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2015 ESC Guidelines for the management
of patients with ventricular arrhythmias
and the prevention of sudden cardiac death

Recommendations Class® | Level” ‘

Catheter ablation of RVOT VT/PVC is
recommended in symptomatic patients
and/or in patients with a failure of
anti-arrhythmic drug therapy (e.g.
beta-blocker) or in patients with a

decline in LV function due to
RVOT-PVC burden.
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recommended in symptd Jrgent catheter ablation is
and/or in patients with a| .acommended in patients with
anti-arrhythmic drug thel sca_related heart disease presenting

beta-blocker) or in patiel yith incessant VT or electrical storm.
decline in LV function du
RVOT-PVC burden. Catheter ablation is recommended in

patients with ischaemic heart disease
and recurrent |CD shocks due to
sustained VT.

Catheter ablation should be considered
after a first episode of sustained VT in
patients with ischaemic heart disease
and an ICD.
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Catheter ablation is recommended in
patients with DCM and bundle branch
re-entry ventricular tachycardia
refractory to medical therapy.

Catheter ablation may be considered in
patients with DCM and VA not caused nsidered
by bundle branch re-entry refractory to d VT in
medical therapy. lisease




PubMed search :
“Ventricular AND Tachycardia AND Ablation”
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IHD and VT ablation

Palaniswamy C et al. Heart Rhythm 2014;11:2056-63




VT/VF as aurrogatefor highermortality
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Post VT Thermapy

Post VF Therapy

Variable Hazard Ratio 95% Cl
Time-dependent risk factors’
First therapy for VT 3.4 1.9-59 <0.001
First therapy for VF 3.3 1.3-81 0.01
Moss A, et al. MADIT Il population Circulat@®04 Dec 21;110(25):3760




appropriated or inappropriated ICD therapies

Increase mortality

Larsen GK, et al. Heart Rhythm 2011 ; 8 : 15886
Sweeney MO, et al. Heart Rhythm 2010 ; 7 -3&3
Saxon LA, et al. Circulation 2010 ; 122 : 23587

Shock Type Hazard Ratio for Death (95% CI)
=1 Appvs. no App —— 5.68 (3.97-8.12)

>1 Inapp vs. no Inapp —— 1.98 (1.29-3.05)
Both shock types vs. no shock ——&— 11.27 (6.70-18.94)

2.0 . 8.0 16.0

Poole JE, et al. N Engl J Med 2008 ; 359 :-1009

Unadjusted P=0.03

Moss AJ et al. MADRIT
N Engl J Med 2012 367:2288

Delayed therapy

Cumulative Probability of Death

1.0

Years of Follow-up

P Value

<0.001
0.002
<0.001

Conventional therapy

—

B High-rate therapy




History

VT induction =» VT mapping = definition of the ablation target
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When the VT is well-tolerated enough to allow VT
mapping, the first procedure endpoint is VT
termination during RF energy application

de Chillou C et la. Circulation 2002;102:726-31
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Substrate ablation - Different Approaches ‘

Linear ablation Short linear ablation LAVA ablation
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LP ablation Encircling Scar dechanneling
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Aarchlinski FE, et al. Circulation 2000. Arenal A, et al. Circulation 2003. Reddy VY, et al. JACC = o
003. Jais P, et al. Circulation 2012. Jais P, et al Circulation 2013. Berruezo A et al. Circ AE 2012. “ , ;




Elimination of Local Abnormal Ventricular Activities

A New End Point for Substrate Modification in Patients With
Scar-Related Ventricular Tachycardia

Pierre Jars, MD; Philippe Maury, MD; Paul Khairy, MD, PhD; Frédéric Sacher, ML),
[zabelle Nault, MD, FRCPC; Yuki Komatsu, MD:; Méléze Hocini, MD; Andrei Forclaz, MDDy
Amir 8. Jadidi, MD; Rukshen Weerasooryia, MBES; Ashok Shah, MD; Nicolas Derval, MD;

Hubert Cochet, MD; Sebastien Knecht, MD; Shinsuke Miyazaki, MD; Nick Linton, MEng, MRCP;
Lena Rivard, MD; Matthew Wright, MBBS, PhDD; Stephen B. Wilton, MD; Daniel Scherr, MD;
Patrizio Pascale, MD); Laurent Roten, MD; Michala Pederson, MD; Pierre Bordachar, MI);
Frangois Laurent, MD; Steven J. Kim, MEng; Philippe Ritter, MDD
Jacques Clementy, MD; Michel Harssaguerre, MD
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Back toelectrophysiology!!!

Pacemapping



