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PVC criteria
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Definition PVC

Spontaneous ventricular depolarization
without
supraventricular impulse



PVC: Synonyms

Also called: ventricular premature beats

Premature ventricular complexes
Extrasystoles

Premature systole
Early beat

Ectopic beat




PVC Prevalence

Normal population  : 1% by ECG

Normal population  : 50 to 75% by
Holter

Normal population : 1 to 4% frequent
>60/hr

CAD and DCM  : 90%
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PVC Mechanism:

Ventricular Myocyte
Action Potential SA Node
+50 4
| T —

Automaticity Substrate: Membrane

Trigger

Reentry Trigger: Ischaemia

Accelerated phase 4




PVC: Evaluation

Presentation

Localization
Burden

Cardiac status



Presentation

Asymptomatic

Palpitation
Light headedness/Syncope

Neck fullness/Dyspnoea
SCD

Miss call

ACS

Post operative

Carditis

Electrolytes disorder

Sleep apnoea

Miss call Pause




Localize
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_ 'R wave in lead V1 : clue to the potential anatomic sites of origin

HEART VALVE
ANATOMY
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Anterior RVOT (1) : a typical LBBB morphology in lead V1

(2), (3) : between the anterior right coronary cusp (RCC) of the aortic valve and the
posterior RVOT. A small but variable R wave is seen in lead V1.

(4) : more posteriorly in the region of the left coronary cusp (LCC)/aortic mitral
continuity(AMC) /noncoronary cusp(NCC) characterized with a distinct R wave in V1.
Even more posterior and leftward origin (the posterior mitral annulus) : RBBB morphology.

Asirvatham SJ. J Cardiovasc Electrophysiol. 2009;20:955




Burden of PVC'’s




Burden of PVC'’s

Consecutive Beats | Term

A premature beat
Couplet
Triplet

3-30-s continuation Non-sustained VT

>30-s continuation Sustained VT




PVC:complication

3 or more = NSVT, VT
Frequent >30% = cardiomyopathy
RonT = Cardiac arrest
Can start = VT, VF

Initiator =Reentry
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PVC Dx Example
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VT >100bpm IVR <60 bpm AIVR 60-100 bpm




B. During tachycardia
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Positive concordance




Localize PVC

Pulmonary artery

VT focus
RVOT

L I RV septum
Tricuspid valve

Answer: RV OT bigeminy

RV lateral wall
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Aorta
Aortic valve

Left atrium

Mitral valve

VT site

Papillary muscle




1. Do not always require treatment

2. Treat if
Symptomatic
High burden
SHD
NSVT




No SHD : Reassurance, BB, RFA
2.SHD : AS VT



Long term common option

DRUGS DEVICES ABLATION
e AAD ICD * Primary Therapy

e Non-AAD CRT Fascicular VT

ACEl /ARB LVAD Ol{tflow.tract VT
Aldosterone WCD * Adjunctive Therapy

antagonists Frequent Shocks
VT storm

Coronary Revascularization




Drugs for PVC

Anti-Arrhythmic

Substrate

Triggers

Electrical Instability

PVC



Beta blocker

Ischemia
Beta receptor blocking

Substrate

Triggers

Electrical Instability
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PVC: Take home message

Very common
Asymptomatic to fatal

Caution about AAD
3D RFA may reduce symptoms



Thank you



