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assessment is required. 
The majority of patients with CAD

who experience ventricular arrhythmias
will require ICD implantation. 
A proportion of patients with an ICD will
require antiarrhythmic drug therapy or
catheter ablation to reduce the
frequency of ICD shocks. 

Those with sustained monomorphic
VT without haemodynamic
compromise and preserved LV systolic
function may be managed with
antiarrhythmic drug therapy or catheter
ablation alone without requiring ICD
implantation.22

BRADYARRHYTHMIAS
Bradycardia secondary to advanced
atrioventricular (AV) conduction block
may occur in the context of STEMI.
However, bradycardia in patients with
stable CAD is most frequently related 
to rate limiting drugs such as 
beta-blockers resulting in sinus
bradycardia with or without PR
prolongation. In the absence of
symptoms no intervention is required.
The observation of second- or third-
degree AV block requires specialist
assessment.

CONCLUSION
Arrhythmias, particularly AF and
VT/VF with associated risk of sudden
death are common in patients with
CAD. Identification of patients with AF
is important particularly to institute
appropriate anticoagulation for stroke
prevention. Further management
involving either rate control or rhythm
control is determined primarily by
patient symptoms as well as the effect
of AF on LV systolic function and must
incorporate a holistic approach to
treat concomitant conditions and
lifestyle factors. LVEF should be
assessed in all patients with CAD to
identify those at risk of sudden cardiac
death who may benefit from ICD »

also be stressed that optimisation of
medical therapy including renin-
angiotensin-aldosterone inhibitors,
angiotensin-receptor-neprilysin
inhibitors and beta-blockers is of
paramount importance and confers
significant reduction in mortality.19,21 

Secondary prevention
Patients with sustained ventricular
arrhythmias require emergency
assessment and secondary care
management. In patients with severe LV
impairment symptoms of rapid
palpitations or syncope should raise
strong clinical suspicions of ventricular
arrhythmias and urgent specialist

Table 4

ICD/CRT treatment options for  heart failure with ejection fraction ≤35%, adapted from NICE TA13421

QRS duration (ms)

< 120

120-149 (without LBBB)
120-149 (with LBBB)
≥ 150 (with or without LBBB)

ICD = implantable cardioverter defibrillator; CRT-D = cardiac resynchronisation therapy with ICD; CRT-P = cardiac
resynchronisation therapy with pacing

Table 5

When to refer patients with arrhythmias

Arrhythmia
Atrial fibrillation/flutter

Ventricular arrhythmias/
heart failure

Ventricular ectopy

Bradyarrhythmia

NYHA class I

ICD
ICD
CRT-D

ICD if there is a high risk of sudden cardiac death

NYHA class II

ICD
CRT-D
CRT-D

NYHA class IV

ICD and CRT not
indicated

CRT-P
CRT-P
CRT-P

When to refer
•Symptomatic arrhythmia in whom rhythm control
considered
•Symptoms of severe chest pain and/or dyspnoea
•Concomitant LV systolic impairment (new or
preexisting)
•Guidance on appropriate antiplatelet combination
therapy required
•New onset atrial flutter
•Ongoing arrhythmia six weeks post CABG

•Presyncope, syncope or rapid palpitations with
known LV impairment
•Symptoms/signs of heart failure in patient with
previous ACS
•New marked ECG abnormalities (e.g. new BBB)

•Severe symptoms or associated syncope
•High burden on ambulatory monitoring (> 10%)
•Associated LV systolic impairment
•New marked ECG abnormalities (e.g. new BBB)

•Symptomatic sinus bradycardia despite
reduction/cessation of rate limiting medications
•Second- or third-degree AV block

NYHA class III

ICD
CRT-P or CRT-D
CRT-P or CRT-D

recommendations for cardiac
resynchronisation therapy (CRT). 

QRS duration and morphology has
been demonstrated to identify those
who will benefit from CRT with those
with QRS >150 ms and left bundle
branch block most likely to benefit.
However, left ventricular systolic
dysfunction and heart failure are also
associated with high rates of non-
sudden cardiac death. Patients with
severe heart failure (NYHA class IV) have
a particularly poor prognosis and are
therefore less likely to benefit from ICD
implantation. 

Table 4, above, outlines guidelines for
cardiac device implantation but it should


