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ABSTRACT

The left atrial appendage is an important source of
thromboembolism and stroke in patients with nonvalvular
atrial fibrillation. Mechanical closure with WATCHMAN has
been proven as an effective alternative to Vitamin K
antagonist anticoagulation for stroke prophylaxis. We
report the first case of this technology in the English-
speaking Caribbean.

INTRODUCTION

Current guidelines recommend that patients with atrial
fibrillation (AF) should receive anticoagulation to reduce
the risk of systemic embolization.[*) However, some
patients who are predisposed to bleeding, or have
survived a life-threatening bleed on anticoagulation, are
not candidates for this therapy. Consequently, emerging
technology has targeted left atrial appendage (LAA)
closure with an aim to prevent LAA thromboembolism.
The WATCHMAN (Boston Scientific) is one such device
and is the most commonly used worldwide./”! Here, we
report the use of this new technology for the first time in
the English-speaking Caribbean.

CASE

A 77-year old hypertensive male with known permanent
atrial fibrillation on oral vitamin K antagonist
anticoagulation presented with left-sided weakness,
dizziness, diplopia and dysphasia. A non-contrast
computer tomography scan of the head showed a left-
sided intra-parenchymal haemorrhage. The CHA2DS2-
VASc score was 5 and the HAS-BLED score was 4. After
considering the risks and benefits of anticoagulation, a
decision was made with the patient to stop oral
anticoagulation. The patient was referred as an
outpatient to a specialized cardiology service. Due to a
history of prior severe bleeding and high risk of embolic
stroke, we decided on the placement of a percutaneous
left atrial appendage occlusion (LAAO) device. Under
general anaesthesia and transoesophageal
echocardiographic (TOE) guidance, a trans-septal
puncture was done and the left atrial appendage was
successfully closed with a 24mm WATCHMAN device
(Figure). There was no was thrombus seen nor
complications occurred during the procedure. Discharge
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Figure: Fluoroscopy showing left atrial appendage occlusion.

medication included clopidogrel 75mg once daily and
aspirin 81mg once daily for six months. Follow-up TOE
guidance at four weeks and at six months showed device
without thrombus and complete sealing of the appendage
was achieved.

DISCUSSION

AF is the most common cardiac arrhythmia and an
independent risk factor for stroke.[! Conventional
treatment entails the oral anticoagulant (OAC), warfarin,
which may reduce the risk of embolic stroke in AF by two-
thirds™, provided patients are within therapeutic range
and adherent to therapy. Furthermore, the advent of
direct-acting oral anticoagulants (DOAC) including
dabigatran, apixaban, rivaroxaban, and edoxaban, has
proven to be suitable alternatives to warfarin for stroke
prevention in AF.[®) Despite this, OAC is notorious for its
disadvantages including increased risk of bleeding, lower
quality of life, patient non-adherence, and simply a desire
to avoid OACs.

The main source of embolic stroke originates from the
LAAY) and, less commonly, from atherosclerotic rupture
of the carotid arteries. Given the prevalence of LAA
embolism, it follows logically for therapy to target this
site. For decades, this has been performed with surgical
ligation, usually undertaken as a concomitant cardiac
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surgery® However, indication for surgical LAA occlusion
has only been expanded to include those undergoing
minimally invasive thorascopic atrial fibrillation surgery
with epicardial devices, such as the AtriClip (AtriCure
Inc.).[Y! Subsequently, there has been development of the
less invasive percutaneous device-closure of the LAA over
the last two decades.

In a patient-level meta-analysis combining the five-year
outcomes of PREVAIL and PROTECT AF trials compared
with warfarin, LAA closure with WATCHMAN provided
stroke prevention in non-valvular atrial fibrillation with
significant reductions in major bleeding, particularly
haemorrhagic stroke, and mortality.!’ The primary
efficacy endpoint (stroke, systemic embolization or
cardiovascular death) was similar between LAAO and
warfarin groups (2.8% vs 3.4%; HR = 0.82 (0.58-1.17),
P = 0.27). In subgroup analysis of the same meta-
analysis, the rate of all stroke or systemic embolism was
similar between both groups (1.7% vs 1.8%; HR = 0.96
(0.60-1.54), P = 0.87). However, there was a statistically
significant decrease in the rates of haemorrhagic stroke
(0.17% vs 0.87%, HR = 0.20 (0.07-0.56), P = 0.002),
disabling/fatal stroke (0.44% vs 1.0%; HR= 0.45 (0.21-
0.94), P = 0.03), cardiovascular/unexplained death (1.3%
vs 2.2%; HR = 0.59 (0.37-0.94), P = 0.027), all-cause
death (3.6% vs 4.9%, HR = 0.73 (0.54-0.98), P =
0.035), and post-procedure bleeding (1.7% vs 3.6%, HR
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= 0.48 (0.32-0.71), P = 0.0003) in LAAO arm when
compared with warfarin arm. This means that there is
clinical utility in determining which AF patients are likely
to be poor candidates for long-term OAC because of a
propensity for bleeding or poor drug compliance. This
was corroborated by the 2016 European Society of
Cardiology (ESC) in collaboration with the European
Association for Cardio-Thoracic Surgery (EACTS)
Guidelines, which recommends that percutaneous LAAO
may be considered for stroke prevention in patients with
AF and contraindications for long-term OAC (e.g., those
with a previous life-threatening bleed without a reversible
cause) (Class IIb, Level of Evidence B).["

Interventional LAA occlusion most commonly utilizes the
WATCHMAN device which is currently approved in both
Europe and the United States. The procedure involves a
self-expanding nitinol occlusion device with catheter-
based implantation into the left atrium using the guidance
of trans-oesophageal echocardiography (TOE). The
device is inserted through femoral vein and is passed into
the left atrium through a small interatrial puncture hole
that undergoes endothelization within six months.
Generally, disadvantages of the percutaneous
transcatheter closure of the LAA include pericardial
effusions or tamponade during occlusion of the LAA.
Specifically, air embolism, peri-device leak, device-related
thrombosis and device embolization are related to
transseptal puncture and device implantation.*%
However, routine post-procedural transthoracic
echocardiography can rule out device-related thrombosis,
device embolization and pericardial effusion, and
increased procedure experience with time can aid in
minimization of the procedural-related complications.
Also, in patients with abnormal LAA morphologies, as
detected by echocardiography, endocardial devices such
as the WATCHMAN do not sit well within the LAA
resulting in incomplete closure in which case epicardial
devices may be preferable.[*)*2] Lastly, to prevent device
-related thrombosis while the device undergoes
endothelization, the most widely used regimen
recommends oral anticoagulation for up to 45 days after
device implantation and dual antiplatelet therapy up to six
months.”®! However, the appropriate anti-coagulation
measure has not been observed as yet.!*3! Notably, our
patient has had no complication with dual antiplatelet
therapy. Alternatively, the surgical minimally invasive
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thoracoscopic application of the AtriClip device can be
considered for patients with an absolute contraindication
to oral anticoagulants.™

The WATCHMAN offers us ‘closure’ in treating a steadily
increasing group of AF patients for whom anticoagulation
therapy poses an unacceptably high risk of life-
threatening haemorrhage or inconvenience.

CONCLUSION

Atrial fibrillation in patients with contraindications to long-
term oral anticoagulation therapy may benefit from
percutaneous left atrial appendage occlusion.
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