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Rarely AVNRT remains inducible after ablation directed at the slow pathway and coronary sinus. Seven pts with persistently inducible AVNRT underwent ablation directed at the LA. Detailed mapping of septal TA, CS orifice and proximal CS, and septal and posterior MA during SVT and RV pacing was performed. Activation sites in the LA during SVT preceded RA and CS activation: in 4/6 pt with slow/fast (s/f) AVNRT the earliest activation was localized to the posterior/septal MA and in 2 pt earliest site was localized to the midseptal MA. Activation at these septal sites preceded earliest RA sites by 10-15ms. In 1 pt with f/s AVNRT the earliest activation was localized to the posterior MA 1cm inside the CS orifice; activation at this site preceded activation recorded in the adjacent CS by 15ms. Ablation was directed at the earliest LA activation sites during SVT. In 3 pt with ablation along the mid-anterior septal MA, RF delivery at successful septal MA sites was associated with prolongation of PR intervals including 1 transient 2:1 AV block; no pt developed CHB. 1o AV block persisted in 2 pt post ablation.  SVT could not be induced post ablation in any pt; in a follow-up of 1-8 yr there have been no recurrences of AVNRT and no CHB.
Conclusion: Ablation at septal and posterior MA sites can eliminate AVNRT in pt with persistently inducible AVNRT. 1o AV block can result suggesting the fast pathway in these pt is located along the MA.

