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ACC/AHA/NASPE 2002 Guideline Update for Antiarrhythmia Devices

A Report of the American College of Cardiology/American Heart Association

Task Force on Practice Guidelines (ACC/AHA/NASPE Committee on Pacemaker Implantation)
Class I: Conditions for which there is evidence and/or general agreement that a given procedure or treatment is beneficial, useful, and effective.
Class II: Conditions for which there is conflicting evidence and/or a divergence of opinion about the usefulness/efficacy of a procedure or treatment.

Class IIa: Weight of evidence/opinion is in favor of usefulness/efficacy.

Class IIb: Usefulness/efficacy is less well established by evidence/opinion.

Class III: Conditions for which there is evidence and/or general agreement that a procedure/treatment is not useful/effective and in some cases may be harmful.
Recommendations for ICD Therapy

Class I

1. Cardiac arrest due to VF or VT not due to a transient or reversible cause. (Level of Evidence: A)
2. Spontaneous sustained VT in association with structural heart disease. (Level of Evidence: B)
3. Syncope of undetermined origin with clinically relevant, hemodynamically significant sustained VT or VF induced at electrophysiologic study when drug therapy is ineffective, not tolerated, or not preferred. (Level of Evidence: B) 
4. Nonsustained VT in patients with coronary disease, prior MI, LV dysfunction, and inducible VF or sustained VT at electrophysiologic study that is not suppressible by a Class I antiarrhythmic drug. (Level of Evidence: A)
5. Spontaneous sustained VT in patients without structural heart disease not amenable to other treatments. (Level of Evidence: C)

Class IIa

Patients with left ventricular ejection fraction of less than or equal to 30% at least 1 month post myocardial infarction and 3 months post coronary artery revascularization surgery. (Level of Evidence: B)
Class IIb

1. Cardiac arrest presumed to be due to VF when electrophysiologic testing is precluded by other medical conditions. (Level of Evidence: C)
2. Severe symptoms (e.g., syncope) attributable to ventricular tachyarrhythmias in patients awaiting cardiac transplantation. (Level of Evidence: C)
3. Familial or inherited conditions with a high risk for life-threatening ventricular tachyarrhythmias such as long-QT syndrome or hypertrophic cardiomyopathy. (Level of Evidence: B)
4. Nonsustained VT with coronary artery disease, prior MI, LV dysfunction, and inducible sustained VT or VF at electrophysiologic study. (Level of Evidence: B)
5. Recurrent syncope of undetermined origin in the presence of ventricular dysfunction and inducible ventricular arrhythmias at electrophysiologic study when other causes of syncope have been excluded. (Level of Evidence: C)

6. Syncope of unexplained origin or family history of unexplained sudden cardiac death in association with typical or atypical right bundle-branch block and Stsegment elevations (Brugada syndrome). (Level of Evidence: C)
7. Syncope in patients with advanced structural heart disease in whom thorough invasive and noninvasive investigations have failed to define a cause. (Level of Evidence: C)

Class III

1. Syncope of undetermined cause in a patient without inducible ventricular tachyarrhythmias and without structural heart disease. (Level of Evidence: C)
2. Incessant VT or VF. (Level of Evidence: C)

3. VF or VT resulting from arrhythmias amenable to surgical or catheter ablation; for example, atrial arrhythmias associated with the Wolff-Parkinson-White syndrome, right ventricular outflow tract VT, idiopathic left ventricular tachycardia, or fascicular VT. (Level of Evidence: C)
4. Ventricular tachyarrhythmias due to a transient or reversible disorder (e.g., AMI, electrolyte imbalance, drugs, or trauma) when correction of the disorder is considered feasible and likely to substantially reduce the risk of recurrent arrhythmia. (Level of Evidence: B) 

5. Significant psychiatric illnesses that may be aggravated by device implantation or may preclude systematic follow-up. (Level of Evidence: C)
6. Terminal illnesses with projected life expectancy less than 6 months. (Level of Evidence: C)

7. Patients with coronary artery disease with LV dysfunction and prolonged QRS duration in the absence of spontaneous or inducible sustained or nonsustained VT who are undergoing coronary bypass surgery. (Level of Evidence: B)
8. NYHA Class IV drug-refractory congestive heart failure in patients who are not candidates for cardiac transplantation. (Level of Evidence: C)
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Recommendations for RFCA Procedures
Class I
1. AV node reentry : slow pathway ablation : For those patients in whom treatment of AVNRT is deemed necessary ablation can be offered as an initial therapy option. Ablation should be recommended for those patients who have failed > 1 antiarrhythmic drug or who have significant side effects to drug therapy. (Evidence level B)

Fast pathway ablation : Because of the risk of complete heart block, ablation directed at the fast pathway should be reserved for those patients who have failed drug therapy as well as prior attempts at slow pathway ablation.

2. AV reentry : Recommendation for ablation therapy for patients with accessory pathway mediated SVT are the same as for AV node reentry above, with the exception of those patients with atrial fibrillation and rapid ventricular response who should undergo ablation as initial therapy. Patients with anteroseptal pathways deserve special consideration because the increased risk of complete heart block from catheter ablation reduces the benefit/risk balance. (Evidence level B)
3. AV junction : Ablation of the AV junction with subsequent complete heart block should be recommended for those patients with atrial tachycardias, particularly persistent or permanent atrial fibrillation in which the ventricular response rate cannot be adequately controlled with AV nodal blocking agents. (Evidence level A)
4. Focal atrial tachycardia : In general patients with focal atrial tachycardias should receive at least one trial of antiarrhythmic drug therapy prior to catheter ablation. However depending on the experience of the electrophysiologist and resources such as specialized mapping systems, ablation could be offered as an initial therapeutic approach when therapy to suppress the arrhythmia is required. (Evidence level B)
5. Isthmus dependent atrial flutter : Ablation can be considered initial therapy for patients with recurrent isthmus-dependent atrial flutter. (Evidence level A)
Class IIa
1. Nonisthmus-dependent macroreentrant atrial tachycardias : These atrial tachycardias include scar-related macroreentrant atrial tachycardia, left atrial macroreentrant tachycardia, and other atypical atrial flutters. Because of the potential complexity of these reentrant circuits, ablation should be recommended only after a trial of drug therapy. (Evidence level B, C)
2. Idiopathic ventricular tachycardia : Because of the small numbers of patients reported and the limited follow-up, the accumulated evidence is insufficient to determine the complications of ablation and the long-term outcome in these patients. Ablation should be considered as therapy for these tachycardias after an appropriate trial of antiarrhythmic drug therapy. Ablation should be considered as therapy for these tachycardias after an appropriate trial of antiarrhythmic drug therapy or as initial therapy for patients unwilling or unable to take drugs. 


RV outflow tract : In the typical individual with exercise-induced ventricular tachycardia ablation should be considered after a trial of β-blocker therapy. (Evidence level C)

LV fascicular tachycardia : similarly for patients without structural cardiac disease and fascicular tachycardia, ablation should be considered after a failed trial of drug therapy. (Evidence level C)
3. Ischemic ventricular tachycardia :  Ablation should generally be considered as adjunctive and not curative therapy for ischemic VT and as such should only be recommended as treatment for drug-refractory recurrent VT. (Evidence level B, C)
Class IIa
1.Inappropriate sinus tachycardia : Because of a high recurrence rate and persistence of nonspecific symptomatology postablation, catheter ablation can be considered only after trials of drug therapy including β-blockers. (Evidence level C)
2.Atrial fibrillation : Because of the small numbers of patients reported, the short duration of follow-up, and the developing approach to the specific technique of performing ablation, the accumulated evidence is insufficient to determine the complications and long-term outcome in these patients. Ablation could be considered as therapy for patients with paroxysmal(focal) atrial fibrillation after an appropriate trial of antiarrhythmic therapy. Patients with permanent atrial fibrillation who might be considered for catheter-based ablative therapy should be referred to centers with a specific interest and experience in performing more complex procedures required for these cases. (Evidence level B, C)
3.Left ventricular outflow tract : Because of the possibility of the potential for significant complications with ablation at the LV outflow tract, ablation should be recommended only after a trial of drug therapy (Evidence level C)

4.Arrhythmogenic RV dysplasia VT: Because of the high recurrence rate of VT associated with ARVD, ablation should only be considered adjunctive therapy and should be recommended only in cases of recurrences after adequate drug therapy. (Evidence level C)
Class III

1. Tachycardias with reversible causes : Anytachycardia or treatable trigger should be managed medically with treatment directed at the precipitating mechanism. Such tachycardias might include VT due to acute ischemia and drug-induced tachycardias.

2. Sinus node modification or ablation prior to trials of drug therapy. 

3. Sinus node modification or ablation for patients with postural orthostatic hypotension.

4. Accessory pathway ablation for patients with pre-excitation, but who are asymptomatic(except possible extenuating circumstances relating to pediatric population or high-risk occupational situations).
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NASPE Expert Consensus Conference:

Radiofrequency Catheter Ablation in Children with and without Congenital Heart Disease. Report of the Writing Committee

Indications for RFCA Procedures in Pediatric Patients

Class I

1. WPW syndrome following an episode of aborted sudden cardiac death.

2. The presence of WPW syndrome associated with syncope when there is a short preexcited RR interval during atrial fibrillation (preexcited R-R interval, 250 ms) or the antegrade effective refractory period of the AP measured during programmed electrical stimulation is, 250 ms.

3. Chronic or recurrent SVT associated with ventricular dysfunction.

4. Recurrent VT that is associated with hemodynamic compromise and is amenable to catheter ablation.

Class II A

1. Recurrent and/or symptomatic SVT refractory to conventional medical therapy and age. 4 years.

2. Impending congenital heart surgery when vascular or chamber access may be restricted following surgery.

3. Chronic (occurring for . 6–12 months following an initial event) or incessant SVT in the presence of normal ventricular function.

4. Chronic or frequent recurrences of intraatrial reentrant tachycardia.

5. Palpitations with inducible sustained SVT during electrophysiological testing.

Class II B

1. Asymptomatic preexcitation (WPW pattern on an electrocardiograph [ECG]), age. 5 years, with no recognized tachycardia, when the risks and benefits of the procedure and arrhythmia have been clearly explained.

2. SVT, age. 5 years, as an alternative to chronic antiarrhythmic therapy which has been effective in control of the arrhythmia.

3. SVT, age, 5 years (including infants), when antiarrhythmic medications, including sotalol and amiodarone, are not effective or associated with intolerable side effects.

4. IART, one to three episodes per year, requiring medical intervention.

5. AVN ablation and pacemaker insertion as an alternative therapy for recurrent or intractable intraatrial reentrant tachycardia.

6. One episode of VT associated with hemodynamic compromise and which is amenable to catheter ablation.

Class III

1. Asymptomatic WPW syndrome, age, 5 years.

2. SVT controlled with conventional antiarrhythmic medications, age, 5 years.

3. Nonsustained, paroxysmal VT which is not considered incessant (i.e., present on monitoring for hours at a time or on nearly all strips recorded during any 1-hour period of time) and where no concomitant ventricular dysfunction exists.

4. Episodes of nonsustained SVT that do not require other therapy and/or are minimally symptomatic.
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