
J A C C : C A S E R E P O R T S V O L . 7 , 2 0 2 3

ª 2 0 2 2 T H E A U T H O R S . P U B L I S H E D B Y E L S E V I E R O N B E H A L F O F T H E AM E R I C A N

C O L L E G E O F C A R D I O L O G Y F OU N D A T I O N . T H I S I S A N O P E N A C C E S S A R T I C L E U N D E R

T H E C C B Y - N C - N D L I C E N S E ( h t t p : / / c r e a t i v e c o mm o n s . o r g / l i c e n s e s / b y - n c - n d / 4 . 0 / ) .

I S S N 2 6 6 6 - 0 8 4 9
REPLY: Procedural Characteristics and
Medications to Prevent Sinus Node Artery

Occlusion During Cardioneuroablation
We would like to thank Dr Debruyne for his interest
in our paper.1 Based on his observations with >130
procedures and no acute sinus node dysfunction, Dr
Debruyne proposes to limit ablation to the posterior
aspect of the superior vena cava (SVC) and to limit
the contact force to avoid sinus node artery (SNA)
lesions.

Ganglionated plexi ablation has been shown to be
effective in preventing syncope recurrence in pa-
tients with functional bradycardia. However, as pro-
cedural experience grows, the operator’s attention
should turn to the recognition of undescribed com-
plications. It is worth mentioning that SNA flow can
be spontaneously restored after occlusion (as in pa-
tient 2), resulting in a transient sinus dysfunction that
could go unnoticed and unreported.1

Another important aspect refers to the ablation
strategy. Most authors target >1 site and prefer a
biatrial approach, as opposed to Dr Debruyne’s
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unifocal procedure. A multisite ablation seems more
appropriate for achieving denervation of both sinus
and atrioventricular nodes—something that even pa-
tients with exclusive sinus bradycardia may benefit
from2 but that also requires further attention.

We congratulate Dr Debruyne for his remarkable
record of 130 cases (by referring only refractory pa-
tients, our group has performed 42 cases since 2007; 1

and Dr Pachon’s group, who first described the
method in 2005, reports 83 procedures3). However,
larger experience (frequently of many hundreds of
cases), is necessary for a full assessment of the effects
and risks of any given treatment. For instance, the
first report of an atrioesophageal fistula complicating
atrial fibrillation ablation was described only after 220
uneventful procedures4.

Reducing the contact force may be of value to
improve safety, but targeting the posterior aspect of
the SVC will not always prevent SNA injury (Figure 1A)
and will bring the radiofrequency lesion close to the
phrenic nerve (Figure 1B). No technique is risk free,
especially with the latest technologies (irrigation
catheters, ablation indexes, contact force) intended
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to optimize lesion depth. Caution and surveillance
are of the essence.
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