TORSADES DE POINTES AND THE CLASSIC SHORT-LONG-SHORT
ACTIVATION SEQUENCE IN THE SETTING OF ATRIAL FIBRILLATION

Tanner Hessman, OMS-Ill, Tom Hu DO, Reagan Robles DO, Steve Kim DO.

INTRODUCTION CASE PRESENTATION WWWW CLINICAL COURSE CONCLUSION

> HPI: An 88-year-old female P PSS G Y S 4 g v e TdP i but well i-ad
Torsades de pointes (TdP) is an ! W o an LLEOTITION DU W s

with a history of atrial polymorphic ventricular tachycardia pattern
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presented to the emergency |
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below). We present a case of TdP in the PMH: Alzheimer’s dementia,

setting of electrolyte abnormalities and atrial fibrillation not on arrhythmia, making calculation of the QTc
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EKG prior to deteriorating into TdP HTN, HLD, TIIDM. hypocalcemia and new onset atrial fibrillation.

Atrial fibrillation adds another layer of

Atrial fibrillation has been described in
literature to be associated with TdP when
treated with Class Il antiarrhythmics for
rhythm control. TdP occurring in atrial

fibrillation in the absence of antiarrhythmic
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drug use. cystitis, and elevated troponin with atrial Prompt recognition of this life-threatening
fibrillation and prolonged QTc seen on EKG in arrhythmia and prompt defibrillation to

% QT Prolonging Medications: setting of hypokalemia, hypocalcemia, and restore perfusion rhythm continues to be the
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Congenital Long QT Syndrome ‘:‘ Irregular rate and rhythm ventricular tachycardla, long Q T. syndrome,
¢ No murmurs, rubs, or gallops and torsades de pointes. Med Clin North
» PMI is nondisplaced. Am 2001; 85:321.
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** No edema 1/8/2020: Shortly thereafter patient was an 1. Long QT syndrome: dlagnosis an

management. Am Heart J 2002; 143:7.
.. = L noted to have seizure like activity and found to
Pulseless ** Labs: be DU|SE|ESS. The above rhythm strip Was
TdP * Hypokalemia: 3.0 w % obtained showing TdP. Chest compressions
* Hypomagnesemia: 1.2 ! were initiated, patient was shocked and given

* Hypocalcemia: 7.2 1 round of Epi before ROSC was achieved.
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Optimal evidence-based therapy for TdP is
based on the presence or absence of a pulse.
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o 4 * Figure 1. 12 lead EKG on 8/11/19 shows normal sinus rhythm with LBBB, QTc 492 (A). EKG on 12/13/19 shows sinus rhythm with PACs
Temporary Transvenous and LBBB, QTc 531 (B). EKG on 1/8/20 shows atrial fibrillation with RVR and LBBB, QTc 565 (C). Polymorphic ventricular tachycardia with
Overdrive Pacing | SLS activation sequence (D). EKG on 1/8/20 after ROSC shows atrial fibrillation with competing junctional pacemaker, QTc 487 (E).

00 00 00 00

-




