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QRS complex and their disappearance during 
the narrow QRS complex (FIGURE 1D). The first appli‑
cation (60°C/50W) was successful within the first 
10 seconds. Bonus applications were performed 
in the RCC‑LCC commissure without complica‑
tions. During postablation EPS, preexcitation and 
AAVRT were no longer observed and were not in‑
duced by adenosine and isoproterenol challenge. 
The procedure lasted 45 minutes without fluoros‑
copy use. The patient remained asymptomatic for 
the next 4 months, with no signs of preexcitation 
on Holter monitoring and adenosine stress test.

Our case illustrates several challenges asso‑
ciated with an atypical AP location and a differ‑
ential diagnosis of wide QRS complex and left 
ventricular outflow tract tachycardia in a pa‑
tient with no overt preexcitation. Although ab‑
lation of preexcitation from the coronary cusps 
has already been reported,3 this is the first re‑
port on a successful ablation of preexcitation 
from the presumed region of the RCC‑LCC com‑
missure. Manifest preexcitation was record‑
ed only during parasympathetic activity (as‑
sociated with atrioventricular nodal Wencke‑
bach periodicity) or in a short coupling inter‑
val of supraventricular ectopy or paced rhythm. 
Wide QRS complex tachycardia associated with 
the AP location in the RCC‑LCC commissure 
could not be easily differentiated from idio‑
pathic VT with retrograde conduction due to 
similar QRS morphology. However, electro‑
cardiographic algorithms and simplified zero

‑fluoroscopy mapping may facilitate safe and 
fast ablation, as in typical VT.2

Accessory pathways (APs) are usually anomalous 
muscular atrioventricular connections outside 
the atrioventricular node. The diagnosis and treat‑
ment of atypical AP locations with intermittent 
preexcitation may be challenging,1 especially when 
antidromic atrioventricular reentrant tachycar‑
dia (AAVRT) mimics ventricular tachycardia (VT).

We present a case of a 26‑year‑old white man 
with a 2‑year history of undocumented regular 
palpitations lasting 1 to 10 minutes. Resting am‑
bulatory 12‑lead electrocardiography, cardiopul‑
monary exercise stress test, and echocardiogra‑
phy were normal. During 24‑hour Holter mon‑
itoring, intermittent preexcitation was docu‑
mented only during the night and sleep.

The patient was scheduled for elective elec‑
trophysiological study (EPS) and radiofrequency 
catheter ablation with zero‑fluoroscopy approach 
(FIGURE 1A). The EPS confirmed retrograde decremen‑
tal conduction. During proximal coronary sinus 
pacing, prolonged decremental conduction was 
observed with QRS‑complex widening and delta 
waves in all leads (FIGURE 1B). The effective refractory 
period of the APs was about 350 ms. Both preex‑
citation and induced wide QRS tachycardia with 
maximum preexcitation were atypical of known 
major locations of atrioventricular APs (FIGURE 1C).

Using computer-based algorithms for the differ‑
ential diagnosis for the right and left ventricular 
outflow tract VT,2 the site of origin in the left aortic 
cusps was predicted and mapped via a retrograde 
approach. Mapping of the right / left coronary cusp 
(RCC‑LCC) commissure revealed fragmented po‑
tentials proceeded by 40 ms of the preexcited 
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FIGURE 1  A  – 3‑dimensional model of the right atrium and aortic root (Ensite Velocity, Abbot, United States); B – incremental atrial pacing and refraction of 
the accessory pathway; C – induction of antidromic atrioventricular reentrant tachycardia, with the results of TZ index and V2S/V3R algorithm calculations suggesting 
the origin of arrhythmia in the left ventricular outflow tract (V2S/V3R = 1.1 mV / 1.7 mV = 0.65; TZ index = –0.5); D – fragmented potentials (K) from the tip of 
the ablation catheter recorded from the right / left coronary cusp commissure just before a successful application
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