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INTRODUCTION

Stellate ganglion blockade (SGB) Is one of several salvage therapies used
for refractory or incessant ventricular tachycardia (VT) when conservative
measures have failed.t Considering the close proximity of the ganglion to
several major vascular structures and critical nerves, special expertise Is
needed when performing the block, as well as attention to the various
contraindications.#3 This abstract highlights a patient with several risk
factors including triple anticoagulation therapy and recent myocardial
iInfarction (MI) who underwent SGB for recurrent VT episodes refractory to
medical management and catheter ablation.

CASE SUMMARY

The case Iinvolves a male in his 60s with a history of hypertension,
glaucoma, heart failure with reduced ejection fraction with an ejection
fraction of 28% on goal-directed medical therapy, and coronary artery
disease with recent stents placed in the setting of myocardial iIschemia
less than one month prior to consultation. After initial presentation of
syncope, chest pain, dizziness, and palpitations in the emergency
department one week following stent placement, the patient was found to
be in sustained VT, with a right bundle branch block seen on EKG, for
which he was subsequently managed with lidocaine and amiodarone. He
was taken for emergent left heart catheterization showing patent stents
and normal left ventricle filling pressures.

One day later, the patient experienced VT arrest necessitating
cardiopulmonary resuscitation (CPR) and defibrillation. Subsequent VT
ablation was performed, initially resulting in a stable post-procedural
course, although the patient was found to have a right brachial vein deep
vein thrombosis (DVT) and started on rivaroxaban. While transitioning
from IV to oral anti-arrhythmic medications, he had several 30 second
episodes of monomorphic VT. The pain service was consulted for SGB
consideration. Notably, the patient had several major risk factors for
performing SGB, including triple therapy (anticoagulation for his DVT and
dual anti-platelet therapy for his coronary stents), glaucoma, recent Ml,
and cardiac conduction block.
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Images 1 and 2: Stellate ganglion block under ultrasound guidance at C6 with simultaneous
fluoroscopic guidance. Contrast deposit seen moving caudad over the anatomic location

of the stellate ganglion on both images.
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Fig. 1: Ultrasonographic image of the neck at C6 following injection of local anesthetic.

Needle is indicated by solid arrows and the local anesthetic is outlined by the line arrows.
Ca carotid artery, lJ internal jugular vein. LC longus colli muscle. TP transverse process. AT

anterior tubercle.

Following a thorough discussion with the patient and associated medical
services, the decision was made to undergo left-sided SGB, given the
patient’'s poor candidacy for heart transplantation (lack of social support),
fallure on conservative interventions, and weighed risks compared to the
therapeutic and diagnostic benefits of the procedure. Fluoroscopic images
from the actual procedure are listed in images 1 and 2. An example of the
ultrasound-guided instillation of local anesthetic is shown in Figure 1. No
Immediate complications were noted post procedure, with only an
expected mild ptosis and miosis of the left eye. Additionally, slightly
Increased skin temperature of the left face was present in the hours
following Injection.

Although quiescent from subsequent VT episodes for the following 24
hours, the patient experienced another episode, but at this point only
required lidocaine infusion beyond his oral antiarrhythmic regimen. The
patient was transferred to another hospital to receive cardiac
sympathectomy given the favorable response to sympathetic blockade. On
follow up, the patient received full sympathectomy with favorable results
and was discharged with appropriate follow up after an uneventful
postoperative course.

Given the considerable risk of complications yet successful results
described In this case, this was a unique example of weighing risks and
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benefits that led to a meaningful outcome for this patient’'s quality of life.
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