
210 • HJC (Hellenic Journal of Cardiology)

Hellenic J Cardiol 2012; 53: 210-216

Review ArticleReview Article

Manuscript received:
January 21, 2012;
Accepted:
April 10, 2012.

Address:
Nikolaos Fragakis

3rd Cardiology 
Department, 
Hippokration Hospital, 
Medical School,
Aristotle University of 
Thessaloniki, 
49 Konstantinoupoleos St 
546 42 Thessaloniki, 
Greece
e-mail: fragakis.nikos@

gmail.com

Key words: Atrial 
fibrillation, ablation, 
surgery, Cox-
Maze procedure, 
minimally invasive, 
thoracoscopic.

Surgical Treatment for Atrial Fibrillation: Where 
Do We Stand?
Nikolaos Fragakis1, Demosthenes G. Katritsis2

1Third Cardiology Department, Hippokration Hospital, Aristotle University Medical School, Thessaloniki, 
2Department of Cardiology, Athens Euroclinic, Athens, Greece

A trial fibrillation (AF) is a major 
health problem associated with 
considerable morbidity, mortali-

ty, and consumption of health resourses.1-4 
Although medical AF therapies remain 
a convenient option, they are plagued by 
limited long-term efficacy and high rates 
of adverse events.5,6 Successful outcomes 
for radiofrequency catheter ablation 
(RCA) procedures, particularly in persis-
tent and longstanding AF, appear scarce, 
with extensive and repeated ablation pro-
cedures required for these patients.7-13 Be-
sides, the association of AF with mitral 
valvular disease and other cardiac diseas-
es is well known, and very often cardio-
thoracic surgeons encounter this arrhyth-
mia preoperatively. However, despite ad-
equate correction of valvular disease, AF 
is expected to persist if it remains untreat-
ed.14-16 Due to the limitations of phar-
macotherapy and RCA, surgical ablation 
of AF has gained increasing popularity, 
mainly for patients undergoing cardiac 
surgical procedures for mitral valve dis-
ease or congenital deformities. (An in-
depth review of this subject has been pub-
lished elsewhere).17

Evolution of open heart surgical procedures 
for AF treatment

Early attempts at surgical treatment 
of AF included procedures such as left 

atrial (LA) isolation18 and the Corridor 
procedure.19 These surgical techniques 
were able to restore a regular ventricu-
lar rhythm, but did not reduce the risk of 
thromboembolism, because the atria were 
left to fibrillate.

The concept of the “maze” procedure 
is to create lines surgically, leading to frac-
tionation of the atrial tissue into smaller 
segments that would not allow multiple 
re-entrant wavelets to be maintained. The 
procedure has evolved over the last 20 
years. The initial Maze I and Maze II pro-
cedures20 were modified to the Maze III, 
which became the gold standard in treat-
ing surgically chronic AF since it was as-
sociated with a high (>90%) maintenance 
of sinus rhythm (SR), fewer pacemaker 
implantations, and a significant reduc-
tion in strokes.21,22 The procedure overall 
includes en bloc isolation of the pulmo-
nary veins (PVs) and posterior LA along 
with excision of the LA appendage, while 
the septal incision, contrary to the initial 
Maze procedures, is located posterior to 
the orifice of the superior vena cava (Fig-
ure 1).23 The overall reported operative 
mortality (2% to 3%) was derived from 
patients who had undergone concomitant 
high-risk cardiac surgical procedures.24 
Despite its remarkable success, the pro-
cedure has not been widely adopted by 
surgeons, due to its complexity, techni-
cal difficulty and increased time on car-
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diopulmonary bypass. To simplify the Cox-Maze op-
eration, the cut-and-sew lesions were replaced with 
lines of ablation using newer technologies, such as 
radiofrequency energy (RF), cryothermy energy, and 
microwave energy (Figure 2).25-28 These changes re-
duced the time required to make the lesion set, lead-
ing to shorter operative times and less morbidity. Cox 
has also proposed a modified Cox-Maze procedure 
that consists of an incision encircling the PVs and a 
left and right atrial isthmus lesion along with a coro-
nary sinus lesion (Figure 3).29 The mini-Maze proce-
dure has been shown to be nearly as effective as the 
full Cox-Maze III.30 Nevertheless, although modified 
Maze procedures can be performed through a small 
right thoracotomy, they still require cardiopulmonary 
bypass.

Surgery for AF as adjunctive therapy in patients 
undergoing other cardiac operations

AF is a frequently encountered arrhythmia in pa-
tients undergoing various heart operations, while in 

patients undergoing mitral valve surgery AF may be 
present in up to 50%.14-16 However, mitral valve sur-
gery alone does not usually convert AF back into SR, 
particularly when the duration of AF preoperatively 
is longer than six months.16,33

A success rate between 65% and 95% was re-
ported by a number of retrospective studies using a 
variety of surgical procedures for the treatment of 
AF with concomitant mitral or other cardiac opera-
tions.34,35 In a meta-analysis of 9 randomised con-
trolled trials, the Maze procedure, when performed 
in addition to cardiac surgery, was associated with a 
markedly increased freedom from AF at 12 months of 
follow up, without a significant increase in morbidity 
or mortality.36 However, the Maze procedure proved 
to be much less effective (46-95%) when AF was as-
sociated with rheumatic valve disease, presumably 
because of the progressive rheumatic changes and re-
modelling of atrial tissue.37,38

Several studies have evaluated the success rate 
of the Maze operation using new ablation technolo-
gies in patients undergoing mitral valve replacement 
with chronic AF compared with mitral valve surgery 
alone. Most of these studies concluded that ablation 
in addition to valve surgery significantly increased the 
prevalence of sinus rhythm.31,39,40 Cryoablation has 
been found safe and effective, mainly for the treat-
ment of paroxysmal AF, with an SR restoration rate 
of 60% to 82% at 12-months post-surgery.41 RF abla-
tion has also reinstituted SR, in both chronic and par-
oxysmal AF, significantly more often in patients with 
the combined procedure after 12 months, with simi-
lar perioperative morbidity and survival rate in both 
groups.31,39,42

Minimally invasive approach for AF ablation

A minimally invasive approach is considered to be 
any approach requiring surgical incision other than 
median sternotomy (i.e. mini-thoracotomy, with ei-
ther direct vision or thoracoscopy). Current efforts 
have been directed towards developing an epicar-
dial approach to ablation in order to bring an effec-
tive and reasonable therapy to a larger number of pa-
tients, including those with standalone AF. This can 
be performed on a beating heart, preferably through 
small access incisions or ports. Three minimally inva-
sive surgical technologies have been developed—ro-
botics,43 thoracoscopic,43,44 and through mini-thora-
cotomy45-47—while the various strategies involve iso-
lating the PVs either as a box or separately, with or 

Figure 1. The traditional cut-and-sew Cox-Maze III procedure. 
(Reprinted with from Shen J et al21 with permission from Else-
vier.)
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without ablation of the ganglionated plexi (GP) and 
with or without additional ablation lines.

PVI may be accomplished using a single lesion 
encircling all PVs, or two lesions encompassing the 
left and right PVs. The good results of this approach 
(79.5% to 91% free from AF) refer essentially to pa-
tients with paroxysmal AF.36,42 The complete proce-
dure involves bilateral PVI, using bipolar RF and tar-

geted partial autonomic denervation of the left atri-
um with selective left atrial appendectomy. A high 
success rate (85-90%) was reported for patients with 
paroxysmal AF, without any operative deaths or ma-
jor adverse cardiac events.48 The effectiveness, how-
ever, for persistent or permanent AF was generally 
limited, not exceeding a 30% freedom from arrhyth-
mia in some studies at one-year follow up.49-52

The beneficial effects of adding LA ablation lines 
to PVI have been shown mainly in patients with per-
sistent AF.53 They consist of a superior line that con-
nects the ablation lines encircling the right and left 
PVs, and an ablation line between the superior line 
and the left fibrous trigone. The reported procedure 
success rate at 1 year was 86% in a patient cohort of 
paroxysmal (52%), persistent (42%), and long-stand-
ing persistent (6%) AF.54 Boersma et al,55 in a head-
to head comparison of RCA and minimally invasive 
surgical ablation, showed surgical ablation to be supe-
rior to RCA (65.6% freedom from left atrial arrhyth-
mia at 1 year vs. 36.5% for RCA), at the expense, 
however, of an increased adverse event rate for surgi-
cal ablation.

New energy sources for surgical ablation of atrial 
fibrillation

RF, cryoablation, high-intensity focused ultrasound, 
laser and microwave energy devices became alterna-
tives in an attempt to move towards establishing less 
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Figure 3. The mini-Maze procedure for atrial fibrillation. (Re-
printed from Cox JL et al29 by permission of Oxford University 
Press.)

Figure 2. The Cox-Maze IV 
lesion set. The majority of 
lesions have been replaced 
with lines of ablation. IVC – 
inferior vena cava; RF – ra-
diofrequency; SVC – supe-
rior vena cava. (Reprinted 
from Shen J et al21 with per-
mission from Elsevier.)
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invasive modifications of the Maze procedure. The 
new ablation technologies require small incisions or 
ports and can deliver epicardial lesions on the beat-
ing heart.56 Although these new devices have revolu-
tionised surgery for AF by reducing operation time, 
their principal limitation is the inability to create 
transmural lesions reliably on the beating heart. RF 
energy, one of the first energy sources to be used in 
the operating room for AF, can be delivered by ei-
ther unipolar or bipolar electrodes. Bipolar RF has 
the advantage of creating transmural lesions, both 
on the arrested and the beating heart, without caus-
ing collateral injury.57 Cryoablation appears to have 
the ability to destroy tissue by freezing instead of 
heating, preserving tissue architecture and collagen 
structure;58 however, there is difficulty in creating 
lesions in the beating heart because of the cooling 
sink of the circulating blood volume.59 Microwave 
ablation can reliably create transmural endocardi-
al lesions and is less likely to result in char forma-
tion compared to RF. However, it is not capable of 
creating epicardial lesions on the beating heart and 
may cause collateral injury.60,61 Laser technology al-
so avoids surface charring; however, it may create 
collateral damage while data on its ability to create 
transmural lesions are still lacking.62 Finally, ultra-
sound energy is a very promising technology, pos-
sessing the ability to create precise lesions without 
causing collateral injury. It can overcome the heat 
sink effect of the left atrial blood pool, allowing the 
creation of transmural lesions when delivered from 
the epicardial surface.41,63

In summary, among the new energy sources, bi-
polar RF devices and high intensity focused ultra-
sound appear as the most promising strategies for 
achieving reliable transmural lesions, on both the ar-
rested and the beating heart, but clinical experience 
is insufficient. Although a meta-analysis of 16 studies 
showed postoperative SR rates with alternative en-
ergy sources comparable to those of Maze III (78.3% 
vs. 84.9%),28 there is still a lack of adequate clinical 
data regarding the role of novel energy devices and 
sources in this setting.

Indications for surgical AF ablation

The decision to refer a patient with symptomatic, 
medically refractory AF for surgery in lieu of catheter 
ablation remains controversial, as there have been in-
sufficient head-to-head comparisons of the outcomes 
of catheter and surgical ablation of AF.55

The new 2012 HRS/EHRA/ECAS Expert Con-
sensus Statement on catheter and surgical ablation 
of AF suggests that all patients with symptomat-
ic AF undergoing other cardiac surgery should be 
considered for AF ablation, provided that the op-
eration is performed by an experienced surgeon. 
According to this statement,64 the following are ap-
propriate indications for the surgical ablation of 
AF:

A) Indications for concomitant surgical ablation of AF

1.	 Symptomatic AF (paroxysmal, persistent or long-
standing persistent) refractory or intolerant to at 
least one Class 1 or 3 antiarrhythmic medication 
(IIa-C).

2.	 Symptomatic AF (paroxysmal, persistent) prior 
to initiation of antiarrhythmic drug therapy with 
a Class 1 or 3 antiarrhythmic agent. (IIa-C)

3.	 Symptomatic longstanding persistent AF prior to 
initiation of antiarrhythmic drug therapy with a 
Class 1 or 3 antiarrhythmic agent (IIb-C)

B) Indications for standalone surgical ablation of AF

Standalone AF surgery should be considered for 
symptomatic AF patients refractory or intolerant to 
at least one Class 1 or 3 antiarrhythmic medication 
who prefer a surgical approach or have failed one or 
more attempts at catheter ablation (IIb-C).

Conclusions

1.	 In patients undergoing cardiac surgery for mitral 
valve disease, concomitant ablation techniques 
using the Maze modifications, various targets, 
and alternative energy sources appear to be safe 
and effective in treating AF, especially in non-
rheumatic disease.

2.	 Surgical treatment of AF with the modified Maze 
techniques is effective, but requires open heart 
surgery and cannot easily be justified in cases of 
standalone AF.

3.	 Minimally invasive epicardial ablation combining 
PVI, GP ablation, and LA lines have been tried 
with promising initial results. However, improve-
ment in ablation technology appears essential for 
the widespread application of minimally invasive 
AF ablation.



214 • HJC (Hellenic Journal of Cardiology)

N. Fragakis, D. Katritsis

References

1.	 Benjamin EJ, Wolf PA, D’Agostino RB, Silbershatz H, Kan-

nel WB, Levy D. Impact of atrial fibrillation on the risk of 

death: the Framingham Heart Study. Circulation. 1998; 98: 

946-952.

2.	 Krahn AD, Manfreda J, Tate RB, Mathewson FA, Cuddy 

TE. The natural history of atrial fibrillation: incidence, risk 

factors, and prognosis in the Manitoba Follow-Up Study. Am 

J Med. 1995; 98: 476-484.

3.	 Wolf PA, Abbott RD, Kannel WB. Atrial fibrillation as an 

independent risk factor for stroke: the Framingham Study. 

Stroke. 1991; 22: 983-988.

4.	 Ringborg A, Nieuwlaat R, Lindgren P, et al. Costs of atrial 

fibrillation in five European countries: results from the Euro 

Heart Survey on atrial fibrillation. Europace. 2008; 10: 403-

411.

5.	 Van Gelder IC, Hagens VE, Bosker HA, et al. A comparison 

of rate control and rhythm control in patients with recurrent 

persistent atrial fibrillation. N Engl J Med. 2002; 347: 1834-

1840.

6.	 Lafuente-Lafuente C, Mouly S, Longás-Tejero MA, Mahé 

I, Bergmann JF. Antiarrhythmic drugs for maintaining sinus 

rhythm after cardioversion of atrial fibrillation: a systemat-

ic review of randomized controlled trials. Arch Intern Med. 

2006; 166: 719-728.

7.	 Katritsis D, Merchant FM, Mela T, Singh JP, Heist EK, Ar-

moundas AA. Catheter ablation of atrial fibrillation the 

search for substrate-driven end points. J Am Coll Cardiol. 

2010; 55: 2293-2298.

8.	 Giazitzoglou E, Korovesis S, Karvouni E, Paxinos G, Kour-

laba G, Katritsis D. Proarrhythmic effects of atrial fibrillation 

ablation techniques. Hellenic J Cardiol. 2006; 47: 211-217.

9.	 Calkins H, Reynolds MR, Spector P, et al. Treatment of atri-

al fibrillation with antiarrhythmic drugs or radiofrequency 

ablation: two systematic literature reviews and meta-analyses. 

Circ Arrhythm Electrophysiol. 2009; 2: 349-361.

10.	 Katritsis D, Wood MA, Giazitzoglou E, Shepard RK, Kour-

laba G, Ellenbogen KA. Long-term follow-up after radio-

frequency catheter ablation for atrial fibrillation. Europace. 

2008; 10: 419-424.

11.	 Weerasooriya R, Khairy P, Litalien J, et al. Catheter ablation 

for atrial fibrillation: Are results maintained at 5 years of fol-

low-up? J Am Coll Cardiol. 2011; 57: 160-166.

12.	 Bertaglia E, Tondo C, De Simone A, et al. Does catheter ab-

lation cure atrial fibrillation? Single-procedure outcome of 

drug-refractory atrial fibrillation ablation: A 6-year multicen-

tre experience. Europace. 2010; 12: 181-187.

13.	 Oral H, Chugh A, Good E, et al. Radiofrequency catheter 

ablation of chronic atrial fibrillation guided by complex elec-

trograms. Circulation. 2007; 115: 2606-2612.

14.	 Cox JL. Intraoperative options for treating atrial fibrillation 

associated with mitral valve disease. J Thorac Cardiovasc 

Surg. 2001; 122: 212-215.

15.	 Grigioni F, Avierinos JF, Ling LH, et al. Atrial fibrillation 

complicating the course of degenerative mitral regurgitation: 

determinants and long-term outcome. J Am Coll Cardiol. 

2002; 40: 84-92.

16.	 Obadia JF, el Farra M, Bastien OH, Lièvre M, Martelloni Y, 

Chassignolle JF. Outcome of atrial fibrillation after mitral 

valve repair. J Thorac Cardiovasc Surg. 1997; 114: 179-185.

17.	 Fragakis N, Pantos I, Younis J, Hadjipavlou M, Katritsis 

DG. Surgical ablation for atrial fibrillation. Europace. 2012; 

doi:10.1093/europace/eus081

18.	 Williams JM, Ungerleider RM, Lofland GK, Cox JL. Left 

atrial isolation: new technique for the treatment of supra-

ventricular arrhythmias. J Thorac Cardiovasc Surg. 1980; 80: 

373-380.

19.	 Guiraudon G, Jones D, McLellan J, MacDonald J. Com-

bined sino-atrial node atrioventricular node isolation: A sur-

gical alternative to his bundle ablation in patients with atrial 

fibrillation. Circulation. 1985; 72 (Suppl 3): 220.

20.	 Cox JL. The surgical treatment of atrial fibrillation. IV. Sur-

gical technique. J Thorac Cardiovasc Surg. 1991; 101: 584-

592.

21.	 Shen J, Bailey MS, Damiano RJ. The surgical treatment of 

atrial fibrillation. Heart Rhythm. 2009; 6: S45-50.

22.	 Ballaux PKEW, Geuzebroek GSC, van Hemel NM, et al. 

Freedom from atrial arrhythmias after classic maze iii sur-

gery: A 10-year experience. J Thorac Cardiovasc Surg. 2006; 

132: 1433-1440.

23.	 Cox JL, Jaquiss RD, Schuessler RB, Boineau JP. Modifica-

tion of the maze procedure for atrial flutter and atrial fibrilla-

tion. II. Surgical technique of the maze III procedure. J Tho-

rac Cardiovasc Surg. 1995; 110: 485-495.

24.	 Cox JL, Ad N, Palazzo T, et al. Current status of the Maze 

procedure for the treatment of atrial fibrillation. Semin Tho-

rac Cardiovasc Surg. 2000; 12: 15-19.

25.	 Damiano RJ, Gaynor SL. Atrial fibrillation ablation during 

mitral valve surgery using the atricure device. Op Tech Tho-

rac Cardiovasc Surg. 2004; 9: 24-33.

26.	 Gaynor SL, Diodato MD, Prasad SM, et al. A prospective, 

single-center clinical trial of a modified Cox maze procedure 

with bipolar radiofrequency ablation. J Thorac Cardiovasc 

Surg. 2004; 128: 535-542.

27.	 Lee AM, Melby SJ, Damiano RJ. The surgical treatment of 

atrial fibrillation. Surg Clin North Am. 2009; 89: 1001-20, x-

xi.

28.	 Khargi K, Hutten BA, Lemke B, Deneke T. Surgical treat-

ment of atrial fibrillation; a systematic review. Eur J Cardio-

thorac Surg. 2005; 27: 258-265.

29.	 Cox JL. Surgical treatment of atrial fibrillation: A review. Eu-

ropace 2003; 5 Suppl 1: S20-29.

30.	 Cui YQ, Sun LB, Li Y, et al. Intraoperative modified Cox 

mini-maze procedure for long-standing persistent atrial fibril-

lation. Ann Thorac Surg. 2008; 85: 1283-1289.

31.	 Doukas G, Samani NJ, Alexiou C, et al. Left atrial radiofre-

quency ablation during mitral valve surgery for continuous 

atrial fibrillation: a randomized controlled trial. JAMA. 2005; 

294: 2323-2329.

32.	 Kalil RA, Maratia CB, D’Avila A, Ludwig FB. Predictive fac-

tors for persistence of atrial fibrillation after mitral valve op-

eration. Ann Thorac Surg. 1999; 67: 614-617.



(Hellenic Journal of Cardiology) HJC • 215

Surgical Treatment for Atrial Fibrillation

33.	 Lim E, Barlow CW, Hosseinpour AR, et al. Influence of atri-

al fibrillation on outcome following mitral valve repair. Cir-

culation. 2001; 104: 59-63.

34.	 Geidel S, Ostermeyer J, Lass M, et al. Permanent atrial fibril-

lation ablation surgery in CABG and aortic valve patients is 

at least as effective as in mitral valve disease. Thorac Cardio-

vasc Surg. 2006; 54: 91-95.

35.	 Gillinov AM, McCarthy PM, Blackstone EH, et al. Surgical 

ablation of atrial fibrillation with bipolar radiofrequency as 

the primary modality. J Thorac Cardiovasc Surg. 2005; 129: 

1322-1329.

36.	 Kong MH, Lopes RD, Piccini JP, Hasselblad V, Bahnson 

TD, Al-Khatib SM. Surgical Maze procedure as a treatment 

for atrial fibrillation: a meta-analysis of randomized con-

trolled trials. Cardiovasc Ther. 2010; 28: 311-326.

37.	 Fukada J, Morishita K, Komatsu K, et al. Is atrial fibrillation 

resulting from rheumatic mitral valve disease a proper indi-

cation for the maze procedure? Ann Thorac Surg. 1998; 65: 

1566-1569.

38.	 Lee JW, Park NH, Choo SJ, Jo MS, Song H, Song MG. Sur-

gical outcome of the maze procedure for atrial fibrillation 

in mitral valve disease: rheumatic versus degenerative. Ann 

Thorac Surg. 2003; 75: 57-61.

39.	 Deneke T, Khargi K, Grewe PH, et al. Efficacy of an addi-

tional MAZE procedure using cooled-tip radiofrequency ab-

lation in patients with chronic atrial fibrillation and mitral 

valve disease. A randomized, prospective trial. Eur Heart J. 

2002; 23: 558-566.

40.	 Gaita F, Riccardi R, Caponi D, et al. Linear cryoablation of 

the left atrium versus pulmonary vein cryoisolation in pa-

tients with permanent atrial fibrillation and valvular heart 

disease: correlation of electroanatomic mapping and long-

term clinical results. Circulation. 2005; 111: 136-142.

41.	 Camm CF, Nagendran M, Xiu PY, Maruthappu M. How ef-

fective is cryoablation for atrial fibrillation during concomi-

tant cardiac surgery? Interact Cardiovasc Thorac Surg. 2011; 

13: 410-414.

42.	 Gillinov AM, Bakaeen F, McCarthy PM, et al. Surgery for 

paroxysmal atrial fibrillation in the setting of mitral valve dis-

ease: a role for pulmonary vein isolation? Ann Thorac Surg. 

2006; 81: 19-26.

43.	 Reade CC, Johnson JO, Bolotin G, et al. Combining robotic mi-

tral valve repair and microwave atrial fibrillation ablation: tech-

niques and initial results. Ann Thorac Surg. 2005; 79: 480-484.

44.	 Pruitt JC, Lazzara RR, Dworkin GH, Badhwar V, Kuma C, 

Ebra G. Totally endoscopic ablation of lone atrial fibrillation: 

initial clinical experience. Ann Thorac Surg. 2006; 81: 1325-

30; discussion 1330-1331.

45.	 Bisleri G, Manzato A, Argenziano M, Vigilance DW, Mu-

neretto C. Thoracoscopic epicardial pulmonary vein abla-

tion for lone paroxysmal atrial fibrillation. Europace. 2005; 

7: 145-148.

46.	 Wolf RK, Schneeberger EW, Osterday R, et al. Video-assist-

ed bilateral pulmonary vein isolation and left atrial append-

age exclusion for atrial fibrillation. J Thorac Cardiovasc Surg. 

2005; 130: 797-802.

47.	 Beyer E, Lee R, Lam BK. Point: Minimally invasive bipo-

lar radiofrequency ablation of lone atrial fibrillation: early 

multicenter results. J Thorac Cardiovasc Surg. 2009; 137: 

521-526.

48.	 Edgerton JR, Edgerton ZJ, Weaver T, et al. Minimally inva-

sive pulmonary vein isolation and partial autonomic denerva-

tion for surgical treatment of atrial fibrillation. Ann Thorac 

Surg. 2008; 86: 35-38.

49.	 Edgerton JR, Brinkman WT, Weaver T, et al. Pulmonary 

vein isolation and autonomic denervation for the manage-

ment of paroxysmal atrial fibrillation by a minimally invasive 

surgical approach. J Thorac Cardiovasc Surg. 2010; 140: 823-

828.

50.	 Yilmaz A, Geuzebroek GS, Van Putte BP, et al. Completely 

thoracoscopic pulmonary vein isolation with ganglionic plex-

us ablation and left atrial appendage amputation for treat-

ment of atrial fibrillation. Eur J Cardiothorac Surg. 2010; 38: 

356-360.

51.	 McClelland JH, Duke D, Reddy R. Preliminary results of a 

limited thoracotomy: new approach to treat atrial fibrillation. 

J Cardiovasc Electrophysiol. 2007; 18: 1289-1295.

52.	 Han FT, Kasirajan V, Kowalski M, et al. Results of a mini-

mally invasive surgical pulmonary vein isolation and gangli-

onic plexi ablation for atrial fibrillation: Single-center experi-

ence with 12-month follow-up. Circ Arrhythm Electrophysiol. 

2009; 2: 370-377.

53.	 Oral H, Pappone C, Chugh A, et al. Circumferential pul-

monary-vein ablation for chronic atrial fibrillation. N Engl J 

Med. 2006; 354: 934-941.

54.	 Krul SP, Driessen AH, van Boven WJ, et al. Thoracoscopic 

video-assisted pulmonary vein antrum isolation, ganglionated 

plexus ablation, and periprocedural confirmation of ablation 

lesions: first results of a hybrid surgical-electrophysiological 

approach for atrial fibrillation. Circ Arrhythm Electrophysiol. 

2011; 4: 262-270.

55.	 Boersma LV, Castella M, van Boven W, et al. Atrial fibril-

lation catheter ablation versus surgical ablation treatment 

(fast): A 2-center randomized clinical trial. Circulation. 2012; 

125: 23-30.

56.	 Lall SC, Damiano RJ. Surgical ablation devices for atrial fi-

brillation. J Interv Card Electrophysiol. 2007; 20: 73-82.

57.	 Melby S, Gaynor S, Lubah G, et al. Efficacy and safety of 

right and left atrial ablations on the beating heart with irrigat-

ed bipolar radiofrequency energy: A long-term animal study. 

J Thorac Cardiovasc Surg. 2006; 132: 853-860.

58.	 Lustgarten DL, Keane D, Ruskin J. Cryothermal ablation: 

mechanism of tissue injury and current experience in the 

treatment of tachyarrhythmias. Prog Cardiovasc Dis. 1999; 

41: 481-498.

59.	 Milla F, Skubas N, Briggs W et al. Epicardial beating heart 

cryoablation using a novel argon-based cryoclamp and linear 

probe. J Thorac Cardiovasc Surg. 2006; 131: 403-411.

60.	 Knaut M, Tugtekin SM, Spitzer SG, Jung F, Matschke K. In-

traoperative endocardial microwave ablation for treatment 

of permanent atrial fibrillation during coronary artery bypass 

surgery: 1-year follow-up. Europace. 2006; 8: 16-20.



216 • HJC (Hellenic Journal of Cardiology)

N. Fragakis, D. Katritsis

61.	 Accord RE, van Suylen RJ, van Brakel TJ, Maessen JG. Post-

mortem histologic evaluation of microwave lesions after epi-

cardial pulmonary vein isolation for atrial fibrillation. Ann 

Thorac Surg. 2005; 80: 881-887.

62.	 Reddy V, Houghtaling C, Fallon J, et al. Use of a diode laser 

balloon ablation catheter to generate circumferential pulmo-

nary venous lesions in an open-thoracotomy caprine model. 

Pacing Clin Electrophysiol. 2004; 27: 52-57.

63.	 Ninet J, Roques X, Seitelberger R, et al. Surgical ablation of 

atrial fibrillation with off-pump, epicardial, high-intensity fo-

cused ultrasound: results of a multicenter trial. J Thorac Car-

diovasc Surg. 2005; 130: 803-809.

64.	 Calkins H, Kuck K, Cappato R et al. 2012 2012 HRS/EHRA/

ECAS expert consensus statement on catheter and surgical 

ablation of atrial fibrillation: recommendations for patient 

selection, procedural techniques, patient management and 

follow-up, definitions, endpoints, and research trial design: 

a report of the Heart Rhythm Society (HRS) Task Force on 

Catheter and Surgical Ablation of Atrial Fibrillation. Heart 

Rhythm. 2012; 9: 632-696.


