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The purpose of this review is to determine the causal mechanisms and treatment of inap-
propriate sinoatrial tachycardia (IST), defined as a non-physiological elevation in resting
heart rate. IST is defined as a resting daytime sinus rate >100 beats/minute and an aver-
age 24-hour heart rate >90 beats/minute. Potential causal mechanisms include sympa-
thetic receptor hypersensitivity, blunted parasympathetic tone, or enhanced intrinsic
automaticity within the sinoatrial node (SAN) pacemaker-conduction complex. These
anomalies may coexist in the same patient. Recent ex-vivo near-infrared transmural opti-
cal imaging of the SAN in human and animal hearts provides important insights into the
functional and molecular features of this complex structure. In particular, it reveals the
existence of preferential sinoatrial conduction pathways that ensure robust SAN activation
with electrical conduction. The mechanism of IST is debated because even high-resolution
electroanatomical mapping approaches cannot reveal intramural conduction in the 3-
dimensional SAN complex. It may be secondary to enhanced automaticity, intranodal re-
entry, or sinoatrial conduction pathway re-entry. Different pharmacological approaches
can target these mechanisms. Long-acting b blockers in IST can act on both primarily
increased automaticity and dysregulated autonomic system. Ivabradine targets sources
of increased SAN automaticity. Conventional or hybrid ablation may target all the
described abnormalities. This review provides a state-of-the-art overview of putative
IST mechanisms. In conclusion, based on current knowledge, pharmacological and abla-
tion approaches for IST, including the novel hybrid SAN sparing ablation, are dis-
cussed. © 2022 The Author(s). Published by Elsevier Inc. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/) (Am
J Cardiol 2022;183:24−32)
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The purpose of this review is to determine the causal
mechanisms and treatment of inappropriate sinoatrial tachy-
cardia (IST), defined as a nonphysiological elevation in
resting heart rate. IST is a chronic condition in which the
sinus rate exceeds physiological needs and is otherwise
unexplained by any specific trigger. IST is defined as a rest-
ing daytime sinus rate >100 beats/minute and average 24-
hour heart rate >90 beats/minute.1,2 Symptoms are heterog-
enous and may include palpitations, exercise intolerance,
dyspnea, fatigue, syncope, chest pain, anxiety, and depres-
sion. Up to 90% of IST patients are young women with an
average age of approximately 30 years.3−6 Despite several
basic and clinical studies, the electrophysiological mecha-
nisms of IST remain heterogeneous. The increased heart
rate is due to dysfunctional intrinsic sinoatrial node (SAN)
pacemaker automaticity, abnormal function of the cardiac
autonomic nerves, and/or various forms of macro or micro-
reentry.7,8 These anomalies may coexist in the same patient.
Potential etiologies of IST require patient-specific treat-
ments, with highly variable long-term success and safety.9

The aim of this review is to provide a state-of-the-art over-
view of the putative mechanisms of IST. Furthermore,
based on current knowledge, pharmacological and ablation
strategies for IST are discussed (Figures 1 and 2).
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Figure 1. Inappropriate sinus node mechanism: increased automaticity.

Increased automaticity can be secondary to increased sympathetic tone/

sensitivity, decreased vagal tone/sensitivity, HCN4 mutation and, under

certain circumstances, sleep abnormalities and inflammation. The

increased automaticity can be the result of abnormalities in AG innervating

SAN, (yellow arrow, right side); the result is an upward migration of the

leading pacemaker (red arrow, right side). The SAN is represented with

SACPs extending towards SVC, IVC and RAA, that is separated from the

SAN by the CT. RAA = right atrial appendage.
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Anatomy of Human SAN Pacemaker Complex

The SAN, located at the junction of the superior vena
cava (SVC) and the right atrium, is a complex, multi-com-
partmental structure located at an intramural depth of
approximately 1 to 3 mm and composed of small clusters of
Figure 2. Inappropriate sinus node mechanism: re-entry. The SAN is rep-

resented with SACPs extending towards SVC, IVC and RAA, that is sepa-

rated from the SAN by the CT. Re-entry can be secondary to anatomic or

functional block in SACPs, block related to sink source mismatch, fibrosis

and slow conduction. Hypothesized re-entrant mechanism through SACPs

is shown: from the SAN the impulse travels towards SACPs (red arrows,

right side), it blocks in one SACP that provides the pathway for the re-

entrant wavefront (blue arrow, right side). RAA = right atrial appendage.
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pacemaker myocytes arranged in parallel rows that fre-
quently anastomose.10−13 It is normally tilted such that the
SAN head (superior third) is sub-epicardial, whereas the
SAN tail (inferior third) is sub-endocardial. Clusters of spe-
cialized pacemaker cardiomyocytes are interspersed and
electrically insulated within strands of dense connective tis-
sue, nerve fibers, and capillaries to create a distinct SAN
pacemaker complex.10−13 These specialized SAN pacemaker
cell clusters serve as pacemakers that initiate electrical
activation.

Sinoatrial conduction pathways

Recent ex-vivo human heart studies with intramural
near-infrared optical mapping have clarified that distinct
specialized sinoatrial conduction pathways (SACPs) struc-
turally and functionally connect the SAN with the atria.
Intramural near-infrared optical mapping is a biophotonic
imaging technique that uses voltage- or calcium- sensitive
dyes in the heart and light scattering optical mapping.14

These studies revealed that the SAN is functionally insu-
lated from the atria by fibrosis and fat except for 3 to 5 dis-
crete SACPs that transmit electrical impulses to the atrial
myocardium and correspond to discrete early atrial activa-
tion sites during sinus rhythm.13,15 In nondiseased hearts,
several discrete branching myofiber tracts are found to form
the SACP structure, resulting in continuous, uninterrupted,
physical connections between the SAN and the atria.12 This
continuous myofibrillar structure of the SACP is hypothe-
sized to support normal function of the SAN by maintaining
the source-sink relationship between SAN pacemaker cells
and the atria.

Source-sink mismatch

The SAN has 2 functions, namely: pacing and driving
the atrium. Pacing function requires a high resting potential
(�60 mV) compared with surrounding atrial cells (�80 to
85 mV). This 20 to 30 mV voltage gradient in conditions of
high cell-cell coupling drives an electrotonic current with a
resulting suppression of the SAN and inhibits automaticity.
In a landmark study, it was found that pacing was possible
by increasing SAN resistivity.16 Histological observations
of SAN after removal of fat and connective tissues con-
firmed high SAN resistivity, reduced connexin43 expres-
sion in central SAN, and presence of gap junctions in SAN
cells.17,18 Although resistivity in surrounding atrial tissue is
lower, an abrupt transition in resistive coupling would not
allow the SAN to drive the atrium because of source-sink
mismatch.

SAN-atrium coupling is the typical model of source-sink
mismatch. The leading SAN pacemaker is a weak electrical
source relying on ICaL mediated upstroke.19 The atrial cells
behave as a large electrical sink with a more negative rest-
ing potential.20 This apparent source-sink mismatch can be
overcome by specialized SACPs. Conduction velocity is
slow in SACPs, allowing SAN to develop a sufficient elec-
trical charge to depolarize the atria. Furthermore, dissipa-
tion of electrical charge in the SAN is prevented by relative
electrical uncoupling of SAN from the atria (Figure 2).

SACPs are identified based on their general anatomic
locations (lateral/superior/middle/inferior, SVC, and septal
ocial Security de ClinicalKey.es por Elsevier en noviembre 11, 2022. 
ión. Copyright ©2022. Elsevier Inc. Todos los derechos reservados.
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pathways).21 During normal sinus rhythm, excitation origi-
nates in one of the intranodal pacemaker compartments,
and it is preferentially delivered to the atria through either
superior or inferior SACPs resulting in atrial activation
with discrete early atrial activation sites. These sites could
be 5 to 25 mm from leading intranodal SAN pacemaker
activity seen on epicardial or endocardial electrograms.22,23

New clinical simultaneous epicardial and endocardial mul-
tielectrode mapping studies of patients with cardiac disease
and atrial fibrillation from 2 independent groups (de Groot24

and Kalman25) confirmed ex-vivo near-infrared optical
mapping observations of several discrete SACPs-early
atrial activation sites.
INCREASED AUTOMATICITY

Automaticity in the SAN is the result of a complex inter-
play between ionic currents and autonomic modulation
(Figure 1). The ionic currents responsible for the unique
properties of SAN pacemaker cells, in terms of automatic
depolarization and resting potential, are hyperpolarization-
activated funny current (If) and rapid potassium current
(Ikr) responsible for the “membrane voltage clock,” and
Na+/Ca++ exchanger responsible for the “calcium clock.”26

The molecular alpha-subunits of the If are represented by
hyperpolarization-activated cyclic nucleotide-gated chan-
nels (HCN1, HCN2 and HCN4).

In the human heart, HCN1 protein is primarily expressed
only in the human SAN pacemaker cells. If is a mixed cat-
ionic current, activated by Phase 4 diastolic hyperpolariza-
tion and is responsible for the early depolarization of SAN
cells leading to the opening of voltage gated CaL channels
during Phase 0. The sympathetic nervous system modulates
If through b-adrenergic receptor stimulation and binding of
cyclic AMP (cAMP) to the channel, thus shifting the activa-
tion curve of the current to more positive voltages. Vagus
nerve activation and muscarinic-induced inhibition of
adenylate cyclase exerts opposite effects with bradycardic
response.27

Familial form

A familial form of IST has been described and the patho-
genic mutation has been identified in the HCN4 gene; the
R524Q gain-of-function mutated HCN4 channel showed
increased sensitivity to cAMP dependent activation, leading
to a faster than normal pacemaker rate28 (Figure 1).

Apart from the rare familial disease, various studies
point toward autonomic dysfunction as the pathogenic
mechanism of increased automaticity in IST (Figure 1).
“Dysautonomia” may be caused by primary SAN disease
with an abnormal response to the physiological autonomic
tone or a dysregulated autonomic system.29

Autonomic dysfunction

In a canine model of IST, injection of epinephrine into
the fat pad at the base of the right superior pulmonary vein
containing autonomic ganglia (AG) innervating the SAN,
induced IST for >30 min and subsided after autonomic gan-
glion ablation.30 As the authors pointed out, complete SAN
denervation might require another potential site residing in
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and around the root of the SVC near the junction with the
right atrium, where AG have been found only in the
humans.31 Furthermore, in the canine model, stimulation of
interganglionic nerve (coursing from the right stellate gan-
glion along the SVC to the heart) mimicked IST and moved
the earliest SAN activation site superiorly and anteriorly.32

Based on clinical experience, Morillo et al6 demon-
strated in patients affected by IST, a b-adrenergic hypersen-
sitivity to isoproterenol, a decreased cardiovagal reflex
assessed by cold face test, and a high intrinsic heart rate
assessed after autonomic blockade with atropine and pro-
pranolol. Autonomic dysfunction is associated with sleep
disturbances, namely a reduced sleep quality, higher pro-
portion of shallow Phase 2 sleep and, in some cases, the
inability to reach Rapid eye movement (REM) phase.33 The
high heart rate, also present at night in patients with IST
suggests that its mechanism resides primarily in the SAN,
and the autonomic dysfunction can contribute as a modula-
tor but is not the primary cause6,34 (Figure 1).

The role of inflammation

The observation of IST in a transplanted heart further
supports this hypothesis.35 The cardiac transplant is a model
of completely denervated heart; although reinnervation has
been described, this had been excluded in the transplanted
heart with IST. Furthermore, IST was not preexisting in the
donor heart and it was hypothesized to be the result of the
transplant operation that could have contributed to its
occurrence (e.g., trauma, inflammation, or preservation
injury to the SAN). However, effects of higher intrinsic rate
because lack of vagal nerve cannot be excluded.

Inflammation can also play a role in the pathogenesis of
IST. An association between viral illnesses (including
SARS-CoV-2 infection) and IST has been described.36,37

Furthermore, IST has been observed in noninfectious
inflammatory diseases such as multiple sclerosis; notably,
tachycardia subsided after intravenous methylprednisolone
bolus.38 The link between inflammation and IST is complex
and not elucidated fully. Intravenous prostaglandin E1 infu-
sion in humans increases heart rate by nearly 20 beats/min-
ute; this effect lasts at least 15 minutes postinfusion with no
change in blood pressure.39,40 It might be attributable to an
increase in cAMP with consequent effects on the HCN
channels that has been demonstrated for prostaglandin E2
in a model of neuropathic pain.41 Furthermore, inflamma-
tion increases sympathetic nerve activity and alters sympa-
thovagal balance.42 (Figure 1)

The role of anti b-adrenergic receptor antibodies

Finally, anti-b-adrenergic receptor antibodies have been
described in a cohort of IST patientsand functionally char-
acterized as stimulating the corresponding membrane
receptors and increasing cAMP;43 their role in the patho-
genesis of IST is, however, unclear. Indeed, they have been
found in only half of the cohort and their chronotropic role
has been studied only on cultured neonatal rat ventricular
myocytes. Further doubts are cast by the observation that
they are not specific but observed in other
diseases with an inflammatory response such as Chagas dis-
ease.44 This raises the question whether they are really
ocial Security de ClinicalKey.es por Elsevier en noviembre 11, 2022. 
ión. Copyright ©2022. Elsevier Inc. Todos los derechos reservados.
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pathogenetic or just a marker of inflammation, as already
described with autoantibodies in Brugada’s syndrome and
arrhythmogenic cardiomyopathy.45,46
Re-entry and Fibrosis

Re-entrant arrhythmias need 2 conditions to occur: (1)
anatomical or a functional block and (2) an excitable gap
throughout the circuit.7 These conditions can be easily
found in the SAN-pacemaker-conduction complex. From a
theoretical standpoint, 3D SAN-SACPs-atrium structure
could harbor re-entry arrhythmias (Figure 2). A unidirec-
tional block can occur because of source-sink mismatch,
causing exit block; a low safety factor in SACPs-atrium
junction can be explained by the discrepancy between a
weak SAN source and a large atrial sink but also by the nar-
row curvature of the propagation wavefront in this region.47

Furthermore, heterogeneous slowing of SAN conduction by
sodium channel blockade, as well as extensive interstitial
fibrotic strands have been shown to cause intranodal unidi-
rectional block and initiated SAN micro- or macro-reen-
try15 as follows: (1) SAN macro-re-entry: the initial SAN
wave could propagate through one SACP and then excite
atria and re-excite SAN pacemaker compartments via
another SACP thus forming a macro-re-entry circuit with
two main pathways, a slow intranodal and a fast atrial path-
way located between exit and entrance SACPs.48 (2) SAN
micro-reentry: pivot waves anchored to a longitudinal con-
duction block in the SAN can produce not only tachycardia
but even paradoxical bradycardia (due to exit block).48

These phenomena can be promoted by a cardiomyopa-
thy/inflammation-induced fibrosis of the SAN and conse-
quent conduction block.49 (Figure 2) Importantly, SAN re-
entry was not observed in human and canine hearts without
structural fibrotic remodeling. Histological analysis
revealed that these arrhythmias required intranodal fibrotic
strands, not present in healthy hearts, indicating a critical
role of a structural substrate for SAN macro- and micro-
reentry.13,50 Notably, fibrocytes and numerous active fibro-
blasts were found in the histological and ultrastructural
analyses of the SAN excised from IST patients indicating
extracellular fibrosis. Furthermore, pacemaker cells were
observed to contain vacuoles laden with lipofuscin.51

However, spatial resolution of current clinical mapping
systems is insufficient to diagnose the reported 1 to 3 mm
microreentry circuit.48 However, the minimum spacing
recorded (electrode-electrode distance) for commercial
contact mapping catheters is 2 to 2.5 mm.52 Moreover,
these re-entry tracks are often primarily intramural (1 to 3-
Table 1

Differential diagnosis of inappropriate sinus node tachycardia

Inappropriate sinus node tachycardia

Tachycardia is persistent and not paroxysmal with an associated

loss of circadian variability of heart rate

ECG shows a P wave morphology similar to normal sinus rhythm

and atrial activation consistent with sinoatrial node area origin

May not be induced or terminated with pacing maneuvers

Cannot be terminated by vagal maneuvers and adenosine
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mm depth), around intranodal interstitial fibrotic strands,
which further makes visualization of these intramural SAN
re-entry circuits track with surface-only clinical mapping
approaches extremely challenging.
Embryology Hypothesis: Enhanced Automaticity or Re-
entry

In clinical experience with hybrid SAN sparing ablation
of IST, a difference between the postpacing interval and
tachycardia cycle length <5 ms has been found at different
sites near anatomical location of SAN.53 Although this
might be consistent with a re-entrant mechanism, the reset
of an automatic focus cannot be excluded. The different
anatomical sites, including SVC and inferior vena cava
(IVC), can be explained by the embryological origin of
SAN. When the heart is still a tubular structure, at early
stage of embryogenesis, all cardiomyocytes can automati-
cally initiate impulses.54 Afterward, the sinus horn (embry-
ological precursor of the SAN, SVC, IVC, and crista
terminalis [CT]) finally develops into the sinus venous of
the right atrium, a part of SVC and IVC, and the coronary
sinus.54 Potentially, pacemaker cells from a common
embryological origin extending toward caval veins might
explain the result of postpacing interval.

However, Kholova et al55 studied morphological and
morphometric characteristics of myocardial extensions in
human caval veins and found that these extensions are
structurally heterogeneous in the SVC; they did not find
any specialized cells. In contrast, Chen et al56 suggested
that canine SVC cardiomyocytes could have distinct action
potentials and ionic current profiles that might be responsi-
ble for arrhythmogenic activity in the SVC. Such structural
heterogeneity could potentially support unidirectional cir-
cuitous repetitive activation around a line of block observed
in the human SVC myocardial sleeve.57 However, more
studies are warranted to determine the structural and func-
tional mechanisms of IST, specifically those that can sup-
port micro reentries near SAN-SACP borders and SVC
(Figure 2).
IST Diagnostic Criteria

The diagnostic criteria for IST are summarized in
Table 1. Other causes of sinus tachycardia must be
excluded.58 The differential diagnosis of IST include physi-
ological sinus tachycardia, sinus tachycardia secondary to
other medical conditions, and sinus node re-entrant tachy-
cardia (Table 1).
Sinus node reentrant tachycardia

Tachycardia episodes are paroxysmal

P wave morphology and atrial activation consistent with

sinoatrial node area origin

Can be induced and terminated by atrial pacing maneuvers

Can be terminated by vagal maneuvers and adenosine
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Unlike several supraventricular tachycardias, including
sinus node re-entrant tachycardia, IST may not be termi-
nated by adenosine. In fact, Still et al59, reported that in 18
patients with IST, regardless of the autonomic tone, adeno-
sine only slightly slowed cycle length (500 vs 590 ms) com-
pared with patients with normal sinus rhythm without SAN
disease history. This suggested that the negative chrono-
tropic (and dromotropic) response to adenosine is impaired
in patients with IST.

Adenosine, an endogenous cardiac metabolite, activating
purinergic A1 cardiac receptors and GIRK channel mediated
potassium current (IKAdo.Ach), has different effects on the
SAN and atrial tissue. In particular, it is known to cause sinus
bradycardia (reduce SAN automaticity), SAN intranodal and
SAN exit block due to hyperpolarization of SAN cells by acti-
vation of IkAdo.Ach, and ICaL inhibition.13 If increased auto-
maticity was the mechanism of IST, a reduction in heart rate
would have been observed. In contrast, adenosine caused no
significant lengthening of the sinus cycle length in the
patients with IST, nor during pharmacological autonomic
blockade.59 This suggests that one mechanism of IST may be
related to a lower expression or mutation of adenosine A1
receptor and/or GIRK1-4 protein.
IST Treatment

Pharmacological treatment

Pharmacological treatment of IST aims to reduce heart
rate and symptoms but has relatively low success. Long-act-
ing b blockers are used as first-line therapy. At 4 weeks
Holter, Metoprolol succinate (mean dose 157 mg/day)
reduced heart rate when compared with baseline (92.8 vs
114.3 beats/minute; p <0.001).60 However, dosing is of par-
amount importance to avoid excessive bradycardia during
sleep and hypotension. Alternatively, nondihydropyridine
calcium-channel blockers, including verapamil and diltia-
zem, have been used to treat IST.61 Long-acting b blockers
in IST can target different mechanisms, including primary
increased automaticity and dysregulated autonomic system.

Ivabradine has been shown to be effective in treating IST
with good tolerance.62 It blocks HCN channels and specifi-
cally inhibits If, thereby targeting sources of increased SAN
automaticity and possible latent cardiac pacemakers. In a
small randomized, placebo-controlled crossover study,
ivabradine was compared with placebo in 21 patients with
IST. After 6 weeks of therapy, patients administered ivabra-
dine (target dose 7.5 mg twice daily) had a 12 beats/minute
reduction in resting heart rate and a 11 beats/minute reduc-
tion in mean 24-hour heart rate.63 Re-entry or mechanisms
other than automaticity could have been the cause in
patients who did not respond to ivabradine. In particular,
compared with metoprolol, a reduction in hypotension and
bradycardia was seen with administration of ivabradine.
Furthermore, a lower incidence of IST-related symptoms
was reported with ivabradine versus metoprolol.60

There are no studies on combined use of metoprolol and
ivabradine.

However, ivabradine is not effective in symptom control
of IST in up to 30% of patients.60 While generally well tol-
erated, it is associated with hypotension and visual
Descargado para Anonymous User (n/a) en National Library of Health and S
Para uso personal exclusivamente. No se permiten otros usos sin autorizac
disturbances (diplopia, phosphenes).62,64 Poor symptom
control with drugs or drug intolerance are indications for
IST catheter ablation (Figure 3), considering that there may
be a disconnect between symptoms and heart rate in IST.

IST catheter ablation

Two ablation strategies have been described: the endo-
cardial “SAN ablation” and the hybrid endo-epicardial
“SAN sparing ablation.” The former aims to target the SAN
anatomical region directly with “SAN ablation” or “SAN
modification” approaches to reduce heart rate >50% from
the baseline, or a minimum of 25% reduction under cate-
cholamine infusion. Rodr�ıguez-Ma~nero et al9 reported in
their retrospective review a total of 9 studies of IST catheter
ablation that included 153 patients. They found, at a mean
follow-up interval of 28.1 § 12.6 months, 86.4% of the
patients were free of symptoms. However, this SAN modi-
fication approach is also associated with a pacemaker
implantation rate as high as 50%.65 Endocardial SAN abla-
tion in symptomatic patients with IST can be technically
challenging. Failure of endocardial SAN ablation may be
either because of inadequate transmural lesion that affects
the intramural SAN pacemaker compartments within thick
(>10 mm) superior CT or because of the proximity of the
phrenic nerve.9 Jacobson et al66 suggested that beacuse of
the 3D intramural structure of the human SAN, a combined
epicardial and endocardial approach to SAN ablation
should be considered for refractory IST patients (Figure 3).

Hybrid SAN sparing IST ablation

More recently, a novel hybrid SAN sparing ablation
approach for IST has been described (Figure 4). Briefly, a
right side thoracoscopic approach is used. Epicardial
lesions set includes: (1) A line between SVC and right
atrium to electrically isolate the SAN from SVC, (2) A line
between IVC and right atrium, and (3) An intercaval line
along the CT.53,65,67 Therefore, endocardial mapping is per-
formed to assess line block and an endocardial ablation is
eventually performed if a gap is found (Figure 4). In a non-
randomized multicenter prospective registry, 50 patients
with IST were treated with hybrid approach.65 The SAN
sparing ablation demonstrated a rate of pacemaker implan-
tation as low as 4% with 100% acute success rate and 8%
recurrence at 12 months follow-up. In the same registry, the
standard SAN modification approach was used in 50
patients with pacemaker implantation in 50% and a redo
procedure performed in all patients.67

The efficiency of this strategy could be because of its
potential targeting of increased automaticity (through local
modulation of AG within the fat pad near the base of SVC
and right pulmonary veins), SAN re-entry (through SVC,
IVC and intercaval ablation lines targeting SACPs), and,
eventually, caval latent pacemakers or micro-reentry
(through electrical isolation of SVC and IVC). However, in
a meta-analysis by Rodriguez-Manero,9 the symptomatic
benefits of ablation for IST wore off over time. This is
important as only mid-term follow-up with the novel thora-
coscopic ablation procedure is available. Further studies are
eagerly awaited to confirm the promising outcomes of the
hybrid IST approach at long-term follow-up.
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Figure 3. Hybrid sinus node sparing ablation after drug treatment failure. Loop monitoring of inappropriate sinus node tachycardia patient with different

medications. Failure of 2 lines of pharmacological therapy, namely b blocker and ivabradine. Hybrid sinus node sparing ablation resulted in heart rate control

with recovery of normal heart rate variability. AF = atrial fibrillation; AT = atrial tachycardia; V rate = ventricular rate. From: de Asmundis C, Chierchia GB,

Sieira J, Str€oker E, Umbrain V, Poelaert J, Brugada P, La Meir M. Sinus node sparing novel hybrid approach for treatment of inappropriate sinus tachycardia/

postural orthostatic sinus tachycardia with new electrophysiological finding. Am J Cardiol 2019;124:224−232. doi: 10.1016/j.amjcard.2019.04.019 with

permission.
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Conclusions and Future Directions

The electrophysiological mechanisms for IST are still
not fully elucidated. Preclinical and clinical data point
toward an intrinsic abnormality of sinus node automaticity
and concomitant autonomic dysfunction that might be pri-
mary or more probably secondary to IST. Different pharma-
cological approaches can target these mechanisms. Long-
acting b blockers in IST can act on both primary increased
automaticity and dysregulated autonomic system. Ivabra-
dine targets sources of increased SAN automaticity. Con-
ventional or hybrid ablation may target all the described
abnormalities. However, SAN conventional ablation is
associated with pacemaker implantation in up to 50% of
cases. Novel hybrid SAN sparing ablation demonstrated a
rate of pacemaker implantation as low as 4% with 100%
acute success rate and 8% recurrence at 12 months follow-
up. More studies are necessary to differentiate specific
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mechanisms of drug sensitive/resistant forms to develop
better pharmaceutical interventions and ablation proce-
dures. Furthermore, novel hypotheses of enhanced automa-
ticity including inflammation and subsidiary pacemaker
cells with pathologically enhanced automaticity outside the
SAN and re-entry through SACPs, warrant validation in
future studies.
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Figure 4. Hybrid sinus node sparing ablation lines. (A) Example of post-ablation right atrial electroanatomical voltage (left) and activation mapping (right).

Ablation-induced isolation of the SVC and IVC and intercaval line conduction block. The earliest atrial activation site (blue star) is consistent with physio-

logical sinoatrial node activation. (B) Anatomical representation of lesions set including: (1) A line between SVC and right atrium to electrically isolate the

sinoatrial node from SVC; (2) A line between IVC and right atrium, and (3) An intercaval line along the CT. From de Asmundis C, Chierchia GB, Sieira J,
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