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Epicardial Microwave Ablation of Atrial Fibrillation
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Yeo Joo Hwang, M.D.*, Jae Ik Lee, M.D.*, Sung Youl Hyun, M.D.*, Yang Bin Jeon, M.D*
Chang Ha Lee, M.D.*, Kook Yang Park, M.D.*

Even though the Cox-Maze Ml procedure is the gold standard ‘in the therapy for atrial fibrillation (AF) and its
outcome is excellent, the complexity of the operafion, longer cardiopulmonary bypass time and the risk of bleeding
have tended to dissuade cardiac surgeons from its application. The recent data of the pathogenesis of AF and the
development of alternative energy sources have facilitated the development of the modified Cox-Maze procedure
rapidly. We reported that afrial fibrillation was conversed to sinus rhythm by the epicardial microwave ablation
without cardiopulmonary bypass and the normal sinus rhythm was observed during 33 months of follow-up period.

(Korean J Thorac Cardiovasc Surg 2004;37:609-612)
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Fig. 1. The linear ablation lesion between the left superior
pulmonary vein and the left atrial appendage is performed.
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Fig. 2. Dorsal view of epicardial ablation. All lines are epi-
cardial ablation lines (SVC=Superior vena cava; [VC=Inferior
vena cava; RPV=Right pulmonary vein; LPV=Left pulmonary
vein; LAA=Left atrial appendage).
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