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[ Abstract] At present, high-power and short-duration radiofrequency ablation is a new technology in the field of atrial fibrillation

ablation. Clinical studies have shown that: “compared with low-power and long-duration radiofrequency ablation , high-power and short-duration

radiofrequency ablation can significantly reduce the operation time and the incidence of related complications, but their surgical effects are

similar. ” However, a large sample , prospective , multicenter clinical study is still needed to evaluate its long-term effect on atrial fibrillation.

This article mainly reviews the clinical application and research progress of high-power and short-duration radiofrequency ablation from the

aspects of effectiveness, safety ,advantages, limitations and prospects.
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