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Abstract: Catheter ablation is an increasingly recommended treatment for atrial fibrillation. However, the ablation procedure is asso-

ciated with a potential risk for iatrogenic periprocedural stroke and subclinical cerebral emboli, which potentially could be prevented by mak-
ing adjustments to the management of anticoagulation before and after catheter ablation. On the basis of published literature, this review de-

scribes the process and problems yet to be solved about the prevention strategy, which include transesophageal echocardiography prior to ab-

lation procedure, uninterrupted anticoagulation with warfarin,new oral anticoagulants and anticoagulation strategy following ablation.
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Abstract: Drug-eluting stent have dramatically reduced restenosis rates, however, their use has been associated with an increased
risk of late or very late stent thrombosis and accelerated neointimal atherosclerosis. In-stent restenosis mainly results from aggressive neointi-
mal proliferation, but recent data also suggests that in-stent neoatherosclerosis may play an important pathophysiological role, while late stent
thrombosis and neointimal atherosclerosis are major contributors to late stent failure. In this review,we discuss currently available therapeutic
strategies and prospects for the management of patients with in-stent restenosis.
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