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Abstract: Background:SCD constitute a significant part of cardiovascular deaths. More than 90% of such 

deaths result from VT and/or VF. Despite the use of new pharmalogical agents, RF ablation and ICD therapies, 

prognosis of patients with ventricular arrhytmias is still poor. Hemodynamic status during VT determines the 

treatment strategy. Aim:We aimed to evaluate RV and LV echo parameters for prediction of hemodynamic 

instability in patients with stable or unstable VT during EPS.Material-Metod: Patients with induced VT during 

EPS were included. Participants divided into two groups according to the hemodynamic situation as stable or 

unstable. Results: History of cardiovascular disease, diabetes, hyperlipidemia and medication with 

antiarrhytmic drugs were similar in both groups. However; prevalance of hypertension and the number of 

patients in NYHA class III were higher significantly more in the unstable VT group. LVEF values of unstable 

VT group were significantly lower and MPItri values were significantly higher. 

Conclusion: Unstable VT may be observed in participants who are elderly, hypertensive, lower LVEF, higher 

MPItri values, have worse baseline NYHA functional. Participants with these clinical characteristics may need 

more aggressive pharmacologic therapy and ICD programming approach. More conservative medical therapy 

and ICD programming approaches may be used in participants without these characteristics. 

 

Keywords: Echocardiography,electrophysiological study,instability,ventricular tachicardia. 
 

 

I. INTRODUCTION 

Ventricular arrhythmias may be asymptomatic or have different clinical presentations including 

dyspnea, chest pain, feeling of weakness, hypotension, syncope, and sudden cardiac death. The primary concern 

regarding these arrhythmias is the potential risk of a sudden cardiac death (SCD) (1), which accounts for a 

significant portion of cardiovascular deaths. A very significant proportion of such deaths occur as a result of 

ventricular tacyhcardia (VT) and/or ventricular fibrilation (VF). Ventricular arrhythmias occur in approximately 
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20% of patients with acute myocardial infarction and in approximately 50% of patients with heart failure, and 

these arrhythmias are associated with both very high mortality and morbidity rates.  

 Despite the use of new pharmacological agents, advances in electrophysiology and the increasing 

effective use of implantable cardioverter defibrillators (ICDs), the prognosis still remains poor. The effect of 

ventricular tachycardia on hemodynamics is an important point of distinction in the treatment approach (2). In 

patients with heart failure, VT has an important role in worsening heart failure and sudden cardiac death (3). In 

this patient group, it represents a phenotypic expression of multiple complex mechanisms including 

neurohormonal signaling changes, structural remodeling, and electrophysiological changes (4). It is also 

associated with many factors involved in its pathophysiology such as ischemia (5), myocardial fibrosis and scar 

tissue (6), and sympathetic nervous system stimulation (7).  

The prognosis of ventricular arrhythmias can be misleading when evaluated in a simplistic manner. 

One may think that these malignant arrhythmias may be more fatal with increasing morbidities. However, there 

exists some conflicting data. It has been shown that not all patients with ventricular arrhythmias and coronary 

artery disease have a poor diagnosis. One study evaluated 124 patients with a history of previous myocardial 

infarction and hemodynamically stable ventricular tachycardia and found an annual sudden death rate of 2.4%. 

In another study, Brugada et al. observed that only three (2.1%) of 140 patients with a hemodynamically stable 

VT episode experienced sudden cardiac death during a 26-month follow-up period (8). In this regard, the effect 

of ventricular arrhythmia on hemodynamics and its determinants gains importance in terms of both prognosis 

and treatment approach. Based on the hemodynamic status during VT, patients can be categorized into two 

groups. Patients with pulseless VT and those who exhibit at least two of the following symptoms during VT, 

namely ongoing or worsening respiratory failure, chest pain, hypotension, shock, pulmonary edema, and altered 

consciousness, can be classified as the unstable VT group while those patients with VT who do present the 

aforementioned characteristics can be classified as the stable VT group (9). Electrophysiological study, an 

important diagnostic and therapeutic method in these patient groups, is performed to determine the risk, to 

evaluate the need for ICD implantation or the function of implanted devices, and to perform ablation. If 

hemodynamically unstable tachycardias can be predicted and ICD programming can be performed based on 

these predictive parameters, it may contribute to the resolution of ICD-related problems (10,11). Ventricular 

tachycardia may be re-induced in most patients presenting with VT, especially in those with coronary arter 

disease (12). However, it is unclear which patients with induced VT will be stable or unstable.  

In the light of all these data, our aim was to determine the right and left ventricular echocardiographic 

parameters that may be predictive of instability in patients with stable or unstable ventricular tachycardia during 

electrophysiological evaluation. 

 

II. MATERIAL AND METHODS 

The study was conducted at the Cardiology Department, Faculty of Medicine, Pamukkale University. Patients 

included those who presented to our clinic with a complaint of cardiac arrhythmia and met the inclusion criteria.  

 

Study Group 

The study group included 93 patients scheduled for ICD implantation for primary and secondary prevention. All 

patients had an indication for class I ICD implantation according to current guidelines. Detailed anamnesis and 

physical examinations were performed in all patients before the indication for ICD as well as evaluations of 

routine laboratory tests. They all underwent direct chest radiography and ECG analysis prior to implantation. 

Patients with potantial reversible causes of VT such as electrolyte imbalance (n=11), acute ischemia (n=11), and 

history of potential drug-induced QT dispersion (n=19) were excluded. All patients underwent EPS before ICD 

implantation. Patients who showed no VT induction on EPS and whose VT cycle duration was below 225 msec 

were excluded. And patients who showed VT induction on EPS were categorized into two groups; those with 

pulseless VT and who exhibited at least two of the following symptoms during VT, namely ongoing or 

worsening respiratory failure, chest pain, hypotension, shock, pulmonary edema, and altered consciousness as 

the unstable VT group; and those with VT who do present the aforementioned characteristics as the stable VT 

group based on their hemodynamic status during VT in accordance with the American Heart Association 

Guidelines Update for Cardiopulmonary Resuscitation and Emergency Cardiovascular Care.  
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Two-dimensional transthoracic echocardiography (TTE) was performed in all patients before EPS. Patients 

without an adequate echocardiographic window (n=9), which would prevent TTE and obtain reliable 

information were excluded. Patients with severe aortic stenosis, mitral stenosis, aortic regurgitation, moderate or 

severe mitral insufficiency, atrial septal defect, ventricular septal defect, ascending aortic aneurysm or aortic 

dissection (n=6) were also excluded. As a result, the study included a total of 93 patients, including 48 

hemodynamically stable and 45 hemodynamically unstable patients.  

Two-dimensional transthoracic echocardiography and electrophysiological studies of the patients included in the 

study were evaluated according to the routine clinical procedures. During the electrophysiological study, 

patients were divided into two groups, including those with stable and unstable ventricular tachycardia. 

Comprehensive demographic, electrophysiologic and echocardiographic parameters were compared between the 

two groups.  

     None of the patients underwent additional test or intervention during the study. This study was approved by 

the Non-Interventional Clinical Researches Ethics Committee of Pamukkale University. 

 

Statistical Analysis 

Statistical analyses were performed using the Statistical Package for Social Sciences – (SPSS) version 16.0 on 

the Windows Operating System.  Continuous variables were expressed as mean ± standard deviation while 

categorical variables reported as number (percentage). The qualitative data was compared using the Chi-square 

test and the Student’st-test was used for comparison of quantitative data. The results were analyzed with a 95% 

confidence interval and significance level was set at p < 0.05. Backward logistic regression analysis was 

employed to examine the variables considered to have an impact on the dependent variable. 

 

III. RESULTS 

The ninetythree patients with EPS-induced ventricular tachycardia were divided into two groups as 

hemodynamically stable (Group I) and unstable (Group II). The mean age of the stable ventricular tachycardia 

group was 59.92±12.38 years, while the mean age of the unstable ventricular tachycardia group was 

67.04±10.40 years (p=0.033). Stable VT group had significantly better functional capacity according to the 

NYHA classification (NYHA class I-II 76% in Group 1 vs. 24% in Group 2, p=0.01). In terms of risk factors, 

patients with unstable VT were more hypertensive (24% in Group 1 vs. 56% in Group 2, p=0.021). No 

statistically significant difference was found between the groups in terms of other demographic data and risk 

factors (Table 1). 

The diameter, area, volume, systolic and diastolic parameters of the heart chambers were measured by TTE in 

the stable and unstable VT groups and data were compared. In the unstable VT induced group, among left 

ventricular echocardiographic parameters, left venticular ejection fraction (LVEF) values were significantly 

lower compared to the stable VT induced group (p=0.039). No statistically significant difference was found in 

other left ventricular systolic and diastolic parameters and Doppler measurements between the two groups 

(p>0.05). Among the right ventricular echocardiography parameters, myocardial performance index tricuspid 

(MPItri) values were higher in the unstable VT induced group than in the stable VT induced group (p=0,027). 

There was no statistically significant difference between the two groups in other right ventricular 

echocardiography parameters (Table 2). 

The results of regression analysis of the factors involved in the development of hemodynamic instability in 

patients with EPS-induced VT are shown in Table 3. Backward logistic regression analysis of the parameters 

involved in development of unstable VT development showed that age (hazards ratio (HR) =4.95 [95% 

Confidence Interval (CI), 1.03-23.69], p=0.045, MPItri (HR =7.74 [95% CI, 1.51-39.49], p=0.014) were 

independent risk predictors for the development of unstable VT.  

 

IV. DISCUSSION 

Our main finding in this study was that in patients with electrophysiological study induced unstable VT, 

low ejection fraction determined by echocardiography and myocardial performance index (MPItri) derived from 

right ventricular measurements of the tricuspid area are important parameters for predicting instability. Age and 
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pre-procedural NYHA class were significantly higher in patients with induced unstable VT. Finally, the 

presence of hypertension seems to be a risk factor with predictive value in the induction of unstable VT.  

In the patient population with underlying structural cardiac disease and low left ventricular fibrillation and 

unstable ventricular tachycardia, sudden cardiac death resulting from cardiac arrest secondary to malignant 

arrhyhtmias such as ventricular fibrillation and unstable ventricular tachycardia is common. Despite significant 

advances in the treatment of heart failure in recent years, approximately half of patients are lost with sudden 

cardiac death due to fatal arrythmias or recurrent ischemic episodes (13-15). The most commonly used and best-

defined risk factor for major arrhythmic events is the assessment of left ventricular function. Nevertheless, a 

simple algorithm that can be used to select patients who may benefit from ICD implantation by evaluating 

echocardiographic measurements and parameters that may be predictive of fatal arryhthmia has not been 

established (16). As it has been shown in both the Canadian Implantable Defibrillator Study (CIDS) and The 

Antiarrhythmics Versus Implantable Defibrillators (AVID) Study that low LVEF is effective in predicting the 

expected benefit from ICD implantation and treatment, most clinicians prefer ICD implantation in patients who 

experienced ventricular tachycardia and/or ventricular fibrillation in this patient group (17). Another study 

showed that the frequency of arrhythmic event recurrence correlated with the severity of LV dysfunction in 

survivors of sustained VT (18). In another study investigating the predictors of malignant arrhythmia, low LVEF 

and NYHA Class II and above were found to be significant parameters (19).  

A review of the scientific literature indicates that there is a clear association between low LVEF and malignant 

arrhythmias. However, in these studies, ICD indications were questioned, and ventricular arrhythmias were 

evaluated. The results of our study are in parallel with these data, but also reveal a new perspective. As we 

determined in our study, low LVEF is important in demonstrating its relation to instability rather than the 

occurence of VT. In patients with a low left ventricular ejection fraction, it is expected that the limited 

functioning of the already compromised heart may result in inadequate perfusion to vital organs such as the 

brain and other organ systems in response to ventricular arrhythmias and these patients cannot tolerate such 

condition. However, the lack of a consistent correlation between reduced ejection fraction and NYHA class or 

hemodynamic status raises an intriguing question from a scientific perspective. Studies have demonstrated that 

LVEF has a relatively low specificity in predicting sudden cardiac death. In a study investigating the use of left 

ventricular ejection fraction in predicting sudden cardiac death, no significant difference was found in the rates 

of sudden cardiac death secondary to arrhythmia between the patient group with LVEF below 30% and those 

with LVEF ranging from 30% to 40% (20). Similarly, in the European Autonomic Tone and Reflexes After 

Myocardial Infarction (ATRAMI) study, which included 1284 patients with previous myocardial infarction, left 

ventricular ejection fraction was below 35% in only less than half of the patient population during 21-months 

follow-up (21). 

The myocardial performance index (MPI) is a numeric value obtained using cardiac time intervals. MPItri 

provides important information about right ventricular systolic and diastolic functions. MPI is known to increase 

in patients with heart failure. In a study evaluating idiopathic diabetic cardiomiopathy (DCMP), MPI was 

significantly higher in the patient group (21). In another study, MPI showed a remarkable increase along with 

the degree of heart failure (22). In our study, the association between increased MPItri measurement and 

unstable VT induced by EPS was demonstrated. A similar relationship was shown in a study showing the 

correlation between tricuspid annular plane systolic excursion (TAPSE), which is another right ventricular 

measurement, and ventricular dyssynchrony and interventricular interaction (23). Another study evaluating the 

patients with AF found that MPI was an independent risk factor for incerased MACE. This study excluded 

patients with known HF (24). It seems quite plausible that right ventricular performance may contribute to 

hemodynamic instability in malignant arrhythmias. Our study has demonstrated the predictive power of MPI for 

unstable VT regardless of patient’s baseline characteristics as it is not affected by blood pressure, heart rate, 

ventricular geometry, and valvular insufficiency (25) and is easily measureable and reproducible. 

It has been shown that ventricular arrhythmias increase with age (26). Similarly, QT and/or QTc increase, as 

well. Additionally, there is an increment in QT dispersion. Likewise, an increase in comorbidities also 

accompanying with age, and it is inevitable that they have an impact on predisposition for arrhythmia (27). 

However, medications with antiarrhymitic effects and health screening have also increased. Therefore, 

evaluating the potential of ventricular arrhyrthmias based solely on age may be an oversimplified interpretation. 
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Indeed, as we have demonstrated in our study, age is an independent risk factor predicting unstable VT. In this 

regard, the loss of elasticity of major arteries with age, decreased beta-adrenergic receptor sensitivity despite 

arising serum epinephrine levels, decreased end diastolic volume due to decreased venous return and increased 

frequency of ventricular tachyarrythmias may contribute to the development of increased hemodynamic 

instability. In this context, our results provide valuable guidance for a clearer understanding of these factors. 

Similar to low LVEF, an association was shown between higher NYHA class and more malignant arrythmia and 

decreased survival in heart failure (26). Major studies have shown that low left ventricular ejection fraction, 

advanced age and poor NYHA class are clearly associated with mortality in patients with malignant arrhythmias 

(28). The relationship between the NYHA class and unstable VT in our study appears to be parallel with these 

data.  

One interesting finding in our study is the relationship between hypertension and instability of VT. It has been 

shown that hypertension increases with age, and elderly hypertensive patients exhibit a higher prevalence of left 

ventricular hypertrophy, abnormal left ventricular filling pattern and a higher incidence of ventricular 

arrhythmias in this population (19). Moreover, acute blood pressure elevation is associated with an increase in 

the frequency of premature ventricular complexes, which are though to be precursors for ventricular 

tachyarrhythmias, while acute blood pressure decrease is associated with a decrease in the frequency of 

ventricular complexes; and at the same time the frequency of premature ventricular complexes is decreased with 

a reduction in the systolic blood pressure obtained in the long-term by oral antihypertensive treatment (29). In 

hypertensive patients, electrocardiographic changes that may arise from myocardial hypertrophy and 

remodelling inevitably carry a potential for arrhythmia. It is also known that QT dispersion, which may be 

associated with ventricular arrhythmia potential (30). Studies have demonstrated the relationship between ECG 

changes such as strain pattern and fibrosis (31), which should also be considered as an important substrate for 

ventricular arrhythmias. In our study, the prevalance of hypertension was higher in the group with 

hemodynamically unstable ventricular tachyarrhytmia compared to the group with hemodynamically stable 

ventricular tachyarrhytmia. In the light of all these findings, it is not surprising that ventricular arrhythmias 

increase with hypertension. However, although these data indicate the arryhthmia potential, they do not explain 

why this patient group is more unstable. In this regard, we believe that our results demonstrating a relationship 

between hypertension and unstable VT will contribute to further large studies in this respect.   

 

V. CONCLUSION 

In this study, we found that patients with EPS-induced unstable VT were those who were older, and 

hypertensive and had poorer NHYA functional capacity with a lower LVEF and higher MPItri values. 

Defining echocardiographic parameters that may predict the risk of ventricular arrhyhtmia instability can 

theoratically provide valuable information to guide clinicians in planning antriarryhtmic pharmacological 

treatments and guiding drug switching. Also identifying patients groups that may benefit more significantly 

from electrophysiological studies and ICD implantation and identifying groups that are not at high risk for 

hemodynamically unstable ventricular arrhythmias for appropriate ICD programming. For more effective 

treatment and follow-up of these arrhythmias, our results can serve as a guidance for future studies. 

 

VI.       FIGURES AND TABLES 

Table 1. A comparison of demographic and clinical data between groups 

Demographic and 

Clinical Data 

Stable VT Group 

(n=48) 

Unstable VT 

Group (n=45) 

p value 

Age (Mean±Std)/year 

 

      59.9±12.3 67.0±10.4 0.033 

 

Male gender, 

n (%) 

      38 (79%) 34 (75%) 0.407 

Female gender, 

n (%) 

      10 (21%) 11 (25%) 0.882 

Height (cm)      167 ± 5 169± 6 0.172 
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Weight (kg) 

 

      72.8 ± 15.2 74.7±16.1 0.226 

 

CH
1
, n (%) 

 

      27 (%56) 34 (76%) 0.136 

HT
2
, n (%) 

 

      11 (24%) 25 (56%) 0.021 

DM
3
, n (%) 

 

      13 (28%) 16 (36%) 0.544 

HL
4
, n (%) 

 

      11 (24%) 14 (32%) 0.269 

SD
5
, n (%) 

 

      27 (56%) 29 (64%) 0.773 

NYHA class I/II
6
, 

n (%) 

      37 (76%) 11 (24%)  

0.010 

NYHA class III
6 

n (%) 

11 (24%) 34 (76%) 

Beta-Blocker,  n (%) 

 

37 (76%) 32 (72%) 1.000 

ACE-I/ARB
7
, n (%) 

 

17 (36%) 20 (44%) 0.773 

Diuretics, n (%) 

 

30 (64%) 40 (88%) 0.098 

Spironolactone, 

n (%) 

29 (60%) 23 (52%) 0.776 

Amiodarone,  n (%) 

 

4 (8%) 13 (28%) 0.138 

1 Cardiac history (significant coronary artery stenosis, previous PCI/CABG),  2Hypertension,    3 Diabetes 

mellitus, 4 Hyperlipidemia, 5 Familial history of sudden cardiac death, 6 New York Heart Association functional 

class,  7 Angiotensin-converting enzyme inhibitors/angiotensin receptor blockers  

Table 2. Comparison of Left and Right Heart Two Dimendional and Doppler Echocardiography Findings 

Between Groups 

 Stable  VT Group 

(n=48) 

Unstable  VT Group 

(n=45) 

p 

Two-dimensional echocardiography comparison of left cardiac cavities   

LVEF
1 36.16±14.65 %29±7.04 0.039 

LVDSÇ
2 59.00±10.80 63.00±9.23 0.166 

LVSSÇ
3 46.64±11.33 50.76±9.86 0.177 

FS
4 21±7 19±5 0.324 

LVEDV
5 172.8±54.4 193.5±33.5 0.112 

LVESV
6 114.9±57.1 137.9±31.8 0.087 

SV
7 56.7±15.6 55.2±12.4 0.705 

Comparison of Left Heart Doppler Echocardiography Findings   

E
8
 0.74±0.26 0.68±0.22 0.053 

OrtEa
9
 0.12±0.11 0.17±0.21 0.072 

E/A
10

 1.64±2.03 1.11±0.74 0.479 
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E/Ea
11

 7.39±2.77 7.93±3.50 0.562 

Edes
12

 165.21±32.45 157.30±38.13 0.418 

Comparison of Right Heart Doppler Echocardiography Findings 

Etri
13

 0.60±0.20 0.58±0.18 0.775 

Atri
14

 0.77±0.25 0.65±0.14 0.115 

Etri/Atri
15

 0.89±0.58 0.99±0.43 0.562 

MPItri
16

 0.49±0.13 0.56±0.10 0.027 

TAPSE
17

 14.8±3.79 13.64±4.05 0.301 

1 Left ventricular ejection fraction (%), 2 left ventricular end diastolic diameter, 3 left ventricular end systolic 

diameter, 4 fractional shortening (%),  5left ventricular end diastolic volume, 6 left ventricular end systolic 

volume, 7 stroke volume. 8mitral early filling velocity (m/sn), 9 mitral annulus mean early filling velocity (m/sn), 
10 mitral E/A ratio, 11 mitral E/Ea ratio, 12 mitral early filling deseleration time. 13 tricuspid early filling rate 

(m/sn), 14 tricuspid late filling rate (m/sn), 15 tricuspid E/A ratio, 16 tricuspid myocardial performance index, 17 

tricuspid annular plane systolic excursion. 

Table 3. Regression Analysis on Factors Involved in Development of Unstable VT  

Variables HR 95% Confidence 

Interval 

P 

Age 

 

 

 

4.95 

 

1.03-23.69 

 

0.045 

HT 
1 

HT (-) (reference)         

           HT (+) 

 

4.16 

 

0.82-21.02 

 

0.085 

NYHA class  

NYHA class I-II (reference)      

           NYHA class III 

 

1.60 

 

0.31-8.06 

 

0.566 

LVEF 
2 

            LVEF>35% (reference)      

            LVEF≤35% 

 

0.96 

 

0.89-1.04 

 

0.346 

MPItri
3 

MPItri<0,55 (reference)      

            MPItri0,55 

 

7.74 

 

1.51-39.49 

 

0.014 

*Logistic regression was performed by including age, HT, NYHA class, LVEF, and MPItri variables in the 

model. 

** 1 Hypertension, 2 left ventricular ejection fraction, 3 tricuspid myocardial performance index 

 

 

REFERENCES 

[1] Gatzoulis KA, Archontakis S, Dilaveris P, Tsiachris D, Arsenos P, Sideris S, et al. Ventricular 

arrhythmias: from the electrophysiology laboratory to clinical practice. Part I: malignant ventricular 

arrhythmias. Hellenic J Cardiol. 2011;52(6):525-35.  

[2] Zeppenfeld, Katja, et al. "2022 ESC Guidelines for the management of patients with ventricular 

arrhythmias and the prevention of sudden cardiac death: Developed by the task force for the management 

of patients with ventricular arrhythmias and the prevention of sudden cardiac death of the European 

Society of Cardiology (ESC) Endorsed by the Association for European Paediatric and Congenital 

Cardiology (AEPC)." European heart journal 43(40)2022: 3997-4126. 



Volume 06, Issue 04 (July-August 2023), PP 66-74                                     www.ijmsdr.org 

ISSN: 2581-902X    

73 

[3] Saxon LA, Bristow MR, Boehmer J, Krueger S, Kass DA, de Marco T, et al. Predictors of sudden cardiac 

death and appropriate shock in the comparison of medical therapy, pacing, and defibrillation in heart 

failure (COMPANION) trial. Circulation. 2006;114: 2766–72.  

[4] Alvarez CK, Cronin E, Baker WL, Kluger J. Heart failure as a substrate and trigger for ventricular 

tachycardia. J Interv Card Electrophysiol. 2019 Dec;56(3):229-247.  

[5] Janse MJ, Vermeulen JT, Opthof T, et al. Arrhythmogenesis in heart failure. J Cardiovasc Electrophysiol. 

2001;12:496–9. 

[6] Kawara T, Derksen R, de Groot JR, Coronel R, Tasseron S, Linnenbank ÁC, et al. Activation delay after 

premature stimulation in chronically diseased human myocardium relates to the architecture of interstitial 

fibrosis. Circulation. 2001;104:3069–75. 

[7] Shen MJ, Zipes DP. Role of the autonomic nervous system in modulating cardiac arrhythmias. Circ Res. 

2014;114:1004–21.  

[8] Saxon LA, Hayes DL, Gilliam FR, Heidenreich PA, Day J, Seth M, Meyer TE, Jones PW, Boehmer JP. 

Long-term outcome after ICD and CRT implantation and influence of remote device follow-up: the 

ALTITUDE survival study. Circulation. 2010 

[9] Neumar RW, Shuster M, Callaway CW, Gent LM, Atkins DL, Bhanji F, Brooks SC, de Caen AR, 

Donnino MW, Ferrer JM, Kleinman ME, Kronick SL, Lavonas EJ, Link MS, Mancini ME, Morrison LJ, 

O'Connor RE, Samson RA, Schexnayder SM, Singletary EM, Sinz EH, Travers AH, Wyckoff MH, 

Hazinski MF. Part 1: Executive Summary: 2015 American Heart Association Guidelines Update for 

Cardiopulmonary Resuscitation and Emergency Cardiovascular Care. Circulation. 2015 Nov 3;132(18 

Suppl 2):S315-67.  

[10] Ellenbogen KA, Wood MA, Kapadia K, Lu B, Valenta H. Short term reproducibility over time of right 

ventricular pulse pressure as a potential hemodynamic sensor for ventricular tachyarrhytmias. Pacing 

Clinic Electrophysiology, 1992;15(7):971-4.  

[11] Sharma AD, Bennett TD, Ericson M, Klein GJ, Yee R, Guiraudon G. Right ventricular pressure during 

ventricular arrhytmias in humans; potential implications for implantable antitachycardia devices.Pacing 

Clinic Electrophysiology, 1990; 13(9);1148-57. 

[12] Ruskin JN.Role of invasive electrophysiologic testing in the evulation of and treatment of patients at 

highrisk for sudden cardiac death.Circulation 1992;85 (suppl I):I152-I159. 

[13] Dunbar SB, Langberg JJ, Reilly CM, Viswanathan B, McCarty F, Culler SD, ve ark. Effect of a 

psychoeducational intervention on depression, anxiety, and health resource use in implantable cardioverter 

defibrillator patients. Pacing Clin Electrophysiol 2009;32(10):1259-71. 

[14] Kuhl EA, Sears SF, Vazquez LD, Conti JB. Patient-assisted computerized education for recipients of 

implantable cardioverter defibrillators: a randomized controlled trial of the PACER program. J Cardiovasc 

Nurs 2009;24(3):225-31. 

[15] Özin MB. Düşük ejeksiyon fraksiyonlu tüm olgulara ülkemiz koşullarında ICD yerleştirme düşünülmeli 

midir? Türk Kardiyol Dern Arş 2010;38(2):153. 

[16] Poole JE, Johnson GW, Hellkamp AS, Anderson J, Callans DJ ve ark. Prognostic importance of 

defibrillator shocks in patients with heart failure. N Engl J Med. 2008;359:1009–1017. 

[17] Implantable Cardioverter Defibrillator; prophylactic use an evidence based analysis.Ontorio Health 

Technology Assesment Ser. 2005;5(14):1-74 

[18] Robert Sheldon, Stuart Connolly, Andrew Krahn, Robin Roberts, Michael Gent, Martin Gardner, on behalf 

of the CIDS Investigators. Identification of Patients Most Likely to Benefit From Implantable 

Cardioverter-Defibrillator Therapy The Canadian Implantable Defibrillator Study.Circulation. 

2000;101:1660-1664 

[19] Lelakowski J, Piekarz J, Rydlewska A, Majewski J, Senderek T, Ząbek A, Małecka B. Factors 

predisposing to ventricular tachyarrhythmia leading to appropriate ICD intervention in patients with 

coronary artery disease or non-ischaemic dilated cardiomyopathy. Kardiol Pol. 2012;70(12):1264-75. 

[20] Buxton AE, Lee KL, Hafley GE, et al. A simple model using the MUSTT database can stratify total 

mortality and sudden death risk of coronary disease patients. J Am Coll Cardiol. 2004;43:425A. 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Lelakowski%20J%5BAuthor%5D&cauthor=true&cauthor_uid=23264245
http://www.ncbi.nlm.nih.gov/pubmed/?term=Piekarz%20J%5BAuthor%5D&cauthor=true&cauthor_uid=23264245
http://www.ncbi.nlm.nih.gov/pubmed/?term=Rydlewska%20A%5BAuthor%5D&cauthor=true&cauthor_uid=23264245
http://www.ncbi.nlm.nih.gov/pubmed/?term=Majewski%20J%5BAuthor%5D&cauthor=true&cauthor_uid=23264245
http://www.ncbi.nlm.nih.gov/pubmed/?term=Senderek%20T%5BAuthor%5D&cauthor=true&cauthor_uid=23264245
http://www.ncbi.nlm.nih.gov/pubmed/?term=Z%C4%85bek%20A%5BAuthor%5D&cauthor=true&cauthor_uid=23264245
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ma%C5%82ecka%20B%5BAuthor%5D&cauthor=true&cauthor_uid=23264245
http://www.ncbi.nlm.nih.gov/pubmed/23264245


Volume 06, Issue 04 (July-August 2023), PP 66-74                                     www.ijmsdr.org 

ISSN: 2581-902X    

74 

[21] Sideris DA, Kontoyannis DA, Diakos A, Kontoyannis SA, Moulopoulos SD. Antihypertensive treatment 

for the management of premature ventricular complexes. Pilot study. Acta Cardiol. 1988;43(6):663-75. 

[22] Acil T, Wichter T, Stypmann J, Janssen F, Paul M, Grude M, et al.Prognostic value of tissue Doppler 

imaging in patients with chronic congestive heart failure. Int J Cardiol 2005; 103: 175-81. 

[23] Tsai SC, Chang YC, Chiang KF, Lin WY, Huang JL, Hung GU, Kao CH, Chen J. LV Dyssynchrony Is 

Helpful in Predicting Ventricular Arrhythmia in Ischemic Cardiomyopathy After Cardiac 

Resynchronization Therapy: A Preliminary Study.Medicine (Baltimore). 2016 Feb;95(7) 

[24] Dons M, Olsen FJ, de Knegt MC, Fritz-Hansen T, Mogelvang R, Alhakak AS, Jespersen T, Gislason G, 

Biering-Sørensen T. Myocardial performance index by tissue Doppler echocardiography predicts adverse 

events in patients with atrial fibrillation. Eur Heart J Cardiovasc Imaging. 2020 May 1;21(5):560-566.  

[25] Dons M, Olsen FJ, de Knegt MC, Fritz-Hansen T, Mogelvang R, Alhakak AS, Jespersen T, Gislason G, 

Biering-Sørensen T. Myocardial performance index by tissue Doppler echocardiography predicts adverse 

events in patients with atrial fibrillation. Eur Heart J Cardiovasc Imaging. 2020 May 1;21(5):560-566. 

[26] Levine JH, Mellits ED, Baumgardner RA, et al. Predictors of first discharge and subsequent survival in 

patients with automatic implantable cardioverter-defibrillators. Circulation 1991;84:558–66 

[27] Giovanardi P, Vernia C, Tincani E, Giberti C, Silipo F, Fabbo A. Combined Effects of Age and 

Comorbidities on Electrocardiographic Parameters in a Large Non-Selected Population. J Clin Med. 2022 

Jun 28;11(13):3737.  

[28] Brugada P, Talajic M, Smeets J, Mulleneers R, Wellens HJ. The value of the clinical history to assess 

prognosis of patients with ventricular tachycardia or ventricular fibrillation after myocardial infarction. 

Eur Heart J. 1989 Aug; 10(8):747-52. 

[29] Domanski MJ, Sakseena S, Epstein AE, Hallstrom AP, Brodsky MA, Kim S, Lancaster S, et al. Relative 

effectiveness of the implantable cardioverter-defibrillator and antiarrhythmic drugs in patients with 

varying degrees of left ventricular dysfunction who have survived malignant ventricular arrhythmias.  J 

Am Coll Cardiol. 1999 Oct; 34(4):1090-5 

[30] Kaur A, Dhoat PS. Heart Rate Corrected QT Interval and QT Dispersion in Patients with Uncomplicated 

Essential Hypertension. J Assoc Physicians India. 2022 Apr;70(4):11-12.  

[31] Alvarez CK, Cronin E, Baker WL, Kluger J. Heart failure as a substrate and trigger for ventricular 

tachycardia. J Interv Card Electrophysiol. 2019 Dec;56(3):229-247. 

 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Sideris%20DA%5BAuthor%5D&cauthor=true&cauthor_uid=2467468
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kontoyannis%20DA%5BAuthor%5D&cauthor=true&cauthor_uid=2467468
http://www.ncbi.nlm.nih.gov/pubmed/?term=Diakos%20A%5BAuthor%5D&cauthor=true&cauthor_uid=2467468
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kontoyannis%20SA%5BAuthor%5D&cauthor=true&cauthor_uid=2467468
http://www.ncbi.nlm.nih.gov/pubmed/?term=Moulopoulos%20SD%5BAuthor%5D&cauthor=true&cauthor_uid=2467468
http://www.ncbi.nlm.nih.gov/pubmed/2467468
http://www.ncbi.nlm.nih.gov/pubmed/26886645
http://www.ncbi.nlm.nih.gov/pubmed/26886645
http://www.ncbi.nlm.nih.gov/pubmed/26886645

