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Pseudo-long
PR

interval
associated

w
ith

a
typical

right
posteroseptal

accessory
pathw

ay
(A

P)
of

course
represented

an
atrial

tachycardia/flutter
185/m

in
w

ith
2:1

conduction
over

the
A

P.
H

ow
ever,

should
w

e
conclude

that
it

is
im

possible
to

have
a

sim
ilar

tracing
associated

w
ith

norm
al

sinus
rhythm

(N
SR

?)
the

response
is:N

o
!!!There

is
a

theoreticalpossibility
that

N
SR

w
illbe

associated
w

ith
both

a
long

PR
and

a
typicalW

PW
in

2
instances:a)

conduction
w

ith
an

atriofascicular
A

P
("M

ahaim
type")

thatis
unlikely

the
case

w
hen

dealing
w

ith
an

apparently
typicalrightposteroseptal

pathw
ay;b)

w
hen

the
rightposteroseptal

pathw
ay

hasa
very

long
conduction

tim
e

(this
isa

very
exceptionalfeature

ofatrio-ventricularA
P

thatm
ight

be
seen

forexam
ple

afterablation
oftheseA

Ps).



50 m
m

/sec!

Thistrace
isalso

very
interesting

since
w

e
actually

see
thatthe

lastQ
R

S
com

plex
on

the
slidesis"narrow

"
i.e.

w
ithoutpreexcitation(arrow

).This
lasttracing

can
be

explained
by

either
a)

a
"fatigue"

of
conduction

in
the

A
P;b)a

bradycardic
dependentorphase

4
block

in
thatA

P.



50 m
m

/sec!



Thistracing
isalso

interesting:w
e

should
explain

w
hy

atrialpacing
resum

ed
1:1

conduction
overthe

A
P

after
a

period
of2:1

block;m
y

feeling
is

thatpacing
reached

the
A

P
during

its
supernorm

alphase
ofconduction.

The
irregularity

ofQ
R

S
com

plexes
could

erroneously
suggestpre-excited

atrialfibrillation.See
nextslide

a
truly

pre-excited
A

F.

1:1 conduction

2:1 conduction



W
PW

 w
ith right-side inferior paraseptalA

P. See explanation of A
P location  in the follow

ing slides.



Pre-excited atrial fibrillation

A
trialfibrillation

in
the

presence
of

anom
alous

pathw
ay

in
parallelto

shortrefractory
period:irregular

R
R

intervals,w
iderQ

R
S

com
plexes

in
a

variable
degree

and
very

high
H

R
(close

to
300

bpm
).





First step: Q
R

S w
ith '

w
ave and w

ide?

A
nsw

er: sufficient for pre-excitation criteria: short PR
 interval, '

at the beginning of Q
R

S, prolonged Q
R

S.



R
ight side

L
eft side

Second step: right side or left side?

A
nsw

er: right side, because S>R
 in V

1.



Superior

Inferior
II

III
aV

F

T
hird step: superior or inferior?

A
nsw

er: inferior, because inferior leads are predom
inantly negative



R
ight 

free w
all

Septal/
paraseptal



R
ight side accessory pathw

ay
T

he present case
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enclature for A
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ays 

location  
O

ld nom
enclature for A

ccessory 
pathw

ays location  



T

M

N
ew

 nom
enclature for A
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Post-ablation

C
ardiac m

em
ory phenom

ena after ablation in III and aV
F



Intracardiac electrophysiology study (EPS)
•

VA
 block

•
A

ntegrade conduction only via accessory pathw
ay

•
A

P-A
N

TE-ER
P (effective refractory period) 600-320, IA

P 320 via accessory pathw
ay

•
Isoprenaline

infusion: 
–

C
onduction also via AV

 node
–

A
cceleration of conduction via A

P: antegrade IA
P <230, A

P-A
N

TE-ER
P 500-200

•
Isthm

us ablation successful
•

A
P location: right, region of slow

 pathw
ays of the AV

 node (in LA
O

 40 projection: 4-5 o’clock; 
”posteroseptal”)

•
A

blation of accessory pathw
ay successful

C
om

m
ents:the

authorssuccessfully
ablated

the
A

P;they
also

ablated
the

cavo-tricuspid
isthm

us;Ithink
that

the
latter

w
illnotprevent

recurrence
of

the
atrialarrhythm

ia
that

I
highly

suspectnot
to

be
rightisthm

us
dependentbutm

erely
a

leftatrialflutterrelated
to

m
itralvalve

disease/prothesis.

In
conclusion,do

nothesitate
to

continue
sending

such
tracingsand

congratulate
D

rO
lliA

rola
and

cow
orkers

from
Finland

to
share

this
superb

case
w

ith
us

at
a

tim
e

w
here

....the
new

generation
of

cardiac
electrophysiologists

are
so

busy
in

burning
the

leftatrium
and

have
so

few
opportunity

to
see

and
treatW

PW
patientsdue

to
the

disease
extinction.


