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Among the more than 1000 EP/Ablation cases performed in my medical center in the past 5 years, there have been
36 cases which are really interesting, with big educational significance. I carefully reviewed them and tried to give the
best possible explanations to what happens in each case. That is this book.

Before the 3D mapping era, electrophysiologists were completely dependent on the basic EP catheters and multiple
channel recordings to analyze the possible reasons behind patients’ clinical tachycardias. Although modern technology
has greatly eased our diagnosis process, oftentimes, we still have to go back and apply these basic concepts when we
face the most challenging tachycardia cases. That is why a lot of hospitals and EP fellows are constantly looking for this
kind of educational material.

Even though I have already gone through discussions about these cases with some physicians and professionals,
there is still vast room for new ideas and new diagnosis. I welcome all comments and criticisms. I remember during
every year’'s NASPE meeting we have good discussions about interesting EP cases put forward by some big EP
specialists. I call those EP educational sessions *“puzzle-solving parties”, and that is the reason I started to write this
book 5 years ago.

We have a lot of good EP textbooks already, so here I purposefully avoid repeating the content of those books in
order to save the readers’ valuable time. I am sure that by going through these real cases, the readers will get a chance
to practice how to flexibly apply the basic EP rules to complicated clinical pictures.

Some cases here are relatively easy. For the readers’ convenience, I put the letters “EZ” next to those cases
(Figures 4, 9, 10, 12, 16, 20, 21, 23, 24, 29, 31, 35), while the advanced cases containan “! " by their names
(Figures 2, 3, 6, 8, 11, 13, 17, 19, 25, 28, 30). I hope the readers can enjoy them.

EP is a field where you always need the weapon of logic thinking to handle a world of unknowns. For the patients’

sake, let’s arm ourselves with more real case experience.

Jian Tie, Ph.D
in U.S.A in Jan. 2010
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Looks like orthodromic AVRT via a septal accessory pathway (AP).  BEERGBRITEFRSZENIMEE AVRT, M4 A-Tach th2 aTREH,
But of course A-Tach is another possible diagnosis.
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Figure 1-2
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Is this a second orthodromic AVRT or is this just another manifestation

of the first AVRT?

X2 fIREE AVRT, 2% —Fh AVRT 895 —FpkiN?
XN Y E® M AVRT, BACHEIRFF VA EHERE T, HAREKN

This should be a second AVRT because both the atrial sequence and  EEEE % B IFIFEEML L FH2H,
the VA interval have changed. But of course, we need more direct evidence

for the differential

2

diagnosis.
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RV- pacing @ 320ms/310ms clearly shows the two types of retrograde
conduction. The left half of the graph is via the septal AP, while the right
half is via the left - sided AP. The reason for the switch is that the 310ms
RV -pacing has reached the septal AP’s ERP. Actually, this pacing maneuver
has another purpose in the diagnosis. There is no elongated VA interval by
pacing compared to either of the two tachycardias. So both tachycardias
are not AVNRT.

Both of the atrial activations here are identical to those of the two
tachycardias. Sotheyare notectopic activations. This is the direct evidence
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to rule out A-Tach.

320ms/310ms FERBEERE AR TES, HEE¥HBor28i1d
EIFE S, A ¥ BRI EMFTEXHERNEER 310ms HEREA
T EREEN AN LEFEL, X—BABHERE S —MEE BB K,
B, SHERUHTRMA L, BB M VA FHE8 S B IEK, Fr B AR
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TREBE. X2/ A-Tach HEBIERE,



Figure 1-4
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The RV- pacing definitely entrains the tachycardia. HERBEEEST 7 XMUaEE,
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Figure 1-5
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The second type of tachycardia is definitely via a left-sided AP E_ i ESERRTAMNSE, AL RIESEHER VA
because LBBB makes the VA interval longer. B EAFE K
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Looks like orthodromic AVRT. ERXRINEE AVRT,
But we need to rule out A-Tach first because it is always a BHEMNEEFTER ATach, BEAEKZETHEN, RNHE

possibility, as well as AVNRT, even though the “A” signal and “V”  BRN AUNRT, RERBILEHTERN AESEVESHARENEL
signal do not line up. BT,
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Figure 2-2
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dence instead of any real VA ™’ WP“A%’WJMW%M’MM“\/\MV\P’M
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two pages alone. But notice that \
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sounds like A-Tach? Not really,

because, besides other reasons, stm 1
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for A-Tach. By the way, the faster

tachycardia rate on this page is due to isuprel administration. HRE LR —ITE, FARJEMRENEZTFXR)? NEXAETTEHA
T ER LW, EREIREXAN P EZNOEESNE — SR, &
B3X Bt 0FTE X &2 AVNRT, TS EARE AVRT 7, T HE RP [@HA, XITHEHIE A-Tach? hRESTE, BA(BREMIEHN)

XERHERTEE, XUEEEHA AVRT XH AVNRT, X218 PREEXEEAK T, EH—F, XU OHNTERTLIRARRARAT
A A-Tach( B} A-Tach B FZEL of DIES{LL AVRT 89, el BI{E AUNRT 89, SBREBLRE,
XEEIATAREL RP B8, f RP EIELR E A2 O EMEF L EHE)
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Can we rule out AVRT by this S2 RV-pacing maneuver?

Yes, very likely. This S2 is within the His ERP. If the patient has an
accessory pathway (AP), this artificial electric activation would conduct
via the AP to advance the atria. But we do not see any atrial preex-
citation here. So the existence of an AP is not likely. But also remember
this RV-S2 cannot completely rule out left-sided AP. Why? The rightsided
activation might need extra time to travel from right heart to left heart
before it could reach the AP. This extra time might compensate for the
time saved by the faster conduction via AP,and might make the atrial
activation look as if it were not advanced by the premature RV pacing.
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Figure 2-4
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How about this even ear- | N
lier RV-S2?

This RV-S2 is a very early ! '
one, earlier than the destined =

His spike. It is before the AVN
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did not advance the atria csss

either, just like the previous
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some event must be going on
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inside the AVN area, which . B
makes the area “impenetrable”
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tions. If we imagine that this
event is a robust AVNRT in which the reentry loop is too busy to leave any
timing window open for any outsider to come in, everything can be
explained. Thus, this patient’s tachycardia is AVNRT.
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