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Uvod

* Precasna elektricka aktivace komor (myokard, prevodni systém)

* [zolované/komplexni formy (kuplet, triplet/bi-tri-kvadrigeminie) H
* Monomorfni/polymorfni i
* Interpolované/komplenzacni pauza/fuzni stah r
* Idiopatické/strukturalni onemocnéni srce 5
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Prevalence KES a rizikové faktory

Prevalence KES v populaci dle typu monitorace Total population (n—1424) Porcent increase” (95%CD___ P
Characteristic, unit (SD) «—fewer PVCs more PVCs —
80% 75% Age, years (4.9) —— 11 (310 19) 0.003
Male — 11 (-9 to 36) 0.32
70% Height, cm (9.4) —— 23 (121036)  <0.0001
Systolic blood pressure, mmHg (21.5) —— 9 (2t017) 0.01
Congestive heart failure ) 4 45 (Oto 111) 0.051
60% M . . . e
yocardial infarction H 22 (-2 to 53) 0.07
Exercise Intensityt —— -15 (-25 to -3) 0.02
50% Smoking status —— 18 (3 to 36) 0.02
Ejection fraction§ L L 4 59 (-5t0 85)  <0.0001
40% P i =
40% Subpopulation with LV measurements (n=952) Percent increase*  (95% CI) p
Age, years (4.9) —— 13 (4to 23) 0.004
Male —— 5 (-24 to 26) 0.78
30% Height, cm (9.4) — 16 (3 1031) 0.01
Smoking status —— 18 (0 to 39) 0.08
20% Ejection fraction§ i 33 (-5 to 85) 0.08
Left ventricular (LV) mass index, g'm? (20.9) —— 16 (9t025)  <0.0001
o LV fractional shortening, % (8.0) —— -15 (2210 -8)  <0.0001
10% 6% : . . : ‘ ‘
-40 -20 0 20 40 60 80 100 120
m
0% - Karola et al., ] Am Heart Assoc. 2018;7:€010078. DOI: 10. 1161/JAHA.118.010078.
EKG (standardni EKG (2 minuty) Holter EKG 24h Holter EKG 48h
zdznam)

Simpson RJ Jr, et al. The Atherosclerosis Risk in Communities (ARIC) study. Am Heart ) 2002; 143: 535
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Nejcastejsi mista vzniku idiopatickeé ektopie
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aVR 4
aVL 5
aVF 6
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Posteromedialni a anterolateralni papilarni sval LK
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KES spoustejici polymorfni KT nebo fibrilaci komor
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Denni zatéz KES je variabilni

14denni EKG monitorace u 59 pacientl s komorovou ektopii nad 5%

Premature Ventricular Contractions Variability During Monitoring Period
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Mullis et al., Heart Rhythm 2019;16:1570-1574
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Komorovou extrasystolii indukovand/mediovand kardiomyopatie

80
70 o
°
Table 3  Cutoff data for the PVC burden based on data from
the ROC curves with combined sensitivity and specificity 60 i
PVC burden (%) Sensitivity (%) Specificity (%) :\3
~— °
10 100 46 s 1
() L]
16 90 58 2 .
21 80 75 5 o0
27 70 88 @ w ° .}
30 60 o1 Q L
34 50 91 o 0 . .
35 40 94 ° ‘
39 30 95 24% S, N X
41 20 96 . B I : || .
50 10 99 °
. Ys3
ROC = receiver-operator characteristic; other abbreviations as in Table 2. . ° : s
el 0 ___e__| °
‘|
Baman et al, Heart 3 I ' .
Rhythm, 2010 o
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Lécba komorové ektopie

Idiopathic PVC/VT and PVC-induced cardiomyopathy

Catheter ablation as first-line treatment is recommended for
symptomatic idiopathic VT/PVCs from the RVOT or the left
fascicles.

Beta-blockers or non-dihydropyridine CCBs are indicated in
symptomatic patients with idiopathic VT/PVCs from an origin
other than the RVOT or the left fascicles.

In patients with PVCs/VT and a presentation not typical for an
idiopathic origin,” CMR should be considered, despite a normal
echocardiogram.

Beta-blockers, non-dihydropyridine CCBs or flecainide should
be considered when catheter ablation is not available, not
desired, or is particularly risky in symptomatic patients with
idiopathic VT/PVCs from the RVOT or the left fascicles.
Catheter ablation or flecainide should be considered in
symptomatic patients with idiopathic VT/PVCs from an origin
other than the RVOT or the left fascicles.

ent of patients with ventricular arrhythmias
- death

In patients with an unexplained reduced EF and a PVC burden
of at least 10%, PVC-induced cardiomyopathy should be lla
considered.

In patients with suspected PVC-induced cardiomyopathy, CMR lla
should be considered.

In non-responders to CRT with frequent, predominately
monomorphic PVCs limiting optimal biventricular pacing

despite pharmacological therapy, catheter ablation or AADs
should be considered.

Catheter ablation may be considered for idiopathic VT/PVCs in
asymptomatic patients with repeatedly more than 20% of
PVCs per day at follow-up.

Amiodarone as a first-line treatment is not recommended in
patients with idiopathic VTs/PVCs.

PVC-induced cardiomyopathy

In patients with a cardiomyopathy suspected to be

caused by frequent and predominately monomorphic lla
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PVCs, catheter ablation is recommended.



Kdo ma mit ablaci komorové ektopie?

1. Symptomaticky pacient s KES.

2. Asymptomaticky pacient s ¢etnymi KES (nad 20 000/24hod).

3. Pacient s dysfunkci LK indukovanou/mediovanou KES.

4. Pacient s KES interferujici s CRT stimulaci.

5. Pacient s KT/FiK spousténou KES.
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Katetrizacni ablace komorové ektopie
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Komplikace katetrizacni ablace komorové ektopie

Table 2. Major Complications

Total Idiopathic VT SHD-VT

Type of Complication (n=722) (n=249) (n=473)
Death 0 0 0 Katetriza¢ni ablace pro fokdlni spousténou polymorfni KT a fibrilace komor
Perforation 3(04%  0(0.0%) 3(0.6%)
Tamponade 2 0 2 == NoSHD -~ SHD
Hemopericardium 1 0 1
Thromboembolic event 5(0.7%  1(0.4%) 4(0.8%) -
Stroke intraprocedural 2 0 2
TIA intraprocedural 1 1 0 =
TIA<7 d 1 0 1 = OB
Systemic embolism (legs) 1 0 1 §
Conduction system damage 7(1.0%  1(0.4%) 6 (1.3%) & 0501
AV block 6 1 g
LBBB resulting in HF 1 0 1 “g—
Other 4(06%)  1(0.4%) 3(0.6%) a2 '
Pericarditis 1 1 0
RV lead dysfunction 1 0 1 e
CPR during the procedure ) 0 ) 0 2 4 6 z_;r 10 12 14 16 18 20
Vascular access 26(36%)  4(1.6%) 22 (4.7%) ime (years)
Femoral pseudoaneurysm 14 2 12 Number at risk
Femoral AVF 5 2 3 NoSHD4 13 12 10 9 6 6 4 2 1 1 0
Groin hematoma SHD 4,9 3,0 2,5 2,3 1.6 1.1 8 5 2 1 0
0o 2 4 6 8 10 12 14 16 18 20
With surgical management 3 0 Time (years)
With transfusion needed 3 0
With conservative 1 0 1
management
Total 45(62%) 7 (2.8%) 38 (8.0%)
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» Komorové extrasystoly jsou ¢asté

» |diopatické maiji vétSinou benigni povahu
»Pro kolisavou zatéz KES je vhodné opakovat/prodlouzit Holter EKG monitoraci

» Katetrizacni ablace u indikovanych pacient( je nejucinnéjsi [lé¢ebnou modalitou
KES

»Dokumentace komorové ektopie na 12svodovém EKG

»Komorové extrasystoly mizou byt projevem geneticky podminénych
arytmogennich syndromu

» Vyloucit strukturdlni onemocnéni srdce u vSech pacient(
» Amiodaron do |é¢by idiopatickych extrasystol nepatfi
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