzed all complications after 200 consecutive catheter ablations of atrial fibrillation in 154 patients. There were 5 (2,5%) complications: significant in 3 (1,5%) cases and insignificant in 2 (1,0%). 

We attribute a small number of complications and absence of embolism to the use of non-irrigated tip ablation catheters.  They apply less deep and massive lesion in comparison with irrigated catheters. The atrial fibrillation ablation by single non-irrigated tip ablation catheter without the use of navigation systems and irrigated catheters can be an effective and safe, especially in primary cases.  
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Background. The catheter ablation of atrial fibrillation (AF) is effective and safe in clinic with enough experience in this procedure. [1]. Complications appear in 2-3% cases which includes complications in the vessel puncture site in 1-2%, a heart perforation in 0,5-1 %, thromboembolism in 0,5-1%. Mortality rate is less than 0,1%. [2]. Complication rate is 7-10% in clinics with different experience level [3].

A pericardial tamponade, hemopericardium and  hemothorax are nonvascular complications. Vascular complications are hematoma in the place of a vessel puncture, retroperitoneal hematoma, pseudoaneurysm and arterio-venous fistula. A group of thromboembolic complications consists of transient ischemic attacks and symptomatic strokes, which were confirmed by MRI or CT. Other complications are bradyarrhythmias (first, second or third degree AV block, sick sinus syndrome), pneumothorax, injury of phrenic nerve, pulmonary vein stenosis, gastric hypokinesis, air embolism, esophagogastric fistula. [4].
According of severity, complications divide into significant and insignificant. Significant complications are hospital mortality, massive bleeding which leads to surgical operation, arterio-venous fistula which require vascular surgery,  dislocation of pacemaker pacing leads, severe anemia, injury of phrenic nerve, thromboembolism and complete AV block. Insignificant complications are pericardial effusion, hematoma in the area of the puncture of the subclavian or jugular vein, transient AV block, iatrogenic His bundle branch block and transient segment ST elevation [5].
Objective. The purpose of this study was to analyze our own complications after catheter ablation of AF.
Material and methods. During period from April 2013 to December 2014 in Ukrainian Children’s Cardiac Center were performed 200 consecutive catheter ablations of AF in 154 patients with age from 20 to 77 years old (mean age was 56,3±9,1 years old). The left atrium size in these patients was less than 55 mm by Echo.

There were 57 (37,0%) women. In 72 patient were diagnosed concomitant arterial hypertension, in 5 – euthyroid hyperplasia, in 2 – hypothyroidism, in 1 – nonobstructive form of hypertrophic cardiomyopathy, in 32 – coronary artery disease (7 patients were after coronary artery bypass surgery), 1 patient underwent mitral valve replacement before procedure because of rheumatic disease, 2 patients underwent pacemaker implantations. 

Paroxysmal AF was observed in 79 (51,3%) patients, persistent - in 47 (30,5%), long-standing persistent - in 28 (18,2%) patients. The duration of the arrhythmia was 0,5-43 years (mean – 5,4 ± 3,6 years). Procedure was performed once in 108 (70,1%) patients, twice in 43 (27,9%) and three times in 3 (2,0%) patients. 
Before operation all anticoagulation therapy was discontinued. All procedures were performed under general anesthesia with endotracheal intubation, through a double transseptal puncture, which was performed with guidance of transesophageal echocardiography. Pulmonary vein isolation was performed using conventional non-irrigated tip ablation catheters and catheters "Lasso". After every 20 applications ablation catheter was removed and cleaned with a damp cloth, transseptal catheter was flushed with saline, supplemented with heparin.

Additionally we applied RF applications in the left and right atrium in sights of unusual atrial potentials registration in sinus rhythm, or in sites of complex fractionated atrial electrograms registration in AF. In patients with persistent AF we applied applications line between the superior and inferior cava veins, and then sinus rhythm was restored by electrical cardioversion. 

 In patient with additional atrial flutter cavotricuspid isthmus conduction blockade was performed.
RF energy was limited with a maximum power of 35W, target temperature of 55°C and time of application 40 seconds. 

All procedures was performed by one surgeon who made 280 catheter ablations of AF.
Results and discussion. Mean time of X-ray exposure at last 50 procedures was 27,2 ± 7,3 min. (from 14 to 36 min.). Number of applications was 118.5 ± 34.8. Procedure duration was 2.6 ± 1.5 hours (from 2 to 3,5). 

We follow up postoperative period in 80 consecutive patients. In mixed group after a single procedure, with mean observation time at 8 months, without any antiarrhythmic drugs sinus rhythm was present in 58 (72,5%) patients.

We had 5 complications after 200 procedures. Significant complications were 3 (1,5%): 1 pericardial tamponade, 1  false aneurysm of femoral artery and 1 femoral soft tissue hematoma. Insignificant complications were 2 (1,0%): 1 pericardial effusion and 1 transient AV block. 

A tamponade in 75 years old patient required pericardial puncture and drainage. An false aneurysm of femoral artery and femoral hematoma required femoral artery plasty. АV block appeared in 10 minutes after sinus rhythm restoration by electrical cardioversion. A lead for temporary ventricular pacing was implanted. AV conduction was restored at second postoperative day. Pericardial effusion was treated conservatively.
We attribute a small number of complications and absence of embolism to the use of non-irrigated tip ablation catheters. They apply less deep and massive lesion in comparison with irrigated catheters. Absence of complications due to RF exposure is a very strong evidence of this confirmation.  Stenosis of pulmonary veins and a damage of near cardiac structures were absent too. Absence of embolism may be explained with less massive endocardium lesion. All complications appeared during puncture of vessels, transseptal puncture or electrical cardioversion. 
Conclusions.  AF catheter ablation by conventional non-irrigated tip ablation catheter without the use of navigation systems and irrigated catheters can be an effective and safe, especially in primary cases.  
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