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Moderation is a fatal thing. Nothing succeeds like excess
(Oscar Wilde).

Everything in excess is opposed to nature (Hippocrates).

In this month’s issue of The Journal of Innovations in
Cardiac Rhythm Management, Tahir et al. provide a concise
yet comprehensive review of the rationale and evidence
supporting complete left atrial posterior wall isolation
(PWI) as an ablative strategy in the treatment of atrial
fibrillation (AF).!

The rationale behind PWI is compelling, and the authors
provide a laundry list of explanations as to why this tech-
nique makes sense. Considering its embryologic origin,
ganglionated plexi, electrophysiologic properties, fibro-
sis, and anisotropy, the posterior wall seems like it was
designed to promote AF. The clinical basis is compelling
as well. The high success rates seen with the surgical Cox
maze procedure included the performance of PWI as
well.? Clinical data in humans demonstrate both domi-
nant frequencies and rotors localizing most commonly on
the posterior wall.** Single-center trials, especially with
regard to treating persistent AF, have consistently shown

Dr. Doshi has received consultant fees from Abbott Laboratories,
Biosense Webster, and Boston Scientific.

Address correspondence to: Rahul N. Doshi, MD, FHRS,
Keck USC School of Medicine, Division of Cardiology, 1510
San Pablo Street, Suite 322, Los Angeles, CA 90033, USA.
Email: rahul.doshi@med.usc.edu.

3195

ISSN 2156-3977 (print)
ISSN 2156-3993 (online)
CCBY 4.0 license

© 2018 Innovations in Cardiac
Rhythm Management

the ability to isolate the posterior wall and demonstrate
higher success rates for AF-free survival.>® Indeed, many
centers (including ours) routinely isolate the posterior
wall in patients with persistent AF. The application of
PWI in patients with paroxysmal AF is more variable.
Our approach is to perform the procedure in patients
with extensive fibrosis (or a surrogate such as low volt-
age) or during redo procedures.

Trouble in paradise

So, where does the controversy lie? Tahir et al. summa-
rized the available clinical studies on this topic quite
well.! PWI does require a greater number of lesions and
more time. Though an increase in the number of lesions
could elevate the risk of collateral damage in general,
the controversy lies in the location of this increased abla-
tion strategy—the posterior wall. Importantly, with pos-
terior wall ablation comes the possibility of esophageal
injury.

Atrioesophageal fistula is the Keyser Soze of atrial
fibrillation ablationists (forgive the reference). We know
it exists, rare as it may be. We know what causes it—sort
of. The difficulty lies in how to prevent it. We limit power
and contact force. We monitor esophageal luminal tem-
perature. We prophylactically treat with antacid ther-
apy. Unfortunately, despite these efforts, there remains
a gnawing feeling of uncertainty, which can adversely
affect our ability to embrace a potential therapy.
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This devastating complication is associated with complete
uncertainty. The studies referenced by Tahir et al.' do not
suggest any increased risk of fistula formation. How-
ever, given the rare nature of this entity, we cannot assess
whether or not our strategies reduce or eliminate the risk.
The authors mentioned the limitations of esophageal
temperature monitoring. A meta-analysis performed by
Koranne et al. failed to demonstrate any reduction in the
incidence of atrioesophageal fistula with esophageal tem-
perature monitoring.” There is even uncertainty when it
comes to making the diagnosis. In a recent study, Ha et al.
performed an extensive literature review of reported
cases and found that the only method of certainty is the
presence of blood culture positivity, particularly with
respect to streptococcal species.® Computed tomography
imaging was successfully diagnostic in only one-third of
cases.

Perhaps we need to accept that all catheter ablation proce-
dures are associated with some degree of uncertainty and
not be afraid of the excess. Without direct tissue imaging
in real time, we are left with only surrogates of ablation
success approximating lesion depth or transmurality.
Temperature, power, impedance drops, and force-time
intervals all have their inherent limitations. However, we
can take solace in clinical endpoints. Take force-sensing
catheters as an example. There is a concern that these
catheters are associated with a higher risk of collateral
damage by way of creating deeper lesions.” However, Lin
et al. performed a recent meta-analysis, demonstrating
that this technology facilitates pulmonary vein isolation
and results in more favorable outcomes and/or higher
rates of AF-free survival without any increase in proce-
dural-related Complications.10 In fact, the overall compli-
cation rate for AF ablation appears to be decreasing in
comparison with that seen a decade ago."

When in doubt, we turn to data. In their manuscript, Tahir
et al.! referred to two small, randomized clinical trials,
one showing a benefit and one not, that are fueling the
controversy.'>!® The authors pointed out the heterogene-
ous population in the latter study and suggested that the
benefit of this approach might be driven by more rigorous
patient selection. Approaches such as late gadolinium
enhancement on cardiac magnetic resonance imaging
can identify substrates and certainly have great promise
in the selection of suitable patients and in validating the
potential need for posterior wall ablation."* However,
data suggest the need for a large multicenter prospective
randomized clinical trial that perhaps uses some criteria
for patient selection beyond AF type or burden.

In the right patient, the creation of additional lesions may
be the best solution to increase efficacy and decrease the
need for repeat procedures. However, we clearly need
more clinical evidence that our treatment strategies con-
fer benefit without significantly increasing risk. In the
meantime, we must continue to use our own individual
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judgments, complete with all of their inherent biases
and accompanying sense of anxiety, in order to provide
patients with the best care possible at this stage.

My final quote: sometimes too much to drink is barely enough
(Mark Twain).
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