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Commentary: Hybrid advice in the
real world
Diana Hsu, MD

CENTRAL MESSAGE

If we restricted our authoritative
advice to our unsuspecting pa-
tients to level I data—we would
have a lot of free time.
Diana Hsu, MD, and Alden Harken, MD

The final Cox-maze IV “cut-and-sew” iteration of Jim
Cox’s pioneering surgical procedure for the treatment of
atrial fibrillation obligates a sternotomy, cardiopulmonary
bypass, and, in Jim Cox’s words, “can be technically chal-
lenging in a deep chested male with a small left atrium.”
It has proven, however, to be gratifyingly—even astonish-
ingly—successful. The procedure is undeniably, however,
“a lot of surgery,” which tends to frighten cardiologists
and their patients. So, a storm of innovators have proposed
a barrage of hybrid procedures with the primary goal of
accomplishing all of the transmural bi-atrial conduction
blocking lesions without resorting to the sternotomy and
cardiopulmonary bypass.

Clinical investigation is really very hard to do. Therefore,
the surgical and electrophysiological innovators have all
taken the logical first steps. They have devised, and tried,
dual/hybrid procedures typically marrying thoracoscopic
(occasionally robotic)—(small incision), epicardial access
with transvenous/transarterial catheter ablation using radio-
frequency and or cryo-/heat ablative conduction blocking
techniques. They have also recruited a m�elange of patients
with chronic atrial fibrillation mixed with paroxysmal atrial
fibrillation on (or not) taking an anti-dysrhythmic soup of
medications with variable duration follow-up surveillance
strategies.

Again, for those armchair purists—who have never
attempted a comprehensive clinical study—these trials are
really hard to do. So, the real beauty of the current analysis
is that Varzaly and colleagues1 have placed themselves in
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the offices of the patients/surgeons/cardiologists who are
making the recommendations/decisions right now! We
don’t have (and, will not soon, if ever, obtain) prospective
randomized information comparing the various therapeutic
strategies for atrial fibrillation. So, the current systematic
review conscientiously analyzes the available, but admit-
tedly noncomparable, studies. Some clinics performed the
surgical thoracoscopic and catheter ablation simulta-
neously, and some performed these sequentially. They
each use their own preferred radiofrequency/cryoablation
for patients with both chronic and paroxysmal atrial fibrilla-
tion. The methods and duration of follow-up differ. The
authors have tried to make practical clinical sense of the
22 heterogeneous clinical studies. Current consensus is
that the zones surrounding the pulmonary veins are the
most grievous culprits and left atrial exclusion/appendec-
tomy is important.
As the “reduced morbidity” hybrid procedures evolve,

the remaining questions relate to the variable importance
of the additional “lesion set” lines. As of today, Varzaly
and colleagues have contributed substantively to our
decision-making process and our conversations with our
patients.
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