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Code of Medical Ethics, Chapter V - Relationship with
Patients and Family

The physician shall not:

Article 32. Siop using all available means of diagnosis
and treatment scientifically recognized and accessible in
favor of the patient.

The literature is full of arguments and data emphasizing
the relationship between atrial fibrillation (AF) and
increased risk of stroke and mortalithis occurs even in
primaryAF, i.e., in the absence of structural heart defects
and it is aggravated by risk factors, as listed in the known
CHADS score. By means of the factors, the risk can be
stratified, allowing the identification of cases of increased
risk for stroke and death.

It is known that anticoagulation is necessary and
effective in reducing thromboembolism, but is not sufficient
to completely prevent systemic embolization, which occurs
at least 1.5% of patients a ypahen carefully treated and
followed [1].

Percutaneous ablation by catheter using radiofrequency
enepy or otheyobtains success rates of up to 70% in cases
of paroxysmal and persisteAlF, reaching higher rates if
you make two or more attempts. Howevgercutaneous
ablation is admittedly inéfctive in permane&F, in chronic
cases of long duration and dilated atria, and contraindicated
in the presence of thrombi.

On the other hand, the Maze procedure, known as Cox
(“maze procedure”) and its amendments, as the surgical
isolation of pulmonary veins by cutting and stitching has
been applied with high success rates (greater than 90%) in
reversion of sinus rhythm or atrial, on cases of long-term
permanent refractoiF in atria usually lager than 5 cm in
diameteywith or without structural heart disease [213]e
procedure involves extensive thoracotomy and
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extracorporeal circulation, but the hospital risk is located
around 1% for mortality

In this issue, Canale et al. [4], in the article “Surgical
treatment of atrial fibrillation using bipolar radiofrequency
ablation in rheumatic mitral valve disease” (p. 565) show
the experience with bipolar radiofrequency ablation during
mitral valve sugery. This very form of ablation is used in
video-assisted sgery, which is gaining exposure in the
literature.
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These new procedures, less invasive and without
cardiopulmonary bypass, use epicardial ablation, but
success rates remain lower than those of surgery for cutting
and suturingAs techniques improve, they may prove more
effective, perhaps in the near future.

An alternative that has been mentioned would be the
combination of epicardial ablation by video-assisted
thoracotomy with percutaneous endocardial ablation, such
as hybrid procedures, simultaneously or in sequence. Thus,
one could obtain complete isolation of pulmonary veins,
similar to that provided by cutting and suturing, bringing
the success rate of less invasive methods to conventional
suigery Howeverit should again be remembered that even
though the thoracotomy procedure being a larger procedure,
its risks in elective patients without major comorbidities
are about 1% to 8% for mortality and morbidity

Therefore, based on objective evidence, it can be argued
that conventional surgery to treat long-term permanent
refractoryAF has excellent risk / benefit ratio, because the
morbidity and mortality cited would be offset in a short
time by longer survival and lower risk of stroke in patients
maintained in sinus rhythm postoperatively

Due to this fact, the question that remains could be
summarized as: How come thegigal correction oAF in
patients with primanAF is not indicated, especially in
those at higher risk for stroke and death by the mere
presence oAF?

Consensus of the specialty societies of 2007 [5] already
provided the swical indication for primary refractoiF,
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