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ec des extrasystoles ventriculaires ?
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« Contractions cardiaques prématurées, d'origine ventriculaire,
liee a 'hyperexcitabilité d'un foyer ectopique (= réentrée).

« ESV sur cceur « sain » (# infarctus, ni cardiomyopathie)
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Que faire des extrasystoles vent
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riculaires ?

« ESV le plus souvent « bénigne » (TV idiopathique) ... Voir I' ECG
* ESV monomorphe, a couplage fixe et long
* Aspect typique
« ESV avec retard G - axe D ou vertical (ESV RVOT)
« ESV < 120 msec avec retard D axe hyper-G (fasciculaire)
« Disparaissent a | ‘effort




Pattern retard G — axe droit
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ESV bénignes ou malignes ???
» Cardiopathie sous-jacente (Infarctus, DAVD)
» Histoire de syncope (SCD), TV > 220 bpm

Morphologie sur ECG 12-dérivations
= ESV polymorphes ... ou a couplages court
» ESV + pattern BBG et axe supérieur (apex/ paroi inférieur du VD)

Extrasystoles
ventriculaires
polymorphes
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Et [a dysplasie

du VD
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Electrocardiographic Comparison of

Ventricular Arrhythmias in Patients With JACC 2011
Arrhythmogenic Right Ventricular Cardiomyopathy

and Right Ventricular Outflow Tract Tachycardia

Kurt S. Hoffmayer, MD,* Orlando N. Machado, MD,* Gregory M. Marcus, MD, MAS,*
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TABLE 1. Task Force Criteria for Diagnosis of Arrhythmogenic Right Ventricular Dysplasia. (McKenna et al'’)

Major Criteria Minor Criteria

Family history Familial disease confirmed at necroscopy or surgery Familial history of premature sudden death
(35 years of age) due to suspected ARVD.
Family history (clinical diagnosis based on

present criteria)
ECG abnormalities Epsilon waves or localized prolongation (<110 msj Late potential on signal averaged ECG. Inverted T
of QRS complex in right precordial leads (V1-V3) waves in right precordial leads (V2-V3) in subjects
=12 years of age and in the absence of right
bundle branch block
Arrhythmias Sustained or nonsustained LBBB-like ventricular
tachycardia documented on ECG or Holter monitoring
or during exercise testing. Frequent ventricular
extrasystoles {1000/24 hj on Holter
Global or Regional dysfunction Severe dilatation and reduction of RV ejection fraction Mild global RV dilatation or ejection fraction
and structural abnormalities with no or mild LV involvement. Localized RY aneurysms  reduction with normal LV, Mild segmental
{akinetic or dyskinetic areas with diastolic bulgings). dilatation of RV. Regional RV hypokinesia
Severe segmental dilatation of RV.
Tissue characteristics of walls Fibro-fatty replacement of myocardium on endomyocardial
biopsy

ARVD indicates arrhythmogeréc right ventricular dysplasia; LBBD, left bundle branch blsck; LV, left ventricle; RY, right ventricle.
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Comment Controler la Dose des

Béta-Bloquants ?

Gradient de Cardiaque
Pression

Hépatique

Hémodynamiques
Non invasives

Evaluation du
Blocage
Béta-Adrenergique

Effets
Hémodynamiques

Tambocor™ Co T
& rd
iimg Tablets tab.etf”"e 9 200 my

Amiodaro,

2,

Flecainide acetate

R

Oral use ne h}‘drochlonde
For oral administration 30 (Able(s

o
60 tablets moa 0 — 0000 e
9

sun°fi Qventis
—— f




ENnTRES HoSEIT

HOL_INAACOMNT

2022 ESC Guidelines for the
management of patients with
ventricular arrhythmias and the
prevention of sudden cardiac death

Official ESC Guidelines slide set

foyer d’ESV ?
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Et pour les ESV/TV sans cardiopathie ?

Table 9 Summary of the recommendations for the treatment of patients with frequent idiopathic premature ven-
tricular complexes/ventricular tachycardia or premature ventricular complex-induced cardiomyopathy

Ablation Beta-blocker CCB Flecainide Amiodarone
RVOT fascicular PYC/VT:

Class lla Class lla Class lla
Symptomatic, normal LV function
PVC/VT other than RVOT fascicular: Class Ila Class lla
Symptomatic, normal LV function
RVOT/fascicular PYC/NT: Class Ila Class llat Class lla
LV dysfunction
PVCIVT other than RVOT/fascicular: e [ Class llat Class lla
LV dysfunction

PVC

Burden =20%, asymptomatic, normal LV function -
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Ablation par radiofréquence

Circuit de réentrée

|

Foyer / Zone

|

- Flutter atrial
- TRNAV
- Faisceau accessoire WPW

- TV ischémigque ou autre
(DAVD, RBB)

ESV/TV (RVOT)
Tachycardie atriale
FA (ES veines P)
Nceud AV (HIS)
Raretes (Brugada)




Mechanism of Inverted flutter waves in 2,3,AVF, in Typical atrial flutter

Figure 6. Exemple d'un circuit périatriotomie au niveau
de I'OD aprés fermeture d'une CIA

Flutter waves are identified with reference to the direction of the initial slow descend/ascend which
defines the direction of flutter wave , It'snegative in 2,3 ,AVFin classical /Type 1/ or common Atrial
m

flutter. Note the initial circuit is

inscribing inverted F
waves in inferior leads and

. The opposite happens in reverse
typical flutter. (Please note , currently reverse typical flutter is not considered as Atypical flutter)
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Ablation par radiofréguence

1. Lésions de fulguration : électrode loin du tissu - lésion =
coagulation superficielle puis nécrose profonde (zone +++)

2. Scalpel électro-chirurgical : électrode pres du tissu - Iésion (+
vapeur), |ésion moyenne

3. RF Ablation : électrode au contact du tissu - élévation
thermique tissulaire + lésion minimale & cicatrisation rapide

ELECTRODE

ELECTRODE

.

Mnssue

N 7 ,TISSUE
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Ablation .... Surveillance
Energie (W), Température, Impédance

RF energy to the tip electrode
< density of current (W/mm?)

Conveclive heat
.o loss to circulating
blood pool

Resistive (volume)

| Conductive heat
“*¥15,,, exchange into

tissue

- Convective heat
...'

**v loss Lo epicardial
coronary artery

Importance of the
tip electrode size

er— ot al, PAGE LOB3L6 5601

EFFET THERMIQUE

LESIONS DES CELLULES EN FONCTION DE LA TEMPERATURE :

SIT <40°C PAS DE LESION SIGNIFICATIVE

SIT>40°C LESION REVERSIBLE,suivant durée d'exposition

SIT>49°C LESION IRREVERSIBLE

SIT>70°C COAGULATION DES TISSUS

SIT°>100°C DESSICCATION, FORME GAZEUSE |

SI Tl 200°C CARBONISATION DES TISSUS




Temperature >100° < electrode coagulum
electrode coagulum//impedahce rise

contact-related convective heating
tissue heating
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impedance decrease

by!tolOQ Inai’null
e —
P\ —
160
o
140
0 420
58 0
: o i
L R e, (e
¢ 8
i 00 o
0o 0
e 80 o’ A
oo
00 oo
% 5 b
’ =
40
No Impedance Impedance
Rise Rise




cENTRES HOSPITALIERS

TOLINOMNT AaSsss

Maximum tissue
damage

Irrigated RF Cryothermy
(3.5 mm electrode) (6 mm electrode)
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Que faire avec des extrasystoles ventriculaires ?

» Patients symptomatiques (souvent
jeunes 2-40 ans, actifs)

» Médications peu efficaces / + effets
secondaires

« Complications = cardiomyopathie
dilatée et FEVG { ... st ESV tres
fréquentes > 10,000/ 24h)

« Ablation = examen peu invasif
 Localisation RVOT (80-90%)

» Succes 90% si RVOT/LVOT avec
expérience / technique (Carto™)

» Risques a considérer au cas/cas

y o
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Et pour les ESV/TV sans cardiopathie ?

Table 9 Summary of the recommendations for the treatment of patients with frequent idiopathic premature ven-
tricular complexes/ventricular tachycardia or premature ventricular complex-induced cardiomyopathy

Ablation Beta-blocker CCB Flecainide Amiodarone
RVOT fascicular PYC/VT:

Class lla Class lla Class lla
Symptomatic, normal LV function
PVC/VT other than RVOT fascicular: Class Ila Class lla
Symptomatic, normal LV function
RVOT/fascicular PYC/NT: Class Ila Class llat Class lla
LV dysfunction
PVCIVT other than RVOT/fascicular: e [ Class llat Class lla
LV dysfunction

PVC

Burden =20%, asymptomatic, normal LV function -
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Ablation d’extrasystoles ventriculaires
Clés du succes : 1 = enregistrer un ECG

1. Enregistrer un ECG 12-dérivations : localisation
(approximative) du foyer d’extrasystole ventriculaire

November 1995
1112 Jadonath et al. American Heart Journal

Posterior

Anterior
Sites

Sites

Intermediate
Sites

RVOT
Tachycardia

RorRs qR QS or QR

Sites:  Posterior or Intermediate  Intermediate or Anterior Anterior

(1,2,45,7,8) (2,3,5,6,8,9) (3,6,9)
complexe

Lead aVL R-wave R-wave No R-wave

Sites: (Favors 7,8) Intermediate  Intermediate or Anterior
(2.5,8) (2,3,5,6,8,9)

Early R-wave Transition
l (R>Sin Vg)

Yes: (1,2,4,7) (2) (2.3)

3)
No: (5.8) (5.8) (5.6,8,9) (6,9)

Fig. 9. Algorithm for identifying site of origin of repetitive monomorphic ventricular tachycardia
originating from RVOT septum on the basis of the QRS characteristics observed in leads I, aVL, and R/S
ratio in the precordial leads. Presence of an early R-wave transition was said to favor a given site if fre-
quency with which pacing at that site resulted in early precordial R-wave transition was =55%. Absence
of early R-wave transition was said to favor a given site if incidence was =20%.
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Ablation d’extrasystoles ventriculaires
Clés du succes : 2 = topostimulation
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Ablation d’extrasystoles ventriculaires
Clés du succes . 3 = precocite ite d’activation)

Study Map Point Catheter ECG Display Imaging Window Tools Help FileTirme: ) Time:2015.1 1551594
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’Ablation fl’extrasystoles ventriculaires
Clés du succes : 4 = plus A’ESV apreés les tirs
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Apres les tirs d'ablation
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Ablation d’ESYV : causes d’echec ?

Pas d’ESV spontanées lors de I'examen EEP ... méme sous
isuprel® (isoprotérenol)

Origine inhabituelle de ESV

* ESV LVOT < RVOT

* Pres du His ?

* Pres des coronaires ?

* Au niveau de I’épicarde (12%)
Expérience de l'opérateur

Qualité de la cartographie (systeme PASO®)
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Conclusions : que faire avec des ESV ?

* Les ESV sont le plus souvent bénignes / asymptomatiques
* ESV a enregistrer (tracé 12-dérivations) : > 10,000 / jour ??
* Profil de risque a voir (critéeres bénin/malin)

* Médications souvent peu efficaces (BB)

* Ablation = option possible a discuter chez les patients
symptomatiques

* Expérience du cardiologue/matériel (systeme Carto™ ... est
associé a une \ irradiation, /N succes

* Rares complications de la procédure
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L'étude électrophysiologique
et I'ablation

Brochure d'information
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CIes du succes de la procédure —
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