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U O SO T &R ¥ OF, I o m o BY, Ht B 8,
% - G AR L T O B S B = G i | R =1 AN NI -
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IR PR D LRERE 1B 5 L N (HR 210/min) %
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T T Ik, A& 2 980 B i ) 25 A 3A A & Amiodarone
Mexiletine |2 CAV k7 + T — &L o TW22s, 57 A%
SOEHINC X 5 ICD HRIEB) I THIEE RS AR &
7 o7z, Lidocaine, Pilsicainide, Sotalol, MgSO41Z T & .[»
SR b=V TET, LERTICST A T —
TIVT T L= a Y BIC CTEBERERE & 7 o 720 #R0E
FIRICAEZICT 7a—F L, EELREIENOFRF L
icxt L, 1EHIEEL
2 [o] H 1% substrate mapping (232 %, EF 2D 57—
BT OBHITHT) L
720 LR, HHNOWEZIT VOO T + 0 —%247o T
VB ALLERHO B

Z activation mapping (23D X,

FIVT T — 3 VIEERITVLE
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HVTICHL, #F—FT V7T —3 3 & BIEED
B L 1B ERERL 72O THET %,
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BEBI] 68k, &t

[F3F] RAATIERMS)E: (BLF, ICD) #HEES)
(BURE] X451 B CilERESELE. L8
X2 T HR 210/ DKM 70 v 7 + EAEIO VT % 72
W72 (M1A), Amiodarone - MgSO4® # i 12 T b 1=
189, &#A9IZ DC 200 AT LASEIE L7z T —I
TR ERD 2720, CAGER AT L7L 2 AHH#S
100% T H, Lok MRI 12T b D AEBIZ IR IE 5
FeZlh D, LREOMIICHE S VT & &1 & L/,
Amiodarone Pl & ICD HEAMAIZ T, Dk VT K72
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s OR A e

A VT HBIELGER, HR 210/min, ZB 78 v 7 + FEH#i% wide QRS tachycardia, MEfzkE

negative concordance % & 5%,

B : #EFER &R, HR 80/min, ApVs, I -aVL - V4-6I12TBREME T %20 5,
C: VT H%EERM, HR 138/min, M7 2 v 7 + E il wide QRS tachycardia, WEFHET

negative concordance %= i 5%

D: 6 #» ALK, HR 75/min, ApVs, I -aVL - V4-6IC TR T K20 5,

Pilsicainide, Sotalol, MgSO4#{ &, VT D.0a% - £ibit
R 205 4 2 L3 T & 722, MBHEZIH T &7,
AT =TT 7= a X BARIGEH I LBk
Loz,

(BEAERE] St @ &G LN 421 & 5 KE)IR 7 B 84
A UKBIIR A Bl (BEB) AT, BEIRIA,
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(RIREE] FFidd_&z el

[P9AR] Valsartan 80mg/H, Nifedipine 20mg/H, Frose-
mide 20mg/H, Carvedilol 20mg/H, Amiodarone 200
mg/ H, Sotalol 80mg/H, Mexiletine 300mg/H,
Warfarin 3.25mg/H, Paramidine 300mg/H, Aspirin
100mg/H, MgO 330mg/H

(CRPAEE NG |

HE 153cm, fA=®E 59%g, MF 116/70mmHg, Bk 80/
min, il 35.7°C, SpO2 98% (MEHRWL A% L), L4
HoNGEIMEE S ), NLRERLWY, MRS (E, 75
(TEEHCE ST, TRRMEMEZ L

[im%] WBC 3800/ul, RBC 418J5/ul, Hb 12.9g/dl,
Het 37.7%, Plt 21.775/ul

[A1b5] AST 26IU/1, ALT 25IU/1, LDH 395I1U/1,
T-Bil 0.4mg/dl, vGTP 50U/1, CK 29U/l, TP 6.4g/
dl, Alb 3.6g/dl, Cr 0.68mg/dl, BUN 14mg/dl, Na
137mEq/1, Cl 105mEq/1, K 3.8mEq/l, BNP 166.4pg/
ml, BS 160mg/dl, TSH 0.62uU/ml, fT3 2.4pg/ml,
fT4 1.17ng/ml

[Fak X A% (12 A)] CTR 60.2%, fli9 -1ii% L, CPA
sharp, ZHiMIEEIZ ICD KliiA&dH b

[{==2— (K2C)] LVDd/Ds 57.4/40.2mm, LVEF
55%, [>%2 B akinesis~dyskinesis, IVST/PWT 12.3/
7.8mm, LAD 42.8mm, F75Ffli : A = ALFF, ASZ% L,
mild AR, MS 7 L, mild MR, TRtrivial, PR % L, fii
EIMERT R U (EEMEIRE 27mmHg), 45 - 4%
MIZR—= 7Y —FdY

[0 MRI(B 2 D) ] DOREBICHE R TR, (Loeibilic—3
LBIEE AT RS )
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204

Z %, Lidocaine H1l-, Sotalol &=L 72 2 AT, £<
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D& % BN LILFZBEN 2 fifT L7z (K3C). A
FIE, Wb VT bFEBEARTH DV IHHEEZH T L,

Z0%, WIEPEBT 2D, MIAEREDHE
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strate mapping 1245 <, LP ablation &ML, E#ED
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A successful case of catheter ablation against ventricular tachycardia storm due to old
myocardial infarction in a patient with aortic valve replacement

Mina Takahashi®, Takeshi Tobiume"?, Kazuhisa Matsumoto”, Tomomi Matsuura®, Takeshi Soeki®,
Yuta Fujimoto®”, Takafumi Harada®, Robert Zheng”, Kumiko Suto®, Yoshihito Saijyo*, Rie Ueno”,
Yutaka Kawabata®, Mika Bando®, Nao Yamada® , Hiroyuki Ito*, Takafumi Todoroki® , Takayuki Ise”,
Kenya Kusunose”, Koji Yamaguchi®, Shusuke Yagi®', Daijyu Fukuda®, Hirotsugu Yamada® , Tetsuzo
Wakatsuki® , and Masataka Sata”

UThe Post-graduate Education Center, Tokushima University Hospital, Tokushima, Japan
% Department of Cardiology, Tokushima University Hosptal, Tokushima, Japan

SUMMARY

A 68-year-old woman with VT storm and frequent appropriate ICD therapy was referred for
catheter ablation. Her past history was notable for aortic valve replacement by mechanical valve
due to infectious endocarditis 17 years prior to presentation and left ventricular apical old myocardial
infarction with unknown onset. At 67 years old, She admitted to the prior hospital due to ventri-
cular tachycardia with LBBB and superior axis at heart rate of 210 per minutes. Administration
of amiodarone and magnesium sulfate was ineffective and cardioversion of 200] was successfully
terminated the tachycardia. Intra-cardiac defibrillator was implanted and the administration of
amiodarone and mexiletine was started. 5 months after, she admitted to the hospital due to the
frequent appropriate shock against the same ventricular tachycardia. Administration of lidocaine,
sotalol, pilsicainide, and magnesium sulfate could not control the tachycardia and she was referred
to our hospital for catheter ablation. During the first session, ventricular tachycardia was easily
induced and electroanatomical mapping was performed both during tachycardia and during sinus
rhythm. Late diastolic potential preceding the onset of QRS wave by 45ms was detected at the
infero-septal side of the apical aneurysm. 7.5s of the RF energy application at this site could termi-
nate the tachycardia and thereafter no ventricular tachycardia was induced. But after dose-
reduction or cessation of some anti-arrhythmic drugs, ventricular tachycardia was recurred and
second session was performed. This time, no ventricular tachycardia was induced, then we
performed isthmus transection and core isolation against the apical aneurysm. Thereafter no
ventricular tachycardia was occurred in spite of dose-reduction or cessation of some anti-arrhythmic

drugs.

Key words : ventricular tachycardia, storm, old myocardial infarction, catheter ablation, aortic

valve replacement





