CA LAM SANG CAT DOT NGOAI TAM THU THAT
TREN BN CO XOAN DINH/QT DAI
TAI BENH VIEN DA KHOA KIEN GIANG

BS Lé Van Lam




Ca lam sang

* BN ni», 78 tudi
« Ly do nhap vién: HOi hép + danh trong nguc

* Bénh swr: Cach nhap vién 1 tuan, BN thwong xuyen hoi hop, danh
trong_ngwe, kém nang ngwc (T) tung con xay ra luc nghi. Tinh trang
tai dién nhiéu lan > Nhap vién.

« Tién can ban than: CCSIlI (stent LCxI-OM # 5 thang, hep 50% LAD
1, 80% LCxIl va PLV mach mau nhd); Ngoai tdm thu that; Tang huyét
ap do II; Pai thao dwdng typ 2; Chwa ghi nhan tién can ngat

- Tién can gia dinh: Khdng ghi nhan dét tlr, ngat, ddng kinh, rdi loan
nhip tim
» Thudc: Aspirin 81mg, Clopidogrel 75mg, Atorvastatin 40mg,

Valsartan 320mg, Metoprolol succinate 50mg, Dapagliflozin 10mg,
Metformin 850mg



Kham lam sang va cac xet nghieém CLS

» Kham: BN tinh, tiép xuc tot, da niem hong, tim khdng déu, phoi
trong, bung mém, khéng dau than kinh dinh vi

» Sinh hiéu: HA 120/80 mmHg, nhip tim: 85 I/ph, SpO2 96%, nhip
thé 18 I/ph, nhiét d6 37°C, BMI 20 kg/m?

« ECG: Ngoai tdm thu that nhip ddi, thiéu mau cuc bd co tim

» Siéu am tim: Day that (T) dong tam (IVSd=PWd#12mm), EF 55%,
h& 2 la nhe

« Cac xét nghiém khac: Troponin | hs 1an 1: 20 pg/ml, 1an 2: 25
pg/ml, TSH 1.2 mIU/L, FT4 1.7 ng/dL, K+ 3.8 mmol/L, Na+ 135
mmo/L, Creatinine mau 80 umol/L
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Wellens sign B

Deeply inverted anterior T waves, not
always accompanied by chest pain
\ J

* Wellen sign B: Critical LAD stenosis

» Myocardial ischemia and infarction:
Can lead to QT prolongation by
altering ion channel function and
Increasing repolarization dispersion

Peter Libby (2022), Braunwald’s Heart Disease, Elsevier, 12t
Zhu et al Pathogenesis and Management of Long QT Syndrome, Heart
Rhythm O2, Vol 5, No 8, August 2024




Chan doan XCp tri

1/ Con dau that ngwe khéng 6n - Mac monitor theo déi nhip
dinh (stent LCxI-OM DES # 5 tim

thang, hep 50% LAD Il, 80% LCxill, - B6 sung Kali + Magie IV

PLV mach mau nho);’ * Propranolol 40mg 1v x 3

2/ Ngoai tam thu that (T) nhip d6i . Aspirin 81mg, Clopidogrel

c6 dang R/T 75mg 1v, Atorvastatin 40mg,
3/ Tang huyét ap do II; Dai thao Valsartan 320mg, Dapagliflozin

10mg
 Chup mach vanh * PCI
* Holter ECG

duwong typ 2



LCA CAG
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RCA CAG




Holter ECG

24h

- PVC don dang, # 35%,

R/T

- Nhanh that ngan
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QTc theo Bazett
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Management of idiopathic premature ventricular complexes

« Evaluate clinical Impact
» Evaluate PVCs burden
» Evaluate LVEF

» Exclude other etiologies

!

Frequent idiopathic PVCs (burden >5%~10%)

I R R A A LR LD Tl I

* LVEF improved

* LVEF did not improve

I T Vo WIS MR TS II

* LVEF did not Improve

Coumel’s triangle of
arrhythmogenesis

Substrate

Myocardial fibrosis
Cardiac remodelling

Ventricular
arrhythmia

Modulator

Autonomic
Nervous system

Trigger

Early/delayed
afterdepolarisations

Continue appropnate
management

« Consider other etiologies
for cardiomyopathy
*ICD if LVEF remains =35%

» Considar other eticlogies

despite optimal therapy

* Considar alternative

for PVCs and
cardiomyopathy

antiarthythmic treatments
for PVCs**

https://doi.org/10.1007/s12471-024-01880-w

Ziad F. Issa et al. (2024). Clinical Arrhythmology and
Electrophysiology: A Companion to Braunwald’s
Heart Disease, Elsevier, 4th



LVOT PVC




Tiep can ngwoc dong tir ddng mach dui (P) véi
4mm non-irrigated ablation catheter

RAO 30° LAO 30°




Activation mapping




45W, 70°C, Impedance 1500, 60s




ECG sau RFA
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Holter ECG 24h sau RFA: ti lé PVC # 0%
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QTc sau RFA
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ECG sau 1 thang: RR 760ms, QT 420ms
— QTc 482ms




sau 3 thang: RR 800ms, QT 400ms
— QTc 447ms




PVC/VT voi QT dai?



Post-extrasystolic T-U wave changes

» Postextrasystolic changes of the T-U wave were first reported
by P.D.White in 1915

 Action potential duration of the the PVC is short - step
iIncrease In cycle length associated with the postextrasystolic
pause —> prolong action potential, long diastolic interval of the
postextrasystolic beat

« Changes in the T-U wave amplitude, shape, or polarity of the
sinus beats immediately following ventricular extrasystoles

* Link between post-extrasystolic T-U wave augmentation and
torsades de pointes

White PD. Alternation of the pulse: A common clinical condition. Am J M Sc 1915;150:82

Viskin S, Heller K, Barron HV, et al. Postextrasystolic U wave augmentation, a new marker of increased arrhythmic risk in patients without the long QT syndrome. J Am Coll
Cardiol 1996;28:1746-1752

Burges MJ, Pollard AE, Spitzer KW, Yang L. Effects of premature beats on repolarization of postextrasystolic beats. Circulation 1995;92:1969-80



U wave changes
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Théng diép mang vé

- “Postextrasystolic T-U wave changes” nén dwoc can nhac
la mot trong nhirvng nguyén nhan gay kéo dai khoang QT.
“Postextrasystollc T-U Wave changes” c6 thé lam tang
nguy co roi loan nhip that, xoan dinh.

- Cat dot ngoai tam thu that gay ra “Postextrasystolic T-U
wave changes” la mot bién phap c6 the khoi phuc lai
khoang QT.



Xin chan thanh cam on!
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