Atrial fibrillation in a patient
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with Wolff-Parkinson-White syndrome
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In pre-excitation syndromes there is greater
predisposition to the appearance of auricular
arrhythmia than in the general population. Auri-
cular fibrillation (AF) is the second most frequent
arrhythmia after re-entry auriculoventricular ortho-
dromic tachycardia in the Wolff-Parkinson-White
syndrome. In the presence of anterograde acces-
sory vias, AF may produce high ventricular fre-
quencies with the risk of ventricular fibrillation.

We present the case of a 59-year-old male
diagnosed with the Wolff-Parkinson-White syndro-
me with no clinical manifestations until the day of
admission.

The patient arrived to the Emergency Depart-
ment because of having awoken with oppressive
retrosternal pain and palpitations. Physical exa-
mination demonstrated signs of peripheral hypo-
perfusion and the initial electrocardiogram (ECG)
showed arrhythmic tachycardia of wide QRS sug-
gestive of AF (Figure 1). Synchronised cardiover-
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Figure 1. Initial electrocardiogram

sion was performed with 200 jules of monopha-
se energy and achieved sinusal rhythm (Figure
2).

In the Wolff-Parkinson-White syndrome AF is
shown as irregular tachycardia with a wide QRS.
This tachycardia is differentiated from ordinary AF
with a wide QRS by aberrant conduction in which
the first 40 msec of the QRS complex (delta wa-
ve) in all the ECG images are equal to the sinusal
rhythm with pre-excitation.

The drug of choice is procainamide, although
propaphenone, flecainide and disopyramide are
also useful.

In the case of haemodynamic compromise or
ventricular frequencies greater than 150 beats per
minute, synchronised electric cardioversion should
be performed without delay.

In cases without haemodynamic compromise
the use of amiodarone at a dose of 150 mg iv,
administered over 10 minutes is also indicated.
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Figure 2. Electrocardiogram following electric cardioversion
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