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TABLE 1 Patient Characteristics by Etiology
Al DICM ARVC Valvular Myocarditis Sarcoidosis
(N = 780) (n =518) (n =100) (n =50) (n =50) (n =27)

Age, yrs 57 + 14 60 + 13 46 + 16 65 + 11 50 +£15 59 +12 50+ 1 <0.01
Female 18 18 22 16 14 1 30 0.40
LVEF, % 37 £13 33413 53+ 1 31+£13 43 + 16 41 + 17 39+15 <0.01
NYHA functional <0.01

class
I 40 31 73 30 62 44 48
Il 34 35 24 40 22 35 48
1] 21 27 2 26 14 15 4
vV 1% 7 1 4 2 6 0
HTN 39 44 17 40 24 37 30 <0.01
DMII 14 16 2 16 6 20 15 <0.01
CKD 23 27 4 30 10 29 11 <0.01
VT storm 34 37 24 46 20 29 22 0.01
=2 AADs 13 14 9 16 6 17 7.4 0.38
Prior VT 45 42 63 38 46 50 48 <0.01

ablation

Vaseghi et al. Outcomes of VT Ablation in Nonischemic Heart Disease by Etiology. JACC Clin Electrophysiol 2018
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Examples of non-dilated left
ventricular cardiomyopathy
phenotypes and their aetiological

correlates

NDLVC phenotype is defined as the presence
of non-ischaemic LV scarring or fatty
replacement regardless of the presence of
global or regional WMAs, or isolated global
LV hypokinesia without scarring.

The NDLVC phenotype will include individuals
that up until now may have variably been
described as having DCM (but without LV
dilatation), arrhythmogenic left ventricular
cardiomyopathy (ALVC), left-dominant ARVC,
or arrhythmogenic DCM (but often without

fulfilling diagnostic criteria for ARVC)

www.escardio.org/guidelines

2023 ESC Guidelines for the management of cardiomyopathies
(European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad 194)
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Ivo Roca-Luque, Lluis Mont-Girbau. Cardiac Magnetic Resonance for Ventricular Tachycardia Ablation and Risk Stratification.
Front Cardiovasc Med. 2021



Ivo Roca-Luque, Lluis Mont-Girbau. Cardiac Magnetic Resonance for Ventricular Tachycardia Ablation and Risk Stratification.
Front Cardiovasc Med. 2021



Ivo Roca-Luque, Lluis Mont-Girbau. Cardiac Magnetic Resonance for Ventricular Tachycardia Ablation and Risk Stratification.
Front Cardiovasc Med. 2021



A Image segmentation B EP procedure
LGE-CMR (HTC & PSI) FAM of Aortic root

Fusion MDCT and LGE-CMR Integration result

FIGURE 1 Summarizing Workflow

No CMR approach CMR-aided approach

RV or

Ablation of clinical VT

igh density EAM bipolar mappin If ECG ilabl
available

blation guided by electrograms c

emap and residual substrate abla

Conventional ab

Soto-lglesias, D. et al. ] Am Coll Cardiol EP. 2020;6(4):436—-47.



CMR-GUIDED VT SUBSTRATE ABLATION

A. PROCEDURE WORKFLOW

1

Image segmentation
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Soto-Iglesias, D. et al. J Am Coll Cardiol EP. 2020;6(4):436-47.
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Figure 1: 12-lead Electrocardiogram of a Ventricular
Tachycardia Demonstrating Interval and
Morphology Criteria
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IDT = Intrinsicoid deflection time; MDI = Maximum defiection index; QRSd = QRS duration.
For explanation of interval criteria see Table 1. Adapted with permission from Valles et al.*

Roten L. Arrhythmia & Electrophysiology Review 2012;1(1):39-45
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Study Map Point Catheter ECG Display Imaging Window Tools Help
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2. Mechanical circulation support during ablation
guided by risk score assessment

a. pLVAD w b. ECMO M

4. Larger lesion formation / deeper lesions

a. lower ionic b. impedance c. needle-tipped d. simultaneous
irrigant modulation electrode

3. Improved substrate definition
and ablation tools

e. bipolar
unipolar ablation

L1 =

ernatives 10 radiorfrequency
a. cryoablation b. chemical

v

c. pulse-field d. radiation

ablation ablation

.

Guandalini, G.S. et al. J Am Coll Cardiol EP. 2019;5(12):1363-83.
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