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Dear Dr. Dural and colleges,

Thank you for your comments. In fact, Healy et al
reported an incidence of 10.1% of Atrial High Rate Epi-
sodes (AHRE), considering a cut-off of 5 minutes with
available electrogram (EGM),! which is similar to our
study (9.3%).” Paul Ziegler et al did not examine the intra-
cardiac EGM and considered episodes lasting more than
5 minutes. Since EGM was not available, some of these
episodes could be false positives results, increasing the
incidence of “AHRE” in their study (30%).”

We are in agreement with you in what concerns antiar-
rhythmic drugs since they may affect the incidence of
AHRE. However we did not have information about the
use of drugs in all of our patients, so we did not include
the results in basal characteristics. We do know beta-
blockers were used in some of our patients (24% of those
who had that information) (mostly due to hypertension
and coronary heart disease) and it did not statistically dif-
fer between the groups with and without AHRE.

According to experts, the minimum duration of AHRE
which confers increased thromboembolic risk is not pre-
cisely defined, and varies from minutes to several hours,
several but may be as brief as several minutes to several
hours. It is recommended to consider more than 5.5 hour,
but it was also stated that data suggest risk is similarly
increased by a mere 5 minutes episode.* As we stated in
our article, the currently accepted “minimal duration” of
AHRESs, 5-6 minutes, is based on technicalities related to
the adequate diagnosis of true AHREs and their distinc-
tion from artifacts and other arrhythmias, rather than on
biological processes.” Thus, we informed the patient’s
physician about the detection of AHRE and left to him
the decision of oral anticoagulation (OAC) initiation,
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according to patients characteristics, embolic risk, and
hemorrhagic risk. Although CHADSVASc score was
higher in patients who initiated OAC, the difference was
not statistically significant. Also AHRE duration was not
statistically different in patients who initiate or did not ini-
tiate OAC. We admit some limitations in our study and
agree that randomized studies will give valuable informa-
tion to this issue.
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