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Fascicular ventricular tachycardia (FVT) often masquerades as supraventricular

tachycardia. This article discusses an ECG of FVT and its features, which distinguish it
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Introduction

A 70-year-old male, diabetic and afflicted with chronic
obstructive pulmonary disease (COPD), presented with a
history of shortness of breath and palpitations since 2 hours.
There are no such episodes in the past. What does the ECG
suggest?

Opinion 1: atrial tachycardia with right bundle branch
block (RBBB), deep s in lead 1 s/o COPD.

Opinion 2: atrial tachycardia.

Opinion 3: ventricular tachycardia.

Author’s response to ECG challenge:

Opinion 4: fascicular ventricular tachycardia (FVT).

Author’s response to ECG challenge:

The electrocardiogram in =Fig. 1 shows a regular mono-
morphic wide complex tachycardia (QRS duration of 120 ms).
The differential diagnoses are ventricular tachycardia (VT),
supraventricular tachycardia (SVT) with aberrancy, and
supraventricular tachycardia with antidromic conduction
through accessory pathway. The tachycardia has a QRS rate
of 150/min with northwest QRS axis, RBBB, and left anterior
fascicular block.

The QRS complexes from V1-V6 are nonconcordant. The
R to S duration is 80 ms. The relatively narrow QRS, lack of
positive or negative concordance from V1-V6, and the narrow
R to S duration may give the impression of SVT with RBBB.!
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from other mimicking tachycardias.

The northwest axis suggests a VT.? The rhythm strip in
lead 2 (=Fig. 2) shows atrioventricular dissociation, which is
suggestive of VT. The atrioventricular dissociation has 100%
specificity for VT. The RBBB pattern with rS pattern in V6 also
suggests VT.?

The features of antidromic atrioventricular reciprocating
tachycardia are inverted P waves with 1:1 conduction, a short
PR interval, and a constant RP interval that is usually more
than one half the RR interval during tachycardia.*

The above ECG suggests idiopathic left anterior FVT.> FVT
often masquerades as an SVT with RBBB.57 FVT is the most
common idiopathic VT of the left ventricle. It is also known
as Belhassen-type VT or verapamil sensitive tachycardia. It is
a reentrant tachycardia, due to an ectopic focus arising in the
left ventricle®®1%, Digoxin toxicity may also cause FVT, but the
mechanism involves enhanced automaticity.

Idiopathic fascicular ventricular tachycardia (IFVT) is clas-
sified as follows:

1. Left posterior fascicular tachycardia: This is the common
type seen in 90 to 95% of the cases. The ectopic focus is
near the left posterior fascicle. It occurs with a RBBB and
left axis deviation.

2. Left anterior fascicular tachycardia: This type is seen in
5 to 10% of the cases. The ectopic focus arises near the
anterior fascicle and occurs with a RBBB and right axis
deviation
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Fig. 1 Wide complex tachycardia.

\
Fig. 2 Rhythm strip showing atrioventricular dissociation.

3. Left upper septal FVT is rare and usually has a RBBB and
normal axis. The ectopic focus is near the upper septal
region.®

FVT was previously believed to occur in structurally nor-
mal heart in young males. It is now known to occur in struc-
turally abnormal heart also.

FVTusually does not respond to adenosine or beta-blockers.
It usually responds well to calcium-channel blockers'.
Radiofrequency catheter ablation is an alternative therapy
for severely symptomatic patients or those intolerant or
resistant to antiarrhythmic medication. FVT responds well to
radiofrequency ablation.'>!?
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