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Introduction 

A condition where your heartbeat is irregular, or flutters is called atrial fibrillation (AF). AF may 
be treated with surgery that stops the abnormal activity in the heart. One type of surgery to 
treat AF is called the Cox maze procedure, which is done by cutting through the chest to access 
the heart. This procedure was first developed to treat AF, and now is mostly done with another 
surgery, like valvular or coronary bypass graft surgery. A hybrid ablation is when a mini-maze 
procedure is performed outside of the heart without cutting into the chest, then a catheter 
ablation is performed on the inside of the heart by a specialist. Many other procedures to treat 
AF have been developed that can be done through very small cuts using special tools and 
techniques, removing the need for larger cuts. This policy explains when the Cox maze 
procedure may be considered medically necessary to treat AF or flutter. 

 

Note:   The Introduction section is for your general knowledge and is not to be taken as policy coverage criteria. The 
rest of the policy uses specific words and concepts familiar to medical professionals. It is intended for 
providers. A provider can be a person, such as a doctor, nurse, psychologist, or dentist. A provider also can 
be a place where medical care is given, like a hospital, clinic, or lab. This policy informs them about when a 
service may be covered. 
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Policy Coverage Criteria  

 

Surgery Medical Necessity 
Maze or modified maze 
procedure with other 
cardiac surgery (33257, 
33259) 
 
Maze or modified maze 
procedure without other 
cardiac surgery (33254, 
33256) 

The maze or modified maze procedure, performed on a non-
beating heart during cardiopulmonary bypass with 
concomitant cardiac surgery is considered medically necessary 
for the treatment of symptomatic atrial fibrillation or flutter. 
 
The use of an open maze or modified maze procedure 
performed on a non-beating heart during cardiopulmonary 
bypass without concomitant cardiac surgery is considered not 
medically necessary for the treatment of atrial fibrillation or 
flutter. 

 

Surgery Investigational 
Stand-alone minimally 
invasive, off-pump maze 
procedures (33255,33258) 

Stand-alone minimally invasive, off-pump maze procedures 
(i.e., modified maze procedures), including those done via 
mini-thoracotomy, are considered investigational for the 
treatment of atrial fibrillation or flutter. 

Hybrid ablation (33254, 
33265, 33266) 

Hybrid ablation (defined as a combined percutaneous 
endocardial and thoracoscopic epicardial approach) (a.k.a. 
convergent hybrid procedure) is considered investigational for 
the treatment of atrial fibrillation or flutter. 

 

Documentation Requirements 
The individual’s medical records submitted for review for all conditions should document 
that medical necessity criteria are met. The record should include the following: 
• Office visit notes that contain the relevant history and physical with the requested procedure 

(maze or modified maze) and the concomitant cardiac surgery that will be performed at the 
same time 

 

Coding  
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Code Description 
CPT 
33254 Operative tissue ablation and reconstruction of atria, limited (e.g., modified maze 

procedure or hybrid ablation) 

33255 Operative tissue ablation and reconstruction of atria, extensive (e.g., maze procedure); 
without cardiopulmonary bypass 

33256 Operative tissue ablation and reconstruction of atria, extensive (e.g., maze procedure); 
with cardiopulmonary bypass 

33257 Operative tissue ablation and reconstruction of atria, performed at the time of other 
cardiac procedure(s), limited (e.g., modified maze procedure) (List separately in 
addition to code for primary procedure) 

33258 Operative tissue ablation and reconstruction of atria, performed at the time of other 
cardiac procedure(s), extensive (e.g., maze procedure), without cardiopulmonary 
bypass (List separately in addition to code for primary procedure) 

33259 Operative tissue ablation and reconstruction of atria, performed at the time of other 
cardiac procedure(s), extensive (e.g., maze procedure), with cardiopulmonary bypass 
(List separately in addition to code for primary procedure) 

33265 Endoscopy, surgical; operative tissue ablation and reconstruction of atria, limited (e.g., 
modified maze procedure), without cardiopulmonary bypass 

33266 Endoscopy, surgical; operative tissue ablation and reconstruction of atria, extensive 
(e.g., maze procedure), without cardiopulmonary bypass 

Note:  CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). HCPCS 
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS). 

 

Related Information  

 

Given the availability of less-invasive alternative approaches to treat atrial fibrillation, performing 
the maze procedure without concomitant cardiac surgery should rarely be needed. 

Per the 2017 Expert Consensus Statement by the Heart Rhythm Society, European Heart Rhythm 
Association, and European Cardiac Arrhythmia Society (Calkins et al, 2017), the indication for 
concomitant open or closed surgical ablation, stand-alone, and hybrid surgical ablation of atrial 
fibrillation is symptomatic disease refractory or intolerant to at least one Class I or III 
antiarrhythmic medication. 
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Evidence Review  

 

Description 

There are various surgical approaches to treat atrial fibrillation (AF) that work by interrupting 
abnormal electrical activity in the atria. Open surgical procedures, such as the Cox maze 
procedure were first developed for this purpose and are now generally performed in 
conjunction with valvular or coronary artery bypass graft surgery. Surgical techniques have 
evolved to include minimally invasive approaches that use epicardial radiofrequency ablation, a 
thoracoscopic or mediastinal approach, and hybrid catheter ablations/open procedures. 

 

Background 

Atrial Fibrillation 

AF is a supraventricular tachyarrhythmia characterized by disorganized atrial activation with 
ineffective atrial ejection. The underlying mechanism of AF involves the interplay between 
electrical triggering events that initiate AF and the myocardial substrate that permits 
propagation and maintenance of the aberrant electrical circuit. The most common focal trigger 
of AF appears to be located within the cardiac muscle that extends into the pulmonary veins. 
The atria are frequently abnormal in individuals with AF and demonstrate enlargement or 
increased conduction time. Atrial flutter is a variant of AF. 

 

Epidemiology 

In the US, more than 3 to 6 million people have AF and it has been estimated that more than 12 
million people will have AF by 2030.1,2,3 Age, body mass index, height, hypertension, diabetes 
mellitus, obstructive sleep apnea, myocardial infarction, heart failure, hyperthyroidism, chronic 
kidney disease, smoking, moderate to heavy alcohol consumption, and genetic predisposition 
are all risk factors for AF.4,3 Age-adjusted AF incidence and prevalence is higher among men 
than women, although the lifetime risk is similar at 24% for men and 22% for women5. AF 
incidence and prevalence appear lower in individuals who are Black compared to White, despite 
a higher burden of comorbidities. However, this difference is likely largely explained by 
differential detection of AF by race/ethnicity.6 
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Treatment 

The first-line treatment for AF usually includes medications to maintain sinus rhythm and/or 
control the ventricular rate. Antiarrhythmic medications are only partially effective; therefore, 
medical treatment is not sufficient for many individuals. Percutaneous catheter ablation, using 
endocardial ablation, is an accepted second-line treatment for individuals who are not 
adequately controlled on medications and may also be used as first-line treatment. Catheter 
ablation (CA) is successful in maintaining sinus rhythm for most individuals, but long-term 
recurrences are common and increase over time. Performed either by open surgical techniques 
or thoracoscopy, surgical ablation is an alternative approach to percutaneous CA. 

 

Open Surgical Techniques 

The classic Cox maze III procedure is a complex surgical procedure for individuals with AF. It 
involves sequential atriotomy incisions that interrupt the aberrant atrial conduction pathways in 
the heart. The procedure is also intended to preserve atrial pumping function. It is indicated for 
individuals who do not respond to medical or other surgical antiarrhythmic therapies and is 
often performed in conjunction with the correction of structural cardiac conditions such as valve 
repair or replacement. This procedure is considered the criterion standard for the surgical 
treatment of drug-resistant AF, with a success rate of approximately 90%. 

The maze procedure entails making incisions in the heart that: 

• direct an impulse from the sinoatrial node to the atrioventricular node; 

• preserve activation of the entire atrium; and 

• block re-entrant impulses responsible for AF or atrial flutter. 

The classic Cox maze procedure is performed on a non-beating heart during cardiopulmonary 
bypass. Simplification of the maze procedure has evolved with the use of different ablation tools 
such as microwave, cryotherapy, ultrasound, and radiofrequency energy sources to create the 
atrial lesions instead of employing the incisional technique used in the classic maze procedure. 
The Cox maze IV procedure involves the use of radiofrequency energy or cryoablation to create 
transmural lesions analogous to the lesions created by the "cut-and-sew" maze. 
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Minimally Invasive (Thoracoscopic) Techniques 

Less invasive, transthoracic, endoscopic, and off-pump procedures to treat drug-resistant AF 
have been developed. The evolution of these procedures involves both different surgical 
approaches and different lesion sets. Alternative surgical approaches include mini-thoracotomy 
and total thoracoscopy with video assistance. Open thoracotomy and mini thoracotomy employ 
cardiopulmonary bypass and open-heart surgery, while thoracoscopic approaches are 
performed on the beating heart. Thoracoscopic approaches do not enter the heart and use 
epicardial ablation lesion sets, whereas the open approaches use either the classic "cut-and-
sew" approach or endocardial ablation. 

Lesion sets may vary independent of the surgical approach, with a tendency toward less 
extensive lesion sets targeted to areas most likely to be triggers of AF. The most limited lesion 
sets involve pulmonary vein isolation and exclusion of the left atrial appendage. More extensive 
lesion sets include linear ablations of the left and/or right atrium and ablation of ganglionic 
plexi. Some surgeons perform left atrial reduction in cases of left atrial enlargement. 

The type of energy used for ablation also varies; radiofrequency energy is most commonly 
applied. Other energy sources such as cryoablation and high-intensity ultrasound have been 
used. For our purposes, the variations on surgical procedures for AF will be combined under the 
heading of "modified maze" procedures. 

 

Hybrid Techniques 

"Hybrid" ablation refers to the use of both thoracoscopic and percutaneous approaches in the 
same individual. Ablation is performed on the outer surface of the heart (epicardial) via the 
thoracoscopic approach, and on the inner surface of the heart (endocardial) via the 
percutaneous approach. The rationale for a hybrid procedure is that a combination of both 
techniques may result in a complete ablation. Thoracoscopic epicardial ablation is limited by the 
inability to perform all possible ablation lines because the posterior portions of the heart are not 
accessible via thoracoscopy. Percutaneous, endoscopic ablation is limited by incomplete 
ablation lines that often require repeat procedures. By combining both procedures, a full set of 
ablation lines can be performed, and incomplete ablation lines can be minimized. 

The hybrid approach first involves thoracoscopy with epicardial ablation. Following this 
procedure, an electrophysiologic study is performed percutaneously followed by endocardial 
ablation as directed by the results of electrophysiology. Most commonly, the electrophysiology 
study and endocardial ablation are done immediately after the thoracoscopy as part of a single 
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procedure. However, some hybrid approaches perform the electrophysiology study and 
endocardial ablation on separate days, as directed by the electrophysiology study. 

Summary of Evidence 

For individuals who have symptomatic AF or flutter who are undergoing cardiac surgery with 
bypass who received a Cox maze or a modified maze procedure, the evidence includes several 
randomized controlled trials (RCTs) and nonrandomized comparative studies, along with 
systematic reviews of these studies. Relevant outcomes are overall survival, medication use, and 
treatment-related morbidity. Several small RCTs have provided most of the direct evidence 
confirming the benefit of a modified maze procedure for individuals with AF who are 
undergoing mitral valve surgery. These trials have established that the addition of a modified 
maze procedure results in a lower incidence of atrial arrhythmias following surgery, with minimal 
additional risks. Observational studies have supported these RCT findings. The evidence is 
sufficient to determine that the technology results in an improvement in the net health 
outcome. 

For individuals who have symptomatic, drug-resistant AF or flutter who are not undergoing 
cardiac surgery with bypass who receive minimally invasive, off-pump thoracoscopic maze 
procedures, the evidence includes RCTs and observational studies, some of which identify 
control groups. Relevant outcomes are overall survival, medication use, and treatment-related 
morbidity. Two RCTs reported significantly higher rates of freedom from AF at one-year with 
surgical ablation but also reported significantly higher rates of serious adverse events. The 
remaining two RCTs found no significant differences between treatment groups in rates of 
freedom from AF and either did not assess or did not find significant differences in serious 
adverse events. The comparative observational studies consistently found significantly higher 
rates of freedom from atrial arrhythmias but lacked assessment of serious adverse events. The 
noncomparative studies generally only reported short-term outcomes and did not consistently 
report adverse events. Therefore, this evidence does not permit definitive conclusions about 
whether a specific approach is superior to the other. Factors, such as previous treatment, the 
probability of maintaining sinus rhythm, the risk of complications, contraindications to 
anticoagulation, and patient preference, may all affect the risk-benefit ratio for each procedure. 
Additionally, the studies do not permit conclusions about harm due to heterogeneous 
measurement across studies, with mixed results. The evidence is insufficient to determine that 
the technology results in an improvement in the net health outcome. 

For individuals who have symptomatic, drug-resistant AF or flutter who are not undergoing 
cardiac surgery with bypass who receive hybrid thoracoscopic and endocardial ablation 
procedures, the evidence includes four RCTs (sample sizes ranging from 41 to 153) , 
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nonrandomized studies that compared a ‘convergent’ hybrid approach (i.e., epicardial approach 
combined with endocardial ablation) to catheter ablation (CA) , and one observational study that 
compared a thoracoscopic epicardial ablation with a percutaneous trans-septal procedure 
hybrid approach to CA. Pooled evidence from randomized and nonrandomized studies found an 
increased rate of AF-free survival and increased risk of periprocedural adverse events with 
hybrid procedures relative to standard ablation. Adverse events after the periprocedural period 
have not been reported. Multicenter RCTs are needed that assess both benefits and harms with 
at least one year of follow-up. At least two RCTs of hybrid procedures have been completed but 
not published. The evidence is insufficient to determine that the technology results in an 
improvement in the net health outcome. 

 

Ongoing and Unpublished Clinical Trials 

Some currently ongoing and unpublished trials that might influence this review are listed in 
Table 1. 

 

Table 1. Summary of Key Trials 

NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

Ongoing 
NCT04506814 Comparison of Repeat Endocardial PVI Vs 

Epicardial Posterior Wall Isolation and LAA 
Clip Plus PVI for Recurrent Atrial Fibrillation 
After Prior PVI 

162 Dec 2025 

NCT03546374 Irrigated Radio Frequency Ablation to 
Terminate Non-Paroxysmal Atrial Fibrillation 
(Terminate AF Study) 

160 Aug 2024 

NCT05723536 LAI-AF Trial: Hybrid Endo-epicardial Partial 
Left Atrial Isolation vs. Endocardial Ablation in 
Patients With Persistent Atrial Fibrillation 
(PLAI-AF) 

80 Dec 2025 

NCT03732794 AtriCure CryoICE Lesions for Persistent and 
Long-standing Persistent Atrial Fibrillation 
Treatment During Concomitant On-Pump 
Endo/Epicardial Cardiac Surgery 

150 Dec 2026 

https://clinicaltrials.gov/ct2/show/NCT04506814?term=NCT04506814&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT03546374?term=NCT03546374&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT05723536?term=NCT05723536&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT03732794?term=NCT03732794&draw=2&rank=1
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NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

NCT02393885 Pivotal Study Of A Dual Epicardial & 
Endocardial Procedure (DEEP) Approach for 
Treatment of Subjects With Persistent or Long 
Standing Persistent Atrial Fibrillation With 
Radiofrequency Ablation 

220 Dec 2027 

NCT04715425 Thoracoscopic Surgical Versus Catheter 
Ablation Approaches for Primary Treatment of 
Persistent Atrial Fibrillation 

170 Sep 2028 

Unpublished 
NCT02047279  Left Atrium Reduction Versus no Left Atrium 

Reduction for Patients With Enlarged Left 
Atria and Persistent or Long Standing 
Persistent Atrial Fibrillation Undergoing Mitral 
Valve Surgery 

120 Sep 2017 
(completed) 

NCT02441738 Hybrid Thoracoscopic Surgical and 
Transvenous Catheter Ablation Versus 
Transvenous Catheter Ablation in Persistent 
and Longstanding Persistent Atrial Fibrillation 

41 Dec 2018 
(completed) 

NCT03737929  Comparison of the Efficacy of Hybrid Ablative 
Therapy for Patients With Persistent Atrial 
Fibrillation Versus Conventional Catheter 
Ablation 

228 Jan 2022 (unknown) 

NCT04237389 Comparative Assessment of Catheter and 
Thoracoscopic Approaches in Patients With 
Persistent and Long-standing Persistent Atrial 
Fibrillation 

60 Aug 2022 
(unknown) 

NCT: national clinical trial. 
a Denotes industry-sponsored or cosponsored trial. 

 

Clinical Input Received from Physician Specialty Societies and Academic 
Medical Centers 

The purpose of the following information is to provide reference material. Inclusion does not 
imply endorsement or alignment with the policy conclusions. 

While the various physician specialty societies and academic medical centers may collaborate 
with and make recommendations during this process, through the provision of appropriate 

https://clinicaltrials.gov/ct2/show/NCT02393885?term=NCT02393885&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT04715425?term=NCT04715425&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT02047279?term=NCT02047279&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT02441738?term=NCT02441738&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT03737929?term=NCT03737929&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT04237389?term=NCT04237389&draw=2&rank=1


Page | 10 of 20  ∞ 

reviewers, input received does not represent an endorsement or position statement by the 
physician specialty societies or academic medical centers, unless otherwise noted. 

 

2013 Input 

In response to requests, input was received from two physician specialty societies and six 
academic medical centers (four reviewers) while this policy was under review in 2013. There was 
consensus on the medically necessary statements. For subgroups of populations (e.g., those who 
have failed percutaneous catheter ablation), there was mixed support without consensus. There 
was also mixed support for the use of hybrid ablation. 

 

2010 Input 

In response to requests, input was received from one physician specialty society and three 
academic medical centers (four reviewers) while this policy was under review in 2010. There was 
unanimous support for the policy statement regarding cardiopulmonary bypass maze 
procedure. There was mixed support for the policy statement on off-bypass (off-pump) maze 
procedure; some providing input indicated off-pump procedures might be useful in select 
individuals (e.g., those who cannot tolerate anticoagulation). Several providing input also 
commented on the limited long-term data for off-pump procedures. 

 

Practice Guidelines and Position Statements 

Guidelines or position statements will be considered for inclusion if they were issued by, or 
jointly by, a US professional society, an international society with US representation, or the 
National Institute for Health and Care Excellence (NICE). Priority will be given to guidelines that 
are informed by a systematic review, include strength of evidence ratings, and include a 
description of management of conflict of interest. 

 

Society of Thoracic Surgeons 

In 2017, the Society of Thoracic Surgeons published guidelines on the surgical treatment of AF.74 
Recommendations are provided in Table 2. 



Page | 11 of 20  ∞ 

 

Table 2. Guidelines on Surgical Treatment of Atrial Fibrillation 

Recommendation COR LOE 
Surgical ablation for AF is recommended at the time of concomitant mitral operations to 
restore sinus rhythm. 

I A 

Surgical ablation for AF is recommended at the time of concomitant isolated aortic valve 
replacement, isolated CABG surgery, and aortic valve replacement plus CABG operations to 
restore sinus rhythm. 

I B 

Surgical ablation for symptomatic AF in the absence of structural heart disease that is 
refractory to class I/III antiarrhythmic drugs or catheter-based therapy of both is reasonable as 
a primary stand-alone procedure to restore sinus rhythm. 

IIa B 

AF: atrial fibrillation; CABG: coronary artery bypass graft; COR: class of recommendation; LOE: level of evidence. 

 

American Heart Association et al 

In 2019, the American Heart Association, American College of Cardiologists, and Heart Rhythm 
Society issued joint guidelines in collaboration with the Society of Thoracic Surgeons on the 
management of patients with AF.75 Recommendations on the use of surgical ablation to 
maintain sinus rhythm are provided in Table 3. 

 

Table 3. Guidelines on the Management of Atrial Fibrillation 

Recommendation COR LOE 
"AF catheter ablation may be reasonable in selected patients with symptomatic AF and HF with 
reduced left ventricular (LV) ejection fraction (HFrEF) to potentially lower mortality rate and 
reduce hospitalization for HF (S6.3.4-1, S6.3.4-2)." 

IIb B-R 

AF: atrial fibrillation; COR: class of recommendation; HF: heart failure; LOE: level of evidence. 

 

Heart Rhythm Society et al 

A 2017 expert consensus statement on catheter and surgical ablation of atrial fibrillation was 
developed by the Heart Rhythm Society, European Heart Rhythm Association, and European 
Cardiac Arrhythmia Society.7 The statement was endorsed by four other cardiology associations. 
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Recommendations on concomitant surgical ablation in patients undergoing cardiac surgery for 
other purposes and who have symptomatic AF are provided in Table 4. 

 

Table 4. Guidelines on Concomitant Surgical Ablation in Patients 
Undergoing Cardiac Surgerya 

Recommendation COR LOE 
Paroxysmal: Surgical ablation is recommended for patients undergoing surgery for other 
indications 

II B-NR 

Persistent: Surgical ablation is recommended for patients undergoing surgery for other 
indications 

II B-NR 

Longstanding Persistent: Surgical ablation is recommended for patients undergoing surgery 
for other indications 

II NR 

COR: class of recommendation; LOE: level of evidence; NR: nonrandomized. 
a For patients with symptomatic AF prior to initiation of antiarrhythmic therapy with Class I or III antiarrhythmic 
medication and an indication for concomitant closed surgical ablation for AF, surgical ablation is reasonable for 
paroxysmal, persistent, and long-standing persistent disease (Class: IIa; LOE: B-NR). 

 

The following recommendations were made on stand-alone and hybrid surgical ablation in 
patients with symptomatic AF refractory or intolerant to at least one class 1 or 3 antiarrhythmic 
medication (Table 5). 

 

Table 5. Guidelines on Stand-Alone and Hybrid Surgical Ablation for 
Symptomatic Atrial Fibrillation Refractory or Intolerant to 
Antiarrhythmics 

Recommendationa COR LOE 
Paroxysmal 
Stand alone surgical ablation can be considered for patients who have not failed catheter 
ablation but prefer a surgical approach 

IIb B-NR 

Stand alone surgical ablation can be considered for patients who have failed 1 or more 
attempts at catheter ablation 

IIb B-NR 

Persistent 
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Recommendationa COR LOE 
Stand alone surgical ablation is reasonable for patients who have not failed catheter ablation 
but prefer a surgical approach 

IIa B-NR 

Stand alone surgical ablation is reasonable for patients who have failed 1 or more attempts at 
catheter ablation 

IIa B-NR 

Longstanding persistent 
Stand alone surgical ablation is reasonable for patients who have not failed catheter ablation 
but prefer a surgical approach 

IIb B-NR 

Stand alone surgical ablation is reasonable for patients who have failed 1 or more attempts at 
catheter ablation 

IIb B-NR 

COR: class of recommendation; LOE: level of evidence; NR: nonrandomized. 
a The recommendations noted that "it might be reasonable to apply the indication for stand-alone surgical ablation 
described above to patients being considered for hybrid surgical AF ablation." 

 

American Association for Thoracic Surgery 

In 2017, the American Association for Thoracic Surgery published guidelines on surgical ablation 
for AF.78 Recommendations on concomitant surgical ablation in patients with AF are provided in 
Table 6. 

 

Table 6. Guidelines on Concomitant Surgical Ablation in Patients with 
Atrial Fibrillation 

Recommendation COR LOE 
"Addition of a concomitant surgical ablation procedure for AF does not increase the incidence 
of perioperative morbidity." 

IIa A, B-R, 
B-NRa 

"Addition of a concomitant surgical ablation procedure for AF does not change the incidence 
of perioperative stroke/TIA." 

IIa A 

"Addition of a concomitant surgical ablation procedure for AF does not change the incidence 
of late stroke/TIA, but subgroup analysis of nonrandomized controlled trials found a 
significant reduction in late stroke/TIA incidence." 

IIa A, B-
NRb 

"A surgical procedure that includes concomitant surgical ablation for AF does improve HRQL." IIa B-R 

"Addition of concomitant surgical ablation for AF does improve AF-related symptoms, and this 
improvement is greater than in patients without surgical ablation for AF." 

IIa C-LD 

"Addition of concomitant surgical ablation for AF does improve 30-day operative mortality." I A 
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Recommendation COR LOE 
"Addition of a concomitant surgical ablation procedure for AF improves long term survival." IIa A, B-NRc 

AF: atrial fibrillation; COR: class of recommendation; HRQL: health-related quality of life; LOE: level of evidence ; NR: 
nonrandomized; R: randomized; TIA: transient ischemic attack 
a "LOE A for deep sternal wound infection, pneumonia, reoperation for bleeding, and renal failure requiring dialysis; 
LOE B-R for intensive care unit length of stay and total hospital length of stay; and LOE B-NR for readmission less than 
30 days and renal failure." 
b "LOE A for no change in incidence of late stroke/ TIA (up to 1 year of follow-up after surgery) and LOE B-NR for 
reduction in incidence of late stroke/TIA (>1 year of follow-up after surgery)."  
c "LOE A for no change in long-term survival (up to 1 year after surgery) and LOE B-NR for improvement in long-term 
survival (>1 year after surgery)." 

 

Medicare National Coverage 

There is no national coverage determination.  

 

Regulatory Status 

Several radiofrequency ablation systems have been cleared for marketing by the U.S. Food and 
Drug Administration through the 510(k) process for cardiac tissue ablation (product code OCL). 
Table 7 provides a select list. 

 

Table 7. Radiofrequency Ablation Approved by the U.S. Food and Drug 
Administration 

Device Manufacturer 
EPi-Sense Guided Coagulation System Atricure 

Medtronic DiamondTemp System Medtronic 

Cobra Fusion Ablation System AtriCure 

Medtronic Cardioblate System and Cardioblate Gemini Systems Medtronic 

Cardima Ablation System Cardima 

Epicor Medical Ablation System Epicor Medical 

Isolator Pen AtriCure 

Estech COBRA Cardiac Electrosurgical Unit Endoscopic Technologies 
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Device Manufacturer 
Coolrail Linear Pen AtriCure 

Numeris Guided Coagulation System with VisiTrax nContact Surgical 

EPi-Sense Guided Coagulation System with VisiTrax nContact Surgical 

 

A number of cryoablation systems, which may be used during cardiac ablation procedures, have 
also been cleared for marketing, including those in Table 8. 

 

Table 8. Cryoablation Systems Approved by the U.S. Food and Drug 
Administration 

Device Manufacturer 
Cryocare Cardiac Surgery System Endocare 

SeedNet System Galil Medical 

SurgiFrost XL Surgical CryoAblation System CryoCath Technologies; now Medtronic 

Isis cryosurgical unit Galil Medical 

Artic Front Advance and Arctic Front Advance Pro and the Freezer Max 
Cardiac Cryoablation Catheters 

Medtronic 
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History  

 

Date Comments 
06/01/23 New policy, approved May 9, 2023, effective for dates of service on or after September 

1, 2023, following 90-day provider notification. Add to Surgery section. The maze or 
modified maze performed during cardiopulmonary bypass with concomitant cardiac 
surgery is considered medically necessary for the treatment of AF or flutter, all other 
variations of the procedure are considered investigational. Surgery performed without 
concomitant cardiac surgery is considered not medically necessary.  
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Date Comments 
08/01/23 Policy renumbered, approved July 11, 2023, from 7.01.14 to 7.01.587 Open and 

Thoracoscopic Approaches to Treat Atrial Fibrillation and Atrial Flutter (Maze and 
Related Procedures). Policy updated with literature review through March 9, 2023; 
references added. Policy statement unchanged. 

08/03/23 Minor revision, removed the word Pharmacy from the policy header as this is a 
Medical-only policy. 

 

Disclaimer: This medical policy is a guide in evaluating the medical necessity of a particular service or treatment. The 
Company adopts policies after careful review of published peer-reviewed scientific literature, national guidelines and 
local standards of practice. Since medical technology is constantly changing, the Company reserves the right to review 
and update policies as appropriate. Member contracts differ in their benefits. Always consult the member benefit 
booklet or contact a member service representative to determine coverage for a specific medical service or supply. 
CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). ©2023 Premera 
All Rights Reserved. 

Scope: Medical policies are systematically developed guidelines that serve as a resource for Company staff when 
determining coverage for specific medical procedures, drugs or devices. Coverage for medical services is subject to 
the limits and conditions of the member benefit plan. Members and their providers should consult the member 
benefit booklet or contact a customer service representative to determine whether there are any benefit limitations 
applicable to this service or supply. This medical policy does not apply to Medicare Advantage. 
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Discrimination is Against the Law 

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat them differently because of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to 
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio, accessible 
electronic formats, other formats). Premera provides free language services to people whose primary language is not English, such as qualified interpreters 
and information written in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed to 
provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, 
you can file a grievance with: Civil Rights Coordinator ─ Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592, 
TTY: 711, Email AppealsDepartmentInquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a 
grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.  

Washington residents: You can also file a civil rights complaint with the Washington State Office of the Insurance Commissioner, electronically through 
the Office of the Insurance Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by 
phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.  

Alaska residents: Contact the Alaska Division of Insurance via email at insurance@alaska.gov, or by phone at 907-269-7900 or 1-800-INSURAK (in-state, 
outside Anchorage). 

Language Assistance 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 800-722-1471 (TTY: 711). 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711). 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 800-722-1471 (TTY：711）。 

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 800-722-1471 (TTY: 711). 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 800-722-1471 (TTY: 711) 번으로 전화해 주십시오. 

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 800-722-1471 (телетайп: 711). 

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-722-1471 (TTY: 711). 

MO LOU SILAFIA: Afai e te tautala  Gagana fa'a Sāmoa, o loo iai auaunaga  fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-722-1471 (TTY: 711). 

ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 800-722-1471 (TTY: 711). 

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。800-722-1471 （TTY:711）まで、お電話にてご連絡ください。 

PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam.  Awagan ti 800-722-1471 (TTY: 711). 

УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки.  Телефонуйте за 

номером 800-722-1471 (телетайп:  711). 

ប្រយ័ត្ន៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ   800-722-1471 (TTY: 711)។ 

ማስታወሻ:  የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 800-722-1471 (መስማት ለተሳናቸው: 711). 

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711). 

 (. 711)رقم هاتف الصم والبكم:    800-722-1471:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم  ملحوظة

ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਿੇ ਹ,ੋ ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹ।ੈ 800-722-1471 (TTY: 711) 'ਤ ੇਕਾਲ ਕਰੋ। 
เรียน: ถา้คุณพูดภาษาไทยคุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้รี  โทร 800-722-1471 (TTY: 711). 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-722-1471 (TTY: 711). 

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 800-722-1471 (TTY: 711). 

ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.  Rele 800-722-1471 (TTY: 711). 

ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711). 

ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis.  Ligue para 800-722-1471 (TTY: 711). 

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero  800-722-1471 (TTY: 711).  

 تماس بگیريد.   1471-722-800 (TTY: 711): اگر به زبان فارسی گفتگو می کنید، تسهیلات زبانی بصورت رايگان برای شما فراهم می باشد. با  توجه 
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