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About OMICS Group Conferences 

     OMICS Group International is a pioneer and leading science event 

organizer, which publishes around 400 open access journals and 

conducts over 300 Medical, Clinical, Engineering, Life Sciences, 

Pharma scientific conferences all over the globe annually with the 

support of more than 1000 scientific associations and 30,000 editorial 

board members and 3.5 million followers to its credit. 

 

    OMICS Group has organized 500 conferences, workshops and 

national symposiums across the major cities including San 

Francisco, Las Vegas, San Antonio, Omaha, Orlando, Raleigh, Santa 

Clara, Chicago, Philadelphia, Baltimore, United Kingdom, Valencia, 

Dubai, Beijing, Hyderabad, Bengaluru and Mumbai. 

 



Can we protect the brain against 

thromboembolism during open 

heart surgery? LAACS project  

Helena Domínguez, MD, PhD, Assoc.Professor  

Chief consultant – Research Unit of cardiology 

 

Ph.d. projekt : Jesper Park, MD 

 5 sub-projects 



• Atrial fibrillation (AFIB) causes about 20% of all ischemic 

strokes… Incidence is increasing  Ball J. Int J Cardiol. 2013 Feb  

Background 

Occurrence of postoperative atrial fibrillation by surgery type 

Observational study  

‘Cleveland 1997-2003 

N 10 552 

Rader. Am Heart J. 2010 



Background 

• Atrial fibrillation (AFIB) causes about 20% of all ischemic 

strokes… Incidence is increasing  

• Atrial fibrillation (AFIB) occurs in 35-60% heart surgery  

Lahtinen. Ann Thorac Surg, 2004 

Almasssi. Ann Surg, 1997 

Rader. Am Heart J. 2010 

• Stroke occurs in 1-3% of all CABG during the 1st year 
Crystal Circulation. 2002 

• Risk of stroke is at least 4% per year for most heart-

operated patients with AFIB (according to their CHADS-score) 







 

• 15-20% of patients with AFIB have clots in the left atrium 

Background 

 90% af those are evident in the  

left atrium appendage 

Manning   Ann Intern Med. 1995 

Pearson   JACC 1991 



WATCHMAN device PLAATO device AMPLATZER device 

(PFO closure-device) 

• Percutaneous closure with devices 

Background 



Holmes   Lancet 2009 

Non-inferiority Watchmann device vs warfarin 



Retrospective 

 

one-surgeon  2001-2010 

 

N= 2067 



In the left atrial appendage ligation group with 

postoperative atrial fibrillation (n = 145): 

 

zero subjects (0%) with a postoperative cardiovascular accident.  

 

 

In the non-left atrial appendagel ligation group with 

postoperative atrial fibrillation (n = 115): 

 

7 subjects (6.1%) with a postoperative cardiovascular accident  

 

 

(0.0% vs 6.1%, P = .003). 



Protocol published 2003: Power N=2500 - 3000 

 

Single-center 

 

Sutures were changed to stapling during the study 













• To demonstrate whether surgical closure of left atrium 

appendage reduces stroke or asymptomatic brain 

injury after open heart surgery 

Aim 



•Power calculation:  

Incidence of stroke after CABG 1-3% after one 

year, most occurring 3 months post-surgery 

 

Incidence of silent MRI-detectable brain 

infarctions 1 month after CABG 20-30%    

Methods 

• Open randomized study in a single surgery 

center (Rigshospitalet)   

Crystal Circulation. 2002 

Friday Heart Surg Forum 2005 

Vanninen Arch Neurol. 1998 
N=16 

N=38 



Methods 

Primary endepoint 

• Incidence of lacunar infarctions assessed by MR-scanning, 

verified infarctions with CTC/MRI or clinical stroke 6-12 

months after heart surgery compared to discharge 



• Planned valve surgery 

• CABG 

• Age< 18 år 

• Endocarditis 

• PM 

• Metal implants 

Purse-string suture + single 

stitches 

Inclusion criteria Exclusion criteria 

Minimal bleeding  

5-8 min 

Potential ischemic ”ablation”  

Methods 



Flow-chart 

MRI-brain 

2 - 4 weeks after 

 Screening 

• Medicine 

• Med. history 

•ECG  

6 mth 

• Medicine 

• Med .history 

• ECG  

12 mth 

 Telephone: 

•Medicine 

• Med. history 

1-2 weeks  

• Holter monitorin g (7 days)  

• Stress ttest  

• Blood sampling 

• Tissue sampling  

• TEE (echocardiography) 



Status 

About 1800 patients referred for operation  

June 2010 

Gentofte Hosp. 

½ year pause (reorg. Cardiac surg.) 

Rigshospitalet 

370 invited to participate 

92 accepted     

56 have completed 1-year follow-up 

5 pacemaker 

6 death 

17 withdrawn consent 

 (5 claustrofobia) 



PRELIMINARY RESULTS 



MR1 



MR2 



MR3 



MR2 



MR3 



MR1       

(pre-op) 

MR1 

(discharge) 

MR1        

(post-op) 

1 0 0 0 

2 8 0 0 

3 0 0 0 

4 0 1 0 

5 0 0 0 

6 0 0 0 

7 5 0 1 
8 0 0 0 

9 0 1 0 

10 0 0 0 

11 0 2 0 

12 0 0 0 

13 0 0 0 

14 0 0 0 

15 3 0 0 

TOTAL  

3 patients  with changes before 

operation 

3 patients with new lesions at 

discharge 

1 patient with changes at 

follow-up 
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Collaborators 

  

Medicin students:  

L. Sabah, Q. Ling, M. Liljekvist, J. Azaqoun 



Samarbejdspartnere i 
LAACS 
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Michael Larsen 



• TEE (echocardiografi) • TEE (echocardiografi) 

Konsekvens af ATRIEFLIMREN 



Lukket aurikel 



Protokol til  

Etisk kommité 

Gennemførlighed 

Samarbejds aftaler 
Inklusion 

TIDSPLAN 

Follow - up 

Offentliggørelse 

hovedstudie 

April 2010 – December 2013 
Juni 2010  –   Juni 2014 



"LAACS – Left Atrial Appendix Closure 

with Surgery –  

A randomized study to prevent 

thromboembolisms after 

cardiothoracic surgery"  

Titel 



• Rho  RW. Heart 2009;95:422-429 

• McGarvey JR et al. Ann Thorac Surg. 2008 Oct;86(4):1375-7 

• Pagé P, Skanes AC. Can J Cardiol. 2005 Sep;21 Suppl B:35B-9B 

• Johnson WD et al. European Journal of Cardio-thoracic Surgery 17. 2000 718-2 

• Syed TM, Halpery JL. Nat Clin Pract Cardiovasc Med. 2007 Aug;4(8):428-35. Review 

• Bonnow R.O. et al. Circulation 2008;118:e523-e661 

• Crystal E.G. et al. Am Heart J 2003;145:174-8. 

Referencer 



Figure 3 (A) Haemodynamically unstable is defined as hypotension, ischaemia, congestive heart failure, and mental status change attributed to low cardiac 

output. (B) Patients who have been in atrial fibrillation (AF) >48 h are at risk of stroke and should be anticoagulated. In this setting or if the duration of AF is 
unknown, a transoesophageal echocardiogram (TOE) should be performed to rule out left atrial (LA) thrombus before proceeding with elective 

cardioversion. Anticoagulation with heparin is usually initiated between 36-48 h. The patient should be therapeutically anticoagulated (international 
normalised ratio (INR) for protime 2-3 or prothrombin time (PTT) 60-80 s) <48 h of onset of AF. (C) Intravenous (IV) amiodarone may be used as a rate control 

agent in certain patients who are hypotensive, cannot be rate controlled by conventional means, and cannot be electrically cardioverted.4 (D) The majority 
of patients who have a single episode of postoperative AF will spontaneously convert within 24 h. If the patient is tolerating the rhythm and is adequately 
rate controlled it is prudent to observe for 24 h before intervention. (E) Direct current synchronised cardioversion (DCCV) is usually performed in the time 

period from 24 h to no longer than 48 h after the onset of AF to avoid the need for anticoagulation. AAD, antiarrhythmic drugs; BB, {beta}-blockers; ERAF, 
early reinitiation of atrial fibrillation; r/o, rule out. 

Rho, R. W Heart 2009;95:422-429 



Primær endepunkt 

• Lakunære cerebrale infarkter ved MR-scanning 

eller apopleksi 

Preliminær power-beregning 

”Overall” incidens af apopleksi er 3-7% per år efter CABG, afhænger af 

risikofaktorer: RR hypertension 2,9; RR alder >65år 5,8; RR tidligere 

cerebr. insult 19,2. 

For at reducere forekomst af apopleksi med 90% styrke i en gruppe med 

incidens af apopleksi 20% over 5 års opfølgning: n=2500. – Crystal et al. Am 

Heart J 2003;145:174-8   

Efter M-klap og CABG operation er forekomst af MR forandringer på 30-40% 

efter M-klapoperation og efter 4 mdr. er ca 50-70%. For at kunne finde 

20% forskel mellem LAAC og kontrol er der formentligt brug for n=50-100.  
Vi kan ikke beregne styrke meningsfuld da der ikke foreligger studier der belyser variabilitet i denne 

gruppe  PUBLICÉRBARHED af pilot studie præ/post+ 6 mdr MR er GARANTERET!!  

METODER 



Thanks' for your kind attention!!!!!! 

42 



Let Us Meet Again 

We welcome you all to our future conferences of OMICS 
Group International   

 
Please Visit: 

www.omicsgroup.com 

www.conferenceseries.com 

http://cardiology.conferenceseries.com/ 
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