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Or,  
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Case History 

Å65 year old man 

ÅICD in situ 

ÅIncreasing episodes of VT; no shocks 

ÅAF ï full anticoagulation 

ÅReferred for VT ablation as urgent out-

patient 



This is what happened, môlud 

ÅINR 3.2 

ÅNo Agilis sheaths in óforeignô lab therefore 

Channel used 

ÅTrans-septal SOP: 

ïPull down in LAO, check in RAO, back to LAO 

to puncture with pressure-monitoring & inject 

contrast before advancing 



 







What do you do next? 

 







Learning points 

ÅBeware the new lab! 

ÅWarfarin doesnôt kill people, bleeding does. 

ÅBeriplex offers a ñwarfarin antidoteò 

ÅDonôt pull out the offending article! 

ÅInvolve whole team ï CT surgeon, 

anaesthetics, structural interventionalists 



Points 2 

ÅTake advice...and then make your own 

decision if thatôs what your gut is telling 

you 

ÅTry to anticipate the next set of possible 

complications and allow for them  

ï e.g. Have cross-matched blood by the patients side, 

perform in anaesthetic room by CT theatre 



Management 

ÅExplain complication to patient 

ÅGA with TOE in anaesthetic room, main CT 

theatres 

ÅWarfarin reversed 

Å6 units cross matched and placed on bedside 

ÅStiff guidewire through sheath... 



Management 

Å...and pull. 

ÅAnd wait. 

 

ÅNothing happened; surgeons got bored by 

15 mins, patient went back to the ward fine. 

 

ÅScheduled for retrograde approach next day 



Next day 

 



3 months later... 

ÅICE guided procedure 

ÅSL2 sheath, exchanged to Agilis Medium 

curve 

ÅINR 2.9 



 



 



 





Voltage map prior to induction 





VT1 induced with  1 extra stim, s1=600ms 

Negative inf. Axis, biphasic V1, neg. V2-6 



Note late fragmented potential on sinus beat, and early 

signal with VPB 



VT1 terminates and remains absent from rest of case 



VT2 initiates spontaneously with RFA close to ending the 

scar seal; again, note signal timings 



12 lead of VT2 



Start of RFA 





Final ablation set 





Negative VT stim 



Case 2 

ÅSmall inferior infarct >10 years ago 

ÅEF% 45% on MRI 

ÅTreated by secondary care cardiologist with 

amiodarone & flecainide & beta-blocker 

ÅNo syncope but 2 admissions with recurrent 

monomorphic VT 



Case 2 DS 

 









 

Repetitive monomorphic ectopy at start of case 



óWarmingô effect of RFA 

 



Very similar VPB morphology to 

documented VT 



 

P-like potential in sinus beat and ?in VPBs 



 

Again, compare signal more apically than last. 2 x sinus beats  

and 1 VPB 





Endpoint 

ÅChannels & pre-systolic potentials ablated 

on septum 

ÅVPBs absent 

ÅVT non-inducible at end 



 





Was this truly utilising the HPS? 

ÅBehaved like an automatic > re-entrant 

tachycardia 

ÅP potentials preceding SR beats and also 

triggered VPBs 

ÅOr ?just scar around area of facsicles 



Case 3 

Å72 year old male 

ÅSmall inferior infarct, mild LV impairment 

Suggestion it may be worsening slightly. 

ÅSymptoms of palpitation +++ 

ÅSOBOE only mildly 



Bi-geminal rhythm 



VPB morphology: positive aVL and , transition at V5, aVR 

positive but not as much as aVL 





Local activation time of VPBs 













VPBs ówarming upô then quenching during RFA 





1 VPB seen during waiting 

period! 



Single VPB NOT index morphology 




