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Application of Cardiac CT in Left Atrial Appendage Closure
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[ Abstract ] Because of its high resolution, multi-layer and non-invasiveness , cardiac CT can more accurately evaluate the difficulty of

left atrial appendage closure, reduce the incidence of complications and improve the prognosis comparing with transesophageal

echocardiography and intraoperative angiography. The 3D printing model based on CT may have a broader prospect. This article reviews the

application value of cardiac CT in left atrial appendage closure.
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Radiofrequency Catheter Ablation for Mitral Isthmus

LI Feng'?, JIANG Hai*, ZHANG Haiyan’, ZHU Yongxiang'”, LONG Mingzhi’
(1. Nanjing Medical University , Nanjing 211166, Jiangsu, China; 2. Department of Cardiology, The Second Affiliated
Hospital of Nanjing Medical University , Nanjing 210011, Jiangsu , China)

[ Abstract ] Radiofrequency catheter ablation of mitral isthmus,has become a research hotspot in the field of cardiac electrophysiology
nowadays. However,achieving bidirectional conduction block of the mitral isthmus ablation line is still challenging. This article reviews the
general introduction, application difficulties, coping strategies and prospective of mitral isthmus ablation.

[ Key words ] Mitral isthmus; Radiofrequency catheter ablation; Research progress
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