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reentrant tachycardia was identified and ablat‑
ed (Figure 1A; Supplementary material, Figure S2). 
Then, PVC mapping revealed the earliest activa‑
tion in the GCV at the distal end of the CS cathe‑
ter. Aortic cusp and left ventricular outflow tract 
ablation did not abolish PVCs. Finally, a success‑
ful ablation was performed, targeting the area 
of the earliest activation on the 3F catheter an‑
atomically, directly from the area adjacent to 
the aortic‑mitral continuity despite unremark‑
able local activation time and poor pace map‑
ping (Figure 1B; Supplementary material, Figure S3) 
The ablation setup was as follows: 40 W/30 ml 
irrigation; application time, 40 s. The final set 
of lesions is depicted in Supplementary materi‑
al, Figure S4. The total study time was 2.25 hours, 
and total fluoroscopy time, 9.1 min. The patient 
was discharged on the next day without compli‑
cations. During a 9‑month follow‑up, the patient 
had fewer than 350 polymorphic PVCs/day, but 
he still suffered from narrow‑complex tachycar‑
dias. During a redo procedure, there was no sign 
of the AP or PVC and typical atrioventricular 
nodal reentrant tachycardia was diagnosed and 
ablated. During the next 6 months of follow‑up, 
the patient did not report any significant symp‑
toms of arrhythmia.

Radiofrequency ablation is the treatment of 
choice in the case of symptomatic supraventric‑
ular tachycardias and PVCs.1,2 Although, accord‑
ing to the electrocardiographic pattern, the PVC 
was deemed to origin from the left ventricular in‑
flow tract, the earliest activation in the GCV and 
the ablation technique used led us to believe that 

In this clinical vignette, we present the case of 
a 64‑year‑old man with a history of palpitations 
due to premature ventricular contractions (PVCs) 
and the accessory pathway (AP) mapped using 
a novel 10‑pole 3F coronary sinus (CS) cathe‑
ter and successfully ablated. The second proce‑
dure conducted due to previously undiagnosed 
atrioventricular nodal reentrant tachycardia 
confirmed the effectiveness of the first ablation.

A 64‑year‑old man with a history of 13 to 29 
thousand PVCs/day (Supplementary material, 
Figure S1) on repeated Holter monitoring and 
intermittent preexcitation on surface electro‑
cardiography was admitted for radiofrequen‑
cy ablation. On admission, the patient was in 
a good condition, with normal left ventricular 
ejection fraction and an N‑terminal fragment of 
the prohormone brain natriuretic peptide lev‑
el of 206 pg/ml.

The procedure was performed using a nov‑
el 10‑pole 3F nonsteerable CS catheter and 
a 4‑pole His/RV catheter (both by Hagmed, 
Rawa Mazowiecka, Poland). Arrhythmias 
were mapped and ablated using the Thermo‑
cool Smart Touch catheter (Biosense‑Webster 
Inc., Diamond Bard, California, United States), 
CARTO 3 (Biosense‑Webster Inc.), and Lab Sys‑
tem PRO with a Template Matching module (Bos‑
ton Scientific Corp., Marlborough, Massachu‑
setts, United States). The 3F catheter was care‑
fully introduced to the CS via a long 6F guiding 
catheter and advanced to the level of the great 
cardiac vein (GCV). At first, a left anterolateral 
AP responsible for antidromic atrioventricular 
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PVCs originated from the left ventricular sum‑
mit.3 Contrary to the previous publication,3 we 
used a fine 10‑pole 3F diagnostic catheter, anoth‑
er new catheter produced by Hagmed,4 instead of 
a guidewire, which facilitated meticulous map‑
ping of both the AP and PVC. The second proce‑
dure indicated inability to access the GCV using 
a 10‑pole 6F CS catheter in this patient while in‑
troduced via the standard femoral access.

Supplementary material
Supplementary material is available at www.mp.pl/kardiologiapolska.
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Figure 1  Position of the 3F coronary sinus catheter and the mapping catheter during the ablation of the accessory pathway (A) and premature ventricular 
contractions (B) visualized by fluoroscopy (approximately 30° left anterior oblique view)
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