Case report

AtypicalPresentation of Pre-Excited Atrial Fibrillation in an Elderly
Patient: A Case Report

Abstract :

Pre-excited atrial fibrillation (AF) is a significantclinical condition associatedwith Wolff-
Parkinson-White (WPW) syndrome, characterized by an accessorypathwaythat enables rapid
conduction of atrial fibrillatorywaves to the ventricles, leading to
dangerouslyelevatedventricular rates. While WPW syndrome istypicallydiagnosed. in

youngerindividuals, its occurrence in elderly patients is rare and oftenunderreported.

This case report discusses a 79-year-old male withwell-controlled hypertension
whowasadmitted for poorlytoleratedirregulartachycardiawithbroad QRS complexes,
indicative of pre-excited atrial fibrillation (AF). Urgent synchronizedelectrical cardioversion
successfullyrestored sinus rhythm. Althoughcatheter ablation.wasproposed as a
definitivetreatment, the patient chose to postpone the procedure, with close monitoring

implementedafterward.

This case underscores the challenges of diagnosing WPW syndrome in elderly patients, the
potential dangers of pre-excited AF, and the importance of individualized management

strategiestailored to patient preferences and comorbidities.
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Introduction :

Pre-excited atrial fibrillation is a clinicalentitythatrequiresspecial attention due to its



association with Wolff-Parkinson-White (WPW) syndrome. In patients with WPW, the
presence of an accessorypathway can result in rapid transmission of atrial fibrillatorywaves to
the ventricles, bypassing the AV node and causingdangerouslyelevatedventricular rates.
While WPW syndrome istypicallydiagnosed in youngerindividuals, the occurrence of pre-
excited AF in elderly patients is rare and sparselydocumented in the literature. This case
report presents an unusual case of pre-excited AF in an elderly patient, highlighting the

unique diagnostic and management challenges posed by herage and comorbidities.

Case Presentation:

A 79-year-old male with a history of well-controlled hypertension wasadmitted to the
emergency departmentwith complaints of sudden-onset palpitations and dizziness. The patient
deniedanyhistory of syncope or priorepisodes of palpitations. Uponarrival,
hewashemodynamicallyunstable, with a blood pressure of 85/55 mmHg and a heart rate of
200 beats per minute. The ECG revealedbroadcomplex, irregulartachycardia, suggestive of
pre-excited atrial fibrillation withvarying QRS morphologies.(Figure 1)

Urgent synchronizedelectrical cardioversion wasperformed at 150 joules,
successfullyrestoring sinus rhythm. The post-cardioversion ECG showed a short PR interval
and the presence of delta waves, characteristic of WPW syndrome (Figure 2). The patient

wasthenstabilizedwithflecainide and beta-blockers.

Routine blood tests, ‘includingelectrolytes and thyroidfunction tests, werewithin normal limits.
Chest X-ray showed no cardiomegaly, and echocardiographyrevealed normal

leftventricularfunction, moderateleft atrial dilation, and no significantvalvularabnormalities.

Althoughcatheter ablation wasrecommended as a definitivetreatment, the patient expressed a
desire to postpone the procedure. As a result, a management plan focusedon close monitoring

and regular follow-up wasimplemented.



Figure 1 : Initial electrocardiogram at emergency admission
showingirregulartachycardiawith a broad QRS complexrelated to atrial fibrillation with a

rapidpre-excitedventricularresponse.
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Figure 2 :Theelectrocardiogramaftersynchronized direct-current cardioversion showed sinus
rhythmwith a short PR interval of lessthan 120 ms and delta waves, suggesting Wolff-
Parkinson-White (WPW) syndrome.

Discussion

Wolff-Parkinson-White (WPW) syndrome ischaracterized by the presence of an
accessorypathwaythatallowsabnormalelectrical conduction between the atria and ventricles,

makingit a rare but potentiallyserious cause of arrhythmias [1] . The association of WPW




withatrial fibrillation (AF) isparticularlyconcerning, as it can lead to a

dangerouslyrapidventricular response [2] .

WPW syndrome istypicallyidentifiedthrough distinct ECG changes thatindicateventricularpre-
excitation, oftenreferred to as the "WPW pattern.” A typical ECG demonstrates a
shortenedPR interval (lessthan 120 ms), a widened QRS complex, and the distinctive

appearance of a delta wave.

This condition isusuallydiagnosed in youngerindividuals, as
theyoftenpresentwithclassicsymptomssuch as palpitations or paroxysmal tachycardia,
especiallyduringphysical or emotional stress [1] . However, as demonstrated by:this case, it
can alsobediscoveredlater in life. Elderly patients mayremainasymptomaticuntil a
triggeringevent, such as AF, reveals the condition. The subtlepresentation in

olderadultsmaydelaydiagnosis, increasing the risk of seriouscomplications. [2-3]

Severalhypothesesexplainwhysome patients remainasymptomaticuntillater in life. One

possibilityis intermittent pre-excitation, where the accessorypathwayisonlysporadically active,
makingitdifficult to detect on a standard ECG« Additionally, age-relateddegenerative changes
in cardiac tissue mayreduce the functionality of the accessorypathway, whichcouldaccount for

the lack of earliersymptoms. [3-4]

In our case, the absence of prior palpitations or arrhythmiassuggeststhat the patient
likelyhadundetected intermittent pre-excitation. However, the onset of AF at an
advancedageled to the incidental discovery of WPW afterelectrical cardioversion. This
highlights the importance of considering WPW syndrome in older patients

presentingwithrapidventricularresponse AF.

Atrial fibrillation in WPW patients isparticularlydangerous. During AF, rapid atrial activity
can betransmitted to the ventricles via the accessorypathway, bypassing the atrioventricular
(AV) node [2-3] . This can result in an excessively fast ventricularresponse, increasing the
risk of degenerationintoventricular fibrillation, a life-threateningarrhythmia if not

treatedpromptly.

Managing AF in WPW patients requirescarefulconsideration of pharmacologicaltreatments.

Current guidelines adviseagainst the use of AVnode-blocking agents, such as Adenosine, in



stable cases of pre-excited AF, as theymayinadvertentlyaccelerate the arrhythmia. Instead,
intravenousmedications like Ibutilide or Procainamide are preferred (Class Ila, evidencelevel
A), while Class IC drugssuch as Flecainide or Propafenone are alsorecommended (Class I1b,
evidencelevel B) [5] . If thesedrugs are unavailable, intravenous Amiodarone
maybeconsidered, though close monitoring is essential due to itseffects on AV

conduction [6-7] . For hemodynamicallyunstable patients, synchronized direct current (DC)

cardioversion is the first-line treatment (Class 1), as was the case withour patient. [5]

Catheter ablation is the definitivetreatment for WPW syndrome, particularly in patients
withrecurrentepisodes of pre-excited AF or symptomaticarrhythmias. Ablation-eliminates the
accessorypathway, effectivelyreducing the risk of future arrhythmias and improvingquality of

life. The procedureisgenerallywell-tolerated, especially in younger patients. [8]

However, in elderly patients or thosewithsignificantcomorbidities, the decision to proceedwith
ablation requirescarefulconsideration. While the risksassociatedwith the procedure are low,
older patients may have a differentrisk profile, necessitating a thoroughassessment of
theiroverallhealth and preferences. For patients whooptto defer ablation, close monitoring

and a well-structuredmedical management plan are essential to prevent complications.

Conclusion

In summary, this case highlights a rare but seriouspresentation of pre-excited atrial fibrillation
in an elderly patient. The complexity of diagnosing and managingarrhythmias in
olderadultsnecessitates an individualizedapproachthattakesintoaccountbothclinicalfindings
and patient preferences. Continued follow-up and patient educationwillbecritical for

optimizingoutcomes and ensuringappropriate management of this condition.

Consent :



As per international standards or universitystandards, patient(s) written consent has
been collected and preserved by the author(s).
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