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There are many reasons for Failed SVT Ablation
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Left sided Slow Pathway
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Narrow Koch triangle, Steady junctional beats with intact VA conduction
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ATYPICAL AVNRT (?) |




38Y, F, H/o Failed ablation twice (6 months and 2 years back) |
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a2, e - | Extensive lesions were delivered at slow pathway

N B | | It was considered again as “failed ablation™
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In view of past history of two times ablation, possibility of
“ Mitral Isthmus Block™ due to ablation of left AP was thought of

HIS PVC FROM LV: PULLING IN A

'I
aV'F
V'l

HIS 1-2

RF 1-2 (\f

SYNC PACE RF _1-2 S2=240 HIS PVC FROM LV

RF 3-4

HIS 3-4 . A " .

CS 1-2 T
CS 3—4\//\ W\'
CS S-6 ‘\I\F

CS 7-8

CS 9-10

RV 1-2

RV 3-4,




Pacing from lateral mitral annular region: mitral isthmus block
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Tachycardia 1

Orthodromic tachycardia using right posteroseptal accessory pathway
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‘ Tachycardia 2 \

Antidromic tachycardia using right posteroseptal accessory pathway

ANTIDROMIC TACHYCARDIA 2
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‘ Tachycardia 3 ‘

Orthodromic Tachycardia using right posterolateral Accessory Pathway ‘
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‘ Tachycardia 4 ‘

Antidromic tachycardia using right posterolateral accessory pathway ‘
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| Late PAC
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| Mahaim potential |

| RV septal distal to proximal |

MAHIAM POTENTIAL
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RAA TO RVOT AP CONNECTION
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Coronary angiogram |
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SUCCESSFUL RFA DURING SR BASE OF RAA







H/O Abandoned ablation procedure
Fear of phrenic nerve injury




Spontaneously changing VA interval — Atrial tachycardia
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| Tachycardia P wave morphology |
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Activation Map — focal AT at mid crista
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Difficult to induce AVRT, concealed accessory pathway
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Post ablation no retrograde pathway conduction on adenosine
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