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Background: Clinical recurrence after atrial fibrillation catheter ablation (AFCA) still

remains high in patients with persistent AF (PeAF). We investigated whether an

extra-pulmonary vein (PV) ablation targeting the dominant frequency (DF) extracted

from electroanatomical map–integrated AF computational modeling improves the AFCA

rhythm outcome in patients with PeAF.

Methods: In this open-label, randomized, multi-center, controlled trial, 170 patients with

PeAF were randomized at a 1:1 ratio to the computational modeling-guided virtual DF

(V-DF) ablation and empirical PV isolation (E-PVI) groups.We generated a virtual dominant

frequency (DF) map based on the atrial substrate map obtained during the clinical AF

ablation procedure using computational modeling. This simulation was possible within

the time of the PVI procedure. V-DF group underwent extra-PV V-DF ablation in addition

to PVI, but DF information was not notified to the operators from the core lab in the

E-PVI group.

Results: After a mean follow-up period of 16.3 ± 5.3 months, the clinical recurrence

rate was significantly lower in the V-DF than with E-PVI group (P = 0.018, log-rank).

Recurrences appearing as atrial tachycardias (P = 0.145) and the cardioversion rates

(P = 0.362) did not significantly differ between the groups. At the final follow-up, sinus

rhythm was maintained without any AADs in 74.7% in the V-DF group and 48.2% in the

E-PVI group (P < 0.001). No significant difference was found in the major complication

rates (P = 0.489) or total procedure time (P = 0.513) between the groups. The V-DF

ablation was independently associated with a reduced AF recurrence after AFCA [hazard

ratio: 0.51 (95% confidence interval: 0.30–0.88); P = 0.016].
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Conclusions: The computational modeling-guided V-DF ablation improved the rhythm

outcome of AFCA in patients with PeAF.

Clinical Trial Registration: Clinical Research Information Service, CRIS

identifier: KCT0003613.

Keywords: catheter ablation, computational modeling, recurrence, dominant frequency, atrial fibrillation

INTRODUCTION

Atrial fibrillation (AF) is themost common arrhythmia in clinical
practice and has been associated with increased risks of heart
failure, strokes, dementia, and cardiovascular death (1). AF
catheter ablation (AFCA) is an effective therapy in patients with
symptomatic and drug-refractory AF. Because AF is a chronic
progressive disease with an annual progression rate of 7.2–15%,
appropriate rhythm control by AFCA reduces the heart failure
mortality, overall mortality, and hospitalization rates as well as
the stroke risk and improves the cognitive function and renal
function (2–4). However, clinical long-term AF recurrence after
AFCA still remains high in patients with persistent AF (PeAF)
and longstanding PeAF (5). This may be because the atrial
substrate changes during AF progression and extrapulmonary
vein (PV) foci play important roles in AF recurrence after
the PeAF ablation (6). Nevertheless, no single empirical extra-
PV ablation strategy, such as a linear, electrogram-guided, low
voltage–guided, or rotor ablation, has been proven to improve
the rhythm outcome of AFCA in patients with non-paroxysmal
AF (7–9). In other words, the use of the current sequential atrial
substrate mapping technology with a multielectrode catheter
is not adequate to find the AF driver, as in contrast to the
remarkable improvements made in the catheter technology
for a long-lasting PV isolation (PVI). Recently, computational
modeling has demonstrated the potential applicability in cardiac
arrhythmia interventions (10, 11). Computational modeling
allows for high-density, entire-chamber mapping while reflecting
the personalized atrial anatomy and physiology (12). It enables
a mechanism-based virtual ablation test targeting various AF
wave-dynamic parameters and the prediction of the clinical
outcomes by a reproducible condition control (10, 11, 13, 14).
We previously reported the clinical feasibility and effectiveness of
AF ablation lesion sets chosen using an in silico ablation relative
to that of empirically chosen ablation lesion sets in patients with
PeAF in a multicenter prospective clinical study (10, 11). In
this study, we improved the existing computational modeling
software (CUVIA version 2.5; Laonmed Inc., Seoul, Korea),
which enabled one to conduct an entire-chamber mapping of
the AF drivers based on the acquired substrate map during atrial
pacing. We designed this multicenter prospective randomized
clinical trial (RCT) by collaboration between the clinical ablation
team and simulation team in real-time. Under this arrangement,
the operator acquired the atrial substrate map and sent the
data to the simulation team, and then the operator proceeded
with the PVI and received the outcome of the simulation for
the extra-PV targets after the PVI procedure. We compared

the outcomes of the real-time computational modeling–guided
extra-PV target ablation and empirical AFCA in patients with
non-paroxysmal AF.

MATERIALS AND METHODS

Study Design and Population
This randomized, open-label, multicenter trial included drug-
refractory AF patients undergoing AFCA at three tertiary
hospitals in Korea (Clinical Research Information Service, CRIS
identifier: KCT0003613). The study protocol was approved by
the Institutional Review Board of each participating center and
complied with the principles of the Declaration of Helsinki.
All participants provided written informed consent before study
enrollment. Figure 1 shows the study design of the CUVIA-
AF2 study. We enrolled a total of 222 patients with AAD-
resistant symptomatic PeAF undergoing catheter ablation. The
key exclusion criteria were as follows: (1) an age younger than
20 or older than 80 years, (2) paroxysmal AF, (3) valvular AF,
(4) significant structural heart disease other than left ventricular
hypertrophy, (5) left atrial (LA) diameter >55mm, (6) history
of AF ablation or cardiac surgery, and (7) the LA voltage
map was not available due to recurrent (>3 episodes) or re-
initiated AF after cardioversion. In patients with sustaining
AF at the beginning of the procedure, we performed internal
cardioversion by utilizing biphasic shock (2–20 J) with R wave
synchronization (Lifepak12, Physiocontrol Ltd., Redmond, WA,
USA) to acquire the LA substrate map. If the cardioversion
failed or AF recurred during substrate mapping, we repeated
cardioversion without using an antiarrhythmic drug at least
3 times. However, among enrolled a total of 222 patients, 52
(23.4%) were excluded due to failed internal cardioversion or >3
episodes of recurrent AF re-initiated during paced atrial substrate
mapping, which provided the mandatory electrophysiologic data
for our realistic computation modeling. All patients were treated
with antiarrhythmic drugs (AADs) at baseline before AFCA. All
antiarrhythmic drugs (AADs) were discontinued for at least five
half-lives, and amiodarone was stopped at least 4 weeks before
the procedure. Finally, 170 patients (70.6% men; 59.2 ± 11.3
years) were randomly assigned, using a random number table,
to the virtual dominant frequency (DF) map-guided catheter
ablation (V-DF, 87 patients) and empirical PVI ablation (E-PVI,
83 patients) groups.

CUVIA-AF2 Study Protocol
Figure 2 shows the study process for the CUVIA-AF2 as a
real-time collaborative protocol between the clinical procedure
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FIGURE 1 | Study flow diagram. The enrolled patients were randomly assigned to either the computational modeling–guided or empirical ablation groups. PeAF,

persistent atrial fibrillation; RFCA, radiofrequency catheter ablation.

FIGURE 2 | CUVIA-AF 2 approach flowchart.

and computational modeling teams. At the beginning of the
AFCA procedure, the clinical procedure team reconstructed
the LA substrate map (bipolar voltage and local activation
maps) using EnSiteTM NavXTM acquired with a multielectrode
catheter (AFocus, Abbott, Chicago, IL, USA) during high right
atrial pacing with a cycle length of 500ms. After extracting

and transferring the digital data of the atrial substrate map
to the computational modeling team, the clinical operator
concentrated on conducting the PVI procedure. The substrate
mapping data were analyzed in an on-site procedure room
or transferred through the in-hospital network. During the
30–40min PVI procedure, the modeling team conducted a

Frontiers in Cardiovascular Medicine | www.frontiersin.org 3 December 2021 | Volume 8 | Article 772665

https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles


Baek et al. Virtual Ablation of Persistent AF

“virtual AF” induction and DF analysis. “Virtual AF” means AF
simulation induced by ramp pacing on the LA substrate map
in the computational modeling. This collaborative approach was
conducted real-time, and it took <10min for the integration of
the clinical substrate mapping data into the human atrial cell
model, including the personalized fibrosis and fiber orientation,
about 20min for inducing and maintaining virtual AF; and
<10min for the virtual DF analysis (11, 15). The computational
modeling team provided the analyzed DF color map to the
operator in the V-DF group but not in the E-PVI group. The
operator then completed additional ablation of DF areas in the
V-DF group, but no additional DF ablation was performed in
the E-PVI group. However, 14.5% of the E-PVI group underwent
an extra-PV ablation in addition to the PVI per the operators’
discretion, mostly due to the existence of extra-PV triggers.

Computational Modeling of the AF and DF
Analyses
We developed CUVIA version 2.5 for use in real-time AFCA
procedures using the computed unified device architecture
(CUDA) platform. The CUDA-based design methods and
performance have been demonstrated in previous studies (12).
The LA geometry was reconstructed with the substrate mapping
points provided by the clinical procedure team. The electro-
anatomical mapping procedure to acquire approximately over
1,000 mapping points in each patient took ∼10–15min. Since
there was a physical and temporal limitation to the number
of mapping points acquired by the operator, we generated and
refined the reconstructed high-resolutionmesh using the CUVIA
software to improve the accuracy of the simulation. The final
number of nodes was set at 400,000–500,000 and the adjacent
length between the two nodes was ∼300µm. The LA mesh
included the LA appendage and myocardial sleeves of the PV for
realistic implementation (16). In the LA mesh, the opening area
of the mitral valve and PV vessel was set as a non-conductive
area. Then, the personalized fibrosis and fiber orientation were
calculated with the clinical substratemapping data and integrated
into the LA mesh node of the human atrial cell model (12).

The cellular ionic currents were calculated based on the
modified Courtemanche human atrial model, and electrical wave
propagation was simulated with the monodomain equation (12).
The following equation was used for the computational modeling
of the electric wave propagation on the LA wall (15):

∂Vm

∂t
=

1

βCm
{∇ · D∇Vm − β (Iion + Is)} , (1)

where Vm (volt) is the membrane potential; β (meter−1) is the
membrane surface-to-volume ratio; Cm (farad/meter2) is the
membrane capacitance per unit area; D (siemens/meter) is the
conductivity tensor; and Iion and Is (ampere/meter2) are the ion
and stimulation currents, respectively, the above equation was
adopted in parallel on the graphics processing unit as a CUDA
kernel using a generalized finite difference system to simulate
the electrical wave propagation (15). For the ionic remodeling,
the fibrotic cells were initialized in the AF remodeled state and
non-fibrotic cells were initialized in the normal state (17, 18).

When compared to non-fibrotic cells, the Ito, Ikur, ICaL, and IK1
currents of fibrotic cells changed to −70, −50, −70, and+111%,
respectively (Supplementary Table 1). The pacing location for
AF induction was estimated from the clinical local activation
map, and reentry was initiated by rapid pacing. The pacing
intervals were set from 200 to 120ms (total of eight cycles in 10-
ms intervals), and the total pacing time was set to 11,520ms (19).
We observed the AFmaintenance for 22.5 s andmeasured the DF
values for 6 s after the AF induction. The DF was analyzed as the
frequency of the maximum peak power as described in previous
research (20). We ablated the total area of the virtual DF sites
in the V-DF group, but the DF ablation sites were adjusted to
<5% of the LA nodes by color scaling and then delivered to the
clinical procedure team. This approach was based on the previous
work that ablation in an area of <5% of the critical mass does
not change the termination or defragmentation rates (13). The
no-flux condition was applied for all boundaries.

Definition of the Fiber Orientation From
Atlases
We used an atlases-based mesh from each patient’s left atrial (LA)
geometry (21, 22) to describe the fiber orientation and performed
high-density and entire-chamber atrial fibrillation (AF) mapping
using personalized electrophysiological mapping data. The vector
of the fiber orientation was generated at each node of the LA
mesh along the myocardial fiber direction, and the conduction
difference according to the orientation was realized by the fiber
tracking method (12). The fiber orientation was adjusted based
on the clinical local activation time map. The conductivity in
the direction perpendicular to the vector was smaller than the
conductivity in the vector direction. The conductivity of the
model was applied at 0.1264 S/m (non-fibrotic longitudinal cell),
0.0546 S/m (fibrotic longitudinal cell), 0.0252 S/m (non-fibrotic
transverse cell), and 0.0068 S/m (fibrotic transverse cell) (23).
This procedure was performed at high speed using graphics
processing unit-based software.

Determination of Fibrotic Cells Based on
the Clinical Voltage Maps
The fibrosis regions were determined based on a clinically
acquired bipolar voltage map. First, the LA mesh was
reconstructed with each patient’s clinical substrate mapping data,
and the clinical bipolar voltage was interpolated into the 3D LA
model using the nearest neighbor mapping. To determine the
fibrosis or non-fibrosis at each node, we calculated the fibrosis
probability through the following equation with the clinical
bipolar voltage (24):

Pfibrosis =







1, X<0
−40.0X3+155X2−206X+99.8, 0≤X≤1.74

0, 1.74<X

where Pfibrosis is the probability of fibrosis at a given node and X
is the bipolar voltage at that node. If X is greater than the cutoff
value of 1.74mV, Pfibrosis converges to zero. It was developed
by comparing the predicted fibrosis rates in a 3D atrial model
with pre- and post-ablation fibrosis data. As a result, fibrosis
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was determined with a probability of fibrosis between 0 and 1
calculated based on clinically acquired bipolar voltage data at
each node.

AFCA
Electrophysiological mapping and AFCA have been described
previously (11). Briefly, we used an open irrigated-tip catheter
or a contract-force ablation catheter to deliver radiofrequency
energy for ablation under three-dimensional electroanatomical
mapping (EnSiteTM NavXTM) merged with three-dimensional
spiral computed tomography (CT). All patients in both groups
underwent a circumferential PVI. After the PVI, bidirectional
block was confirmed in all patients. An extra-PV ablation was
performed based on the virtual DF mapping in the V-DF group
and at the operator’s discretion in the E-PVI group. Examples
of determining and the ablation of the CUVIA-AF 2 target
in three patients in each randomized group are illustrated in
Figure 3. We ablated the DF areas marked on the CT-merged
3D electroanatomical map using the focal ablation technique, and
not circumferential isolation.We delivered 40–50Wof RF energy
for 10–15 s, but used a reduced power and temperature on the
posterior side of the LA or LA appendage. DFs located in the LA
appendage were mainly at the ostium. After the protocol-based
ablation, the procedure ended when no immediate recurrence
of AF was observed within 10min after cardioversion with an
isoproterenol infusion (5–10 µg/min depending on ß-blocker

use; target sinus heart rate of 120 bpm; AF induction by a
ramp pacing cycle length of 120ms). If further AF triggers or
frequent unifocal atrial premature beats were observed under
the isoproterenol effect, extra-PV foci were ablated as much as
possible. If there were unmappable repetitive AF triggers at the
end of the procedure, the operators targeted the potential area of
the extra-PV triggers by a linear or CFAE ablation to achieve the
endpoint of the protocol.

Post-ablation Management and Follow-Up
We tried to discharge the patients without AADs except for
those who had recurrent extra-PV triggers after the AFCA
procedure, symptomatic frequent atrial premature beats, non-
sustained atrial tachycardia (AT), or early recurrence of AF
on telemetry during the admission period (AAD use 34.7%
at discharge). Patients visited the outpatient clinic regularly at
1, 3, 6, and 12 months and then every 6 months thereafter
or whenever symptoms occurred after AFCA. All patients
underwent electrocardiography (ECG) recordings during every
visit and 24-h Holter recordings at 3 and 6 months and
then every 6 months thereafter, according to the protocol
(25). Holter monitoring or event monitor recordings were
obtained when patients reported symptoms of palpitations
suggestive of an arrhythmia recurrence. A Holter analysis
and adjudication were conducted by an individual blinded
to the study group assignment. AF recurrence was defined

FIGURE 3 | Examples of the process to determine the CUVIA-AF ablation targets in three patients. (A) A 52-year-old man with DF located in the left inferior PV in the

V-DF group. (B) A 56-year-old man with multiple DFs located on the anterior and posterior walls in the V-DF group. (C) A 72-year-old man with a DF located on the

roof in the E-PVI group.
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as any episode of AF or AT of at least 30 s in duration.
Any ECG documentation of AF recurrence within a 6-month
blanking period was diagnosed as an early recurrence, and AF
recurrence occurring more than 6 months after the procedure
was diagnosed as a case of clinical recurrence. The primary
study endpoint was the freedom from documented episodes
of AF or AT lasting longer than 30 s and occurring after a
3-month blanking period after a single ablation procedure.
Secondary endpoints were the periprocedural complication rate
and responses to AADs or electrical cardioversion rates after
postprocedural recurrence.

Statistical Analysis
The continuous variables were compared using Student’s t-
tests, while categorical variables were compared using chi-
squared or Fisher’s exact tests, as appropriate. The primary
endpoint was the freedom from any atrial arrhythmias during
the follow-up period after a 3-month blanking period. The time
to recurrence and rate of arrhythmia-free survival were assessed
by a Kaplan–Meier analysis, with differences calculated using
log-rank tests. To assess the factors associated with post-AFCA
clinical recurrence of AF, we performed a Cox proportional-
hazards model regression analysis. For all variables, P-values of
<0.05 were considered to be statistically significant. All statistical
analyses were performed using the IBM SPSS Statistics for
Windows version 26.0 software program (IBM Corp., Armonk,
NY, USA).

RESULTS

Patient Characteristics
Among a total of 222 patients with AAD-resistant symptomatic
PeAF undergoing catheter ablation, 52 (23.4%) were excluded
due to failed internal cardioversion or three episodes of recurrent
AF re-initiated during paced atrial substrate mapping, which
provided the mandatory electrophysiologic data for our realistic
computation modeling (Figure 1). The characteristics of the
study participants are summarized in Table 1. There were 87
patients included in the V-DF group and 83 included in the
E-PVI group. The two ablation groups were well-balanced in
terms of the baseline demographics. The mean age was 59 years,
70.6% of the study population was male, and the proportion
of longstanding PeAF was 62.4%. The mean AF duration and
CHA2DS2-VASc scores were 40.2 months and 2.1 ± 1.6 points,
respectively. The mean LA diameter was 44.8 ± 5.5mm. No
significant difference was found regarding comorbidities between
groups (P = NS).

Procedural Characteristics
The procedural results and complications are summarized in
Table 1. The total procedure (P= 0.513) and ablation (P= 0.894)
times did not differ between the two groups. Circumferential PVI
and cavotricuspid isthmus ablation were successfully conducted
in all patients. We analyzed the locations of the highest 10%
DF in both groups (Supplementary Table 2). The highest DF
areas were commonly found in the PVs (16.5%, Figure 3A), left

atrial appendage (11.2%), or roof (10.0%). Multiple DF areas
were found in 17.6% of patients and we ablated any extra-PV
DF areas in the V-DF ablation group (Figure 3B) but not in
the E-PVI group (Figure 3C). In the V-DF group, 37.6% of the
patients (25/87) did not undergo a V-DF ablation because the V-
DF was located inside the PVs (20.7%) or there was the absence
of any presentation of DFs in the induced virtual ATs (16.9%).
In the E-PVI group, an additional posterior box isolation and
anterior linear ablation were conducted in 6.0 and 2.4% of the
patients, respectively, at the operators’ discretion, mostly due to
repetitive immediate triggering of AF under an isoproterenol
provocation. We conducted linear ablation only in the minority
of the patients (4.6% for V-DF group vs. 6.0% for E-PVI group, p
= 0.742), and the bidirectional block rates did not differ between
the two groups (55.6% for V-DF group vs. 44.4% for E-PVI group,
p = 0.099). The complication rates also did not significantly
differ between the groups (3.4 vs. 6.0%; P = 0.489). No major
thromboembolic complications, including strokes, occurred in
either group (Table 1).

Primary Outcomes
During the 16.3 ± 5.3 months of follow-up, the early recurrence
rates within 3 months of the AFCA did not differ (36.8 vs. 48.2%;
P= 0.132), but the clinical recurrence rate was significantly lower
in the V-DF group than E-PVI group (25.3 vs. 42.2%; P = 0.023,
Table 1). A Kaplan–Meier analysis revealed a significantly lower
clinical recurrence rate in the V-DF group than E-PVI group
overall (P = 0.018, log-rank, Figure 4A). The rate of freedom
from AF with off-AAD tended to be higher in the V-DF group
(P = 0.051, log-rank, Figure 4B).

Secondary Outcomes and Subgroup
Analysis
The AAD prescription rates did not significantly differ between
the two groups at discharge (33.3 vs. 36.1%; P = 0.749) or 3
months after the procedure (36.8 vs. 49.4%; P= 0.121). However,
the V-DF group demonstrated a significantly lower rate of AAD
prescriptions than that of the E-PVI group at the final follow-up
(21.8 vs. 41.0%; P= 0.008, Table 1). The overall single-procedure
success rate was significantly higher in the V-DF group (74.7%)
than the E-PVI group (57.8%; P= 0.023, Table 1). A multivariate
Cox regression analysis showed that the V-DF ablation was
independently associated with a low clinical recurrence after
AFCA (hazard ratio 0.51, 95% confidence interval 0.30–0.88, P
= 0.016, Table 2).

In sub-analysis of DF extra PV ablation, V-DF group showed
better rhythm outcome compared to E-PVI group (24.2%
recurrence for V-DF vs. 44.1% recurrence for the E-PVI; p =

0.023, Figure 5) Totally, we conducted the empirical extra-PV
ablation in 11 out of 83 patients in the E-PVI group. Although
the result of the DF map was not noticed to the operators in
the E-PVI group, the DF site and empirical extra-PV ablation
site matched in 2 out of 11 patients in the retrospective analysis
(Supplementary Table 3).

Out of 57 patients with clinical recurrence, 55 experienced
AF recurrence and two experienced AT recurrence (Table 1).
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TABLE 1 | Baseline and procedure-related characteristics and rhythm outcomes of the study participants.

Overall V-DF E-PVI P-value

(n = 170) (n = 87) (n = 83)

Age, years 59.2 ± 11.3 58.3 ± 11.5 60.2 ± 11.1 0.269

Male, n (%) 120 (70.6) 67 (77.0) 53 (63.9) 0.060

Longstanding persistent AF, n (%) 106 (62.4) 52 (59.8) 54 (65.1) 0.528

AF duration, (months) 40.2 ± 41.7 36.7 ± 38.8 43.9 ± 44.5 0.305

Comorbidities, n (%)

Heart failure 40 (23.5) 22 (25.3) 18 (21.7) 0.580

Hypertension 93 (54.7) 51 (58.6) 42 (50.6) 0.294

Diabetes mellitus 39 (22.9) 19 (21.8) 20 (24.1) 0.726

Stroke 27 (15.9) 13 (14.9) 14 (16.9) 0.731

Vascular disease 13 (7.6) 9 (10.3) 4 (4.8) 0.175

CHA2DS2-VASc score 2.1 ± 1.6 2.1 ± 1.5 2.1 ± 1.6 0.719

Echocardiographic parameters

LA dimension, mm 44.8 ± 5.5 44.9 ± 5.5 44.7 ± 5.5 0.777

LA volume index, ml/m2 40.6 ± 12.9 40.1 ± 13.2 41.0 ± 12.6 0.655

LV ejection fraction, % 60.1 ± 8.3 60.0 ± 7.6 60.1 ± 9.0 0.972

E/Em 10.3 ± 4.4 10.1 ± 4.6 10.4 ± 4.2 0.723

LVEDD, mm 49.7 ± 4.6 50.3 ± 4.8 49.0 ± 4.3 0.069

LVMI, g/m2 94.8 ± 21.7 95.2 ± 24.3 94.3 ± 18.7 0.777

Procedure time, min 166.8 ± 48.8 169.2 ± 43.5 164.3 ± 53.9 0.513

Ablation time, s 2989.4 ± 1067.0 3000.0 ± 958.0 2978.0 ± 1177.5 0.894

Ablation lesions, n (%)

CPVI 170 (100) 87 (100) 83 (100) –

Cavotricuspid isthmus line 170 (100) 87 (100) 83 (100) –

Posterior wall isolation 8 (4.7) 3 (3.4) 5 (6.0) 0.489

Anterior line 5 (2.9) 3 (3.4) 2 (2.4) 0.689

Left lateral isthmus line 1 (0.6) 0 (0) 1 (1.2) 0.488

CFAE 2 (1.2) 1 (1.1) 1 (1.0) 0.973

Extra-PV trigger ablation, n (%) 4 (2.4) 1 (1.1) 3 (3.6) 0.359

Complications 8 (4.7) 3 (3.4) 5 (6.0) 0.489

Pericardial effusion 1 1 0

PV stenosis 1 0 1

Pericarditis 2 1 1

Others† 4 1 3

Rhythm outcomes

Follow-up duration (months) 16.3 ± 5.3 16.4 ± 5.6 16.3 ± 5.3 0.903

Post-ABL medication

ACEi, or ARB, n (%) 58 (34.1) 33 (37.9) 25 (30.1) 0.283

Beta blocker, n (%) 82 (48.2) 44 (50.6) 38 (45.8) 0.532

Statin, n (%) 63 (37.1) 35 (40.2) 28 (33.7) 0.381

AAD use

At discharge, n (%) 59 (34.7) 29 (33.3) 30 (36.1) 0.749

After 3 months, n (%) 73 (42.9) 32 (36.8) 41 (49.4) 0.121

At the final follow-up, n (%) 53 (31.2) 19 (21.8) 34 (41.0) 0.008

Early recurrence types, n (%) 72 (42.4) 32 (36.8) 40 (48.2) 0.132

Clinical recurrence, n (%) 57 (33.5) 22 (25.3) 35 (42.2) 0.023

Recurrence type, AT, n (% in recur) 2 (3.5) 2 (9.1) 0 0.145

Cardioversion, n (% in recur/% overall) 39 (40.4/22.9) 17 (40.9/19.5) 22 (40.0/26.5) 0.362

Single-procedure success, overall, n (%) 113 (66.5) 65 (74.7) 48 (57.8) 0.023

Final sinus rhythm, overall, n (%) 142 (83.5) 81 (93.1) 61 (73.5) 0.001

Final sinus rhythm without AADs, n (%) 105/170 (61.8) 65/87 (74.7) 40/83 (48.2) <0.001

AF, atrial fibrillation; LA, left atrium; LV, left ventricle; E/Em, mitral inflow velocity/mitral annulus tissue velocity; LVEDD, LV end-diastolic diameter; LVMI, LV mass index; CFAE, complex

fractionated atrial electrogram; CPVI, circumferential pulmonary vein isolation; PV, pulmonary vein; AAD, antiarrhythmic drug; ABL, ablation; ACEi, angiotensin-converting enzyme

inhibitor; ARB, angiotensin receptor blocker; AT, atrial tachycardia.
†Other complications: sinus node dysfunction, TBS, severe hypotension, puncture site bleeding.
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FIGURE 4 | Kaplan–Meier curves for the cumulative AF-free survival. (A) Overall patients. (B) Patients maintaining AAD use after catheter ablation.

TABLE 2 | Cox regression analysis for clinical recurrence after catheter ablation.

Univariate Multivariate

HR (95% CI) P-value HR (95% CI) P-value

Age, years 1.01 (0.97–1.04) 0.578 1.00 (0.98–1.03) 0.740

Male, n (%) 1.09 (0.63–1.90) 0.756 1.35 (0.76–2.40) 0.305

AF duration 1.00 (0.99–1.01) 0.595

Heart failure 1.01 (0.45–2.27) 0.974

Hypertension 1.16 (0.57–2.35) 0.681

Diabetes mellitus 1.10 (0.49–2.50) 0.815

Stroke 1.26 (0.55–2.88) 0.581

CHA2DS2-VASc

score

1.05 (0.89–1.23) 0.601 1.09 (0.88–1.36) 0.423

LA dimension, mm 1.01 (0.96–1.11) 0.666 1.01 (0.96–1.07) 0.654

LVEF, % 0.99 (0.95–1.03) 0.523

E/Em 0.96 (0.86–1.07) 0.474

Computational

virtual-guided

0.54 (0.31–0.92) 0.022 0.51 (0.30–0.88) 0.016

AF, atrial fibrillation; CHA2DS2-VASc, Congestive heart failure, Hypertension, Age (>65, 1

point; >75, 2 points), Diabetes, previous Stroke/transient ischemic attack (2 points); LA,

left atrium; LV, left ventricular ejection fraction; E/Em, mitral inflow velocity/mitral annulus

tissue velocity.

Among the patients with clinical recurrence, the proportion of
AT [9.1% (2/22) vs. 0% (0/35); P = 0.145] and the cardioversion
rates [40.9% (9/22) vs. 40.0% (14/35), P = 0.590] did not differ
between the V-DF and E-PVI groups. Overall, 19.5% (17/87)
of the V-DF group and 26.5% (22/83) of the E-PVI group
underwent cardioversion to control AAD-resistant recurring
atrial arrhythmias (P = 0.362). Finally, the proportions of
patients who remained in sinus rhythm were 93.1% in the V-DF
group and 73.5% in the E-PVI group (P = 0.001), respectively,
while those who remained in sinus rhythmwithout AADs totaled
74.7% in the V-DF group and 48.2% in the E-PVI group (P <

0.001, Table 1).

DISCUSSION

In this prospective RCT comparing real-time computational
modeling–guided AFCA and empirical AFCA in patients with
PeAF, the intraprocedural virtual DF mapping and ablation
targeting DF areas improved the rhythm outcomes without
increasing the procedure time or risk of complications. We
demonstrated that realistic computational modeling of AF, which
reflects a personalized atrial anatomy, electrophysiology, fibrosis,
and fiber orientation, is feasible and effective in non-paroxysmal
AF ablation.

Heterogeneity and Unmet Needs of AF
Ablation in Patients With PeAF
Since AF is a progressive disease, there are various stages of atrial
remodeling in the category of PeAF. The current classification of
AF is mainly determined by the duration of sustained AF, but the
AF duration is often not clear inminimally symptomatic patients.
Moreover, depending on the treating institution, some patients
with longstanding PeAF undergo AFCA directly, while others
undergo AFCA only after changing the AF to the paroxysmal
type with AADs and cardioversion (6). Therefore, the current
classification does not accurately reflect the pathophysiology of
AF, and it is rather natural that prior attempts to conduct a
uniform empirical extra-PV ablation for PeAF have failed. All
the RCTs and meta-analyses that compared the PVI and other
empirical extra-PV ablation procedures, such as the STAR-AF2
(comparing linear ablation and electrogram-guided ablation) and
rotor ablation trials, failed to demonstrate the clinical usefulness
of additional empirical extra-PV ablation lesions in patients with
PeAF (7–9). As for the extra-PV ablation protocol that has
been proven effective so far, mapping and ablation of extra-
PV triggers after an isoproterenol provocation was the only
approach that worked. However, mapping techniques available
for provoked extra-PV triggers are still limited (26). In this study,
we conducted an isoproterenol provocation and extra-PV trigger
mapping and ablation in all patients included.
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FIGURE 5 | Procedure outcome according to DF location and ablation.

Computational Modeling-Guided AF
Ablation
Since Moe et al. (27) published on the subject of human
atrial cell modeling in 1964, computational modeling has
continued to evolve and innovate, playing an important
part in basic electrophysiology research (14, 28). In recent
years, sophisticated modeling is possible by reflecting the
cardiac magnetic resonance imaging (MRI) late-gadolinium
enhancement (29). Nevertheless, the biggest obstacle that exists
in applying AF computational modeling to clinical medicine
has been the high computational burden. Recently, however,
this limitation has been overcome by a parallel computing
technology (30), and MRI-based computational modeling has
become technically feasible for arrhythmia interventions (29).
Simulation-guided AFCA provides precision medical care that
reflects the patient’s personalized anatomy, histology, and
electrophysiological characteristics (31).

The CUVIA-AF 1 trial was the only prospective RCT of

computational modeling-guided AFCA published to date (10,
11). Kim et al. (10) conducted a preprocedural virtual ablation
to test the optimal linear lesion set using AF modeling (CUVIA
version 1.0) (32), which reflected the patient-specific atrial
anatomy, and adopted the best lesion set during the clinical
AFCA procedure, which was superior to the empirical ablation
in patients with PeAF. In the current study, CUVIA version
2.5, which further improved the computational power and
calculation efficiency (12), was used to test the effects of the
intraprocedural AF driver mapping and ablation in a prospective
RCT. After applying the CT-based anatomy, personalized
electrophysiology, fibrosis, and fiber orientation inferred from
a clinical electroanatomical map, the DF target information
was successfully calculated and provided to the operator within
30–40min while performing the PVI. DF ablation showed the

better outcome for AF termination or defragmentation rates
as compared to the CFAEs, phase singularities, or Shannon
entropy in the previous virtual ablation study (13). It has been
reported that a spectral analysis and frequency mapping identify
localized sites of high-frequency activity during AF in humans
with different distributions in non-paroxysmal AF (8, 11, 33).
We targeted the DF sites as extra-PV AF drivers because the
AF termination rate was higher after a DF ablation than other
parameters representing rotational reentries in the previous
simulation study (13). Unlike as seen in this CUVIA-AF2 trial,
the RADAR-AF trial (34), which involved an extra-PV DF target
ablation, reported negative outcomes as compared to a PVI
alone. However, the mapping method in the RADAR-AF trial
apparently differs from the entire-chamber DFmapping protocol
used in this study. We acquired electrical data by a point-by-
point map using a multi-electrode catheter during high right
atrial pacing. We did not generate voltage maps in the AF state
because AF drivers or rotational reentries meander during AF
maintenance. Therefore, we localized virtual DF sites during
the virtual AF state after integrating the clinical voltage and
activation map to the computational model. The virtual AF
analyzed in this study was an entire chamber map, which differs
from the point-by-point sequential AF map in the RADAR trial.

Hurdles to Overcome and the Future
Direction
Although AF modeling has advanced to the point of
intraprocedural simulation and mapping, there are still
challenges ahead. First, invasive mapping data are required
as an important reference for fibrosis, conduction velocity,
and the fiber orientation (12). Second, the dropout rate was
23.4% during the acquisition of clinical paced atrial substrate
maps because of cardioversion failure or recurrent re-initiation
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of AF. Third, atrial epi- and endocardial dissociation of the
activation have to be reflected (35). We improved CUVIA
version 3.0 (36) to a stage at which the atrial wall thickness
can be applied, but the program still needs to overcome the
increased computational burden. Fourth, most of the current
modeling is chamber-centric mapping as it is hard to clearly
determine the interatrial conduction pattern using medical
images or clinical electroanatomical maps. Fifth, AF is a
multifactorial disease and future AF modeling requires cardiac
autonomic nerve activity, epicardial fat, or metabolic factors
in order to apply various pathophysiologies (37). Sixth, it
needs considering the possibility in misinterpretation of the
results about secondary outcomes and subgroup analysis in
this study, because we did not conduct control and adjustment
for multiple hypothesis test in the secondary outcomes and
subgroup analysis. Seventh, we conducted extra-PV ablation
in 11 out of 83 patients in the E-PVI group to achieve the
ablation end-point. Finally, it is necessary to expand the clinical
application fields of AF modeling—for example, by considering
virtual AADs—as well as arrhythmia intervention. With the
application of artificial intelligence and the innovation of the
hardware, we will overcome such hurdles one by one, however,
we will be challenged each time by the computational burden
and time.

CONCLUSION

In this prospective RCT comparing the real-time computational
modeling–guided AFCA and empirical AFCA, intraprocedural
virtual DF mapping and ablation targeting DF areas improved
the rhythm outcomes without increasing the procedure time or
risk of complications among the patients with PeAF. We proved
that realistic computational modeling of AF, which reflects
a personalized atrial anatomy, electrophysiology, fibrosis, and
fiber orientation, is feasible and effective in non-paroxysmal
AF ablation.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by the Institutional Review Board of Yonsei University
Health System, Inha University College of Medicine and
Inha University Hospital, and Ewha Womans University. The
patients/participants provided their written informed consent to
participate in this study.

AUTHOR CONTRIBUTIONS

Y-SB and O-SK contributed to writing the manuscript and
data analysis. O-SK, BL, and S-YY developed the computational
modeling and participate in simulation procedures. J-WP
contributed to the data analysis and the manuscript revision.
HY, T-HK, J-SU, BJ, D-HK, M-HL, JP, and H-NP conducted a
multicenter clinical trial. H-NP and JP controlled all the in silico
and clinical studies, manuscript preparation, and funding. All
authors contributed to the article and approved the submitted
version.

FUNDING

This work was supported by grants (HI19C0114 andHI21C0011)
from the Ministry of Health and Welfare and grants
(NRF-2019R1C1C1009075 and NRF-2020R1A2B01001695)
from the Basic Science Research Program run by the
National Research Foundation of Korea (NRF), which
is funded by the Ministry of Science, ICT & Future
Planning (MSIP).

ACKNOWLEDGMENTS

We would like to thank Mr. John Martin for his
linguistic assistance.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fcvm.
2021.772665/full#supplementary-material

REFERENCES

1. Benjamin EJ, Wolf PA, D’Agostino RB, Silbershatz H, Kannel WB, Levy D.

Impact of atrial fibrillation on the risk of death: the framingham heart study.

Circulation. (1998) 98:946–52. doi: 10.1161/01.CIR.98.10.946

2. Packer DL, Mark DB, Robb RA, Monahan KH, Bahnson TD, Poole

JE, et al. Effect of catheter ablation vs. antiarrhythmic drug therapy on

mortality, stroke, bleeding, and cardiac arrest among patients with atrial

fibrillation: the CABANA randomized clinical trial. JAMA. (2019) 321:1261–

74. doi: 10.1001/jama.2019.0693

3. Kim M, Yu HT, Kim J, Kim TH, Uhm JS, Joung B, et al. Atrial fibrillation and

the risk of ischaemic strokes or intracranial haemorrhages: comparisons of

the catheter ablation, medical therapy, and non-atrial fibrillation population.

Europace. (2020) 24:529–38. doi: 10.1093/ehjci/ehaa946.0559

4. Park JW, Yang PS, Bae HJ, Yang SY, Yu HT, Kim TH, et al. Five-

year change in the renal function after catheter ablation of atrial

fibrillation. J Am Heart Assoc. (2019) 8:e013204. doi: 10.1161/JAHA.119.

013204

5. De With RR, Marcos EG, Van Gelder IC, Rienstra M. Atrial fibrillation

progression and outcome in patients with young-onset atrial fibrillation.

Europace. (2018) 20:1750–7. doi: 10.1093/europace/euy028

6. Pak HN, Park J, Park JW, Yang SY, Yu HT, Kim TH, et al. Electrical posterior

box isolation in persistent atrial fibrillation changed to paroxysmal atrial

fibrillation: a multicenter, prospective, randomized study. Circ Arrhythm

Electrophysiol. (2020) 13:e008531. doi: 10.1161/CIRCEP.120.008531

7. Verma A, Jiang CY, Betts TR, Chen J, Deisenhofer I, Mantovan R, et al.

Approaches to catheter ablation for persistent atrial fibrillation. N Engl J Med.

(2015) 372:1812–22. doi: 10.1056/NEJMoa1408288

8. Lee JM, Shim J, Park J, YuHT, KimTH, Park JK, et al. The electrical isolation of

the left atrial posterior wall in catheter ablation of persistent atrial fibrillation.

JACC Clin Electrophysiol. (2019) 5:1253–61. doi: 10.1016/j.jacep.2019.

08.021

Frontiers in Cardiovascular Medicine | www.frontiersin.org 10 December 2021 | Volume 8 | Article 772665

https://www.frontiersin.org/articles/10.3389/fcvm.2021.772665/full#supplementary-material
https://doi.org/10.1161/01.CIR.98.10.946
https://doi.org/10.1001/jama.2019.0693
https://doi.org/10.1093/ehjci/ehaa946.0559
https://doi.org/10.1161/JAHA.119.013204
https://doi.org/10.1093/europace/euy028
https://doi.org/10.1161/CIRCEP.120.008531
https://doi.org/10.1056/NEJMoa1408288
https://doi.org/10.1016/j.jacep.2019.08.021
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles


Baek et al. Virtual Ablation of Persistent AF

9. Steinberg JS, Shah Y, Bhatt A, Sichrovsky T, Arshad A, Hansinger

E, et al. Focal impulse and rotor modulation: acute procedural

observations and extended clinical follow-up. Heart Rhythm. (2017)

14:192–7. doi: 10.1016/j.hrthm.2016.11.008

10. Kim IS, Lim B, Shim J, Hwang M, Yu HT, Kim TH, et al. Clinical

usefulness of computational modeling-guided persistent atrial fibrillation

ablation: updated outcome of multicenter randomized study. Front Physiol.

(2019) 10:1512. doi: 10.3389/fphys.2019.01512

11. Shim J, Hwang M, Song JS, Lim B, Kim TH, Joung B, et al. Virtual in-silico

modeling guided catheter ablation predicts effective linear ablation lesion

set for longstanding persistent atrial fibrillation: multicenter prospective

randomized study. Front Physiol. (2017) 8:792. doi: 10.3389/fphys.2017.

00792

12. Lim B, Kim J, Hwang M, Song JS, Lee JK, Yu HT, et al. In situ procedure

for high-efficiency computational modeling of atrial fibrillation reflecting

personal anatomy, fiber orientation, fibrosis, and electrophysiology. Sci Rep.

(2020) 10:2417. doi: 10.1038/s41598-020-59372-x

13. Hwang M, Song JS, Lee YS, Li C, Shim EB, Pak HN. Electrophysiological

rotor ablation in in-silico modeling of atrial fibrillation: comparisons

with dominant frequency, shannon entropy, and phase singularity.

PLoS ONE. (2016) 11:e0149695. doi: 10.1371/journal.pone.01

49695

14. Trayanova NA.Mathematical approaches to understanding and imaging atrial

fibrillation: significance for mechanisms and management. Circ Res. (2014)

114:1516–31. doi: 10.1161/CIRCRESAHA.114.302240

15. Zozor S, Blanc O, Jacquemet V, Virag N, Vesin JM, Pruvot E, et al.

A numerical scheme for modeling wavefront propagation on a

monolayer of arbitrary geometry. IEEE Trans Biomed Eng. (2003)

50:412–20. doi: 10.1109/TBME.2003.809505

16. Li C, Lim B, Hwang M, Song JS, Lee YS, Joung B, et al. The

spatiotemporal stability of dominant frequency sites in in-silico modeling

of 3-dimensional left atrial mapping of atrial fibrillation. PLoS ONE. (2016)

11:e0160017. doi: 10.1371/journal.pone.0160017

17. Narayan SM, Krummen DE, Clopton P, Shivkumar K, Miller JM.

Direct or coincidental elimination of stable rotors or focal sources may

explain successful atrial fibrillation ablation: on-treatment analysis of the

CONFIRM trial (Conventional ablation for AF with or without focal

impulse and rotor modulation). J Am Coll Cardiol. (2013) 62:138–

47. doi: 10.1016/j.jacc.2013.03.021

18. Seemann G, Hoper C, Sachse FB, Dossel O, Holden AV, Zhang H.

Heterogeneous three-dimensional anatomical and electrophysiological model

of human atria. Philos Trans A Math Phys Eng Sci. (2006) 364:1465–

81. doi: 10.1098/rsta.2006.1781

19. Kim IS, Kim TH, Shim CY, Mun HS, Uhm JS, Joung B, et al. The ratio

of early transmitral flow velocity (E) to early mitral annular velocity (Em)

predicts improvement in left ventricular systolic and diastolic function 1

year after catheter ablation for atrial fibrillation. Europace. (2015) 17:1051–

8. doi: 10.1093/europace/euu346

20. Lim B, Hwang M, Song JS, Ryu AJ, Joung B, Shim EB, et al.

Effectiveness of atrial fibrillation rotor ablation is dependent on conduction

velocity: an in-silico 3-dimensional modeling study. PLoS ONE. (2017)

12:e0190398. doi: 10.1371/journal.pone.0190398

21. Ho SY, Anderson RH, Sanchez-Quintana D. Atrial structure and fibres:

morphologic bases of atrial conduction. Cardiovasc Res. (2002) 54:325–

36. doi: 10.1016/S0008-6363(02)00226-2

22. Pashakhanloo F, Herzka DA, Ashikaga H, Mori S, Gai N, Bluemke

DA, et al. Myofiber architecture of the human atria as revealed by

submillimeter diffusion tensor imaging. Circ Arrhythm Electrophysiol. (2016)

9:e004133. doi: 10.1161/CIRCEP.116.004133

23. Zahid S, Cochet H, Boyle PM, Schwarz EL, Whyte KN, Vigmond EJ,

et al. Patient-derived models link re-entrant driver localization in atrial

fibrillation to fibrosis spatial pattern. Cardiovasc Res. (2016) 110:443–

54. doi: 10.1093/cvr/cvw073

24. Hwang M, Kim J, Lim B, Song JS, Joung B, Shim EB, et al.

Multiple factors influence the morphology of the bipolar

electrogram: an in silico modeling study. PLoS Comput Biol. (2019)

15:e1006765. doi: 10.1371/journal.pcbi.1006765

25. Calkins H, Hindricks G, Cappato R, Kim YH, Saad EB, Aguinaga L, et al.

2017 HRS/EHRA/ECAS/APHRS/SOLAECE expert consensus statement on

catheter and surgical ablation of atrial fibrillation. Europace. (2018) 20:e1–

160. doi: 10.1093/europace/eux274

26. Lee KN, Roh SY, Baek YS, Park HS, Ahn J, Kim DH, et al. Long-

term clinical comparison of procedural end points after pulmonary vein

isolation in paroxysmal atrial fibrillation: elimination of nonpulmonary

vein triggers versus noninducibility. Circ Arrhythm Electrophysiol. (2018)

11:e005019. doi: 10.1161/CIRCEP.117.005019

27. Moe GK, Rheinboldt WC, Abildskov JA. A computer

model of atrial fibrillation. Am Heart J. (1964) 67:200–

20. doi: 10.1016/0002-8703(64)90371-0

28. McDowell KS, Vadakkumpadan F, Blake R, Blauer J, Plank G, MacLeod

RS, et al. Methodology for patient-specific modeling of atrial fibrosis

as a substrate for atrial fibrillation. J Electrocardiol. (2012) 45:640–

5. doi: 10.1016/j.jelectrocard.2012.08.005

29. Boyle PM, Zghaib T, Zahid S, Ali RL, Deng D, Franceschi WH, et al.

Computationally guided personalized targeted ablation of persistent atrial

fibrillation. Nat Biomed Eng. (2019) 3:870–9. doi: 10.1038/s41551-019-0437-9

30. Kwon SS, Yun YH, Hong SB, Pak HN, Shim EB. A patient-specific model of

virtual ablation for atrial fibrillation. Annu Int Conf IEEE Eng Med Biol Soc.

(2013) 2013:1522–5. doi: 10.1109/EMBC.2013.6609802

31. Lim B, Park JW, Hwang M, Ryu AJ, Kim IS, Yu HT, et al.

Electrophysiological significance of the interatrial conduction including

cavo-tricuspid isthmus during atrial fibrillation. J Physiol. (2020)

598:3597–612. doi: 10.1113/JP279660

32. Hwang M, Kwon SS, Wi J, Park M, Lee HS, Park JS, et al. Virtual ablation

for atrial fibrillation in personalized in-silico three-dimensional left atrial

modeling: comparison with clinical catheter ablation. Prog Biophys Mol Biol.

(2014) 116:40–7. doi: 10.1016/j.pbiomolbio.2014.09.006

33. Sanders P, Berenfeld O, Hocini M, Jais P, Vaidyanathan R, Hsu

LF, et al. Spectral analysis identifies sites of high-frequency activity

maintaining atrial fibrillation in humans. Circulation. (2005)

112:789–97. doi: 10.1161/CIRCULATIONAHA.104.517011

34. Atienza F, Almendral J, Ormaetxe JM, Moya A, Martinez-Alday JD,

Hernandez-Madrid A, et al. Comparison of radiofrequency catheter ablation

of drivers and circumferential pulmonary vein isolation in atrial fibrillation:

a noninferiority randomized multicenter RADAR-AF trial. J Am Coll Cardiol.

(2014) 64:2455–67. doi: 10.1016/j.jacc.2014.09.053

35. Parameswaran R, Kalman JM, Royse A, Goldblatt J, Larobina

M, Watts T, et al. Endocardial-epicardial phase mapping of

prolonged persistent atrial fibrillation recordings: high prevalence of

dissociated activation patterns. Circ Arrhythm Electrophysiol. (2020)

13:e008512. doi: 10.1161/CIRCEP.120.008512

36. Kwon O-S, Lee J, Lim S, Park J-W, Han H-J, Yang S-H, et al.

Accuracy and clinical feasibility of 3D-myocardial thickness map

measured by cardiac computed tomogram. Int J Arrhyt. (2020)

21:12. doi: 10.1186/s42444-020-00020-w

37. Mahajan R, Nelson A, Pathak RK, Middeldorp ME, Wong CX, Twomey

DJ, et al. Electroanatomical remodeling of the atria in obesity: impact

of adjacent epicardial fat. JACC Clin Electrophysiol. (2018) 4:1529–

40. doi: 10.1016/j.jacep.2018.08.014

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2021 Baek, Kwon, Lim, Yang, Park, Yu, Kim, Uhm, Joung, Kim,

Lee, Park, Pak and the CUVIA-AF 2 Investigators. This is an open-access article

distributed under the terms of the Creative Commons Attribution License (CC BY).

The use, distribution or reproduction in other forums is permitted, provided the

original author(s) and the copyright owner(s) are credited and that the original

publication in this journal is cited, in accordance with accepted academic practice.

No use, distribution or reproduction is permitted which does not comply with these

terms.

Frontiers in Cardiovascular Medicine | www.frontiersin.org 11 December 2021 | Volume 8 | Article 772665

https://doi.org/10.1016/j.hrthm.2016.11.008
https://doi.org/10.3389/fphys.2019.01512
https://doi.org/10.3389/fphys.2017.00792
https://doi.org/10.1038/s41598-020-59372-x
https://doi.org/10.1371/journal.pone.0149695
https://doi.org/10.1161/CIRCRESAHA.114.302240
https://doi.org/10.1109/TBME.2003.809505
https://doi.org/10.1371/journal.pone.0160017
https://doi.org/10.1016/j.jacc.2013.03.021
https://doi.org/10.1098/rsta.2006.1781
https://doi.org/10.1093/europace/euu346
https://doi.org/10.1371/journal.pone.0190398
https://doi.org/10.1016/S0008-6363(02)00226-2
https://doi.org/10.1161/CIRCEP.116.004133
https://doi.org/10.1093/cvr/cvw073
https://doi.org/10.1371/journal.pcbi.1006765
https://doi.org/10.1093/europace/eux274
https://doi.org/10.1161/CIRCEP.117.005019
https://doi.org/10.1016/0002-8703(64)90371-0
https://doi.org/10.1016/j.jelectrocard.2012.08.005
https://doi.org/10.1038/s41551-019-0437-9
https://doi.org/10.1109/EMBC.2013.6609802
https://doi.org/10.1113/JP279660
https://doi.org/10.1016/j.pbiomolbio.2014.09.006
https://doi.org/10.1161/CIRCULATIONAHA.104.517011
https://doi.org/10.1016/j.jacc.2014.09.053
https://doi.org/10.1161/CIRCEP.120.008512
https://doi.org/10.1186/s42444-020-00020-w
https://doi.org/10.1016/j.jacep.2018.08.014
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles

	Clinical Outcomes of Computational Virtual Mapping-Guided Catheter Ablation in Patients With Persistent Atrial Fibrillation: A Multicenter Prospective Randomized Clinical Trial
	Introduction
	Materials and Methods
	Study Design and Population
	CUVIA-AF2 Study Protocol
	Computational Modeling of the AF and DF Analyses
	Definition of the Fiber Orientation From Atlases
	Determination of Fibrotic Cells Based on the Clinical Voltage Maps
	AFCA
	Post-ablation Management and Follow-Up
	Statistical Analysis

	Results
	Patient Characteristics
	Procedural Characteristics
	Primary Outcomes
	Secondary Outcomes and Subgroup Analysis

	Discussion
	Heterogeneity and Unmet Needs of AF Ablation in Patients With PeAF
	Computational Modeling-Guided AF Ablation
	Hurdles to Overcome and the Future Direction

	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Material
	References


