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Arrhythmia in the transplanted heart: What problems does 
it generate? Further considerations. Authors’ reply
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We are very pleased with the discussion in 
Kardiologia Polska (Kardiol Pol, Polish Heart 
Journal) that followed the publication of the 
clinical vignette that presented accessory 
pathway ablation in a patient after orthotopic 
heart transplantation (OHT). The questions 
and comments, including those contained 
in a letter to the editor by Drohomirecka et 
al. [1], suggest the presence of ambiguities 
as regards the choice of optimal arrhythmia 
treatment in that clinical situation.

As already noted [1], arrhythmias in the 
transplanted heart are common and affect 
approximately 7%–9% of patients. Supraven-
tricular arrhythmias are predominant and 
among them atrial flutter is the most prev-
alent [2]. Tachyarrhythmias associated with 
the presence of an accessory pathway are 
reported in isolated cases in the literature. 
The experience of our center is consistent 
with the statistics quoted above and findings 
of colleagues from the Warsaw center. This 
is also confirmed by the data obtained from 
dedicated registries on this group of patients 
collected within our hospital. Dominant atrial 
flutter is more common in the long term after 
heart transplantation. Its occurrence is favored 
by the appearance of slow conduction areas, 
mainly in the region of myocardial damage 
after cardiac surgery or the occurrence of 
“bridges” with impaired conduction proper-
ties between the donor and recipient atrial 
tissue. Such arrhythmias can be effectively 
treated by performing ablation in this area [3].

Atrial fibrillation (AF) is a less common 
arrhythmia in transplanted hearts, especially 
in the long-term follow-up. This may be due 
to the heart transplantation technique dur-
ing which isolation of the pulmonary veins 

and the posterior wall of the left atrium and 
parasympathetic denervation of the heart are 
achieved. Currently, this strategy is the meth-
odological basis for percutaneous ablation of 
this arrhythmia [4]. Thus, the occurrence of AF 
should rather prompt us to search for other 
possible causes of its occurrence. Cardiac re-
jection, cardiac allograft vasculopathy, or pro-
gression of heart failure should be considered 
first [5]. This risk obliges us to closely monitor 
patients immediately after OHT and in the 
long-term follow-up. Patients from our center 
undergo several follow-ups during the first 
3 months after OHT. Apart from the clinical 
assessment and resting ECG analysis, patients 
undergo routine echocardiography and endo-
myocardial biopsies. Over time, with normal 
test results, the follow-up is less frequent and 
takes place every six months after the second 
year after transplantation. The standard of 
care after transplantation is also the follow-up 
coronary angiography 1 year after OHT, which, 
with a normal vascular picture, is repeated 
every two years. Additional examinations, 
including long-term electrocardiogram (ECG) 
monitoring, are performed after an individual 
assessment of the clinical situation.

Finally, we would like to agree with the 
opinion presented by Drohomirecka et al. [1] 
on the possibility of donating a heart with 
the identified accessory pathway. This may 
be warranted by the real lack of donors or 
percutaneous ablation treatment options, 
examples of which can be found in the liter-
ature [2]. We also agree with the opinion that 
the patient, when agreeing to receive a heart 
with an accessory pathway, should be aware 
of the need for additional electrophysiological 
intervention due to the identified abnormality 
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in the donor heart. Surgical ablation during heart trans-
plantation can be a theoretical alternative that is reported 
in the literature. However, this intervention prolongs the 
procedure and, consequently, may be associated with 
a poorer prognosis for the recipient. The optimal timing 
of percutaneous ablation in post-transplant patients re-
mains unclear.  In our opinion, if feasible, this procedure 
should be postponed until the expected healing of the 
cardiac sutures. The intervention should be accelerated in 
symptomatic patients with a history of recurrent atrioven-
tricular tachycardia or AF conducted through the accessory 
pathway. In other cases, the time of the procedure should 
be discussed with the patient, who, immediately after 
transplantation, may need many important procedures 
aimed at restoring optimal performance.
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