CAP NHAT KHUYEN CAO
DIEU TRI LOAN NHIP THAT

TS TON THAT MINH
GPb BV TIM TAM BUC
CT HOI NHIP TIM HOC TP HCM



Bién chrng loan nhip that/NMCT

» Ngoai tam thu that

» Nhip tw that gia téc

« Nhip nhanh that khong kéo dai
« Nhip nhanh that kéo dai
 Rung that




Rate of Sudden Death or Cardiac

2.504

2.25- T B LVEF =30% (n=3852)
- @ LVEF, 31-40% (n=4998)
2.00- A LVEF >40% (n=2406)
o 1.75-
£
\? =
< 1.50-
k=) .
S 1.25-
(&)
m —
— |
g 1.00-
o
= ]
T 0.75-
= 0.50-
<
2 - Q\_:.
000 1 1 1 1 1 1 ////l 1 1 ! 1
1 2 3 4 S5 6 12 24 36 48

Months after Myocardial Infarction



Piéu tri thudc

Phong nglra dét t&r vé&i nhibng thudc diéu tri suy tim

COR | LOE Recommendation for Pharmacological Prevention of SCD

1. Nhitng bé&nh nhan suy tim c6 phan suat tbng mau gidm
(LVEF <40%), diéu tri v&i (c ché beta, c ché thu thé
mineralocorticoid va trc ché men chuyén hodc (rc ché thu thé
angiotensin hodc rc ché neprilysin (thu thé angiotensin)
dwoc khuyén céo lam gidm ti [& dot t& do tim va ti 1& tl vong
do moi nguyén nhan.

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac
Death



Loan nhip that nguyén phéat & budng tong
e S s 61, Iopathc Outlow Trac Ventricular
S Arthythmia

ts with symptomatic PVCs in an
otherwise normal heart, treatment with
[a beta blocker or nondihydropyradine ]
calcium channel blocker is useful to

mptoms it T 2 T Recommendationsfor atheter ablation ofidopathic O VA

2. In patients with symptomatic WA in an
otherwise normal heart, treatment with
an antiarrbythmic medication is reasonable
to reduce recurrent symptomatic S
arrhythmias and improve symptoms if COR I.OE Recommendatlons
beta blockers and nondihydropyradine
calcium channel blockers are ineffective or
not tolerated 553582

1, I patients with frequent and symptomatic PVCS originating from the RVOT in an

othenwise normal heart,(atheter abation s ecommended i preference to metoprolol o

propafenone,
2. In patients with symptomatic VAs from the RVOT in an othenwise nommal heart for whom

antiarrhythmic medications areneffective, not tolerated, ornotthe patient's reference,

is useful,
3. Inpatients with symptomatic idiopathic sustained monomorphic VT, atheter ablation/

gafil

1. Outflow Tract and Atrioventricular Annular VA

Recommendations for Outflow Tract VA
References that support the recommendations are summarized in

. patients with symptomatic outflow tract
VA in an otherwise normal heart for whom
antiarrhythmic medications are ineffective,
not tolerated, or not the patient’s preference,
catheter ablation is useful 531-1-581-3

2. In patients with symptomatic outflow tract

AT in an othenwise normal heart. a beta
blocker or a calcium channel blocker|is

useful 38.1-1-58.1-3

2019 HRS/EHRA/APHRS/LANRS expert consensus statement on catheter ablation

2017 AHA/ACC/HRS Guideline for Management of Patients With Ventricular ) -
of ventricular arrhythmias

Arrhythmias and the Prevention of Sudden Cardiac Death



Nhip nhanh that tai cot co’ nhi

8.2. Papillary Muscle VA

Recommendation for Papillary Muscle VA (PVCs and VT)

References that support the recommendation are summarized in

p [P ————— ..- ._.l'i.. F—
wecommend !_-_ tion

1. In patients with symptomatic VA arising
from the papillary muscles for whom
antiarrhythmic medications are ineffective,
not tolerated, or not the patient’s preference,
catheter ablation)is useful 58 21-5.2%

2017 AHA/ACC/HRS Guideline for Management of Patients With Ventricular
Arrhythmias and the Prevention of Sudden Cardiac Death



Nhip nhanh that do vong vao lai tai nhanh, bo

8.3. Interfascicular Reentrant VT (Belhassen Tachycardia)

Recommendations for Interfascicular Reentrant VT (Belhassen
Tachycardia)

References that support the recommendations are summarized in

1. In patients with verapamil-sensitive,
idiopathic VT related to interfascicular
reentry for whom antiarrhythmic medications
are ineffective, not tolerated, or not the
patient’s preference,[catheter al::plat'ton] is
useful 58.3-1-58.3-3

2. In patients with sustained hemodynamically
tolerated verapamil-sensitive, idiopathic
VT related to interfascicular reentry,

[intrauenuu5 verapamil]is recommended for
VT termination %33-583%

3. In patients with recurrent verapamil-sensitive
idiopathic LVT, chronic therapy with oral
verapamil can be useful 583738310

2017 AHA/ACC/HRS Guideline for Management of Patients With Ventricular
Arrhythmias and the Prevention of Sudden Cardiac Death

4.6, Ventricular Arrhythmia Involving the His-
Purkinje System, Bundle Branch Reentrant
Ventricular Tachycardia, and Fascicular Ventricular
Tachycardia

Recommendations for catheter ablation of bundle branch reentrant VT and for catheter ablation of fascicular

(OR  LOE  Recommendations

1. In patients with bundle branch reentrant VT, katheter ablation Js useful for reducing

the risk of recurrent VT,
2. In patients with idiopathic left fascicular reentrant VT for whom medications are
ineffective, not tolerated, or not the patient's preference, atheter ablationlis useful.
3. Inlarger pediatric patients (215 kg) with idiopathic left fascicular reentrant VT in
whom medical treatment is ineffective or not tolerated, (catheter ablation Js useful.
. In patients with focal fascicular VT with or without SHD, useful.
5. In patients with postinfarction reentrant Purkinje fiber-mediated VT, catheter
(ablation s useful,

2019 HRS/EHRA/APHRS/LANRS expert consensus statement on catheter ablation

of ventricular arrhythmias



PVC-Induced Cardiomyopathy

COR LOE Recommendations for PVC-Induced Cardiomyopathy

1. Nhitng bénh nhan can kiém soat roi loan nhip gay triéu chirng
hodc gay giam chirc nang that do ngoai tdm thu that thuwong
xuyén (thuong >15% nhip tim co ban va cé 1 kiéu hinh néi troi)
va khong dap &ng da vaéi diéu tri thudc hoac khéng dung nap
thudc hodc do v mudn cha bénh nhan, diéu tri loan nhip bang
cat dot qua catheter duoc khuyén cdo

2. Nhitng bénh nhan c6 bénh co tim do ngoai tdm thu that, diéu
tri thudc (vd. chen beta, amiodarone) c6 ich lgi lam giam tan
sO roi loan nhip, va cai thién triéu chirng cling nhu chirc nang
that trai.

2017 AHA/ACC/HRS Guideline for Management of Patients With Ventricular
Arrhythmias and the Prevention of Sudden Cardiac Death



Loan nhip that do co that ddng mach vanh

7.1.1.1. Coronary Artery Spasm

Recommendations for Patients With Coronary Artery Spasm

References that support the recommendations are summarized in

tecommendations

. In patients with VA due to coronary artery
spasm, treatment with maximally tolerated
doses of a[-:alcium channel I:-In-:ker]and
smoking cessation are indicated to reduce
recurrent ischemia and VA_7.1.1.1-L57.1.1.1-2

2. In patients resuscitated from SCA due to
coronary artery spasm in whom medical
therapy is ineffective or not tolerated, an ICD
is reasonable if meaningful survival of greater
than 1 year is expected . >7 "1 1-3=57.1.10.1-%

3. In patients resuscitated from SCA due to
coronary artery spasm, an ICD in addition
to medical therapy may be reasonable if
meaningful survival of greater than 1 year is
E'J{DE'-CtEd .5'-'.1. 1. 1-3-57.1.1.1-&6

2017 AHA/ACC/HRS Guideline for Management of Patients With Ventricular
Arrhythmias and the Prevention of Sudden Cardiac Death



Nhip nhanh that da dang kéo dai

[ S st
loromeaorpic VT

Sana M. Al-Khatib. Circulation. 2017 AHA/ACC/HRS Guideline for
Management of Patients With Ventricular Arrhythmias and the
Prevention of Sudden Cardiac Death, Volume: 138, Issue: 13, Pages:

© 2017 by the American College of Cardiology Foundation, the
e272-e391, DOI: (10.1161/CIR.0000000000000549)

American Heart Association, Inc., and the Heart Rhythm Society.



EP study
(especially in the
presence of

NSVT)

Primary prevention in pts with IHD, )
LVEF <40% D

Phong ngtra
tien phat

MI <40 d
and/or

Reassess LVEF
>40 d after Ml
and/or >90 d after
revascularization

NYHA
class |V candidate
for advanced HF
therapyt

NYHA
class Il or Il
VEF <35%

LVEF <40%,
NSVT, inducible
ustained VT o
EP study

NYHA class |
LVEF <30%

N Ye N
ICD ICD should not
(GDMT) ((Class IIa) be implanted
(Class llI:
Journal of the American College of Cardiology No Benefit)

Volume 72, Issue 14, October 2018
DO 10.1016/).jacc.2017.10.053



Secondary prevention in
pts with IHD

Y v

Exclude reversible So?’;‘ussli;‘i’:;é (Car P — JD History cc?n5|s.tent with an
arrhythmic etiology for
causes spontaneous
monomorphic VT* syncope

Phong nguwra
thtr phat

Ischemia
warranting
revascularization

Inducible
VA

Extended)

Journal of the American College of Cardiology monitoring

Volume 72, Issue 14, October 2018
DOI: 10.1016/).jacc.2017.10.053




Bénh tim khong do thiéu mau cuc bd

(_Pah&nts with HIEMJ

NICM due to
Class =10 LANA mutation
HF and N and 2° nsk
LVEF =35%

Arrythmogenic
SYNCope
suspected

‘r"e& Eﬂnmgy uncertain

l I
ICD EP Study
- [[L'-bsllh} [[ﬂlﬂ lIa]J [{Emlla}]

Ir FI-I'.‘IETII'U'

If LVEF =35%
and
Class lI-1l

HF

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac Death

LVEF z3mo



Treatment of Recurrent VA In Patients With Ischemic Heart

Disease or NICM

ICD with VT/VF
recurrent arrhythmia*

Sustained
monomorphic VT
l I
Catheter ablation
as first-line therapy

(Class llb)

Polymorphic
VT/VF

Consider
reversible
causes

|
Drug, electrolyte induced

2017 AHA/ACC/HRS Guideline for Management of Patients With Ventricular
Arrhythmias and the Prevention of Sudden Cardiac Death

Ischemia

L 4
Beta blockers
or lidocaine

1
No reversible causes
1

Arrhythmia
not controlled

(Class lla)
]

Arrhythmia
not controlled

Identifiable
PVC triggers

Catheter Catheter
ablation ablation
(Class lla)) \(Class lla

Autonomic
modulation
(Class llIb)



Bénh tim do rbi loan kénh dién thé

Recommendations for Cardiac Channelopathies

References that support the recommendations are summarized in Online Data Supplement 39.

COR

LOE

Recommendations

1.

In first-degree relatives of patients who have a causative mutation for long
QT syndrome, catecholaminergic polymorphic ventricular tachycardia, short
QT syndrome, or Brugada syndrome, genetic counseling and mutation-specific
genetic testing are recommended (1-6).

In patients with a cardiac channelopathy and SCA, an Is recommended if
meaningful survival of greater than 1 year is expected (7-13).

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac Death




HC QT dal

QT prolonging drugs/
.. ’ Lars hypokalemia/
* QT dai e e i
cardiac amJ L * (Class IIl: Harm)
[ﬂT-n <470 n-@ QTc 2470 ms and/
or symptomatic
Beta blocker
(Class lla)

1

Asymptomatic and

oo Persistent symptoms
Recurrent and/or other high-risk
shocks for VT | featurest QTc >500 ms

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac Death



Ho6i chirng QT ngan

Recommendations for Short QT Syndrome
References that support the recommendations are summarized in

. In [asymptomatic) patients with a short QTc
interval, observation|(without treatment|is
recﬂmmended_ﬁ?.ﬂj 5=1.57.9 152

2. In patients with short QT syndrome
who have a(cardiac arrest|or sustained
(wa] an(ICD)is recommended if
meaningful survival greater than 1 year
iS_ Expected_f:?.'ﬂ 1.5-3=57.9.1.5-5

3. In patients with short QT syndrome and
recurrent sustained VA, treatment with
quinidine can be useful 7915337 81.8557.8.1.5-8

4. In patients with short QT syndrome and VT/
VF storm, isoproterenol infusion can be
effective . 579.1.5-7

5. In patients with short QT syndrome, genetic
testing may be considered to facilitate
screening of first-degree relatives 79154

2019 HRS/EHRA/APHRS/LANRS expert consensus statement
on catheter ablation of ventricular arrhythmias



Nhip nhanh that da dang do catecholaminergic

Recommendations for Catecholaminergic Polymorphic Ventricular Tachycardia

References that support the recommendations are summarized in Online Data Supplement 41.

COR

LOE

Recommendations

beta blocker

1. In patients with catecholaminergic polymorphic ventricular tachycardia, a

is recommended (1, 2).

2. In patients with catecholaminergic polymorphic ventricular tachycardia and

[recurrent sustained VT or wncnpe,] while receiving adequate or maximally

tolerated beta blocker, treatment intensification with either combination
medication therapy (e.g., beta blocker, flecainide), left cardiac sympathetic
denervation,

and/or an(ICD)is recommended (2-6).

3. In patients with catecholaminergic polymorphic ventricular tachycardia and
with clinical VT or exertional syncope, genetic counseling and genetic testing
are reasonable (7).

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac Death




Bénh loan san that phai

In patients- with -arrhyﬂimn:,genlc right uentﬂ:ul;'ir éardlnmynpaﬂw and an
additional marker of increased risk of SCD (resuscitated SCA, sustained VT)
significant wventricular dysfunction with RVEF or LVEF =35%), |[an ICD]is

recommended if meaningful survival greater than 1 year is expected (9-13).

—_— =

In patients with arrhythmogenic right wventricular cardiomyopathy and
syncope presumed due to VA, an ICD can be useful if meaningful survival
greater than 1 year is expected (10, 11, 13).

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac Death




Documented or

ECG Brugada oo

i

Sispected Rnigada syndrome i Lifestyle changes: i
without Type | ECG 1. Avord Brugada
aggravating drugs
M‘ . AVOIC excessive
challenge c alcohol
(Class lla) é Avoid cocaine 3

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac Death



HGi chirng tai cwwe so'm

9.1.4. Early Repolarization “J-wave"” Syndrome

Recommendations for Early Repolarization Syndrome

References that support the recommendations are summarized in

ommendations

1. In asymptomatic patients with an
early repolarization pattern on ECG,
observation|without treatment is
mcﬂmmended_SJg 1.4-1,57.9.1.4-2

2. In patients with early repolarization
pattern on ECG and cardiac arrest or
(sustained VA] an{ICDJis recommended if
meaningful survival greater than 1 year is
ex F.'IE'CtEd I‘i'-".ir 1235790 .4-4

3. In patients with early repolarization
pattern on ECG, genetic testing is not
recommended 579145

2019 HRS/EHRA/APHRS/LANRS expert
consensus statement



Bénh co tim phi dai

( Patients with HCM )

Family Hx SCD;
LVWT =30 mm;
syncope <6 mo

SCD survivor,;
sustained VT

Mo

Yes

ICD
(Class Ila)

gYes—n

IL-U
ICD (Class III
Class lla) II: Mo Benefit)

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac Death




Bénh tim sarcoidosis

Syncope, andfor

. extansive scar by
[P““":!‘f ".’"‘I “;"j‘“‘" cardiac MRI or PET
andior a candidate fior

nent pacemakes

d Sana M. Al-Khatib. Circulation. 2017 AHA/ACC/HRS Guideline for
0 Management of Patients With Ventricular Arrhythmias and the
! Prevention of Sudden Cardiac Death, Volume: 138, Issue: 13, Pages:

© 2017 by the American College of Cardiology Foundation, the
e272-e391, DOI: (10.1161/CIR.0000000000000549)

American Heart Association, Inc., and the Heart Rhythm Society.



VIEm co tim

Recommendations for Myocarditis

References that support the recommendations are summarized in Online Data Supplement 32.

COR

LOE

Recommendations

C-LD

1. In patients with [Iifevthreatening VT or VF ]assm:iated with confirmed or
clinically suspected myocarditis, referral to centers with mechanical
[hemndvnamic support and advanced arrhythmia management] is
recommended (1).

b

C-LD

2. In patients with @iant cell myocarditis with VF or hemodynamically unstable "d'T]
treated according to GDMT, an[ICD)and/or an antiarrhythmic medication may
be considered if meaningful survival of greater than 1 year is expected (2-4).

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac Death




Nhom bénh tim bam sinh

ACHD with documented or
suspected life-threatening VA

+ & ¥
Initial presentation: ACHD with high-risk Adults with repaired TOF
resuscitated features* and frequent or complex VA
cardiac amast and Frm_]nm WA [

Unexplained syncope
and at least moderafe

ventricular dysfunction or
marked hyperirophy

anstamned WT

Sustaned vT) ,
Catheter
atlalin

[Chss lia)
Inducible
sustained WVTAE
Class lla L if
— EP study icD
(Class lia) (Class lia)
i positi

2017 AHA/ACC/HRS Guideline for Management of Patients With
Ventricular Arrhythmias and the Prevention of Sudden Cardiac Death




Nhip nhanh that trén BN c6 thiét bi hd tro that trai

1.7.9. Left Ventricular Assist Device

Recommendation for Patients With an LVAD

References that support the recommendation are summarized in

COR LOE | Recommendation

ta | cqp | 1 patentswih an lVAD and sustaned VA
an{ICD)can be beneficial #7*

2019 HRS/EHRA/APHRS/LANRS expert
consensus statement



Khuyén
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diéu tri
loan
nhip
that

O bénh
co’ tim
do loan
nhip

2019 HRS/EHRA/APHRS/LANRS expert
consensus statement on catheter
ablation of ventricular arrhythmias

In individuals with ACM and
syncope suspected to be due
to a ventricular arrhythmia, an <—
ICD is reasonable
(COR lia, LOE B-NR).

In individuals with ARWVC with
hemodynamically tolerated

Cardiac arrest
or sustained VT not
hemodynamically
tolerated?

NNT

Hemodynamically
tolerated sustained VT or
syncope suspected due to
ventricular

— Yes

sustained VT, an ICD is —
reasonable
(COR lla, LOE B-NR).

In individuals with ACM with
LVEF 35% or lower and

Ngat, VT ~ ~arrhythmia?
ICD
rf
ARVC _ ICD
STVT

Phospheolamban,
FLNC mutation, or
Lamin A/C ACM with
LVEF=<45%7

NYHA class | symptoms and
an expected meaningful g
survival of greater than 1
year, an ICD is reasonable
{COR lla, LOE B-R).

*Major criteria: NSVT, inducibility to VT
at EPS, LVEF=45%. Minor criteria: male
sex, >1000 PVCs/24h, nght ventricular
dysfunction (as per major criteria of the
2010 Task Force C 1a), proband
two or more desmosomal variants. If both

then

EF <35%
# o
NYHA I 1€D ™
— Yes
EF < 35%
NYHA| —>ICD ™°

Major and minor
criteria present?*

cardi
LVEF<45% or NSVT, an ICD
is reasonable
(COR lla, LOE B-NR).

In individuals with Lamin A/C
ACM and two or more of the
following: LVEF<45%, NSVT,

= male sex, an ICD is
reasonable
{COR lla, LOE B-NR).
Yes — In individuals with FLNC
R ACM and an LVEF<45%, an

ICD is reasonable
(COR lia, LOE C-LD).

In individuals with Lamin A/C
ACM and an indication for
—3p pacing, an ICD with pacing
capabilities is reasonable
{COR lla, LOE C-LD).

ICD implantation is
reasonable for individuals

with ARVC and three major,

> two major and two minor, or
one major and 4 minor risk

factors for ventricular

arrhythmia*
(COR lla, LOE B-NR).

-|CD




ablation

[ Decision for catheter ]

Khuyén
Cao
Diéu tri
Loan
nhip
that &
BN
bénh co

Sustained
monomaorphic VT7?

Mo

tim do
loan
nhip
bang
cat dot
qua Yes
catheter l

In individuals with ACM and
recurrent sustained
monomorphic VT who have
failed or are intolerant of
amiodarone, catheter ablation
is reasonable for reducing
recurrent VT and ICD shocks
(COR lla, LOE B-NR).

Amiodarone
ineffective or not
tolerated?

ICD

Antiarrhythmic
medications ineffective or
not tolerated?

Yes

In individuals with ACM and
recurrent symptomatic
sustained VT in whom

antiarrhythmic medications are
ineffective or not tolerated,
catheter ablation with
availability of a combined
endeocardial/epicardial
approach is reasonable
(COR lla, LOE B-NR).

ICD + RF

Monsustained WT
or high burden of
ventricular ectopy?

Beta-blockers
andfor antiarrhythmic
medications ineffective or
not tolerated?

Yes

+

In symptomatic individuals with
ACM and a high burden of
ventricular ectopy or
nonsustained VT in whom
beta-blockers and/or
antiarrhythmic medications are
ineffective ar not tolerated,
catheter ablation with
availability of a combined
endocardialfepicardial
approach is reasonable
(COR lla, LOE C-EQ).

RF

*This recommendation does not exclude the choice to continue medical therapy that has not failed and not proceed with ablation

2019 HRS/EHRA/APHRS/LANRS expert consensus statement on catheter ablation of ventricular arrhythmias



Shared Decision Making

COR LOE Recommendations for Shared Decision-Making

1. Nhitng bénh nhan loan nhip that hodc cé nguy co dot tir cao, cac
nha IAm sang nén 4p dung phuong thirc cung chia sé dé quyét
dinh ché d6 diéu tri khong chi dua trén nhitng chirng c&r dang tin
cay nhat ma con dua trén cac gia tri, muc tiéu vé cudc song va sirc
khoe, nguyén vong cta bénh nhan.

2. Nhitng b&nh nhan dang can nhic cdy may mai hodc thay ICD vi hét
pin nén duwgc giai thich vé nguy co dét tir do tim va khéng do tim
do bénh ly suy tim hodc khong phai tim gy ra, vé lgi ich, an toan
va nhirng bién chirng c6 thé cé cla ICD trong toan cdnh vé muc
tiéu strc khoe, cac gia tri va nguyén vong cua ho.

2017 AHA/ACC/HRS Guideline for Management of Patients With Ventricular
Arrhythmias and the Prevention of Sudden Cardiac Death



Két luan
* Loan nhip that nguy hiém nhat la nhip nhanh that, rung that, dé la
nguyén nhan dot t&r. Chan dodn va diéu trj chinh xac sé lam gidm ty |é
dot tir, gdp phan lam gidm ti&r vong tim mach.

 Loan nhip that diéu tri ngoai nhirng phuong phap chung, can danh gia va
xac dinh bénh nén dé cé hudng diéu tri thich hop.

e Piéu trj loan nhip that gdbm thudc, dung cu (ICD), bén canh dé diéu tri cat
dot ngay cang chirng minh dwoc hiéu qua va cd chi dinh nhiéu hon.

* Thong tin, chia sé quyét dinh diéu tri v&i bénh nhan
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