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INTRODUCTION 
     Atrial fibrillation is a common supraventricular 
tachyarrhythmia characterized by uncontrolled atrial 
activation with consequent deterioration of atrial 
mechanical function. It is the most common sustained 
cardiac rhythm disturbance, increasing in prevalence with 
age. 1 

     It is clear that the pathogenesis of atrial fibrillation is 
often multifaceted and the arrhythmia may develop in 
different pathologic conditions as well as in the normal 
heart. It is well recognized that increased atrial mass, 
decreased conduction velocity, and decreased atrial 
refractoriness with increased dispersion are all pro-
fibrillatory factors. 2 

     It has been well established that pulmonary vein (PV) 
triggering or driving is the dominant mechanism for 
paroxysmal atrial fibrillation (AF) 3, and circumferential 
PV isolation (CPVI) is the main approach for AF 
elimination. 4 

   Considerable evidence points to the importance of 
pulmonary vein (PV) electrical isolation in the treatment of 
atrial fibrillation (AF) with catheter ablation procedures. 5 

    However, the recurrence rate of the procedure has been 
reported up to 30% after initial ablation, and PV conduction 
recovery accounts for 80% of AF recurrence, according to 
remapping results during a second procedure. 6 

    Although it is well recognized that recovery of 
pulmonary vein (PV) conduction is common among 
patients who fail atrial fibrillation (AF) ablation, little is 
known about the precise time course of recurrence. 7  
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    Re-isolation of recovered PV conduction can improve 
the success rate, making this of great importance to reduce 
the prevalence of PV re-connection after the initial 
procedure. 8 

 


