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GETTING TO KNOW APHRS LEADER

Name & Title:

Giselle G. Gervacio
MD
Organization:

Philippine Heart Rhythm Society

Why did you choose to enter medicine and above
all, prefer to specialize in Electrophysiology?

Can you talk about an accomplishment that you
are particularly proud of?

Electrophysiology provides a niche of exciting, high
impact Science and intervention, that is still very
much in demand in the region. Above all, it allows
me to reach out to patients using principles that I am
passionate about.

My work as part of the Heart Rhythm Society in
the Philippines and in the Asia Pacific Region. In
the Philippines, we are working to study costeffectiveness of pacemakers and ablation therapy for
SVT. This in an effort to get government subsidy for
these procedures. In the region, I am attempting to
spur the countries to set up simple online registries
to gather data on device implantation. Accurate
information is key!

What do you regard as the most significant
development in Electrophysiology in the recent
past?
Therapies that save lives and make patients live
better. For example CRT and AF ablation for heart
failure.

If you could have an alternative career, what
would it be and why?
A lawyer and advocate. This would be a good vehicle
to lobby for issues such as the environment and
equalizing opportunity through education.
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Who has inspired you the most in your life and
why?

What is your best life advice, motto or favorite
quote?

My children. My daughter is a scientist who is very
accomplished (she just published in two prestigious
journals Science and PNAS) and is a fighter for the
environment. My son was a charismatic student
leader and a human rights activist. They have both
done their share.

This pandemic has led to so much reflection. But one
of the best descriptions I have heard was delivered
during my daughter’s virtual graduation from the
University of Minnesota graduate school. The
speaker described this pandemic as “what a lot of
thought leaders see as the greatest age of history”.
Let us do our best during this great age.

What are your hobbies and interests outside of
medicine?
I am a fitness fan. I am also trying to brush up on
my Spanish by reading the text of El Filibusterismo
(written by Jose Rizal) in Spanish.

What advice would you give to your younger self?
When feeling stressed, look into the horizon. And
pray. We are but finite parts of an infinite universe.

What is the funniest thing that has happened to
you recently?

What are your thoughts about some of the
emerging technologies, and the way they will
shape the future care of arrhythmia patients?

I made rounds in the Covid ICU in one of the big
hospitals and was mistaken for an incoming EP
fellow. That totally made my day.

Less hardware (Leadless CRT?), less radiation (MRIguidance, more precise virtual maps?), rechargeable
device batteries that may be done without surgery.
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EDUCATION SESSION DURING LOCKDOWN
(THAILAND)
Sirin Apiyasawat, MD

Amid the surge of COVID-19 cases in Thailand, public gatherings are restricted. Hospital services are limited to
those infected. The numbers of electrophysiologic procedures dropped by more than half. For a new EP fellow,
the training situation is far from optimal. To make the best out of it, Dr. Tachapong Ngarmukos, the President of
Thai EP club, envisioned an extensive online course and workshop to fill up the gaps.
Leading by Dr. Arisara Suwanagool, the head of Scientific Committee of Thai EP club, the committee set up a
total of 17 education programs over the span of 8 months, ranging from the fundamental topics to the advanced
EP procedures. The format included lecture, case-based discussion, and workshop; all in virtual platform. So far,
the programs have been well attended and well received. During one of the sessions, Dr. Tachapong Ngarmukos
expressed his satisfaction and hoped that the engagement would continue at high level for the rest of the course.

Figure. Screenshot taken from the education session – Virtual-Holistic Current Practice for Arrhythmia Patient on August 8, 2021.
Top line from left to right: Drs. Tachapong Ngarmukos, Sirin Apiyasawat, Padoemwut Teerawongsakul, and Narawudt Prasertwittayakit.
Bottom line from left to right: Drs. Dujdao Sahasthas, Komsing Methavigul, and Ronpichai Chokesuwattanaskul.
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2021 IHRS CONSENSUS STATEMENT ON CARDIAC
ELECTROPHYSIOLOGY PRACTICES DURING THE
COVID-19 PANDEMIC: TOP TEN HIGHLIGHTS
Narayan Namboodiri , Deepak Padmanabhan

The Indian Heart Rhythm Society (IHRS) published
a consensus statement on the modifications in
cardiac electrophysiology practice in light of the
COVID pandemic. These recommendations are
the first recommendations guiding practice in
Southeast Asia and serve as a local guideline to aid
practice here. These recommendations take into
account local practice patterns and serve to aid the
electrophysiologists in providing optimal care to the
patients. They are derived from published statements
from international societies, and recent updates to
adapt to the evolving pandemic and its impact on
the local health system.
The salient features of the recommendations are
as follows.
1. Arrhythmic events in the pandemic for patients
suffering from COVID-19 infection was largely due
to the organ involvement and consequent systemic
inflammation rather than a directly mediated effect
of the viral infection on the cardiac tissue. 18.2%
patients hospitalized for the disease had cardiac
arrhythmias. Tachyarrhythmias (80%) were more
common than bradyarrhythmias (20%). Atrial
arrhythmias were more common than ventricular
arrhythmias in hospitalized patients not needing
critical care whereas sudden ventricular arrhythmic
events (mostly fibrillation) were seen in critically
ill patients without a prodrome of non-sustained
ventricular arrhythmias.
Patients with pre-existing arrhythmias also had
increased events, however etiology for the same was
diverse and included social parameters like lack of
access to health care and medications. In patients
with implanted ICDs in situ monitored remotely, there
was a decreased incidence of sustained ventricular
arrhythmias during the period of lockdown.

There was an increase in the incidence of outside
hospital cardiac arrest (OHCA) , mainly driven by an
increase in the respiratory failure. Causality however
to the COVID19 infection remains unproven.
In-hospital rates of cardiac arrest (IHCA) were
also increased with poor survival in patients with
concomitant COVID-19 infection. In the absence of
lockdown protocols, COVID-19 infected patients
formed 10 % and 16 % of all patients with OHCA and
IHCA, respectively. These patients were monitored
less frequently and had lesser instances of witnessed
cardiac arrest despite being in hospital. The 30day survival for patients with COVID-19 infection,
and cardiac arrest was also poorer (IHCA 2.3 times
increase and OHCA 3.4 times increase).
Genesis of arrhythmic events during COVID-19
infection varied in etiology. Atrial arrhythmic events
could be secondary to paroxysm of a preexisting
arrhythmic disorder, dyselectrolytemia, severe
hypoxia,
pneumonitis,
pulmonary
embolism,
pericarditis or medications. Ventricular arrhythmic
events were secondary to a combination of inotropes,
systemic inflammation, coronary ischemia, right
ventricular strain and rarely precipitation of arrhythmic
events in patients with pre-existing channelopathies.
Hypoxic damage to the myocardium along with
direct myocardial injury, specific targeting of the
cardiac conduction system, abnormal immune
reactions mediated in varying measures via the
ACE-2 receptors in cardiac tissue and epicardial fat
are potential mechanism of direct injury by the
COVID virus.
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2. The general guiding principles for non-urgent
patient care was based on the tenet of avoiding inperson contact; Bidirectional transfer of infection is
a possibility making hospitals and care-giving areas
sites of super-spreading events. Use of remote
monitoring equipment for both diagnosis and
decision making for management is encouraged.
Anticipatory management of likely challenges like
replacement of pacemaker generators in patients
dependent on pacing, storing medications which
may be lifesaving (amiodarone, anticoagulants)
were advised as was increased collaboration with
local institutions to provide diagnostic services
like biochemical tests and ECGs. Mobile ECG and
patient assessment platforms are encouraged. Inperson patient assessment was mainly performed for
emergencies that needed immediate interventions.
Routine 6-monthly visits for devices can be made
yearly if the battery status is good and the patient
stable. The elective ablation and device procedures
can be rescheduled, and antiarrhythmic medications
can be intensified to allow control of symptomatic
arrhythmia recurrences during the pandemic period.
3. Pre-procedure testing for COVID is prudent to
detect asymptomatic carriers to avoid hospital
hotspots of disease. The epidemiology – nationwide
test positivity rate, the urgency of the procedure,
hospital setting – urban vs. rural, public vs. private, the
status of the molecular testing laboratory – network,
technical proficiency, 24 × 7 operationalization,
extraordinary caseload and costs involved must
be considered prior to making guidelines for preoperative testing of patients in a hospital. Almost
40 % of patients with COVID-19 infection are presymptomatic, asymptomatic (subclinical infection),
or pauci-symptomatic with an attendant risk of
transmission. In them, the viral load is similar to
symptomatic patients and may be detectable in the
upper respiratory tract 1–3 days before the onset of
symptoms.
Patients with a COVID-unknown status are better off
when interacted with in a barrier nursing format. The
reverse transcriptase polymerase chain RT-PCR test
remains the gold standard test for the diagnosis of
COVID. Current or previous infection can be identified
by detecting anti–SARS-CoV-2 antibodies in blood

and saliva specimens and are not recommended for
the screening of or estimating immunity from COVID
infection.
4. It is preferable to triage the cases presenting to
the institution into emergent, semi-urgent, and
non-emergent cases. Only those cases that present
with immediate risk of fatality are recommended
for immediate admission. This includes cases of AV
nodal blocks, sustained ventricular arrhythmia or
storm, atrial fibrillation presenting in heart failure or
with conduction over an accessory pathway, CIEDs
with either malfunction, approaching EOS or with
improper diagnosis and function(shocks, noise).
Interventions for inpatients are to be decided on
case to case basis. It is advisable that only those
interventions that may not be avoided in light of long
term affection of the health of the patient may be the
ones that are performed.
5. The periprocedural triage of these patients include
the categories of COVID positive, COVID negative
and COVID probable. Care for patients with COVID
positive and probable need the complete personal
protective equipment (PPE). The correct procedure
for donning and doffing as recommended should
be followed by all and preferably supervised.
Intermediate care facilities are critical for the
management of patients who seem COVID probable.
As such, if choice is available, healthcare is preferably
given by providers who are vaccinated with at least
one dose of the vaccine. Special consent tailored to
the risk of acquiring COVID in-hospital , separate
cath labs for patients who are COVID positive with
negative ventilation, and a clear protocol of entry and
exit into the lab are important facets of management.
Use of complete personal protective equipment
with strict limitation of personnel within the cath
suites are advised. For a procedure requiring general
anesthesia, it is preferable to intubate the patient at
another location (e.g., in intensive care units before
shifting to the lab. A multidisciplinary meeting
including departments involved in the procedure is
advisable to create a workflow to ensure minimal or
nil exposure of staff during the process.
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6. The post procedural concerns include the delivery
of care with use of complete PPE as well as low
threshold to consider COVID-19 as a cause of
unusual events in that period. Emergency procedures
in patients with COVID infection had more
complications whereas those with co-morbidities
undergoing procedures were more likely to develop
serious sequelae of the infection. Patients who
develop fever and dyspnea should undergo HRCT of
the chest and be started on nasal oxygen and their
saturation monitored. All non-critically ill hospitalized
patients should undergo evaluation for the risk of
developing deep vein thrombosis (DVT) and venous
thromboembolism (VTE) and should be initiated on
prophylactic anticoagulation wherever indicated with
due consideration given to the interaction between
oral anticoagulants and anti-COVID-19 treatment.
There is therefore a high threshold to intervene in
these patients as well as keep them in the hospital
for prolonged periods of time in recovery units.
While planning the discharge of isolated patients,
their relatives should be given clear instructions of
how to prevent the transmission of COVID-19 to the
family members.
7. Drug-drug interactions should be actively
searched for. Arrhythmic interactions like bradycardia
or QT prolongation should be diagnosed early
and appropriate management instituted. Patients
with QTc >500 m s should have continuous ECG
monitoring. Prompt correction of serum potassium,
magnesium, and bradycardia is advised.
8. Positive pressure procedure rooms are good for
the personnel in the room whereas negative pressure
rooms are good if there is use of adequate PPE
by the health care givers. Conversion to negative
pressure rooms is difficult but is ideal for the hospital
system to ensure no spread of virus to adjacent areas.
Use of disposable drapes, corrugated tubes for patient
oxygen delivery, avoiding access sites close to the
mouth of the patient unless absolutely indicated are
some measures for protection. Lab disinfection using
either sodium hypochlorite solution, fumigation,
lysoformin 3000 or UV light(where ever available)
remain advisable after every procedure.

9. Telemedicine for non-emergent consults, remote
monitoring for CIEDs, use of wearables for rhythm
detection are crucial steps to ensure delivery of
safe patient care. Hospitals should have interfaces
to ensure easy accessibility and delivery of care to
patients whilst ensuring that there is legal cover
for the physician in providing such services. We
recommend judicious use of magnet for patients
in remote locations during appropriate indications,
who had been until recently (<6 months) on regular
in-clinic follow up and not in known ERI/EOL status.
or patients with routine clinical follow-up indications,
we recommend that the treating physician replace
routine clinic visits with online video or audio
consultations on secured platforms. We discourage
routine in-hospital visits for device interrogations
in stable patients with calculated battery longevity
exceeding 3 months.
10. The delivery of cardiopulmonary resuscitation
in an OHCA setting remains a challenge. Prudence
in advised in providing these services especially
in patients with asystole as the cause for OHCA.
Respiratory arrest has a higher than usual
contribution to the OHCA. IHCA also had a poorer
prognosis perhaps driven by the severity of the
underlying disease. Independent contribution of the
infection to the rates of sudden cardiac arrests(SCA)
is currently unclear. Use of PPE, cuffed endotracheal
tubes, avoidance of chest compressions whilst
attempting endotracheal intubations, reverting to an
early cricothyroidotomy are all measures necessary
to ensure safety to the resuscitation provider.
Institutional guidelines created after considering local
facilities and patient co-morbidity regarding response
to IHCA and termination of resuscitation efforts can
help frontline providers decide appropriately in their
interaction with the patient and their caregivers.
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Lay rescuers increase the chances of survival in the patients with COVID-19 in an OHCA setting, consistent with
data in the literature. If available, family members are the preferred to provide CPR as compared to non-family
members(since there is a higher chance they are already infected.) The use of a face mask or cloth over the patient
may aid in reducing the chances of infection. There may be value in the delivery of 3 shocks before donning PPE
and initiation of chest compressions. Family members and suspected contacts should not accompany the patient
in the ambulance. Inability to attain spontaneous circulation in the field should prompt considerations against
transfer to the hospital for further management.
Advance care directives and persons of contact for patients with COVID-19 should be clarified at the time of
admission. If the patients are intubated at the time of cardiac arrest, consider increasing the FiO2 to 100 % with
an asynchronous mode of ventilation with respiratory rate to 10 breath/min for adults/children and 30 breaths/
min for neonates, along with an individualized assessment of the need for positive end-expiratory pressures.
The ventilator circuit should not be discontinued during chest compressions. If patients are prone and not
ventilated at the time of arrest, due care to intubate the patients in the prone position should be considered,
along with defibrillation attempts being done in the anterior, posterior position. CPR in these situations should
be done with compression over the T7, T10 vertebrae with hands placed traditionally.
In conclusion, the ongoing pandemic has provided hitherto unprecedented challenges to the delivery of
emergency and routine care to patients with electrophysiological disease. This guideline serves to provide a
route to deliver care to patients whilst ensuring safety of the health care providers.
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01

JAPANESE HEART RHYTHM SOCIETY
W: http://new.jhrs.or.jp/

23rd - 25th SEP 2021

11th - 13th FEB 2022

9th APR 2022

8th - 11th JUN 2022

Catheter Ablation Autumn
Conference 2021

The 2nd Electrocardiography Spring
Conference

The 14th Implantable Cardiac Device
Winter Conference

The Annual Meeting of the Japanese
Heart Rhythm Society 2022
(JHRS2022)

02

NATIONAL HEART ASSOCIATION OF MALAYSIA
W: https://www.malaysianheart.org/

30th OCT 2021

Malaysia ECG Summit 2021 for
Malaysian EP fellow

4th - 5th DEC 2021

National Heart Association of
Malaysia Summit 2021
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03

KOREAN HEART RHYTHM SOCIETY
W: https://www.k-hrs.org:4433/main.asp

9th OCT 2021

13th NOV 2021

11th DEC 2021

24th - 25th JUN 2022

ERC 2021: EP Review Course

KSHNE 2021: Scientific Session
of Korean Society of Holter and
Noninvasive

VT Symposium

KHRS 2022: The 14th Annual Scientific
Session of the Korean Heart Rhythm
Society

04

MONGOLIAN HEART RHYTHM SOCIETY
W: https://conference.cardiosociety.mn/

23rd - 26th SEP 2021

Mongolian National Cardiovascular Conference 2021

05

INDIAN HEART RHYTHM SOCIETY
W: https://ihrs.in/

17th - 19th DEC 2021

Digital IHRS Annual Conference 2021

